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PRACTICE OBSERVED

The practice nurse: is history repeating itself?

K ] BOLDE S BOLDEN

General practice depends more and more on the skills of practice
nurses. It therefore behoves general practitioners to help nurses to
find their true place in their own profession and give them the
support which general practitioncrs needed 20 vears ago. We think
that looking at the historical development of general practice since
the beginming of the National Health Service may provide some
lessons that might help speed up the process for practice nurses

During the first decade of the NHS general practitioners were
poorly organised. worked in professional nalation. had no formal
traming. and d by their h lieag
10 have “fallen off the rung"” of the career lnldrr General practice
hav developed in stages (o1t present state where over half of medical
“tudents choose it as a carcer and 1t 1 recognised as 4 disciphine with
its own body of knowledge, rescarch, and publications. Essential 1o
this development was the Roval College of General Practitioners in
pursuing educational aims. the 1966 GP's Charter in improving pay
and working conditions. and the imtroduction of formal vocational
traiung in 1973 and the Vocational Traiming Act ot 1981

Thus for general practice to become a discsphne in 1ts own right
required that 1t was recognised as having cqual status with other
branches uf the profession. This was brought about by detining the
knowledge. skills, and atutudes required for gencral practice.
formal traimig to meet these requirements. and an attractive carcer
structure with satistactory pav and conditions of service.

We believe that practice nurses are cmbarking on this long path
towards recognition. with all that this implies in terms of pro.
fessional development and traming needs. Practice nurses. how
ever. have specific problems of their own; the method of emplov-
ment. oo funds carmarked for traming. and. not least. professional
Icaders few of whom have been practice nurses
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The role

It 100k several decades for general practitioners 1o decide upon
theie role. and even now differences of opinion exist about it. Should
general practitioners ust filter patients through to available services
for secondary and tertiary care? Were the skills taught in medical
school appropriate for general practice? Are general practitioners
businessmen and women. and where does cumpetence in business
overlap with Should the <on
sequences of working with an identifiable paient population be
capitalised on by the general practitioner or left to others. including
hospitals? Such questions have not been satifactonly answered

A practice nurse was defined in a Ruval College of Nursing report.
Traiming Needs of Prac Nurces, as s registered general nurse
who is emploved by a general practitioner or other nurses working
1n the treatment room and emplosed by health authorities.™ The
dehmuon 15 concerned more with the emploser and place of work
than with the iob to be done. The role of the practice nurse needs to
be clearly dehined. because unul itis it wall be impossible to design
traning course to meet the requirements of that role. which ranges
from a spare pair of hands to a full nurse practitioner

The hierarchy

Asabreed. general practitioners do not take kindly to hierarchical
structures and prefer 10 organne their own wav of working,
maintaining professional independence and. 20 some extent, pro-
tessronal ssolation. Much more peer exchange takes place now than
1 did 20 vears ago. but nevertheless the independent contractor
Status 1s hercely defended

Like general pracutioners the practice nurse works on her own in
protessional iolation and makes her own decisions about standards
ot ware. Some will have been forced 1nto this work owing 10
arcumstances, but. tor many. personality and preference distate
this independent style over working 10 a hierarchy such as that in
hospital or community nursing. And here hies another dificulty
because the other branches of the nursing protession are not clear
about their relationship with the practice nurse. even when working
10 the primar health care tam
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frequency of a vaniety of parameters a time probe sampling
technique was adopted. Direct measurement of the quality of
primary consultation tasks  history taking, diagnosis, and manage-
ment was used by Brownbridge et al to show "4 minor negative
effect of computer use on the doctor's clinical performance.” * Such
measures offer a judgment of the consultation as a whole, but the
direct measurement of the duration of primary tasks is meaning-
less—who is to say that a longer history 1aking phase is better than a
short onc, and so on?

Time Interval Medical Event Rtuwd(f (Timer) was developed.
therefore, ‘ts of physical and verbal
activity and of certam sccondary aske (exploring the patient’s
<concept, education. sharing in management, and prevention | which
could be mure reasonably refated 1o the concept of quality without
sacrificing objectvity.

