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PRACTICE OBSERVED

Organising a Practice

SARA ARBER, LUCIANNE SAWYER

General practice has gradually changed over the past 20 years
from being a mainly “cottage industry” of isolated doctors
working from their own homes—usually with the help of family
workers only (the doctor’s wifc)—into a network of small-scale
organisations. The place of work has been separated from the
place of residence. Independent groups of general practitioners
have increased in size and have incorporated more and more
employees who are engaged in both administrative and para-
medical tasks.

Changes in general practice: do patients benefit?

TABLE 1—Changes 1n the size of partnerships*

Percentage of general practitioners

Type of practice

1051 1961 1971 1077
Single-handed practices o 7] 10
‘wo partners M 24 20
Three pariners 3 2 k] 2
Four partners 5 i 5 19
Fuve ' . 8 12
Six'or mote patners - 2 o 5
100 100 100 100
Total No of untestricted
principals 1905 19974 2079

Increasing me size of practices has been encouraged by
dical an

by the G
After prtssure “from the BMA dircer finsncial incentives.for
group practice were provided in the Doctor’s Charter in 1
T the 1ate 19605 and carly 19705 the concept of health centres
was supported first by the Government and later by the BMA.
Recently the emphasis has changed again to encourage doctors
to form large group practices rather than to move into health
centres. The of these policy-
directed changes in the organisation of general practice has been
that they are beneficial to both doctors and patients.’ Table [
shows the growth of partnerships of varying sizes. By 1977,
179, of all general practitioners worked from health centres,
We examine the effects that these changes in the structure of
general practice have had on patients by discussing two critical
topics: (a) the accessibility of the general practitioner to patients,
and (b) the nature of the care provided, particularly the quality
of the doctor-patient relationship.
We interviewed 1038 adults in Surrey and south-west London
at home in late 1977. Our sample allowed us to compare
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different (ypes of org:ms:uon in general practice because it
of patients who
were regintered with difforent types of practices. To smplfy,
we grouped these types of practices into single-handed doctors;
small partnerships of two or three doctors; large groups of four
or more doctors; and health centres, where the doctor worked
mainly from a health centre but may not have been in a partner-
ship. We found no statistically significant associations between
patients attending different types of practices and age, social
class, sex, or educational attainment. Therefore, direct com-
parisons may be made between the attitudes of patients who
attended cach of the four types of practices without controlling
for sociodemographic characteristics.

Accessibility

Changes in the organisation of general practice bring with
them other changes that influence how accessible doctors are to
their patients, such as a greater distance between the home and
the surgery, altered surgery hours, greater use of appointment
systems, and the behaviour of receptionists.
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are necessary in smaller practices. Rationalisation and efficiency
become more important as practices become more complex. The
result is reduced accessibility to general practitioners.

Nature of care

Since the late 1960s there have been debates about whether
or not gencral practice is a specialty within medicine.** This
has now become widely accepted because of the uniqueness of
general practice in treating the whole patient and in taking into
account psychological and social factors that may influence how
symptoms present and the condition itself. Yet, parallel to this
emphasis on the personal, supportive, and relational aspects of
care is a pull in the opposite direction which is associated with
the growing dependence on technology that is evident in all
spheres of medicine, including general practice. Clearly, good
care by general practitioners depends on both treatment that is
technically competent and the personal and supportive aspects
of the doctor’s behaviour.

One of the recognised advantages of practising in groups and
health centres is that it is casier to purchase and use morc
complex equipment, such as electrocardiograms. Cartwright and

Anderson found that as the number of partners grew in a
, > § i

P of increased.
As for using technology, Mechanic showed that general prac-
titioners practising in groups used more diagnostic tests,’ and
Williamson found that doctors practising in groups adopted new
drugs more rapidly than single-handed doctors.® It is a moot
point whether or not the greater emphasis on the techmical
aspects of care found among larger practices results in less
personal care.

We did not investigate the clinical or technical quality of the
care that patients received, but the study gave some insights into
whether the type of practice was associated with the nature of
care provided by general practitioners in terms of continuity of
care, the personal relationship, case of communication, and
some aspects of treatment.

