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Practice nursing in Glasgow after the new general

practitioner contract

ARTHUR PETER

SUMMARY. Six months after the implementation of the new
general practitioner contract in April 1990, practice nurses
employed in greater Glasgow were surveyed using a self
completed postal questionnaire. Of the 165 practice nurses
employed in greater Glasgow 153 (93 %) were identified and
surveyed. Of these, 131 responded to the questionnaire
(86%). The practice nurses were well qualified and ex-
perienced. Sixty per cent were under 40 years of age, 68%
had been recruited within the previous year and 70% were
employed for five sessions or more per week. Many carried
out extended nursing duties, including health promotion ac-
tivities. Many described inadequacies of their employment
contract, practice facilities and the functioning of the primary
health care team. If service quality is to be assured in prac-
tice nursing and practice nurses are to function as key
primary health care team workers, then it is important that
their role, professional skills, and working facilities are defin-
ed, supported and monitored. This should be addressed by
general practitioners, practice nurses, and their professional
bodies, in collaboration with the health board.
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Introduction

N April 1990 the new general practitioner contract came into

effect.! Major changes were expected in primary health care
services and in the workings of the primary health care team.2
In particular, it was anticipated that many primary health care
service developments would focus on practice nursing.3

Over the last 30 years, the practice nurse’s role has undergone
a gradual evolution — from the undertaking of basic dressings
and injections in the treatment room to the more independent
activities of the nurse practitioner, such as screening and an-
ticipatory care.*’ Following the implementation of the new
contract, general practitioners were also expected to provide
screening, anticipatory care, and health promotion services.
Since much of this increased workload could be delegated to
appropriately trained practice nurses,® it was anticipated that
their numbers would increase rapidly.'©

The Royal College of General Practitioners’ practice nurse task
force,!! in an attempt to ‘clarify the College’s role with respect
to practice nurses’, had reminded general practitioners in 1989
that ‘basic nurse education did not equip a nurse to work in
general practice and that it is the general practitioner’s respon-
sibility to ensure that suitable training is made available both
at the beginning of their employment and on a continuing basis’.

Although it was anticipated that practice nursing would
become instrumental in achieving many of the objectives of the
new general practitioner contract, it was not possible to say
whether practice nurses possessed the required skills or facilities
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for their rapidly expanding role in the primary health care team.
A review of practice nursing in greater Glasgow was therefore
carried out, with the aim of providing information on staffing
levels, training and experience, employment conditions, and
specific activities. This could assist in the planning of appropriate
support and training for practice nurses, encourage practice
nurses to maintain their own professional standards of care, 2
and help general practitioners fulfil their terms and conditions
in the 1990 contract.

Method

A survey of all identifiable practice nurses in greater Glasgow
was undertaken six months after the implementation of the new
general practitioner contract. Data were collected from practice
nurses using a self completed postal questionnaire.

A practice nurse was considered to be any state enrolled nurse
(SEN) or state registered nurse (SRN or RGN)3-5 employed by
a general practitioner.!6 Attached community nursing staff!’
(for example, treatment room nurses, district nurses, community
midwives and health visitors) employed by greater Glasgow
health board were not included. The greater Glasgow health
board primary care unit could not provide an official list of prac-
tice nurses. However, the health board finance officer was able
to confirm that, for payment purposes, there were 165 practice
nurses in post within greater Glasgow. Of these, 153 practice
nurses (92.7%) were identified by combining acceptances to an
open invitation in the primary care unit’s weekly practice mail
with the available membership list of the local group of the Scot-
tish Practice Nurses Association. '8

A nine page questionnaire, using open or closed questions
as appropriate, was constructed with items based on previously
published surveys, professional literature and advice,*910.19-3!
and knowledge of local practice. This was piloted twice on groups
of six practice nurses resident outwith the greater Glasgow health
board area. After modification the final questionnaire was
posted to the nurses in September 1990, together with a letter
from A P and a post paid return envelope. The questionnaires
were anonymous and no nurse or practice identifiers were used.
Reminders were issued to all the nurses after two and three weeks.
The data were analysed to provide response percentages and the
written comments of the practice nurses were collated.

Results

The questionnaire was returned by 131 of the 153 practice nurses
mailed (85.6%) and 131 was used as the baseline for the results.