Method
One hundred who attended the i 4
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fell from 36% for the controls 10 28% on computer usc., but doctor centred
speect rom 30% 10 345 The changes n he durstionsofthes tw
eporsc of pecch were ot gnibean

Sendars ok actions b 4, ocenpe 28% of the conurol consolations
and increased 1o 40% in the computer ones. This was mainly duc 1o the
increase of prevention p~ u 001" as prompied by the computer The
was higher

Computer used ‘ Controls

Conversation (33%)
2

evening surgenses o the three dotors in the health centre were chosen from
the appusntment book acording 10 4 random selection of appoiniment
numbers from 1 to 121 Seven patients dechined, giving 93 participants. 4
men and 49 women

A imilar sample of patients who attended surgeries during which 3
compute texminal was avalable ( the dotor (0 prompi preventie tarc
were approached Of ho
was used with 49 patients. 21 men and 28 women.

All the participauing patients were told that the doxtor whom they had
areanged 10 vex would like 10 videu record their consultation 1n connection
with 4 rescarch prorect. Although the doctors were told which
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10 video revord, and theretore knew which consultations were i the
expenimental sampie. they were unaware of how these recordings would be
anahvsed

Tomer was apphed t these video recordings. 1t requires coding at five
~evond intervals n cach of four events—the problems. physical activity.
verbal acuvits. and secondary task activity. Since cach consultation was
nitially viewed to assess me gencral context. Ihc ulnpklt Wlnzlmﬂ ot

dependong on the duratson o the i

The ategones were coded aucording 1ot Timer ruke. e appendis for
4 summan onto The total
then added up each consultation and used for \llll\ll\ll analvsis. Thc
pereentage of cach consuliaton used for cach actvity was cakulated and
used 1o Renerate the pie charts -figs 1-41. Copies of the score sheets. total
sheets. and the full Timer rules are asailable from the authors

Results

Asample ol 20 consultations. which included 31 problems. gave intrarater
rehiabilis of between 0 K3 and 0 95, and interrater rehability of between
071 and 095 Pearson product moment correlation” for the four cvents

«d by Timer In the control consultations the modal number of
fems dealt with was one. compared with three for the computer
wonsultabons. reflecting the increase n doctor imitated health 0pis
Analvaisof
the modal duration rising from between three and six minutes for control
average duration 6 minutes $K secunds to between six and mine minutes for
ihe somputcrgrou, avcrags 7 minute 46 seconds

that was spent on physical
et b dostorsn (e (o P shown 1 g 1 and b patints i g
The prop it the that was spent on

T e comtrols s 30 < 1 the ompater group (70 01 g &
Chatnes U test on the number of interceptions recorded ~ Al there
was 4 ugacant increase p- 0001 1 the tme duning which the doctor was
active hut the patient was <till The number of consultations 1 which an
examination was varried vat increaed from 814 10 96% when the computer
wasused
Since the categones for verhal actniry are mutually exclusive fig 3 shows
the propartions of verbal codings for doctors and patients in the two groups
The sgnificant increase 1 sl discusson by the doctors when the
computer was used p- 0 001 was accompanicd by an increase in the time in
which the dox tors were talking 437 1o 48% . whercas the patients spoke less
3010 27
The speech content was notionally divided into patient centred - doxtor
questioning. patiens nformation. and patient_questioming: and doctor
<entred dontor information and nstruction ;. The patient centred speech
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e 1 Mean perentage of tme speat by doctor and patsents on cah verhal
sty in control 2nd computer avsisted consultations
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Professional leaders

Like the general practitioner the nurse is tied to the practice and
has no one 1o delegate work to. Pay arrangements are such that
money 15 earned only when at work and there 15 no spare time tor
committces and professional development during the working dav
General pracutioners found most of their professional negotiations
being carried out by collcagues who were ot gencral practitioners
or by a few doctors wha were able to leave their practices. Practice
nurses are 1n a similar situation. most of their professional leaders
mtalor nursing

of the probiems and needs of practice nurses. Discussions have
focused on bringing practie aurses within the orbit of the other
nursing hierarchies and have had no regard for the developments in
practice nursing or of the professional independence.

