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Independence days
The practice based structure of general practice is ideally suited to modern
primary care

The creation of primary care trusts has raised the
prospect, as perhaps never before, of a substan-
tial shift from the independent contractor

status of general practitioners to that of salaried
employees. This is not a policy objective, but the forces
for change cannot be underestimated and are causing
serious concern among most general practitioners.1

The proposed structure, governing arrangements, and
powers of primary care trusts will allow the transition
to employed status with greater ease and perhaps per-
suasion. Equally, there are some general practitioners
who see employed status as an answer to the responsi-
bilities of on call work and equity purchase and in any
event not core to a general practitioner’s primary pur-
pose.1 The debate is often ideological and political; we
want to examine the concept from evidence based
principles of organisational design and behaviour.

Theory about the genesis of organisational
structure has long focused on environmental uncer-
tainty and complexity as key concepts that mould
structure.2-4 Briefly, the more stable an environment,
the more rigid the structure, with a list of rigid policies
relatively unchanging. The more turbulent an environ-
ment, the more is the need to ensure greater flexibility
in both the management structure and the way people
operate.

The NHS is too often regarded as a homogeneous
organism with equivalent environmental determinants
throughout it. This is not the case, given the variety of
its operational activities4 and size, in both expenditure
and staff employed. It is such flawed thinking which has
often created a seemingly permanent state of structural
disequilibrium in the NHS and consequent cyclical
demands for ‘‘reorganisation.’’

The operating environment of primary care is one
of rapidly changing technology and medical tech-
niques, often creating rather than satisfying demand;
pressure on resources; changing data requirements;
changing regulations; shifting patient needs and
demands because of demographic and social trends;
and changing epidemiology and sporadic epidemics.
Primary care has to cope with these factors as well as
being sensitive, as any service organisation, to
demographic changes affecting labour availability. In
addition, general practices face competitive threats
because of the lowering of barriers for other organisa-
tions to deliver aspects of primary care. In short, what
might have been considered a complex, though stable,
environment is a complex and unstable environment.

Theory (and practice) maintains that an organis-
ation will function best if its social and technological
systems (tools, procedures, skills) are designed to
optimise the demands of each other and the
environment. 5 6 For primary care, flat flexible devolved
structures with short management decision loops are
the best fit—autonomous work groups.

By default or design, this is what independent con-
tractor status with practice employed staff has given us.
Yet clearly all is not well: the independence that has
permitted innovation and successful adaptation in
most places has allowed isolationism and poor practice
elsewhere. Clearly it must be a policy goal that the level
of service a patient experiences walking into an NHS
provider, including primary care, is of an equivalent
high standard. The reflex answer of exerting control by
subsuming practices into a larger organisation, subject
to line management and hierarchical forces, ill fits the
requirement of the operating environment of primary
care. The idea that true devolution of power could take
place in such an arrangement does not square with
practical experience of devolution in the NHS.

Attention to motivation is also important in
functional development. Poorly motivated individuals
are likely to function below their effective level of per-
formance and may influence others and demotivate
them. Hackman and Oldham explored several factors
related to job design which stimulate intrinsic
motivation: meaningfulness, responsibility (autonomy),
and knowledge of results. Absence of one or more of
these factors was shown to be demotivating.7 For many
general practitioners, being pressurised, financally or
otherwise, into being part of an employing organis-
ation will lead to such absence.

Similarly, continuation of the existing system of
independent contractorship without greater account-
ability for quality is not an option. This may be
achieved by clinical governance. However, we profer a
third way: practice federation or franchise arrange-
ments. Existing practices would apply for a 5-10 year
agreement to deliver primary care within the boundary
of the primary care group or trust. The requirements
for granting a franchise would cover premises, demon-
strable clinical governance, management systems,
human resource, and training policies. A practice may
supply a plan to make up shortfalls before a given date
for franchise renewal. It would remain crucial, for flex-
ibility and response, that practices continued to employ
their own staff. In this scenario independence would be
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maintained but within a framework of quality and
accountability that does not operate via the heavy hand
of quality assurance machinery and costly inspector-
ates. Instead the process of franchise renewal, overseen
by a multidisciplinary governing body (the primary
care group or trust), creates a drive for quality
improvement within an organisational structure that
fits primary care, ensuring appropriate rewards for
high quality care.

