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elsewhere,'4"15 show that health needs assessment is both possible
and effective. In this regard, it is perhaps noteworthy that of the
five practices that had carried out such assessment in the Nuffield
research, the majority had been involved in initiatives led by the
local department of public health.
While such collaboration may bring about the transfer of

appropriate knowledge and skills, it deals less with the problem
of the lack of time and other resources identified by practices.
The availability of such resources would therefore seem to be an
essential consideration if primary care professionals are to be
asked to undertake work that they currently consider both extra
to, and different from, routine primary care activity. Greater
efforts could therefore be made to integrate support for health
needs assessment with that currently available for audit activity
and postgraduate education. In addition, the examples of success-
ful collaboration between primary care and public health depart-
ments at a district level might usefully be applied in the context
of collaboration between practices in a locality. Whatever the
scale, a team approach within individual practices, and a sharing
of workload and resources between practices, will help in achiev-
ing a feasible approach to health needs assessment within
primary care.

If the results of needs assessment are to lead to changes in ser-
vices to address the needs identified, then adequate attention
must be given to planning and implementation. This includes the
need for setting clear objectives, the involvement of relevant
stakeholders, and the agreement of criteria for prioritizing needs.
However, the problems associated with such planning and imple-
mentation in relation to health needs assessment in primary care
have been exposed.'7 Current funding arrangements for primary
care not only fail to acknowledge the resource implications, but
also make response through service development initiatives diffi-
cult. If needs assessment is to be effective, then the responsive-
ness of these funding arrangements must be improved, and the
development of local health services more explicitly based on
local needs.
Few would argue with the fundamental aims of health needs

assessment in helping to ensure the provision of equitable and
effective health care. The challenge in pursuing these aims in
primary care is twofold: first, to increase the practical under-
standing of how needs assessments can be undertaken, what
support is needed, and what benefits can follow; secondly, to
ensure that the results of health needs assessments are suffi-
ciently integrated into the planning and commissioning of local
services for them to produce effective change.
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Nurse practitioners in general practice - an
inevitable progression?
GENERAL practitioners (GPs) are used to working alongside

nurses whose roles overlap with their own. Indeed, there has
been a huge expansion in the number of practice nurses over the
past 10 years,' and the role of the practice nurse has expanded
into areas that were previously managed solely by GPs.2 Practice
nurses have made an essential contribution to increasing the
range and quality of services offered to patients,2 and have
helped primary care keep up with ever-increasing demands and
expectations. General practice must now begin to examine addi-

tional options in order to cope with the increasing workload from
hospital closures and the 'primary care led' National Health
Service.

In Primary care: the future,3 it is argued that the role of
nursing in primary care should continue to expand, with nursing
staff increasingly sharing the case load of the GP. Some have
interpreted such statements as a green light for the development
of the nurse practitioner (NP) role, and others as a warning that it
is time for GPs to defend their territory.
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In a recent review of the literature, we identified a range of
activities that had been carried out by NPs in primary care. While
NPs have dealt with a narrower range of problems than those
dealt with by doctors,45 studies have demonstrated that they
carry out their activities safely and effectively.6'7'8 They are
popular with patients6'8"0 and good at listening, explaining, and
understanding.5 They are more likely than doctors to abide by
protocols" and to use a drug formulary,'2 and are less likely to
prescribe.'3 They are also more likely to emphasize non-prescrip-
tive approaches and prevention.'2 Yet their cost (on grade H) is
only slightly more than a G grade practice nurse. They are not
however a cheap alternative to doctors.6"14

In a series of case studies carried out by one of the authors
(MK), it was clear that many NPs were engaged in a process of
'defining themselves' in the general practice setting - not so
much seeking to mimic GP services, but rather seeking opportu-
nities for providing something new to patients. NPs' flexibility
allows them to fill the care gaps6 that can occur outside practices;
for example, providing care for the homeless, or within
practices.6 Examples of the latter include triage and telephone
advice,'5 'same day appointments',7 and home visits.9 Some, but
not all,46 GPs have noted that NPs reduce their workload.679
GPs consistently suggest they have more job satisfaction, offer a
higher standard of care, and see more patients as a result of
employing a nurse practitioner.7'9

