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Beyond the Surgery

General practitioner in a hospice

ERIC WILKES

Being in a country practice, the general practitioners in my
group were among the fortunate minority who had direct access
t0 a tiny cottage hospital: and there, among the patients with
bad backs, bad chests, and stroke, quite a few of our patients
were admitted to die. It could not have been a less frightening
admission for them, coming into the small traditional building
with its marble war memorial and the faded wreath of poppics
in the front porch. The paticnts were their own people.
I remember asking a ward sister why she was herself feeding a
local teacher as he was dying drowsily from his astrocytoma.
Rather indignant that the question was being asked, she replied,
“He taught me French.” Relatives drifted in and out. The food
was good. The hospital was so expensive to run that the regional
board wanted to close it dJown, but they did not relish a con-
frontation with an indomitable local solicitor and the Royal
British Legion.

It was an obvious step to wonder how they were getting on
in Shefficld, half an hour away. They had as much capacity to
care as we had and a great deal more clinical skill, but they had
no cottage hospital for their dying patients. With help from
Sheffield colleagues I did a survey and found that according to
their general practitioners most terminal patients did not suffer
oo much, but that 129, needed a hospital standard of nursing
care and their Shefficld GPs could not get them admitted.

“This was all 15 years ago. They were just thinking of opening
St Christopher’s Hospice, and there was no similar unit any-
where in the provinces. The regional hospital board agreed that
such a unit was needed but said that they could not possibly
afford to build it. They did agree, however, that if we raised the
moncy to build from private sources they would help generously
with the running costs. Of course, they would not promise this
now. Even then, I suspect, they agreed only because they thought
we would never raise the money; or perhaps they were rather
impressed by the small group of doctors and prominent citizens
with whom they were dealing: for now we had formed a steering
committee to get things moving.

Starting from scratch

The dreary business of fund raising began. Quickly I learncd
that the medical practitioner still has influence, even on a
frightening scale. One of my most difficult patients, when
asked for help, said at once, “Here is a cheque for a thousand
pounds. I do not want to know any details. If you need it, that
is good cnough for me.” Others were even more generous.
Highly respected collcagues joined us. The secretary to the
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project was an incredibly efficient girl. Without their help we
could never have succeeded. We gave ourselves 18 months to
raise our (120 000. We just made it, but it nearly killed me,
for I was still in full-time general practice.

Next the steering committee had to find a sitc, choose an
architect, and plan the building in detail. The local roots again
helped out, and the British Steel Corporation gave us a fine
two-and-a-half acre site with minimal safeguards to protect
their interests. We used the architect of St Christopher’s
Hospice. They found us hard to deal with for we had high-
quality planners, doctors, nurscs, and businessmen on our
building committee. We knew exactly what we wanted but did
not really want to pay for it. Eventually we got a heart-warming,

Photographs of the hospice.
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Patient Participation

What is it?

ti hild-mindi

The words “patient are apt to strike
or sympathy, or apathy, or a real chill in the hearts of genml
practitioners. Such reactions suggest that the two words arc
charged with meaning. As the trend now is for consumers to look
more critically at the quality of the goods and services they pay
for, some GPs may think that patient participation means
“‘patient power” and—taking this to its ridiculous extreme—
audit by patients. But there is an important point to be made
here about patient participation groups. Of the 30 or <o that have
sprung up over the past eight or nine years in Britain, nearly all
were started at the suggestion of general practitioners, and the
few that were initiated by patients did not survive without the
support of a GP in the practice. Furthermore, cach group
functions according to the needs of the practice, and the only
pattern that can be discerned among groups is that they all bold
meetings.

The National Association for Patient Participation in General
Practice, formed in 1978, encourages groups to develop according
10 the needs and wishes of the patients and doctors (and health
Staff) in a practice and not according to a model. It confines its
role to being a “link™ between groups.

Some groups meet to sort out difficulties in the practice
organisation—such as surgery hours, picking up repeat pre-

for mothers coming to the surgery.
Some have broadened d|e|l’ activities to include voluntary work
—driving patients from outlying areas to surgery, keeping a look
out for elderly people in the neighbourhood. And some support
health education as well, by holding lectures and discussions
and making video tapes. The remit is broad. As for how they
arc organiscd, some are clected committees, some are made up

of appointed by groups, some are
made up of all interested patients and health staff in a practice,
and some are combinations of these.