It is often only when you go abroad that you appre-
ciate things at home, and such it is with our primary
care system. It is always a surprise how much it is
envied by many in countries who spend more on
health. They recognise three features crucial to our
success: a defined list of patients, a gatekeeper role to
secondary care, and the freedom to innovate. We
tamper with any one of those at our peril. Independent
status for practices ensures their survival.

John Oldham General practitioner
Manor House Surgery Glossop, Derbyshire SK138PS

Ian Rutter General practitioner
Westcliffe Medical Centre, Shipley, Yorkshire BD18 3EE
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Community development, user involvement, and
primary health care
Community development has much to offer to primary care groups

The new primary care groups (local health
groups in Wales) will need to shape services,
assess health needs, reduce health inequalities,

listen to users’ views, and work in partnership with
local agencies. This will require a range of skills which
few primary health professionals currently have.1 Few
fundholders undertook any health needs assessment
or involved patients in purchasing,2 and the govern-
ment has provided little conceptual, managerial, or
financial infrastructure for public involvement. Public
meetings are the only mechanism for consultation
mentioned in the white paper—yet these are an
inadequate means of genuinely engaging communities
in the health issues that matter to them, particularly for
marginalised groups. One solution is for primary care
to work with community development projects, which
have been tackling these issues for years.

Community development recognises the social,
economic, and environmental causes of ill health and
links user involvement and commissioning to improve
health and reduce inequalities. Communities can be
geographical—such as particular housing estates—or
communities of interest, such as user groups. Trained
community development workers bring local people
together to:
x identify and support existing community networks,
thus improving health;
x identify health needs, in particular those of margin-
alised groups and those suffering inequality;
x work with other relevant agencies, including
community groups, to tackle identified needs;
x encourage dialogue with commissioners to develop
more accessible and appropriate services.3

Many examples of these activities exist. Studies
show that community support through social networks
is protective of people’s health.4 High levels of trust and
density of group membership are associated with

reduced mortality.5 Conversely, lack of control, lack of
self esteem, and poor social support contribute to
increased morbidity.6

Needs assessment that is focused on communities
can identify solutions as well as problems. Results of
such initiatives include a new post of youth health
adviser to support youth centred health activities
across practices in Lewisham, which has led to
improved learning about contraception and sexual
health, improved liaison with practices, and changes in
practice provision to make services more appropriate
for the young people they serve.7 In St Peter’s Ward, a
deprived area of Plymouth, a community development
approach has resulted in free pregnancy testing in a
local community project, the setting up of a
‘‘parentwise’’ project that draws on resources within the
community, changes in health visitors’ working, and
the provision of more acceptable antenatal classes.8

The more involved the community is in needs
assessment, the more likely changes are to ensue.9

These assessments can provide representative views,
particularly if quantitative approaches are used to
triangulate these views, and there is little evidence that
patients make unreasonable demands.

Community development can also lessen the
impact of poverty on health. In Torquay concern about
nutrition has led to the setting up of a food cooperative
managed by local people that makes available cheap,
healthy food.10 Community development can reduce
social exclusion by ensuring that marginalised groups
influence health services. In Bradford such an
approach increased the uptake of cervical and breast
screening among women from ethnic minorities.11

Minority ethnic communities, disabled people, adoles-
cents, and elderly people have all been involved in the
commissioning process in Newcastle, where a commu-
nity development worker, accountable to the commu-

Editorials

BMJ 1999;318:749–50

749BMJ VOLUME 318 20 MARCH 1999 www.bmj.com


