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Introduction
General practitioners (GPs) have the right
to remove patients from their practice
list.1 They are not obliged to explain their
decisions about removal, and patients
have no right of appeal. Removal has
drawn the attention of the mass media,
professional organisations, the health
service ombudsman, and patient advocacy
groups, because of concerns about
possible unprofessional behaviour and
because of the impact on patients.2-6

GPs’ accounts of removing patients
suggest that they use removal as a means
of ending their professional relationships
with problematic patients.7 In this paper
we explore patients’ accounts of their
experiences of being removed by their
GPs.

Participants and methods
Leicestershire Health Authority wrote to
patients two weeks after their removal
asking if they wished to be sent
information about the study. Patients were
asked to contact the researchers if they
were interested in participating. We
included all individual patients and
households in Leicestershire who had
been removed from a GP’s list without
having changed address for the period 1
February 1999 to 29 February 2000.
Exclusion criteria were immediate
removal for violence (as noted in health
authority records), removals of residents
of nursing or residential homes, and
removals of individual patients aged
under 16. We conducted 25 interviews

with 28 patients, including three joint
interviews with two family members who
had been removed.

Interviews were semistructured and used
a topic guide based initially on a literature
review and discussions within the research
team. All interviews were tape recorded
and transcribed verbatim. We analysed
the data by using the constant
comparative method.8

Results
Of the 393 eligible removals (751 patients
in total, of whom 575 were aged over 16),
15% (60) agreed to receive further
information. Of these, 25 consented to be
interviewed. The sample’s demographic
characteristics are similar to those of the
population of removed patients in
Leicestershire (see bmj.com).

The interviews were often very
emotionally charged and challenging to
manage, with participants expressing a
range of emotions, including grief, anger,
hatred, alienation, and depression. Three
themes that help to explain the
phenomenon of removal from the
perspective of removed patients can be
identified from participants’ accounts: the
“good” patient, the “bad” GP, and removal
as a “threat.”

The “good” patient
The self reported health of most
participants was poor. They gave accounts
of themselves as having physical and
psychiatric illnesses. Only two patients did
not present themselves as “ill.” The
remainder sought to show the
authenticity and severity of their illnesses
through strategies such as use of dramatic
language, expressions of pain and distress,
detailed histories, and lists of symptoms:

I’ve got, well I had a stroke. That’s when
all the problems seemed to start. I mean, I
had bowel trouble and that before that,
but I had a stroke and then, [pause] that
was February ‘96, and then I think it was
in the April that I was started suffering
from depression, and of course I’ve had
lots of anti-depressants and nothing
seems to do me any good . . . Of course
I’ve suffered from depression terrible, I’ve
got arthritis, I’ve got bladder problems.
Oh, of course I’m on lots, lots of
medication, lots. 

Participants, through their accounts of
their illnesses, showed that they were
“patients”—people who needed medical
care. They were further concerned to show
that they were “good” patients, who
attempted to comply with the rules that
they understood to govern the doctor-
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What is already known on this topic
■ The removal of a patient from a general practitioner’s list is a contentious issue that has
attracted the attention of both the health service ombudsman and the media
■ Little is known about how patients experience being removed from a general
practitioner’s list

What this study adds
■ Patients view their removal as unjustified and show that they comply with the rules that
they understood to govern the doctor-patient relationship
■ Removed patients characterise the removing general practitioner as one who breaks
the lay rules of the doctor-patient relationship
■ Patients feel very threatened by being removed from their general practitioner’s list;
they experience removal as an attack on their right to be an NHS patient, as deeply
distressing, and as stigmatising
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patient relationship. There seemed to be
three “lay rules,” which they saw as defining
the behaviour of “good” patients (box 1).9

Participants showed their compliance
with the rule that general practice services
should be used “appropriately” in two
ways. Some specifically stated that they
used the service infrequently and
described themselves as stoic, reluctant to
seek medical assistance unless strictly
needed. Some explained how they
struggled to come to the surgery to avoid
requesting home visits. Others said that
they did consult and request home visits
frequently, but that this was justified by
their illness.