Training

General pracutioners struggled with other branches of the
profession for recognition as equals until they organised their own
traiming. negotiated suitable funds, and demonstrated that peer
teaching and learning are the most effective wavs of meeting therr
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cducational needs. This philosophy of peer group learning was
introduced into the first training course for practice nurses. run as
an external course. in the department of general practice n Exeter in
1984 There were 10 one day sessions with a break between the first
and second modules during which proiects were undertaken in the
practice. The content was based on the outline svllabus in Traiming
Needs of Practice Nurses, as one of us had served on the working

arty

The enthusiasm of the participants resulted in several practice
nurse groups being set up in Devon. These aimed at providing
<ontinuing education. Thus the first principle of encouraging the
nurses to take responsibality for their own training was achieved and
apecr support But the long lookis rather
bleak a5 the d f service of general
who are the main emplovers. are written in such a way that it is not
possible to obtain funding for courses for the nurses. only part
reimbursement of travelling and subsistence costs
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Timer: a new objective measure of consultation content and its
application to computer assisted consultations

MIKE PRINGLE, SALLY ROBINS, GEORGE BROWN

Abstract

As part of the research into the effect in the consultation of the
use of a computer to prompt istic preventive care a
valid, objective, and practical measure of the consultation
process was required. After a review of the ahternative method

rval Medical Event Recorder (Timer) was devel-

the consultation appeared to have increased. Patient centred
speech fell from 36% in controls to 28% of the duration of the
consuhation when the computer was used, while doctor centred
speech rose from 30% to 34-5%.
Secondary tasks (exploring patient concepts, education, man-
agement sharing, and prevention) were attempted during 28% of
h . - 4 40% of th i

and 49 computer assisted co-:ullmm; Timer records, every
five seconds, four consultation eve: i
with, the physical activity, the verbal actil
tasks being attempted.

Timer showed that J ions lasted f6
minutes 58 scconds. The doctors spent 35% of their time on
administration, and patients and doctors were both conversa-
tional for just 33% of the consultation. Giving information was
the most common verbal activity (48% of the duration of the
consultation) with silence accounting for 21% of the time.

When the covnomer m used the average consunxnon was
longer, at 7 minut ds. The doctor

ity, and the secondary
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This was for by the increase in preveation (p<0-001).
Timer is a reliable and practical tool for researching the
Comsutaion, and though it has shows valeity in deecing

that do not, ﬁmbu applications are nqu-nd to nuunh its MI
value.

Introduction

After developing of the mood adjecuve checklist — and topic
analysis' to elucidate the effect that a computer terminal, used to
Prompt prevenuve care, might have on patients anxicty and their
propensity ta present problems we wanted 1o examune further the
elfects on the consultation.

Though descriptve studies have a clear role in mterpreting the
content of the consultation, they are not designed to quantify their
parameter.”* Basic rating scales are adequate for reflecting consul-
tation skills.”bu to llow reproducibiliy of results more structured
evaluation is required. of th
them 1o be cither not rtlevzm 1o our needs * or t0o complex to zppl\
to multiple consultations by relatively untrained users

Since we had decided to measure both the occurrence and the

Contros.

No tosk Notask
actty (60%)—, —octivty 72%)

Prevenion.
(2%
Preventon
(2%)

Monogement 3 "Morogement
oy W shorvg (3%)
i / Eakaton (%)
Pobents cncet (6% | Potetts concest (%)
it 4 Perentage of comsultation duratnon spent on cxh sevondary
Tk control and ot e conalations

Discussion

In normal consultations the observed doctors spend over a third
of their time doing administration (looking at notes, writing forms,
etc1and exhibit a low duration of examination ( 14%), although some
examining did occur in four fifths of the consultations. Only one
third of the duravon of the consultation entailed doctors and
patients in mutual conversant posture where eye contact and body

should be most facilitating.

A fifth of the consultation was silent, which might be interpreted

as demonstrating 3 thoughtful, reflective consultation style. It
usually, however, indicated that one person was occupied with
another task, such as reading the notes, listening to the chest, or
getung dressed.