Koperski has suggested that attention to the practical aspects
discussed below is essential to the successful employment of an
NP.5 This is particularly important for larger practices, as these
seem to find success more difficult than practices with one or
t.wo partners.6 Successful development depends on the practice
preparing before the NP's arrival, and a formal 'in-practice sub-
gr.oup' could help to avoid or resolve many administrative, clini-
cal, and personal problems. This group could clarify role respon-
sibilities and develop a job description prior to employment.
Written role descriptions will identify important issues of respon-
sibility, accountability, and liability. This does not preclude
developing the work as the NP settles into the practice. It does,
however, lay the foundation for the other pieces of practical
work, including a written drug formulary and agreed protocols.
The written role descriptions can form the basis of education for
reception staff, who are critical in directing patients appropri-
ately to the NP. Patients themselves will also need education.
Mechanisms of support, supervision, professional develop-

ment, and problem resolution need to be in place from day one.
NPs working in primary care can be isolated and may feel vul-
nerable. An identified mentor will help the NP to know their
limits and to cope with the uncertainty and anxiety that comes
with increased responsibility. Training and professional develop-
ment plans need to be identified and carried out in protected
time. Training can include attendance at courses as well as in-
house observation (e.g. the use of video recording and 'sitting in'
on consultations).
The employment of NPs could increase GPs' administrative

and managerial roles, dilute 'continuity of care' and 'personal
care', and edge the GP towards 'specialism'. However, GPs can
develop strategies to minimize these effects. NPs could play a
part in the administration and management of primary care
nursing. GPs and NPs can confer regularly about their mutual
patients; for example, through 'unified primary care records'
where NPs' and GPs' notes lie side by side (computerized
records are ideal for this and can include notes from other
members of the primary care team).

Attention also needs to be given to the supporting infrastruc-
tures at Health Authority and national level. The case studies5
revealed a lack of structured training programmes and 'quality-

of-care' monitoring for NPs in primary care similar to that
described for practice nurses.'6 Developing a pool of accredited
mentors for NPs is important and should ideally include GPs and
NPs. Formal in-practice support, training, and development plans
could be requirements for continued funding for NPs from
Health Authoriites, and would help to maintain quality of care.
The case studies5 indicated a need for an accreditation scheme

in addition to achievement of the NP degree (currently only
offered by the RCN). This suggests the need for an 'NP registrar'
training scheme similar to that which exists for the training of
GP registrars and for district nurses and health visitors. Local
Education Consortia need to give serious consideration to
funding the education of NPs in a comparable way to district
nursing and health visiting. This would need close cooperation
between medical and nursing bodies as well as substantial
funding. Such cooperation was advocated in Primary care: the
future.3

Present prescribing restrictions make NPs less cost-effective
and waste patients', NPs', and doctors' time.5'6 A limited
national formulary also reduces effectiveness.'7 The new'govem-
ment is still considering full implementation of the existing
scheme for nurse prescribing. Extending prescribing to all spe-
cialist community nurses (after appropriate training) and creating
a more flexible formulary are issues that the Department of
Health and the Prescribing Review Team led by Dr June Crown
should seriously consider.
The development of the NP role is being hampered by finance

(unlike GPs' funding, money for NPs presently comes from
cash-limited funds), by the lack of a clear role definition and
legal status, and by their inability to prescribe even over-the-
counter preparations. A significant minority of practices have
already managed to successfully accommodate NPs but more
pilot schemes are needed, including those that focus on accredi-
tation and continuing education. The recent primary care bill'8
offers an opportunity to bypass many of the above problems
through its funded pilot schemes and we would be foolish to
miss this unique opportunity.
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Training for General Practice in Wales
Vocational training opportunities exist in all parts of Wales.
Schemes are based both in the rural areas of the country and in
the busy developing cities of the Principality. All parts of Wales
have good access to wonderful countryside, and there are
many vibrant, artistic and cultural activities in the cities and
towns.
Applications are now being invited for rotational posts
commencing 4 February 1998 in all twelve Vocational Training
Schemes in Wales. The schemes are run under the auspices of
the School of Postgraduate Medical and Dental Education; the
SHO posts are all located in hospitals and are linked to
the College of Medicine for teaching purposes. There are over
a hundred training practices in Wales, ranging from large city-
centre practices to practices in rural areas with access to
Community hospital beds.
Individual training schemes in Wales are located in the following
areas:

Cardiff Aberystwyth Bridgend Carmarthen
East Glamorgan Haverfordwest Swansea Bay Rhyl
Newport Wrexham Abergavenny Bangor
For further information about Vocational Training Schemes
in Wales, and for details of application procedures, write to:
Dr David Wood, Senior Lecturer in Postgraduate Education for
General Practice, Llys Meddyg, 23 Castle St., Conwy,
Gwynedd, LL32 8AY. Please indicate which scheme/s are of
interest to you.
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