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patient–centred approach to CPD and
revalidation. Informed by innovative and
robust research, a more rational debate
can ensue. Honesty about the true cost,
skills needed, and consequences is
paramount. Postgraduate medical
education has the chance to rise to the
challenge of balancing regulatory needs
with a healthy curiosity.
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It is now accepted in general practice that
we should incorporate the evidence
derived from biomedical research into our
practice, and both current contractual and
proposed governance arrangements are
designed to encourage this.

The paper in this issue of the BJGP by
Hewitt et al1 reminds us of the additional
importance of applying evidence to the
overall service that we provide as well as
to the narrow medical content of our
consultations. Focusing on the detail of
receptionist–patient interactions, Hewitt
and her co-authors point to some of the
contexts in which misunderstanding,
miscommunication, and ultimately
dissatisfaction may arise. They
demonstrate that receptionists tend to use
a limited repertoire of styles of
communication, and that some of these
styles are more prone than others to
generate misunderstandings or
miscommunications. This is important
because such miscommunications,

especially if repeated in subsequent visits
to the practice, may build up to generate
significant patient dissatisfaction; in the
competitive environment currently facing
general practice this could become a real
problem.

The obvious approach to address this
danger would be via staff training, and the
paper by Hewitt et al1 could nicely be
used as a teaching aid for in-house
reception training; seeing dysfunctional
exchanges written down can be very
enlightening.

This draws attention to a wider issue:
clinician–patient interactions do not
represent the totality — or even the most
important part of — a patient’s overall
interactions with the practice, and this is
something that should be taken into
account by partners as practice owners.
Negotiation with receptionists, requests for
repeat prescriptions, discussions with
secretaries about Choose and Book
appointments: all these represent

opportunities for good or bad patient
experiences.

As the complexity of the care that we
provide increases, modern general
practices have become quite large
organisations, with a significant number of
employees, and I would argue that we can
no longer get away with simply appointing
a practice manager and delegating staff
training to that role. Issues such as
violence against staff (see the article by
Magin et al in this issue of the BJGP2) and
the stresses that receptionists
experience3 are important topics that
partners should consider when they think
about the development of their staff.
Furthermore, just as we look for evidence
about the clinical care that we provide, so
we should engage with the extensive
literature about behaviour in organisations
to garner ideas about how this should be
done.

The discourse analysis method used in
Hewitt et al’s study reminds us that if we

Being a good clinician is not enough:
doctors as employers and practices as organisations



566 British Journal of General Practice, August 2009

are to take seriously the ‘evidence base’
relating to service delivery by general
practices as organisations, we must also
be prepared to engage across disciplines
with types of research that we may find
unfamiliar; randomised controlled trials
(RCTs) are not necessarily the best
approach to problems such as these,4 and
we must be both open minded to
alternatives and prepared to engage
critically with different research traditions.

The approach used by Hewitt et al is a
good example of this. Discourse analysis
emerged as a method from interactionist
sociology, and it takes seriously the
minutiae of communication, often
integrating observational evidence with a
detailed analysis of verbal exchanges. It
has a ‘long theoretical and research
tradition’5 and has been used, for
example, in studying doctor–patient
interactions in both primary and
secondary care (for example, see
Atkinson6), revealing sometimes
unpalatable truths about power
relationships within the consultation.7

Getting to grips with this type of
research requires us to engage with
theory from social science disciplines,
and this can be challenging. However, it
can be done: a good example is a paper
by Greenhalgh and colleagues,8 looking at
interpreted consultations in general
practice. Led by a practising GP, and
using the concept of ‘organisational
routines’ as a theoretical framework from
the discipline of organisational studies,
the authors offer some interesting and
practical suggestions for how the
provision of interpreting services might be
improved. Although the content has
applicability to GPs, the paper was
published in the journal Sociology of
Health & Illness, and it is reasonable to
suggest that this may limit its accessibility
to most GPs.

There is much that is out there in the
wider social science/organisational
studies literature that might be useful to
GPs as we strive to improve the service
that we provide, but there is at present
only limited crossover from these
disciplines into general practice. A fixed
idea of a ‘hierarchy of evidence’ with
RCTs at the top may be part of the
problem but there are also more practical

issues to do with making social science
theory accessible to a more general
audience. Possible routes might be for
general practice journals, such as the
BJGP, to commission reviews of topics
such as these in addition to more
conventional systematic reviews of
clinical subjects. The qualitative
metasynthesis is a method that is gaining
respectability, and it could provide a way
forward.9

Also relating to the issue of
organisational structure, the May issue of
the BJGP reminded us eloquently10–14 that
we currently face many challenges, not
least of which is the apparent breakdown
of relationships between salaried GPs and
partners. This is a complicated issue, with
resentments on both sides, but I venture
to suggest that a careful analysis of
modern general practices as
organisations, paying attention to power,
relationships, and ‘sensemaking’15,16 about
what it means to be a GP might have
something useful to add which could help
us past the current impasse.
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