CONTINUITY OF CARE

Continuity of care is essential for a successful personal
relationship between a doctor and patient. The alternative is a
mechanistic view of the general practitioner’s role, in which the
care provided is assumed to be good irrespective of the identity
of the doctor. As practices grow there is a greater possibility of
giving fragmented care. [n our sample over 90", of the patients
thought of themselves as having one particular general prac-
tittoner. This did not vary directly with practice size, being very
high for those who attended health centres (96" ) and lowest
for those who attended small partnerships (86",,) (table V). This
suggests that when there are two or three partners the care of
patients is shared to the greatest extent.

Continuity of care mzy bc more ob|mw:ly measured by

the w their own
doctors at their last surgcrv consultation. Elghly per cent of
those who attended health centres and small partnerships saw
their own doctor, but this fell to 69", among patients in large
practices (table V). Thercfore, the size of the practice affects
continuity of care to some extent, but this effect is perhaps less
than might have been expected.

PERSONAL KELATIONSHIP

It is difficult to measure how well the patient and the doctor
know cach other. As expected, patients who had been registered
for a short time were less likely to think that their doctors would
know them if they met on the strect—only 40°., of patients who
had been registered for under two vears compared with 85"
registered for over 20 years. Patients registered with a single-
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TABLE v-—Nature of care given by type of practice
Type of practice
Toul
Single- N
handed  20r3  4ormore  Health
doctor _partners _partners _ centre
Commaty of ca
o dor ot have
e docion they
think of a5 their
own 2 1 n ) 10
aze @9k @ e (93
0001
(b who did ot see
- doctor at ast
surgery visit 7 21 3 20 2
aomam @ dom 82%)
p- 0001
Personal relatonshr
() " who do
met in the street 2 3 30 3 32
a0 o @6 ase)  (978)
005
(@) . who fecl in awe
o e oty @ 12 16 21 1
om0 @ oy oes)
9005
Fase of commamcanen
savime they could
ot talk canly to
e CF 10 12 7 3 ]
aw e @w @ @1s
Not
significant
@), smying they do
THiormation 1o 10 [} 1 10
a1 cle) @ @ss) 968)
p- 001
(R . who do not always
say everything they
Want o
Bodtor 2 18 1w 1 1
. aim o Qm o ase o1
significant

b about resemens

hece 2 15 5] 1
@ Gen asn @)
L who wanted
difccent medicine
Eiven by the GP " 17 12 13 15
amy o @ s eI
Not
significant

The numbers in parentheses arc the aumber of patients

handed doctor were more likely to think that their doctor would
know them compared with those who attended health centres
and larger group practices, even when the duration of registra-
tion was controlled. (There was no significant association
between type of practice and duration of registration.) A related
finding was that more people who attended health centres, and
toa lesser extent large group practices, felt in awe of their doctor
(table V). (Fecling in awe was unrelated to duration of time
with a particular doctor.) These small but important trends
suggest that paticnts may perceive a greater distance between
themselves and their doctor in large group practices and health
centres, possibly because of the larger scale of organisation.

EASE OF COMMUNICATION

Good communication is essential for any successful encounter
between doctor and patient. Taking three aspects of communica-
tion, we found that there was, if anything, a better personal
relationship between patients and their doctors as the complexity
of the organisation increased. The differences were small but
they were all in the same direction, with a higher proportion of
people who attended health centres saying that they could talk
casily to their general practitioner, that they could say all that
they wanted to him or her, and that they obtained enough
information (table V). This somewhat surprising finding implies
that communication between patient and doctor is not affected
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DISTANCE

As the number of doctors in a practice increases so does the
average distance that patients have to travel to their doctors’
surgeries. Half of our sample of paticnts lived within half a mile
of the surgery, but though this was true for 63", who were
registered with single-handed doctors only 41% who attended
large group practices or health centres lived that close. Crude
distance, however, is less useful a measure of access than time
spent travelling, which is related to possession of a car. Car
ownership is strongly associated with both social class and age.
Therefore those who are most adversely affected by having to
travel further because practices are concentrated in groups are
people from the lower social classes and elderly people.

SURGERY HOURS

In large group practices, and especially in health centres, cach
general practitioner has less autonomy to decide the hours he
or she wishes to work and probably does not need to hold late
surgery hours to compete successfully with other general
practitioners for patients. When a group practice is a monapoly,
as in small towns, general practitioners may have less incentive
to be accessible to gain or retain patients. We found a strong
association between the type of practice and the time cvening
surgery closed. Evening surgery finished by 6 pm for less than
a quarter of patients who were registered with small partnerships
or single-handed doctors, but this was the case for 45", of
paticnts attending large groups and for two-thirds of patients
attending health centres. Lack of access to a general practitioner
in the evening creates difficulties for people who work all day,
but for others this may be compensated for in large group
practices and health centres because a doctor is usually available
all day and may be seen at any time if necessary.

