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Conclusions

You may say that this is all very intcresting but bow much
evance do the successes and problems of Canadian

practice have to the Britsh family doctor? Cacada is very
different geographically and is much closer to the powerful
influences of the United States. The problems patients bring to
their doctors, however, are much the same and I think it is
possible to draw some cautious conclusions.

Those who espouse a move towards an expansion of a fee-per-

1o remind the doctors of them. This created tensions and distrust

between medical and nursing staff.

covered also the granting of privileges. In 2 nutshell a
admitting privileges

The bylaws
doctor who had and who wished to perform a
particular

scemed o be a sensi
committ » ousisted of three of the doctors using the
bospital who would be aware that the more surgeons there were
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system and a move towards greater use of
bupm.ls by general practitioners should be aware of the extent
to which this can influence patterns of practice. It is, of course,
not surprising that the way in which we are paid influences our
work and this could be, and has been, used to influence work
patterns—such as payments for taking cervical smears. The
Canadian cxperience does, however, suggest some of the far-
reaching consequences of having a fee system biased towards
practical procedures—which it is very likely to be—and of
encouraging general practitioners to do more of their own
surgery. Although the hospital burcaucracy I described may be
an extreme case, there would be inevitably press\lre to provide
to ensure that s
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TANLE U—Ramking of all procedures (1-25): 19751980

Total  Comulstive Cumulative
No ‘ocal

urgical
only when pmpcrly md.lalzd lnd on]y by suu:bly skilled
such

might bring.

Although competition for patients among British doctors is
less pronounced than in North America there are often tensions
between practices. Any changes which exacerbated these are
unlikely to bring about improvement in quality of patient care.

Perhaps it will be possible to expand the fee-per-item-of-
service system and the general practitioners’s role in surgical
procedures, but we would be wise to tread warily and to learn
lessons from our neighbours across the Adlantic.

Clinical Pointer

Ywmm@lmtomdmmmmmmmnm
and chroaic obstructive sirways disease using nebulised ventolin
solution put o s porable inhaler machine which we carry
around with us in our cars. The machine we use is the Aerolyser
Electric Inhaler manufactured by Aerosol Products Ltd, London. We
purchased the machine two and a half years 2go and since then our treat-
ment of asthma in primary care has altered dramatically. The pump
is normally kept in our surgery, but can be transported to the patient's
house in cases of severe bronchospasm. For adults 1 ml of salbutamol
solution (5 mg/ml) is put into the nebuliser bottle with 1 ml of sterile
water; the pump is on and the nebulised ventolin solution
is given for about 15 minutes using a face mask. The treatment s also
carried out on young children and can be given to very small babies
nsuu an appropriately reduced quantity according to the weight of

Thu way of treating bronchospasm has really changed our approach
in general practice. We can go to patients rapidly with a portable
machine. It gives very quick relief in most cases except of course

those of a chronic obstructive airways nature. The number of occasions
when we have had to give intravenous treatment have been greatly
reduced, and this is cspecially true for young , who are

our
We should point out, however, that it is iMpOFtant (o reassess young
children two or three hours after they have been given the nebulised
solution as there can be coasiderable rebound bronchospasm, and a
further administration is often required.

We make every effort 1o let our patients know that this facility is
available, and we encourage our elderly patients with chronic obstruc-
tive airways disease to attend the surgery for frequent sessions on the
neb machine is not expensive—about £96—and the salbuta-
mol solution is casily available. The whole apparatus takes 2 few
minutes o set up, and in a crisis with severe status asthmaticus we
think this machine can be life-saving. We therefore think that wider
use should be made of this facility in the treatment of ssthma in
general practice—P G P MANSON-BAHR, | M HILL, R A JUPE, general
practitioners, Long Stratton, Norwich.
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*Additional primary care team procedures.

TABLE 1v—Proportion of “additional primary care team procedures” (APCT)
to “'standard mursing procedures”: 1975-1980
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practice carried out & sizable amount of minor surgery during

wmmmwﬁ 19400 (19%) of the total
number of procedures. of these

m(lom)‘ ear syringing (1930),

and removal of sutures (1421)—sre almost entirely carried out by the

initiated by the doctor who accepts the final responsi-
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TABLE Vi—Recowmended additional services payments identifiable in the
Ireatment room work: 1975-1980
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Discussion

The earlier paper on the work of the practice nurse reported
that the treatment room made an important contribution to the
work of the practice, but that this would not have been possible
if the staff had been attached nurses requiring authorisation
from the area health authority to carry out procedures as op-
posed to practice nurses who were authorised on @ personal
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Practice Research

102 886 treatment-room procedures: implications for nurse
training and item-of-service payments

W H R WATERS, JELUNN

An carlier study of the first four years of work in the new treat-
meat room of this practice referred to the need to delegate
duties to nursing staff that might otherwise be undertaken by
the doctor.' The number and variety of such procedures has
increased as facilitics have improved and as the primary care
team has cxpanded. The work has extended to cover some items
that had become mainly hospital practice—for instance, the
excision of sebaceous cysts, the incision and drainage of absces-
ses, and the avulsion of ingrowing toe-nails. Investigations such
as audiometry, clectrocardiography, and vitalography, or collect-
ing samples such as mid-stream specimens of urine, dipslides,
and venepuncrure are commonplace. Many of the additional
are within the of any train
instance, the extra dressings and the removal of suturcs.
Some require initial assessment of competence both for the sake
of the paticnt and for medicolegal purposes—for instance, ear
syringing. are not usually part of purse training so that
instance, for vitalo-
graphy, elecuocxrdmgnpby, and audiometry.

