GENERAL PRACTICE AND CULTURE

VIEWPOINT

“Only a GP?”’: is the solution to the general practice

crisis intellectual?

GENERAL PRACTICE IS IN CRISIS. It has a poor status
within the profession,! and general practitioners earn less
than other medical practitioners> — even for the same
services, they command poorer fees than specialists in
Australia.* Their traditional place is outside the healthcare
system (still dominated by hospitals), exerting considerably
less influence from the “corner shops” of their private
practices. The number of GP registrar applicants is little
above the imposed restriction, and is falling (Box 1). Only
392 Australian-trained doctors (about a quarter of the
cohort of junior doctors) applied for a GP registrar position
for 2003. An additional 35% of applicants were overseas-
trained, while only 31% were Australian-born (R Coote,
General Practice Education and Training Ltd, Canberra,
personal communication, May 2003). The picture is similar
overseas.’

The perceived poor state of intellectual activity in general
practice is more profound. GPs publish less research than
specialists®> — vastly less in relation to their practising
numbers.® GP journals have lower (if slowly rising) citation
indices. Compared with general practice overseas, we seem
to be always catching up (Box 2).

More important, our patients are losing confidence in
their GPs’ ability to know them as a whole person (eg, their
values and beliefs), to coordinate their care, and to provide it
continuously.® They commonly ask, “Are you only a GP?” —
and worse, GPs themselves often reply “yes”! Continuing
medical education for GPs is still dominated by specialists.

Why does this matter?

A competent and self-confident general practice workforce
is good for a nation’s health.® Research comparing nations
suggests that a strong, self-sufficient, self-assured, and
respected primary healthcare sector leads to both improved
quality and more cost-efficient care.” For example, the
Netherlands has one of the world’s highest quality, most
cost-effective primary care systems, while Belgium, until
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ABSTRACT
m General practice is suffering a crisis of status, as shown
by financial, power and intellectual markers.

m This is serious as a strong general-practice workforce is
important to deliver cost-effective, high-quality healthcare.

m We argue that strengthening the intellectual aspects of
general practice (particularly critical thinking) is essential.

m Most strategies to achieve this centre on research, with
many initiatives in Australia and overseas to enhance
research by general practitioners; there is still insufficient
clinical research in general practice.

m Other ways to improve critical thinking include promoting use
of evidence-based medicine, provided it is not implemented
only via “cook-book” guidelines.

m Other innovations are desperately needed.
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recently, seemed to lag far behind — differences that are
surely attributable to the very different structure of their
healthcare systems. Britain and Australia seem to lie
between these two extremes.

To allow general practice to fail would be serious for
Australia. We argue here that the many steps that have been
instituted around the world are necessary to improve pri-
mary care, but need to focus more on the intellectual side of
the discipline.

Why is there a problem?

There are several reasons for the poor status of GPs within
the profession. Market forces are obviously important: GPs
are just less rare. Access to specialists is restricted by delays
and waiting lists in public hospitals. One can usually see a
GP in a day or two for a non-urgent problem, even in rural
areas (where there is a relative scarcity of GPs). In private
practice, specialists are much more likely to charge fees
above the Medicare schedule fee. The Australian rate of
bulk-billing (direct invoicing of Medicare for a discounted
fee) in 2002 was 73% for vocationally registered GPs, 20%
for obstetricians, and 9% for anaesthetists.!’ General prac-
tice expertise is less deep (if very much broader), focuses on
process more than content, and is harder to measure and
explain to managers and politicians.!! We GPs are more
expert at processes of care, such as communication skills,
accommodating the psychosocial context, and continuity of
care. We are less expert in diseases, leading to undervaluing
of our skills.
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Possible reasons for the poorer perform-
ance of GPs in research and publishing are
many. GPs are relatively poorly represented in
universities, with higher teaching loads per
academic.!? This results not just from aca-

1: Applicants for general
practice registrar
positions in Australia
relative to places*
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$50 million over 5 years.?! It provides for a
research institute and funds for conducting
research, for research positions and for
research-support positions in universities.

m “Protected time” for GPs to undertake
research, cordoned off from clinical
demands, is provided in Australia through
individual funding (eg, bursaries, fellow-
ships, scholarships and grants for “novice
researchers” in primary care).

m Research networks allow GPs to partici-
pate actively not just in collecting data, but
also in planning what data to collect, and
why. In the UK, about 3800 general prac-
tices (36%) are linked to academic depart-
ments, increasingly through primary-care
research networks.?? Even more impressively,

demic GPs being the “newest kids on the 800
block”, but also from the grander and more 700k
dominant status of biomedicine. There are
not enough high-profile academic GPs to lead 600
the discipline.'® In the competitive environ- 500-
ment of academia, the rich get richer. 2
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How can we solve the problem?
2001
Solutions are probably many and complex.
Simple responses from government, such as 100
substantially increasing the remuneration of ol
1995

GPs, seem unlikely. However, overt inequi-
ties should be addressed, by paying the same
amount to doctors of the same seniority for
the same services. The costly Relative Values
Study reported in 2001,'* but solutions have

*R Coote, General Practice
Education Australia Ltd,
Canberra, personal
communication, Feb 2003.