Ninety two practice nurses (70.2%) were working for five or
more sessions per week and 24 (18.3%) had a full time contract
of 37.5 hours or more per week. The workforce equated to 79
whole time equivalent practice nurses, which is approximately
one whole time equivalent practice nurse employed for every
12 000 residents. Only 60.3% of the 131 practice nurses (79) held
an official contract. Fifty four per cent (71) were appointed on
the Whitley council ‘F’ grade, and 36.6% (48) were on a ‘G’ or
‘H’ grade. Thirty eight of the practice nurses (29.0%) worked
in practices with five general practitioners or more and nine
(6.9%) in single handed practices. Forty eight (36.6%) were in
training practices.

The practice nurses surveyed were all women; 60.3% (79) were
under 40 years of age, 16.8% (22) were under 30 years of age
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and 2.3% (three) were under 25 years of age. Thirteen (9.9%)
were aged 50 years or more, with two nurses aged more than
65 years. Eighty nine nurses (67.9%) had been less than one year
in post but 13.7% (18) had over five years of experience. The
longest serving practice nurse had been in post for 20 years.

Of the 131 practice nurses 107 (81.7%) described themselves
as state registered nurses. The post-basic qualifications held by
practice nurses are shown in Table 1 together with the number
of qualifications held by each practice nurse. Seventy two nurses
(54.9%) had trained in midwifery and 42 (32.1%) in family plan-
ning. Fifteen nurses (11.5%) had recorded three or more post-
basic qualifications. Eleven nurses (8.4%) had attended a prac-
tice nurse training course recognized by the National Board for
Scotland or the United Kingdom Central Council for Nursing,
Midwifery and Health Visiting, all within the previous three
years. Sixty nurses (45.8%) also indicated that they had
undergone some other form of relevant training. One hundred
and two practice nurses (77.9%) were members of the Royal Col-
lege of Nursing, and 96 (73.3%) of the Scottish Practice Nurses
Association.

The organizations providing continuing education for prac-
tice nurses, and the numbers who attended, are shown in Table
2. Fifty nurses (38.2%) attended local meetings and 20 (15.3%)
national meetings, organized by the Scottish Practice Nurses
Association. Thirteen nurses (9.9%) attended other educational
activities, such as hospital in-service training and local practice
nurse groups. Sixty seven practice nurses (51.1%) considered the
provision of continuing education inadequate. In-practice train-
ing was received by 85 practice nurses (64.9%), of whom 21
reported it as inadequate. Of the 46 practice nurses who had

Table 1. Type and number of post-basic qualifications held by the
practice nurses.

% of nurses
with qualifications

(n=131)
Type of qualification
Midwifery certificate 55.0
Family planning certificate 32.1
District nursing certificate/diploma 12.2
Health visiting certificate/diploma 6.9
Occupational health nursing certificate 0.8
School nursing certificate (0]
Other qualifications 22.1
Number of post-basic qualifications
(o] 21.4
1 42.0
2 25.2
3 9.2
4 1.5
5 0.8

n = total number of practice nurses.

Table 2. Organizers of continuing education meetings attended by
practice nurses.

% of nurses
attending meetings

Meeting organizer (n=131)
SPNA (locally organized) 38.2
SPNA (nationally organized) 15.3
Health board 9.9
General practitioners 7.6
Royal College of Nursing 3.8

n = total number of practice nurses. SPNA = Scottish Practice Nurses
Association.
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received no in-practice training, 30 indicated that they felt there
was a need for such training.

The percentages of the 131 practice nurses who felt that they
could liaise with the following primary health care team members
if they were available or accessible were: reception staff 100%,
district nurse 90.8%, health visitor 89.3%, community midwife
42.0%, community psychiatric nurse 25.2%, social worker 6.9%,
and other team members 22.1%. Seventy two per cent of the
practice nurses (94) reported that they were invited to primary
health care team or practice meetings while 54.2% (71) con-
sidered themselves familiar with the organization of the health
board’s primary care unit. Forty four per cent of the nurses (58)
considered themselves familiar with primary care administration.

Forty three nurses (32.8%) reported inadequate working ac-
commodation. The following comments were made: ‘My room
is a converted cupboard with no window or ventilation’.
‘Everyone has free access to my room and patients have no
privacy’. ‘There is no couch or washing facilities’. ‘I often have
to use the corridor’. ‘No desk, and no curtains for privacy’. Twen-
ty four nurses (18.3%) felt that the equipment they had available
was inadequate, and their comments included: ‘Make-do dress-
ings’. ‘Boiler inadequate for sterilization’. ‘All old and faulty
equipment’. ‘Inadequate for [IUCD [intrauterine contraceptive
device] insertions’ ‘Inadequate lighting for smears’. ‘No
sterilizer’,

The percentages of practice nurses who were currently under-
taking general duties, extended duties and non-nursing duties
suggested by the questionnaire are shown in Table 3. Almost
all practice nurses undertaking each category of non-nursing ac-
tivity felt that such activities were appropriate within their own
practice set-up — only three adverse comments about these ac-
tivities were recorded.