Participants similarly used two types of
narrative strategy to show that they were
uncomplaining about general practice
services. Some suggested that they did not
complain even when they had cause; one
participant, for example, described how
she did not complain when a GP failed to
diagnose her diabetes. Other participants
had made formal complaints but argued
that this was warranted. A participant who
was injured during a procedure, for
example, argued that his complaint was
justified because he wanted to avoid the
same problem affecting another patient.
He felt that his subsequent removal was
an unwarranted act of revenge.

Participants were also keen to establish
that they were consistently polite towards
GPs and practice staff. They used two
types of narrative strategy to accomplish
this. Firstly, in their accounts of any
disagreement, participants portrayed
themselves as behaving politely and
reasonably. Secondly, some participants
conceded losing their temper but argued
that this was defensible because of the
behaviour of the GP or practice staff. By
showing not only that they were patients
but also that they were “good” patients,
participants established that their removal
was unjustified on two levels: firstly, that
they were in need of medical assistance,
and, secondly, that they had not violated
the rules that they saw as governing their
relationships with general practice.

The “bad” general practitioner
Participants saw their relationship with
GPs as involving reciprocal
responsibilities and suggested that GPs as
well as patients were required to abide by
what they saw as the rules of the
relationship (box 2). Participants reported
gross violations of these rules by the
removing GP in characterising removing
GPs as “bad.”

Five “lay rules” of the doctor-patient

relationship could be identified from
participants’ accounts: doctors should be
caring, polite, truthful, and clinically
competent and should value personal
care. “Bad” GPs broke the “caring” rule by
“not being bothered,” not listening to
patients, or not acknowledging their
concerns:

You know, they [GPs] were giving me
them [drugs] like they were just free
sweeties . . . You know, there you go, there
you go. “Yeah, no problem, how long
have you been here, oh hold on he has
been here three minutes I had better
write him one [prescription] out quick
now.” 

A corollary of this rule was the rule that
doctors should treat the patient as a
person. Several participants invoked the
notion of being “a number” or on a
“production line” in the surgeries of “bad”
GPs. Being very busy and having no time
for patients was presented as showing that
“bad” GPs see medicine solely as a means
of income. A further strategy was to
present GPs as charging large sums of
money for medical reports (for example,
for benefits, insurance, or work related
purposes) that were perfunctory and
unhelpful.

Participants’ accounts often presented
the removing GP as breaking the rule of
“politeness,” reporting behaviours such as
impatience, verbal and non-verbal
aggression, and brusqueness or
abruptness. GPs were also characterised
as rude when they falsely accused patients

of socially unacceptable behaviour, such
as selling drugs or being racist.

“Bad” GPs were also shown to break the
requirement that doctors should tell the
truth. Doctors who promised referrals to
specialists or further appointments that
never materialised were seen as being
guilty in this regard. “Bad” GPs were also
characterised by patients as being
clinically incompetent:

. . . he kept saying there was nothing
wrong really, just kept fobbing me off,
fobbing me off with these damn tablets. I
kept having to take these tablets and
everything were just getting worse and
worse. Then I just got admitted [to
hospital] . . . I had to have an operation
very quickly because I’d got a [gall]stone
that got blocked . . . he weren’t looking
deep into anything that was actually the
matter with me. 

As a further strategy in discrediting the
removing GP, patients contrasted the
behaviour of the removing GP with that
of other, “good,” doctors who do comply
with the rules of the doctor-patient
relationship (box 2).

Removal as “threat”
Participants experienced removal as very
threatening, an attack on their right to be
an NHS patient. The method used to
inform patients of removal, involving a
letter from a health authority advising of
the removal and of the means for
registering with a new doctor, seemed to
intensify this problem. It caused
discontinuity in patients’ access to GP
services while a new GP was found, either
by the removed patients themselves or
through “allocation” by the health
authority to another GP.

Participants experienced removal as
deeply shocking: all but one presented
their removal as a completely
unanticipated event. Most first learnt of
their removal when they received the
formal letter, containing no explanation
for the decision, from the health authority.
The dominant emotional reaction to the
letter was shock and disbelief or anger
and indignation. These emotions were
especially prominent when entire families
were removed:

. . . the whole family. That made me
angry, because I thought “well if you’ve
got something against me, that is fine, but
not to victimise the children as well.” 