APPOINTMENT SYSTEMS

Large practices use appointment systems o a greater extent
than small groups or single-handed doctors and the appointment
systems restrict access for patients for several reasons.” What is
important, however, is our finding that in practices with
appointment systems the more complex the organisation in the
practice the more difficulty patients had in getting an appoint-
ment to see their own doctor. Table 11 shows that the greatest
problems were in large group practices. We suggest that smaller

ABLE 11— Appomtment systems  care scith i hich a pasient could see ot n doctor
T vame das mcodiné 1o g < v

Tupe of practice ot

2ord 4ormore Health
pariners partners centre

Very easy ¢ w 1 5 m i

22 5 2 iy o

' % 21 30 25 20

3 ) B 2 23

X i n °

o 100 o
-3 ine1K9 (n-223 (n~224)

The petcentages in these ables have heen counded and therefore do 1ot ccessanly

2dd up 10 100

Sunihcance Jevels are intended only 2 mude, i hey were walulated on the
10n of s simple random sample, but the actual sample design was based on

Tntervicwing n 50 wards.

practices (of one to three doctors) are organised in a less
bureaucratic way and are therefore more likely to operate
appointment systems with the flexibility that is necessary to
enable patients who wish to see a doctor that day to do so.
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RECEPTIONISTS

The receptionist is now the intermediary through whom
virtually all contacts with general practitioners are made. She
controls scheduling procedures, which in practice means she
controls access to the doctor by booking appointments, dealing
with requests for home visits, and putting people through to
speak to the doctor on the telephone, etc. The behaviour of
receptionists is likely o vary with the sizc of the practice, since
as organisations become more complex there is a tendency to
formalise rules. Consequently, we suggest that receptionists in
large group practices and health centres are more likely to act
by the “rule book” than with the flexibility that is necessary in
general practice. In addition, in large practices it may be less
easy for the receptionist to check with a doctor each time she
has a query or a “difficult” patient on the telephone.

One way that the receptionist influences access is by handling
requests for home visits. In our study a higher percentage of
patients and their children who attended health centres com-
pared to other types of practices had been asked by the recep-
tionist to come to the surgery on one or more ccasion when they
had requested a home visit (table 111.. (This does not necessarily
mean that requests for home visits were refused, but that the
receptionist encouraged the patient 1o attend the surgery.)
Receptionists also control access by putting patients through to
speak to the docter on the telephone. Fourteen per cent of
patients who attended health centres said that they had tried to
speak to a doctor on the phone and were unable to do so com-
pared with 6, of patients who attended other types of practices.

TABLE 11— Per.entage of patients who were atked 1o come to the sureery by the
recepiionisi hen a home visid 1 as requested on one or more occasion

Total
S
§ ot more Health
attners centre
For acnid urder 18 can s o 50
o mlen o
nam
For et ault i 5 v 26 o
o B O

Not
“gmAcant

We analysed patients’ experiences of receptionists by combin-
ing the responses to four questions—did the patient ever have
to insist when talking to the receptionist 2 Was the receptionist

ays courteous ? Did she ever “talk down" to them ? Was she
thought 1o be more of a help or a barr ween them and the
doctor 7 Criticism of receptionists increased directly with the
complexity of the organisation. At least one critical comment
was made by 25", of patients attending single-handed doctors,
by 34", attending small partnerships, by 40, attending large
groups, and by 45, attending health centres® (table V).

Wie suggest that the complexity and greater differentiation of
tasks in health centres, and 0 a lesser extent in large group
practices, means that receptionists use more formal rules than

TABLE v—Attitudes of patients towards recepiiomsts according 10 type of
practice

Tope
Numbet of negative e Tow
Teapomes st Smle-

st Randed  2or3 4ormore Health
otex  patiners parners _ventre

e W Y w 5 o

Sncor s i b b 20 3

Fhree or four 3 ] i % i

100 100 109° 100" 100
o6 n 2 n- 21 n-2M in=77W
Foool
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by the burcaucracy of the organisation, and may in fact be
improved n a more organised practice. Possible explanations
include the fact that the general practitioner is more at ease
because administrative tasks are organised by receptionists or
practice managers and the doctor has more frec time, since rotas
are more often arranged for the group. Furthermore, the age
and other characteristics of doctors who choose to work in a
group or health centre may be responsible for some aspects of
improved ductor-patient relations.