There is nothing medically exclusive about many of the pro-
cedures, and some of them are carried out by workers other than
nurses or doctors in hospitals. The primary care team, however,
is small and has to be adaptable. Any member should be pre-
pared to carry out any procedure that is within their competence
if the work flow of the team requires it.

This article looks at the procedures carried out and then
recorded in the treatment-room day book by the practice nurses.
The procedures that require initial assessment or training, or
both, have been identified for separate analysis. Such procedures
are mostly additional to the usual work of a nurse and to the
customary work of a doctor’s surgery and arise from the im-
provement of facilities and from growth of the concept of the
primary care team, thus we refer to them as “additional primary
care team procedures” (APCT procedures).

The data cover the first six years of work in the treatment room
of the health centre, 1975-80 inclusive, after a six-month settling
down period.

Background to the study

The study practice has 11 400 patients and is based in a
heslth centre in the South Yorkshire coalfield covering four

27 m* (290 sq ft) and is divided by curtains into two cubicles
and a preparation area. Opening from this treatment room is a
recovery room (9 m?; 96 sq ft) and a test room (55 m*; 60 5q ft).
There is a hatch from the treatment room to a single lavatory.
The treatment areas are staffed by practice nurses from 9.00
am 10 6.30 pm Monday to Friday and 9.00 to 11.00 am on
Saturday mornings. Four part-time nurses are employed, three
of whom have been with the practice for over 17 years, and one
of these has 24 years' general practice experience. The total
nursing time is six hours a week per 1000 patients at risk—that
is, 68 hours a week—and in addition the attached district nurses
attend for up to 24 hours a week.

Method

The name, diagnosis, and treatment (or procedures) on all patients
who attended the treatment room between 1 January 1975 and 31
December 1980 inclusive were recorded and coded for analysis.
The coding practice was the same as in the previous report,’ so that
When several procedures were implied in a diagnosis only the main
one was coded—for example, suturing a wound was recorded as one
procedure and not as four (toilet, suture, dressing, and injection of
tetanus toxoid). When a patient attended with more than oac condition,
or when the main procedure did not naturally indicate the others, they
were coded separately.

Results

During the six years a total of 57 844 paticnts were seen and 102 886
coded procedures carried out, of which 29 302 related w antenatal
and postnatal work (table I). Although over 80 types of procedures

TABLE 1—Total number of procedures: 1975-1980

Procedures

Antenatal and
postnatal

Ro Toaal
1975 10213 3784 13997
1976 14 3559 16998
1977 10911 5 161 18072
1978 1436 6060 17505
197 2714 6707 19 481
om0 12212 6621 18833
Total o8 905 33501 102886
1370

basis to carry out procedures. It was also thought that it is diffi-
cult, if not impossible, for an area health authority, working by
consensus management through a system of committees, to
authorise (or forbid) continually changing sets of procedures in
different general pructices to be carried out by a changing
population of nurses.!

The data reported in this paper suggest that a limited number
of procedures cover a large volume of the work, and in the case
of the APCT procedures almost half of the work count is
covered by and
Consequently, discussion could be initiated on quite a short
list of procedures for approval by those arca health authorities
who would allow their attached nurses to fit more closely and
effectively into the primary care team. As a starting point we
would suggest and
ear syringing, and also less common procedures such as vital-
ography and peak flow measurements (926 carried out in six
years), audiometry (515), and electrocardiography (400). The
fatter three procedures, though fewer in number, are lengthier
and therefore when measured on the basis of time would account
for a much larger proportion of the total work

For an attached nurse to take her full place in the team,
however, and to be on a par with the nurses employed by the
practice, it is obviously necessary that she is trained for and
permitted to carry out the whole range of APCT procedures.
A look at the range will show that a rlatively short training
amount of in-service
training with an experienced pmuce sister, is all that is necess-
ary 1o achieve the required skills and standards.

‘The Royal College of Nursing has stated: “The role of the
nurse is continuaily developing as changes in practice and train-
ing add a new dimension to the range of dutics. Over and above
this the nursing role may be extended by delegation of the
medical duties by the doctor, although it should never be en-
visaged that this is the most important function of the nurse
who has extended her role. It is appreciated that, although some
nurses are undertaking these responsibilities willingly and with
enthusiasm, it is equally true that others are not skilled in the
relevant tasks nor prepared for such responsibilities, and some
are not willing to accept this added range of work. The decision
of these nurses not to extend their role should be recognised and
respected.” In our view, therefore, it is not only necessary for
area health authorities to allow attached nurses to undertake
APCT procedures and to arrange training for them, but also,
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the view of the Royal College of Nursing and certain
nurses, it is important that nurse managers should attach to the
primary care team oaly nurses who are trained in or are willing
o train in these procedures and are then willing to carry them
out.