‘The groups that have been meeting regularly appear to act as
a safety valve for resolving the small irritations that crop up in
any organisation, whether it is large or small, thus probably
forcing the patients and doctors to look at each other’s problems
with sympathy and understanding. It appears that criticisms of
doctors and how they practice medicine are few and far between,
and that thesc groups are not a means for venting spleens.

Doctors who don't know what goes on in a patient participa-
tion group and who are curious or wary, or both, may want to
read the next few articles on patient participation, which tell
what the groups in Berinsfield, Aberdare, Bristol, and Birchfield
actually do.—SUE BURKHART, staff editor.

Berinsfield Community Participation Group

JAN BURGESS

The Berinsfield Community Participation Group started in 1972
when the practice moved to 2 new health centre. The doctors
were planning new services and wanted closer communication
with patients to discuss planning, opinions, and complaints, and
in addition they hoped a patient group would provide a means of
transmitting information about health education. Organisations
such s parish councils, and women's, old people’s, and children’s
groups in the six villages served by the practice were invited to
send a representative to the first meeting in November 1972.
The professional health centre staff were also invited, and more
recently the receptionists asked to attend and immediately
received invitations.

Berinsficld Health Centre, Oxon
JAN BURGESS, chairman

‘The meetings are held three times a year. There is no formal
constitution or committee, but a patient takes the chair to co-
ordinate the discussions. A survey done in 1977 showed that of
the 130 topics discussed during the previous four and a half
years only a third had been raised by patients. During 1980 we
discussed 31 topics, 429, raised by patients: a small increase, but
still supporting the theory that the doctors contribute to and
benefit more from the group.

“The group has proved to be a good channel for health educa-
tion, for the discussion of new training techniques (this is a
training practice), and for gencral comments about the function-
ing of the health centre. Patients and professionals continue to
bencfit from a greater understanding of each other’s problems.
“The representatives report back to the village groups that they
represent and bring any comments to the next meeting. In
some instances the opinions of the lay members are contrary to
those of the doctors. The doctors, however, never consider
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attractive, efficient building. Only the design of the kitchen was
overprofessional and less than good, but even here we have
learned not only to live with it but to produce very good food
as a routine.

Then, as the roof went on, we began to recruit our staff. The
first three appointments were the matron (wiscly we kept the
old nomenclature), the volunteer supervisor, and the head
cleaner. It just happencd that they were all very good appoint-
ments. 1 had slightly known the matron years before. She
proved a creative leader who made an cnduring mark on our
standards of care. We employed her for six full months before
we opened, and this was one of the best investments we cver
made. She recruited, indoctrinated, and trained a mix of nurses
returning after years away from their profession, housewives,
and volunteers, and she welded them into a fine nursing team.
‘The first matron has retired and her worthy successor is in post,
but the original volunteer supervisor is very much still with us,
running with quict authority a department of 300 volunteers
who are engaged in every aspect of our work.

The hospice now

We have now been open for nine full, busy years. We are
staffed on the medical side by three general practitioners, of
whom I am one, plus a senior house officer on the local vocational
training scheme. We have a waiting list, as always, of nurscs
who wish to work with us. We still seek to achieve the highest
degree of symptom control and independence for our patients.
We still try and treat the relatives as if they were our guests,
whether they are shy and inarticulate or, usually with reason,
slightly aggressive. It has worked out amazingly well, despite
our inevitable difficulties and failures.

Success has brought its own problems. We can expect, for
example, 1o admit nearly 400 paticnts each year from some 200
general practitioners, but we still have 150 paticnts for whom we
cannot find a bed and who dic on our waiting list. To help here
the Nuffield Foundation gencrously helped to build our special

our extension to help cope with this early next year. This we
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expect will be our last major development on a sitc where the
building now must have an insurance value of something like
£14 million.

‘What have I personally learned from all this?