1997 1998 in the Netherlands over 50% of GPs are

engaged with their local medical school or
the Dutch College of General Practitioners
through either research networks,?> teaching
(undergraduate and postgraduate) or both.

become mired in politics.

Some very attractive ideas for empowering
GPs were initiated in the United Kingdom.!” Firstly, fund-
(budget-) holding, and then Primary Care Trusts, put GPs
at the core of health resource allocation. Similar schemes
were introduced in the Netherlands and New Zealand.!® A
crucial feature of these systems was their encouragement of
professional autonomy, but GPs were less enamoured, and
professional morale slipped further.!” In the UK and the
Netherlands this may have been because more responsibility
was forced on GPs than they wanted,!” and because
resources for general practice decreased while expectations
rose. Similarly in the United States, where “managed care”
strengthened the gatekeeper role of primary care, a dispro-
portionate share of unpopular cost containment fell to GPs.?
In the UK, the proposed new GP contract offers stepped
increases in primary care investment,'® but the profession is
still digesting its implications.

Divisions of General Practice are an Australian solution.!
They have helped GPs collaborate to improve local health
services and to conduct ambitious projects such as the
Coordinated Care Trials.?® This activity will probably con-
tinue to improve the status of GPs.

However, we believe that another essential for improving
the status of general practice is strengthening its intellectual
aspects, through promoting more and better critical think-
ing among GPs. How can we make that happen?

9

Supporting general practice research

For the individual GP, becoming active in research — clearly
a marker for critical thinking — is an obvious solution.
Several research initiatives are in train in Australia or
overseas (Box 3).

® The multifaceted Primary Health Care Research, Evalu-
ation and Development program is the most important
Australian initiative, with federal government funding of
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In Australia, no data are available on the
proportion of GPs involved in research net-
works, but it is likely to be fewer than 4%.

m Embracing more clinical research might result in greater
research uptake by GPs, as it is often more interesting to
them. More clinical research is sorely needed in its own
right, as most illness and disease is encountered in general
practice.?? The Netherlands now has a special research fund
for common clinical problems.?’

® Young GPs can be attracted to research through aca-
demic registrar positions, which provide a clear career route
to general practice academia. However, there is currently
less than one academic GP registrar position per 1000
practising GPs in Australia.

2: Comparison of general practice characteristics
between Australia and other countries’
United

Netherlands Kingdom  Australia
Workforce numbers crisis 1960s 1960s 2000s
Total numbers of GPs (FTE) 9500 32430 20000
Population 16 million 60 million 20 million
GPs per head of population 1684 1850 1000
Patient registration with GPs Yes Yes No
Vocational registration 1970s 1970s 1990s
Substantial government 1980s 1990s 2000s
investment in building GP
research capacity
Postgraduate training and All None Rare and
teaching workforce in recent”
continuity with universities
GPs in research networks >50% <36% <4%?
FTE = full time equivalent.
*For example, in North Queensland, Melbourne and Western Australia.
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3: Strategies for improving critical thinking among Australian general practitioners (GPs)

Achievements in Australia (and overseas)

What is still needed

Research
Increased research in general practice

Increased relevance of research in
general practice

Continuity between university departments

and postgraduate general practice teaching
Research networks

More “bag-carrying” GP researchers

Research training courses and workshops

Primary Health Care Research, Evaluation and
Development (PHC-RED) program

Special research fund for common clinical problems
(Netherlands)

In some centres (North Queensland, Melbourne,
Western Australia)

Australian Sentinel Practice Research Network
(ASPReN), based on the American Sentinel Practice
Research Network (extensive research networks

in the UK and Netherlands)

“Protected time” (fellowships, and bursaries); higher
degree opportunities

Available in many parts of Australia at different

More dedicated funding

Greater focus (and funding) on
clinical research, as well as health
services research

More local networks centred on
university departments of general
practice and rural health

