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PRACTICE OBSERVED

Practice Research

Facilitating prevention in primary care

ELAINE FULLARD, GODFREY FOWLER, MUIR GRAY

Abstract

We believe that many general practitioners would
practise preventive medicine if they had the oppor-
tunity to organise their practice to do this. We therefore
provided a “facilitator,” who understands the work of a
general practice, to help practices that were interested
in prevention to set up programmes. She, for cxample,
helped the primary care team to set up objectives,
trained practice nurses to measure blood pressure, and
set up a system to measure the progress of the
programme.

Introduction

The scope for prevention in general practice has been described
recently, the priorities being the prevention of vascular discase
and cancer.’"* A recent report concluded that “about half of
all strokes and a quarter of all deaths from coronary heart
discase in people under the age 70 are probably preventable by
the application of existing knowledge.”"* Because measures to
prevent vascular disease include helping people to stop smoking
there 1 also scope for preventing the one third of cases of
cancer caused by cigarette smoking.
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Potential of the primary care team

Primary care is uniquely placed for carrying out prevention
because: (i) it has extensive access to the population®; (if) con-
tacts are largely patient initiated and fear of disease may motivate
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do the work described can be covered by reimbursement by
the family practitioner committee, tax relief, and fees received
for only one cervical smear and one tetanus injection per doctor
each week. In a practice of two doctors the cost after reim.burse-
ment and tax relief for the 10 hours required to implement the
prevention programme was only £7 a week (table).

Health authorities can help to change work patterns in general
practice. We suggest that the most cost effective way of doing
this is to employ a facilitator. Our facilitator is a trained health
visitor and health education officer employed on the senior
administrative officer grade. She has visited others in the United
Kingdom who are concerned in similar work, as well as local
practices that have prevention programmes, and has acquired
the necessary skills 10 pass on o ;mnury care teams.

Th of fami
which will mnll from enacrment cf the Heallh and Social
Security Bill,
berween the district health authority and I'umly practitioner
committee services in providing health care. Patient care and
health are vitally d i
and this project is an example of how rhetoric may be trans-
formed into action.!*
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Underprivileged areas: validation and distribution of scores

BRIAN JARMAN

Abstract

U areas were by
several census variables that relate to social conditions,
by using weights determined by means of a question-
naire sent to one in 10 of the general practitioners in
the United Kingdom. The weighted variables were
added (after statistical manipulation) to give a score for
each of the 9265 electoral wards in England and Wales.

Blank ward maps were sent to general practitioners
in five family practitioner committee areas and they
were asked to shade the wards lc-:ordl.n‘ to the degree
to which the their or the
pressure on their services. Maps of these same areas
were then prepared by using the calculated scores with
the cut off points between the worst, the

and did not report having difficulties with shading only
1:2% of the wards differed.

It may be possible to use these “underprivileged
area” scores to indicate where problems occur for
general practitioners and to extend this work to other
primary health care workers.

Introduction and method

Underprivileged area scores were calculated for each of the
98 family practitioner committee areas in England (90) and
Wales (eight) using eight census variables from the 1981
census. Each variable was weighted according to the degree
to which general practitioners nationally considered that cach

and the best areas as on those used by the
practitioners. The two sets of maps were. then compared
to determine how well the maps that were based on
scores agreed with the general practitioners’ maps
showing their assessment of the variation of workload
in their areas.

Overall, 6:3% of the wards differed in shading in any
way between the two sets of maps. In the three areas
where the general practitioners shaded complete wards
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ple of elderly people living alone—
increases their workload or pressure on their services when
present in their area. The weightings were determined by means
of a questionnaire sent to one in 10 of all general practitioners
in the UK as described previously.!

To find out how accurately these underprivileged area scores
actually agreed with the opinions of general practitioners in
various asess blank ward maps were sent 1o the locsl medica

that general five
family practitioner committee areas. The local medical com-
mittees were thought to be the most suitable groups to represent
the views of general practitioners in these areas but they
could seck the views of non-committee members if they wished.
The family practitioner committee areas were chosen by the
underprivileged arcas subcommittee of the General Medical
Services Committee of the BMA, based on the criteria that they
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changes in behaviour; (iii) consultations in primary care offer
educational opportunities*; (it) primary care doctors are credible
and trusted (R McCron, J Budd. Communication and health
education. University of Leicester Centre for Mass Com-
munication Research); (¢) there is evidence of effectiveness.” *
The opportunities arising from the one million daily contacts in
general practice in Britain may be exploited not only by doctors
but by other members of the primary care team, notably practice
nurses.