I have learned that duchesses and lord licutenants and even
sardonic general practitioners will help if they believe in what
you are trying to do. I have learned of the crucial importance of
the physiothcrapist and the occupational therapist in trans-
forming the atmosphere of the ward and giving purpose and
dignity to the patients’ day. I have learned of the vast scale of
loneliness and grief caused by bercavement, and how our social
‘workers' bereavement visiting service can be so important when
the doctors are slow to realise the extent of the suffering that
‘may or may not present to them.

Perhaps the other perpetual surprisc is the humour and
courage of our patients. These make the unit such a good place
to visit that I go there not to give cheer but to receive it. It is a
place of laughter, though this is not irreverent or misplaced.
‘There are, of course, tears, t00. The only time I have broken
down in my professional career was here. A wasted little old
lady blessed me with great dignity minutes before she died. Then
I cried, but I don't need to make a habit of it.

Despite great support from the National Health Service we
still need (2000 each week to maintain our services. The
National Society for Cancer Relief has helped so much by
funding our community nursing service, but money is naturally
a recurrent anxiety. We think that it is a good thing that most
of this support comes from local sources. It reassures us that
we are thought worth it.

The university may have regretted on occasion its agreement
that 1 would continue to work here, but it has never said so.
This commitment obviously has used up some of my time and
energy, especially as the teaching load has grown. My role has
changed gradually over the years. Nowadays problems are more
hidden from me than brought for solution; nor do I quite know
when I should resign. The unit does not need me much now,
but it has been one of the most fulfilling and inspiring activities
in a life that could otherwise be described—perhaps like other
general practitioners’—as one of feverish ineffectiveness.

Clinical Curio: home birth
“What are you doing here " the 4-year-old boy asked me at the door
to the caravan. Mummy was in labour with ird baby. Inside, the

her third
midwife was watching, bewildered, as she mmmw
a pain on all fours on the fioor. One neighbour was brewing & pot of
herbal tes and another reading  fairy stocy to 8 lintle girl 1 put the

for the vessels o but was impatient—she wanted
10 hold the baby. At 4.32 pm the little Taurus’s last physical link with
severed ‘moment later bay
and clamped his mouth to the breast.
No drugs, oo shaving, 5o and I

even parts: a besutiful,
Ml.ll.hy,ﬂlbboy lno"hcunmhmw him. “You're ucky,”

‘midder bags oog,
1

She climbed up 0n 10 the sofa 1 push, and at the first sight of
baby’s head the rest of the ‘were summoned. Chairs were

gmﬁmwummdmmul
arrive selling ico-creams and cartons of orsageade. 1 almost

minsed the ctimas. Tt was all 100 musch foc the Hee boy. He wok my

hand und e me o 8 the paddock t adenive bl donkey. He

gravely w my -—-y-nuq-mun-em

s sking me what
cal purposes, was when the cord was cut. The midwife was waiting

mmmwumhuwuummm
sidws ddlhﬂe,dnelnhlnhﬂhhby time: “Have a nice
be, shouldn’t it ?Vchtlhtlﬂ'lﬁ’l.bm

time.” It should

dying wich . Couldn't we GPs and ians bury
puudsa-du-ny © give birth with dig-
nity? My wife is due 1o have  baby soon. I hope she hes & “nice
time,” but | doo't think I'l be inviting the neighbours in.—A Weish
general practitioner.

We will be ploased to consider for publication echer interesting climical
chservations mode ix general practice —Ep, BMY.
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these opinions as a veto, but rather as a guide how best to con-
sider the patients’ reelmgs, feelings the doctors might otherwise
have been unaware of

Topics discussed at meetings last year
RAISED BY PATIENTS

Is there a suitable time for telephoning one’s doctor for advice ?
The most suitable times were clarified.
Use of voluntary funds to improve community service.

Aims of the group and who it represents . . . 3000 leaflets were
distributed to advise more patients of the existence and function of
the group. The area health authority provided 2 grant of £10 to help
with the cost.

During an outbreak of gastroenteritis, mothers asked that informa-
tion on managing the illness be sent to local children’s groups and
schools.

‘Some patients prefer to consult a woman doctor . .. a woman doctor
is now 1 the health centre on the day when onc of the partmership
doctors is away.