More networks, closer links between
academia and GPs (Divisions)

levels of expertise

Critical thinking

Increased critical thinking among GPs
workshops

Increasing critical thinking in clinical
general practice

Links between university and clinical
GPs (research into practice)

Career path into academic general practice

n-of-1 trials; uptake of evidence-based medicine

Establishment of National Centre for Clinical Studies
(NICS) (comparable to National Institute for Clinical
Effectiveness [NICE] in the UK; college—university
links in the Netherlands)

Academic registrars (< 1 per 1000 practising GPs)

More interventions to increase use
of research by GPs

More positions

Applying research to clinical practice

In promoting intellectual solutions in general practice, we
need to avoid focusing too much on primary research. Not
all GPs need to participate in research to enhance their
practice, far less to lead it. Perhaps more important to
critical thinking than generating research is using it.

In Australia, the National Institute for Clinical Studies has
the responsibility of spinning the straw of research into the
gold of improved clinical practice. It is turning its focus on to
general practice. There is amazing collaboration between
Dutch universities and GPs: universities create the research
evidence and assist the Dutch College of General Practitioners
to transform it into evidence-based guidelines “owned” by the
discipline. These are widely respected and used, or rejected —
for intellectual rather than territorial reasons.”® However,
delivering evidence only in the form of guidelines is dangerous
to critical thinking if the guidelines are more “cookbook
recipes” for what to do than systematised summaries of the
evidence that can inform decisions, as they should be.?”

GPs can be encouraged to handle data and apply them to
their practice routinely in several ways. Evidence-based
medicine is clearly an important way of thinking critically
every day, especially when it emphasises the process —
application of properly interpreted research findings for
individual patients — rather than simply doing the “right”
thing. Thinking critically is not the only reason for practising
this way; patients will increasingly demand this approach.?®
There are other ways of applying evidence-based medicine
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in general practice,?’ such as the use of individual medi-

cation effectiveness tests. These are a clinical application of
n-of-1 trials, in which doctors help patients collect data
about their illnesses to decide optimal management.*°

GP access to research training and support at reasonable
cost would also increase critical thinking enormously. This is
now available across most of Australia, but more important
than availability seems to be the incentive to take it up.

Some initiatives might be subtle. Increasing the “critical
mass” of academic GPs by amalgamating postgraduate and
undergraduate teachers into single departments has been
achieved already in several parts of Australia. Divisions of
General Practice are beginning to see the value of critical
thinking among their member GPs, and are forming closer
relationships with suitable university departments.

Conclusions

When individual GPs feel that their peers command the
intellectual basis of their discipline, see GP-generated
research improving the care they deliver, and feel confident
about finding the best information to help solve patient
problems, then self-esteem, self-reliance and status will
surely improve. Establishing a stronger intellectual basis for
general practice will take time. We hope that the seeds are
now sown. We have powerful role models to follow, and
some exciting options to pursue, although we still need
innovations. Which will prove most useful?
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The changing scene in general practice

In the short space of a mere eighteen months, doctors in
Australia have come to understand the meaning of medi-
cal politics and how these problems affect every aspect of
their professional existence. In this short time, the medical
profession in Australia has come to face the harsh realities
of medical economics when the Government is meeting
the major part of the cost of providing medical care in the
community.

... the profession has been jolted into the realisation
that many of its previously-held attitudes either were
myths, or were at best quite unsuited to assist them in
their new-found situation. As might well be expected
with such a conservative group as the medical profes-
sion, these changes have resulted in enormous internal
pressures to the fabric of organised medicine in Aus-
tralia, which have produced, in their turn, obvious
cracks in the fagade of unity which the profession strives
to maintain.

Splinter groups have sprung up particularly in general
practitioner ranks, all having essentially the same purpose,
but all speaking with discordant voices. . .
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For some years now, the student of health-care delivery
has realised that, in common with most of the Western
world, the pattern of delivering health care to the Austral-
ian community has been undergoing considerable
changes. In particular, the role of the general practitioner
in Australian urban communities has been changing.
While the profession’s leaders have been aware of these
changes, a largely uninterested rank-and-file has been no
stimulus for them to experiment or initiate remedies.

It was not until the economic pressures mentioned
above provided the necessary stimulus that general practi-
tioners in Australia began to take stock of what was
happening. The future role of the general practitioner
(and in particular his place in the hospital environment),
the place, if any, for the “health centre” in the delivery of
health care to the Australian community, and even the
role of the general practitioner in the provision of obstet-
rics services are some of the issues which, only two years
ago...would have seemed unreal, but are now matters of
common debate.
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