General practitioners have been overwhelmed with exhorta-
tions to practise prevention. They have been urged to counsel
smokers, identify people with high blood pressure, detect those
at risk of cancer, prevent child abuse, give dictary advice,
measure blood lipids, care better for people with diabetes, and
do many other preventive activities. There has been some
response but there is need for more activity.*

We believe that general practitioners are committed to the
principles of prevention. Some have shown their interest by
developing preventive programmes but most have not managed
t0 do so.1-

Primary care teams are busy, and few have slack time during
the week when members sit around wondering what to do.
Nor is it possible for general practitioners to identify areas of
work that could casily be discontinued. What primary care
teams need is not more exhortations, or even more knowledge,
but practical help to reorientate their activity and, by effective
use of “reimbursable” staff, to practise preventive medicine.
We thercfore decided to offer primary care teams that were
interested in prevention practical help to develop anticipatory
care. This help was in the person of a “facilitator.”

Facilitator

An individual with experience of primary care who could
acquire the necessary preventive skills and help practices to
learn the “tricks of the trade” seemed to be n
faciltator’s job is t0: (1 help.the primary care team to discuss
prevention and set objectives; (ii) help the general practitioners
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o recruit a practice nurse or increase existing nursing time;
iti) train the nurse in methods of prevention, including measur-
ing blood pressure and giving advice on smoking and diet;
(12 help other practice staff to learn how to ensure that indi-
viduals at risk may be opportunistically recruited to see the
practice nurse; (v} help the practice to prepare, design, and
print risk cards (fig 1), reminder labels (fig 2), and explanatory
letters, establish simple recall systems, and maintain supplies
of health education materials; (t1) organise meetings of doctors,
nurses, receptionists, and other staff; and (vii) set up a system of
audit to measure progress.

The facilitator does not provide a service commitment by
seeing patients, except when demonstrating skills. The primary
care team do the work; the facilitator simply provides the
additional energy required to change working patterns and is a
source of information.

The emphasis throughout has been to give practical help to
general practitioners, practice nurses, health visitors, district
nurses, practice managers, secretaries, receptionists, and any
other member of primary care teams in changing patterns of
work.

Percentage of patients

casB858833888

1 April 11 June 1 April
e 198 vE2 8L 6,
716 3—Results of 10°, audits of recordings in the preceding five years con-
ducted at practice A on | April 1982 and 11 June 1984.

Oxford Prevention of Heart Attack and Stroke Project

The basic measures adopted are inquiring and giving advice
about smoking, recording blood pressure, weighing, and giving
dietary advice. These are carried out by a practice nurse and
offered opportunistically and at appropriate intervals to patients
aged 35-64 years who attend the practice for any reason.

Information recorded on patients’ notes about cigarette
smoking, blood pressure, and weight is the “outcome” measure-
ment. This is, of course, a proxy measurement, far removed
from reduction in morbidity and mortality, which are the real
objectives of preventive medicine. But identifying risk is the
essential first step.

The initial results from the first practice that implemented
this type of screening, based on a 10°, random sample of records
(validated by complete audit in some practices), are encouraging
(fig 3). Over 3000 people have so far been screened, but detailed
analysis and comparison with control practices must await
completion of the study.
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for health

We believe that many general practitioners and primary care
teams are fted to and would like to practise preventive
medicine, but they need more than exhortation if they are to
change their pattern of work. Only about 15% of general
practitioners currently employ their full quota of staff for which
they are reimbursed. The cost of employing a practice nurse to
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Brodford LMC map

Tiiey Word

Merton, Sutton and Wandsworth FPC area ward boundaries.
LMC scores

Bradford UPA scores map.

1 Shipley West Word
2 Shpley East Word
3 Bolton Ward
& Eccleshill Word
5 Heaton Ward

Merton, Sutton and Wardsworth FPC area ward boundaries
UPA scores.