Participants saw their removal as an
abuse of power by GPs, especially as GPs
were not required to justify their actions.
Participants found their lack of a right of
appeal or redress very disempowering.

Box 1: “Good” patients
■ Try to cope with their illness and follow
medical advice
■ Use general practice services
“appropriately”
■ Are polite with general practitioners,
especially when voicing any concern
they may have about their care

Box 2: “Bad” and “good” general
practitioners
“Bad” GPs:
Are rude
Lie to patients
Are impersonal
Are uncaring
Are clinically incompetent

“Good” GPs:
Are polite
Are honest
Value personal care
Are caring
Are competent
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Several expressed their anger at finding
that they have no right to be reinstated on
a GP’s list or even to query a doctor’s
decision:

I think that certain accountability
procedures should be put in place as well.
These people [GPs] wander around like
tinpot gods, can do whatever they like,
and I think there should be justification to
the patient and to the authorities why this
person is really being removed. 

Removal was also threatening because
of its profoundly stigmatising effect. The
dominant form of stigma reported by
patients was “felt” stigma (a feeling of
shame and fear of discrimination10),
particularly a fear that their future
healthcare would be adversely affected by
the “spoiling” of their identity as “good”
patients.11 Participants feared that their
notes had been flagged so that they would
receive different treatment from other
GPs. “Enacted” stigma (actual instances of
discrimination against people who have
been removed on the grounds of their
perceived unacceptability or inferiority)
was less common. However, some
participants found themselves being
repeatedly removed and reallocated, often
only staying on a GP’s list for a few
months at a time.

Discussion
Removal is a threatening and shocking
phenomenon, which patients find difficult
to accept or understand within their
narrative reconstruction of their
relationships with general practitioners or
the events leading to removal.12 13 Patients
recognise that there are formal and
informal rules governing conduct in the
doctor-patient relationship and
determining who is “good” and who is
“bad.”9 14 In a few cases patients’ views on
the “rules” are consistent with explicit
official guidance. For example, patients
may believe that it is reasonable to make
official complaints when standards of care
are not met and may have no reason to
believe that making a complaint will result
in their removal.15

More commonly, the rules governing
the general practice-patient relationship
are not directly accessible to patients.
Although patients recognise that rules
govern the relationship, their “lay rules”
are not the same as “professional rules,”
which are defined and maintained by
doctors and practice staff. Like lay rules,
most professional rules are tacit and
informal and are never formally
articulated. Indeed, it may take a breach

of the rule by one party before each party
works out “what went wrong” and “who
was responsible.”16 However, whereas
professional rules are enforceable in
several ways, the most extreme being
removal, patients’ powers to enforce their
version of the rules are more limited.

Patients may unknowingly break rules
that are important to GPs, while
continuing to believe that their behaviour
is appropriate and acceptable. They may
therefore have only limited insight into
the significance of their behaviour and the
risks that this carries for their status as
“patients” and “good patients” even after
they have been removed. The importance
of having clear practice policies on
removal, which are accessible to patients,
is therefore evident. The practice based
complaints procedure could also be used
to deal with disagreements between
patients and their GPs before the decision
to remove a patient is made, or
alternatively as a way of managing the
removal process.17

Some of the participants’ distress
centred on the impersonal method of
informing them of removal and their lack
of redress. Although access to means of
appeal might help to mitigate patients’
feelings of anger, victimisation, and
powerlessness, the extent to which this
would produce workable solutions is
questionable, as both patients and GPs
would be concerned with defending their

own status as “good” and compliant with
the rules as they perceive them.18

Perhaps more easily tackled is the
difficulty that patients have in finding a
new GP after they have been removed.
Primary care trusts could liaise with their
patient representatives to develop and
evaluate strategies to minimise
discontinuities in patient care, such as
automatically “allocating” removed
patients to the list of another GP, at least
until patients are able to find a GP of their
own choice. A formal first meeting with
the new GP could clarify expectations on
both sides and reduce the risk of stigma.

This study shows the negative impact of
decisions about removal on patients who
have been removed. We suggest some
measures that could help to mitigate
some of these effects (box 3). However,
the circumstances that lead to removal are
not straightforward, and the views and
priorities of both parties—patients and
GPs—must be considered in any moves to
reform this area.
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Rafat Saeed lives in west London and has had

difficulties finding a GP. 