As to the extended range of item-of-service payments recom-
mended by the GMSC’s New Charter Working Gfoup, the
considerable extent to which it is possible to identify these
procedures in the work of the practice nurse has implications
that deserve careful consideration by all concerned.

Conclusions

During six years 57 844 patients were scen in the treatment
room and 102 886 procedures carried out. One-third of these
procedures were additional to usual nursing procedures and
required initial supervision and assessment or training, or both.
They are a natural consequence of improved facilities and an
expanding primary care team and are referred to as additional
primary care team pmc:dums (APCT procedures). Almost half

of the APCT and
Venepuncturcsy and most of the femainder require only a short
training or amount of

in-service training to achieve required skills and standards.
Almost one-fifth (19 400) of the procedures are to be found in
the “cxtended range of item-of-service payments” of the
GMSC’s New Charter Working Group and over two-thirds of
these were almost entirely carried out by the nurses though
initiated by the doctor, who accepts the final responsibility.

We thank all the members of the Hatficld Health Centre primary
care team, and Mrs § Gyte and Miss A Warburton of the Department
of Community Medicine of Shefficld University Medical School for
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Clinical Curio

The term consultoid has a pejorative ring to it. But being a bit of a
consultant can do something for the doctor and the patients too. My
second consultoid string is homoeopathy, and a few courses at the
Royal Homoeopathic Hospital have brought me some proficiency in
Hahnemann's curious little specialty. Practice in homocopathy may
depress the novice, as the patients are heavily laced by those unfortun-
ate folk who the main body of the profession hope will go away.
Untortunaicly, of cours, they tend to persist in thei awiward
complaints, and many cven insist that they are really il

Often a profuse apology precedes the homocopathic consultation,
and this is best carcfully reported in the history taking. I always give
(sell) the homocopathic patient a half hour expecting it to stretch 1o a
full 45 minutes. As a result, patients find themselves in a unique
the receiving end of a doctor who seems to have plenty of

villages and the district.
The treatment room of the health centre has an area of about

Hatfield, Doncaster, South Yorkshire
W H R WATERS, M8, FPrcce, general practitioner
Sheffield University, Sheffield

J E LUNN, M, DPH, senior lecturer in community medicine

General Toul No
1975 9740 248 13997
1970 11970 5022 is
1977 11623 s 16072
1978 12967 i 17505
1979 13700 578 19 41
1580 13569 5204 15533
Tout 7 2302 102 886

were coded during the study only five of these accounted for half of
the total count (dressings, urinc testing, haemoglobin measurements,
weights, and blood pressures), and 20 types covered nine-tenths
of the total count (table 11). The remaining procedures are ranked in
table 111

Table 1V shows that almost a third of the procedures were APCT

time, who listens unhurriedly and with interest to everything she or he
is likely to have stored away, often resentfully and sometimes for years.
Evidence of a previous medical mismanagement is rare, though il
t00 often you have to make a firm and determined effort not to let your
eyebrows disappear completely from the forchead. To be able to spend
one’s most precious commodity—time—with a wild prolificity
Lstening and examining your patient is a wonderful fecling. Christine’s
story of sceing  different and less interested doctor each time she went
to the chest clinic is symptomatic of our poor old NHS. She was
really worried that apart from looking at her radiographs briefly and

trying to rearrange her notes so that some continuity was maintained
the consultation always ended in the same way—a long course of
ntibioric, which incvitably gave her thrush, but cft ber spunum s

copious as ever and always a bit * Were these antibiotics

cross-hatched chest, where keloid scemed still to reign supreme, and
Prainage tubes had previously sprouted from most unusual sites, was
a reminder that even thoracic surgeons have, like the rest of us, to
learn their art.

Old and excellent bedside and outpatient teaching tends to stay with
you for a lifetime, and many a memory trace of bronchiectasis before
the days of early thoracectomy was reactivated in the 10 minutes or 30
spent with stethoscope and fingers. Happily the consultoid is devoid of
case notes from St Elsewhere’s, which leaves him in a pleasant state of
disinhibition. On clinical grounds Christine had bronchiectasis in her
left lower Tobef mot o hung sbicess—whatever the radiologists

shadowy reparts told her chest-clinic doctor.
Homosopathy sbounds in cures and failures. Yet snother
thoracotomy, luckily this time in a centre of some excellence, cured
Christine of her symptoms and her nced of a consultoid’s help. —miC
TRIMMER, general practitioner, Hertfordshire.

We will be pleased to consider for publication other interesting chimical
observarions in general praceice.—ED, BMJ.