The existence and functions of a neighbourhood information centre
were explained.

I here anywhere that mothers can leave small childeen
consult their doctor ? . . . there are three places. It was also suggested
that outlying villages m..m organise a child-minding scheme.

Paticnts in the sub-waiting area can hear conversations in the treat-
ment room . . . this cannot be dealt with economically.

Onc of the car service (a voluntary service for patients from outlying
yillsge) drivers had found deays in picking up repent prescriptions
.t wes pointed out that 24 hours”

It being the International Year of 'he Dmbld, the group sent
letter to support planned long-stay beds for young disabled persons.

The long-sought chiropody clinics have become unreliable . . . the
doctors withe 19 the area chiropodist.

RAISED BY DOCTORS

“The need to redecorate and maintain the health centre . . . the
group wrote a letter to the area health authority supporting the
doctors’ requests. The health centre has since been redecorated.

Prescription charges would be more rigorously collected after
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discovering a shortfall in those collected during the previous year.
Mothers were requested not to bring sick babies to the well-baby

ics.

A doubliog of night visits during the previous four years was
discussed . . . and, after & patient’s suggestion, it was found that 20%,
of the visits were 0 patients who had visited the health centre in the
previous 48 hours. During 1980 the “out-of-hours” calls decreased
by 25% over 1979. There was u slight incresse i cals for advies nd
help with on_basic
procedurcs for dealing with drahen persons was publihed in the
local newsletter.

The procedure for same-day appointments.

The questionnaire for new patients may be extended to cover socisl
factors and screcning data.

Saturday morning dispensing is for emergencies only . . . out of
dispensary hours the doctors will dispense the medicines prescribed.

"Phe ncw regulations concerning socal sccurity sicknces certificates

; pacentscould uill v s private cerifcae, bty be charged the

fee recommended by the British

e agarines were required in he waiting foOm -
immediate response.

"The thicatencd closure of the local hospital’s maternity unit .
the event it is to be saved with reduced capacity, but more geriatric
beds will be available.

The small number of patients needing the treatment room sister
during one of the cvening surgeries suggested that she need not be
present . . . the group recommended 2 trial period without the sister
during that surgery.

The general reduction of patients wishing to consult the treatment
room sisters could allow themn the time to do preventive medicine,
such as screening cli

Change in the doctors artendance st particular surgery times were
‘mentioned.

uggestions were invited for health education topics that could be
ubscqueatly the polcy coacerning

. there was an

ing was
The growing number of elderly patients needing community
co-operation and help.

In conclusion it must be pointed out that two major questions
remain unanswered—how representative can such a group be;
and, while the greater sympathy between rcpreunnnve pmenu
and their doctors is how far does thi:
spread to all the patients ?

Clinical Curio

application
of ketotifen (Zaditc, Sandos). I have been treating an unfortunste

with the foxhounds. When he advertised for a parter e bad 300
spplicants. I was shortlisted because he knew me. o be
mdhmbywmmd“why“heud,“dm'tm
m.mw..m

lady, aged 45 years, wbouﬂ:nfxunnlkrp:rmmu,somw- ;
ber discasc that at one time polypectomies st -wumwmmmmmmmmmm.
ofmlothmveah,mdthu-ummmibdbywynlm "dn,'mmphydwﬁr&emummd
or_topical
She was by & -wldnl'lylldl when you were

Interviews for a practice

Ax ane practice [ was intrviewsd at the senior permes wat 3 coo-
‘who used to ride

interviewee, invariably had mm-mmmnm,

you asked about off-duty iys. They’d say something like:
“For 's sake, Iad, we doa't need to about things like that.”
“They really were s very naughty

‘bunch.
Only o one occasion was I ever asked sbout clinical practice. They

ook it for granted. One doctor, whom I liked & lot, did ask me sbout
medicine, and if i bada't been tha T dida's Lke Modiown 1 would
bave gooc into partnership with him. He sid to me: “How would
you deal with you carry

inges was and
doctors used t get the hospital o do ir—at least 1 did. He was
acrually interested and asked. He was the oaly man who ever tested
my chinical competence.—KEN DICKINION, s