The computer affects the consultation by increasing the percent-
age of doctor speech with a decrease in patient speech and by
changing the emphasis from patient centred to doctor centred
speech, by increasing doctor administration, by increasing the
number of consultations with some examination, and by increasing
the time in which the doctor only is active. All these features imply
medicalisation of the consultation, which may be seen as a laudable
increase in the doctor's workrate or an undesirable erosion of the
doctor-paticnt relationship.

The increase in administration is largely due to computer use,
however, and the increase in the time that the doctor only was active
is due 10 both the computer use and the increased preventive
activity. The computer consultations were longer and dealt with
twice as many problems as the control, and doctors spent signifi-
cantly more time in social discussion in the computer consultations
and effected more sharing in management.

This evidence supports the contention that the extra time and
tasks prompted by the computer occur not at the expense of, but in
addition 10, the usual consultation interchange. Overall, the
conclusion may be drawn that a mm;-um terminal dedicated to

of s effective

in its task. The only major I‘Nr\alwn lies with the increase in the

length of the consultation by an average of 48 scconds (12%) and the

increase in the modal consultation length.
d f

as these, Timer isa
descriptive tool that provides an obiective audit of the particular
doctors concerned and of the specific change, computer use,
measured in this study. Without the results of
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Appendix
Summary of the rules for Timer

These rules are included 2 guide  the interpretation of the results Tor
.m» Timer th fall ules woutd b required and the are avasable from (he
authors

A Probiem
The mumber of eah problem eox
soundirack being the primary source If a statement refers v two problems the
sheet 1s marked with the number of both problems and it 1s apportwned equally
hetween them both

Ponest e probiem._ Aoy problem which arses 35 3 ncw. peabiem. If the
comieatcauses doubis his category s used

countered is entered on the wore sheet. the

A nt related. hs
4 previous consultaton. -mnaed n mha the doxtor or the pavient
Docior imnated heairh or drbaseon o an cdus

iona) matare hnch s <l inianed be (e Gortor 4nd het pre-chng . 3
problem currently

B Phvsical sermeny
Thn nade\l on picture alone. Doctor acuvity 13 coded "D and patient activity
hovh or neither being rece at each 5 second intervs
T Tociudes . 1esding. witing. (clphoning. ce. relatng
Ihc wn:nu" patsen.
Preparation— Any scuvty whxh i preliminars (o oe following on anather
o

ity

& St
and patient
Comversanonal—A default category which occurs when neither dextor por
patient is doing anvihing clsc
C Verbal actiowy
This 1 coded on soundtrack alone D" or P 1s entered for cach ume interval
and f both are speaking at once it 1s coded according to who started

t
Medwcal quesnomng—Any questioning by Fatent o dextor relaung 10 any
‘aspect of the presenting patient's health
Medcal information— Any information relaung 1o the prescaung pavent’s
health

N
Instuction—Extends hevond information in actually gving some direction
suchas. P t© g
Sthence—Since these verbal catcgones cover all utterances that i the default
category

D Secondary tosk acurury
Generaly the doctor wil be responsible for 1akiag the miuative 0 fulfl 1k
rom the

Jnaov e ke ae marked D
rudged 10 occur sumultaneously

B o the et bt o ks can b

n
is impossible to know how these results reflect consultations in
general practice as a whole. It will be interesting to widen the
application of Timer and study 2 larger group of doctors.

We thank the doctors, staff, and patients of Collingham Health Centre for
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Panent’s 10 information from the pavient which cxtends
bevond 3 description of his symploms. but nevertheless relates (o problems
unltd M his dlM\s |l includes patient’s medical ideas. causes for hn illness.
the effects that he thinks his illness or 1ts treatment has on him
md:um\rlsbvvhe doctor to elcit thrs information

explananon—Any input from the doctor which increases the

l'l Just the name | of 1t d revention.
leldiﬂsm sharing— Inclndts any xnvulvﬂncm of the patient in

oblem

“pre
e erence o provedure o1, or informaton
1ntended to procure an arrangement to screen for or prevent disease