Ninety three per cent of the practice nurses (122) felt able to
use age—sex registers; 69.5% (91) felt able to use disease/mor-
bidity registers; 74.0% (97) to use computers; and 81.7% (107)
to use computer records. Forty two per cent (55) had received
training in health promotion and 32.1% (42) in anticipatory care
schemes.

Discussion

The 86% response rate to the questionnaire obtained in this study
compared well with rates in previous surveys.26-22 However, the
process of identifying practice nurses for the survey showed that
access to practice nurses was difficult, and that the little available
data on them were unreliable.

In this study over half the practice nurses worked for five ses-
sions per week or more and almost one fifth worked full time.
This is in comparison to 8.7% of nurses working full time in
Greenfield and colleagues’ study in 1987,27 demonstrating a
considerable, and increasing, practice nurse input to primary
care. All the practice nurses surveyed were women and they were
comparatively young with 60% of them under 40 years of age.
Not unexpectedly, following the recent demands of the new
general practitioner contract, 68% had been in post less than
one year. This compares with the results of Kerr and colleagues
who found that 55% of nurses had held their post for more than
five years.28 Practice nurses new to their post would need to ac-
quire new skills and knowledge rapidly; long established prac-
tice nurses could be considered as potential trainers.

Many practice nurses already had relevant post-basic qualifica-
tions or had attended approved courses. The Scottish Practice
Nurses Association was the main agency for practice nurse con-
tinuing education, with little provided by the health board, Royal
College of Nursing or general practitioners. Notably, just over
half of the practice nurses (51%) considered the present provi-
sion of practice nurse continuing education as inadequate and
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Table 3. Percentage of practice nurses undertaking various duties.

% of nurses
undertaking duty
(n=131)
General nursing duties
Urinalysis 99.2
Collection of bacteriological specimens 94.7
Intramuscular/subcutaneous injections 93.9
Travel immunizations for adults and children 86.3
Ear syringing 73.3
First aid 73.3
Dressing and wound management 71.0
Varicose ulcer care 61.8
Disinfection of treatment/surgery rooms 55.7
Assisting at minor operations 41.2
Pregnancy testing 35.9
Assisting at ante/postnatal clinics 35.1
Removal of foreign bodies from eye 22.1
Extended nursing duties
Dietary advice 96.2
Venepuncture 92.4
New patient health checks 89.3
Weight control advice 89.3
Advice on exercise 84.0
Well woman screening 84.0
Advice on travel immunizations 80.2
Hypertension control 77.1
Smoking cessation advice 74.0
Advice on alcohol consumption 73.3
Counselling 73.3
Well man screening 69.5
Three-yearly check ups 63.4
Cervical smears 61.1
Elderly screening 60.3
Home visits 55.0
To elderly 52.7
For blood 45.8
For child immunizations 15.3
For electrocardiograms 13.0
Diabetic review 51.1
Baby and childhood immunizations 44.3
Family planning 44.3
Asthma control 38.9
Electrocardiograms 23.7
Incontinence care 21.4
Ostomy care/advice 12.2
Child health surveillance 5.3
Other extended duties 3.8
Non-nursing duties
Filing records 39.7
Reception duties 26.7
Dispensing 7.6
Typing 3.8
Other non-nursing duties 31.3

n = total number of practice nurses.

more, therefore, should be provided through, and in collabora-
tion with, the Scottish Practice Nurses Association. In addition,
for just over half of the practice nurses (51%) in-practice train-
ing was either not provided or was felt to be inadequate, and
only a minority had received any training in health promotion
or anticipatory care. These training needs should be addressed
by both general practitioners and supportive professional
organizations such as the Scottish Practice Nurses Association
and the Royal College of Nursing.

Seven per cent of the practice nurses were employed in single
handed practices, with the potential for working closely with
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the general practitioner. Twenty nine per cent of nurses worked
in practices with five or more general practitioners (Greenfield
and colleagues reported 43%27), perhaps having to cope with
communication difficulties in a large team, but perhaps
benefiting from better provision of premises and equipment. The
many practice nurses working in a training practice, with the
facilities described by the Joint Committee on Postgraduate
Training for General Practice, were in a favourable position to
meet the demands of the new contract. These practices may be
suitable for practice nurse training.