As I was reading the study by Stokes and colleagues, I was
astonished at how familiar it all seemed, that there may be other
people who have gone through the same ordeal and process as
I have. I was rejected once by a GP, and that could have
affected chances of finding another general practitioner.

My family and I have learnt that services in the London
suburbs are very limited. I found the study very easy to
comprehend, and a lot of it is based on fact about people’s
encounters with GPs and the ordeal that they go through. There
should not be any discrimination once a patient is reallocated,
but due to a lack of communication and help, discrimination
takes place. There should be a medical body just like the CHC
(community health council) so that patients can approach other
patients who have been affected by this form of behaviour and
feel distressed or victimised. These patients should help each
other because being removed without knowing why is very
distressing and most upsetting. I have learnt that in Hounslow
and similar areas nearby, the way in which health care is being
run should be looked at very closely. Where I live in the London
suburbs, there is no local GP. This is appalling and shocking.

I can use the information from the study, which is based upon
other people’s experiences, together with my own experience.
Although every case is unique, one can use the information to
understand that GPs too have problems in coping with patients.
As a patient, I will be able to identify when I am stepping out of
line and when my GP is showing me attitude. What I have learnt
is that the patient is always right and GPs abuse their power by
removing someone because that is the only thing that they are
able to do. But then patients have to carry the burden of being
tagged as “I was removed by a GP.”

This tag is the penalty for being removed in the first instance,
and it is very easy for a doctor to blacklist a patient through the
Family Health Services Authority. But what channel does a
patient use to blacklist a GP? 

I moved to Hounslow a year ago, and have found that the
council ward I live in, Hounslow Heath, has no GP. We have to
go quite a distance in order to see a GP and even then are told
that the lists are closed. A lot of disabled people and ill people
have to take mini-cabs when visiting their GP, which is wrong.
Someone somewhere needs to get involved and help us.

Rafat Saeed Hounslow, Middlesex TW4 5BB ssrafatrr@btinternet.com 

“Being removed without knowing why is very distressing”
RESPONSE

Brenda L Constable is a local councillor in Lichfield 

In a society where responsible people do not seek to burden their
doctors with trivial matters—and, indeed, endeavour to treat
themselves—there may well be a modicum of malingerers whose
time-wasting activities must be addressed.

The research echoes many conversations with patients during
my 40 years in the nursing profession and, recently, eight years
serving Lichfield community health council. Those conversations
revealed the depth of feelings of anger, concern, fear, and
frustration following the apparently mandatory removal from their
GP’s list.

Some patients felt that they had been reduced to the status of
second class citizens and simply had no redress in a situation
over which they had no control, no information as to their
alternatives, and fear they had been labelled as a “difficult”
patient by a new doctor. The patient advisory liaison service
(PALS) system, where the practice receives and reviews patients’
complaints, may well deepen suspicion and, far from alleviating
patients’ fears, may well aggravate the situation in which patients
find themselves.

Despite the new concept of public involvement in the modern
health service, the divide between doctor and patient still seems
to exist. The research shows that there have always been
unwritten rules of behaviour on both sides. The doctor may feel
that those rules have been broken, but the patient fails to
understand why such drastic action has been taken.

The process of removal cuts the patient adrift, and there ought
to be an intermediary equipped to explain the seriousness of the
situation to both patient and doctor. The practice of an arbitrary
notification signed by someone in the system should cease.

The research brings into the conscious arena the unspoken and
unwritten rules which underpin general practitioners’ practice.
These rules are known to the practice but, sadly, in most cases
they are not known to the patient. Patients must be included in
the process before removal. The research reveals the emotional
experiences of the patients in a sympathetic way, and also how
difficult some of the complex issues involved can be.

This research ought to be used in both medical and nursing
education to teach about relationships and their possible
breakdown. When patients’ forums are formed in the future, this
will represent excellent research for discussion, and the newly
formed health and overview scrutiny committees ought to be
interested in using this as a local authority discussion document.

Brenda L Constable, Staffordshire WS7 2DE