TREATMENT

We could not hope in a survey of patients’ views to measure
the quality of treatment provided by general practitioners
working 1n_ different types of practices. Two of our questions
touched on this arca, however. More patients who attended
single-handed doctors said that their doctor did not always
examine them when they thought it was necessary, and more
said that they wanted a different medicine on some occasion
from the one that they had been given by their doctor (table V.
These findings are not statistically significant but suggest that
single-handed doctors may fall down in these respects.

Discussion

A principle of social welfare is that equality of access to health
facilities s a legiumate and laudable aim. Accessibility
particularly important because general practice is the entry
point into the rest of the health care system, and, by definition,
the need tor medical care is often sudden in onset, requiring
prompt attention. It is important to be aware of the actual and
potential barriers to access that are consequent upon changing
the structure of general practice. Our findings show that as
general practice becomes more complex the barriers to access
increase. These include distance from home to the surgery,
curtailment of evening surgery hours, more rigid appointment
systems, and receptionists who are often scen as a barrier
between the patient and doctor. On the other hand, it s casicr
in large practices for the partners to cover for each other, so0
that access is improved in large practices both during the da
since there is more likely to be a doctor available at any time,
and at night and weekends, when rota systems are more likely
to be arranged.*

The harriers to access to general practitioners that accompany
changes in organisation are likely to have more adverse effects
on people in the lower social classes and on elderly people—for
a number of reasons: sipce these two groups are less likely to
have cars, they are more likely to be penalised by having to
travel greater distances; they are also less likely to have tele-
phones and thus experience morc inconvenience in making
appointments, in many cases having to make an extra journey
to the surgery to make an appointment. Furthermore, there is
substantial cvidence that people from the lower social classes
arc less able to cope with the complexity of organisations and to
“negotiate” 10 get an appointment, using the sppropeiste

ecessary
wccking urkent appointments. or home visis. through lhc
receptionist.* and there is evidence of greater deference and
diffidence among elderly people and people in the lower social
classes.”

Our research and other studies* ' have found that the type
of practice has only a marginal effect on the nature of care.
Continuity of care is reduced somewhat, particularly in large
group practices. Patients are less likely to know their doctors
well and more likely to feel in awe of him or her in large groups
and health centres. On other aspects relating to the nature of
care the findings are not conclusive, but suggest that communi
cation and possibly treatment is worse in single-handed practices
and, if anything, best among large group practices and health
centres. (Most of these effects are not statistically significant, but
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they are all in the same direction.) These associations are
probably unrelated to how the practice is organised but are due
to the types of doctors who go into each type of practice. This
self-selection is illustrated by the fact that more doctors in
group practices and health centres are members of the Royal
College of General Practitioners and more arc trainers.* Some
would argue that such general practitioners are more likely to be
concerned to provide good quality carg, which they recognise as
encompassing both interpersonal and technical skills.

Greater bureaucracy in general practice is likely to lead to
each doctor having less control over his or her work environment,
but this does not seem to affect the doctor’s clinical autonomy.
The more complex organisation may in fact facilitate having
more equipment and ancillary and paramedical personnel, which,
with the presence of other doctors, will allow general pra
titioners to provide the sort of care that they want to provide.
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Practice educational meetings: a new influence in general practice

In wable 111 of this article by Dr B B Reiss ef af two numbers were left out
of the column Frequency Never—Exploring doctor patient relationshups
4; Developments in other subjects 6

ONE HUNDRED YEARS AGO At this season of the year, tons
of trash under the name of pork-sausages are thrown upon the market,
and find a very ready sale; but, instead of being made wholly of pork,
they arc interspersed with the remnants of “‘block-ornaments”—no
matter whether of heef, mutton, or veal——these latter being consigned
to the sausage-mill when their appearance is no longer tempting
enough to secure a purchaser. Any taint of unpleasant flavour is
roughly disguned by the amount of seasoning used. In the raw state,
they are not easiy detected; but, on being cooked, they are readily
disunguishable by their red and under-done appearance, as compared
with that of the genuine porksausage, which presents, when cooked,
an uniformly white colour throughout. Mouldy bread, tainted livers,

inspection; and that attaching to this food of the poor there should be a
better guarantee of its wholesomeness. (British Medical Journal, 1881.)