The large number of practice nurses with no official employ-
ment contract!? was of concern, and perhaps indicates the in-
effectiveness of their general practitioner as an employer. Many
practice nurses were appointed on a ‘G’ grade'* (with a max-
imum salary of £14 545 per year at 1991 rates) or ‘H’ grade
(£16 195). The implied level of professional functioning!?
behind these gradings needs verification and monitoring by the
health board.

The considerable numbers of practice nurses who felt that they
could not liaise with the various members of the primary health
care team is of concern as effective practice nurse functioning
is unlikely without good communication. Lines of communica-
tion and role definitions within practices should be explored.?
In addition, over one quarter of the practice nurses reported that
they were not invited to practice or primary health care team
meetings.

It is also of concern that many practice nurses reported in-
adequate working accommodation and available equipment,
although it must be remembered that these responses were highly
subjective. In addition, many practice nurses were unfamiliar
with primary care administration, and are perhaps, therefore,
over dependent on other health care staff.

The type of general nursing duties undertaken by practice
nurses is interesting. Forty one per cent of practice nurses in
this survey were assisting at minor operations compared with
14% recorded by Kerr and colleagues.?® This number might in-
crease further as the new contract is more widely adopted by
general practitioners. The results for extended nursing duties
revealed that most practice nurses were involved in a wide range
of health promotion and anticipatory care activities. For exam-
ple, 70% and 84% were undertaking well man and well woman
screening, respectively, compared with figures of 9% and 50%
reported by Cater and Hawthorn in 1987.26 Also, 55% of prac-
tice nurses were found to be undertaking home visits, compared
with 25% in 1987.26 More controversial activities, such as child
health surveillance and home immunizations, were performed
by only a small percentage of practice nurses. The number of
practice nurses who did not provide advice on smoking cessa-
tion and alcohol consumption was low. All health care
professionals3? should provide such advice wherever possible.

With health promotion considered to be an underlying
precept?? for all practice nursing activities, it was of concern
that many practice nurses felt they could not use the ad-
ministrative tools developed in general practice for a planned
approach to health promotion, such as the disease/morbidity
register.3* Over half of the practice nurses felt they had no
theoretical knowledge of health promotion and over two thirds
reported that they had received no training in anticipatory care.
These findings raise questions about the availability, ap-
propriateness and adequacy of practice nurse training which
should be addressed locally by general practitioners as employers,
and by the health board. However, Bowling and Stilwell have
highlighted weaknesses in the present construction of approv-
ed training courses offered to practice nurses, and also difficulties
in funding.” These issues can only be addressed effectively at
national level, by the United Kingdom Central Council for Nur-
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sing, Midwifery and Health Visiting and the Department of
Health.

This study demonstrates the deficiencies which exist within
practice nursing and raises doubts about service quality. The
demands of the new general practitioner contract have stimulated
growth in practice nurse numbers, but working facilities and pro-
vision of training appear to be lacking. General practitioners,
as employers, must invest in their practice nurses. Practice nurses
themselves must be clear about their own professional standards
of care. The health board must monitor practice nursing
developments and standards closely. The Department of Health,
the health board and professional bodies must collaborate in
providing appropriate practice nurse training. The potential and
flexibility of the practice nurse’s role in the primary health care
team must be exploited fully.”
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RCGP
Courses INTERVENTION SKILLS
and ALCOHOL — reducing
conferences the risk

Friday 7 May 1993

The Better living better life manual
commissioned by the Department of
Health/RCGP/General Medical Ser-
vices Committee emphasized how the primary health care
team can contirbute to the Health of the nation targets, for
example in moderating patients’ alcohol consumption in rela-
tion to coronary heart disease, stroke, cardiomyopathy, liver
damage, cancers, accident and violence.

The new general practitioner contract coming into force on
1 July 1993 includes a requirement to collect information on
alcohol and to offer lifestyle advice, interventions and follow
up to qualify for Band 3.

This one day conference jointly organized by the Health
Education Authority and the RCGP will help general practi-
tioners and practice team members to improve both general
intervention skills and knowledge of how to deal effectively
with patients with alcohol-related problems.

Plenary sessions and skills based workshops will cover: the
role of the general practitioner, effectiveness of intervention,
recognition of alcohol problems, working with others,
negotiating behaviour change, managing withdrawal and
family implications.

Attend this event and put ideas into practice.

Fee for the day including papers and lunch is £20 per person
or £30 for two members of the primary health care team from
the same practice. PGEA approved.

For further details please contact the Corporate Development
Unit, RCGP, 14 Princes Gate, Hyde Park, London SW7 1PU.
Tel: 071-823 9703. Fax: 071-225 3047.
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