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Abstract

Introduction

Protected learning time (PLT) has been adopted by a number of NHS primary
health care organizations throughout the United Kingdom as a resource for
learning. Primary health care teams are protected from service delivery by Out-
of-hours services for a small number of afternoons per year. Learning events are
generally of two types: practice-based PLT events organised by the primary
health care team and usually held in practice premises; and large centrally
organised meetings held in large conference venues, and arranged by a PLT

committee.

PLT schemes were started by NHS Ayrshire and Arran in 2002 after a pilot study
in 2001 was considered successful. A quantitative evaluation of the PLT scheme
in two Community Health Partnerships within NHS Ayrshire and Arran in 2004
showed a significant difference in the views of Administrative and Clerical staff
(A & C staff) and practice managers compared with clinicians in the team. Only
41% of A & C staff and 51% of practice managers wanted PLT to continue in one
of the areas surveyed. An additional questionnaire study answered by practice
managers in 2005 in NHS Ayrshire and Arran suggested that attendance of
community nurses (health visiting and district nursing teams) at practice-based
PLT events had fallen sharply, and that only a few were attending regularly. The
questionnaires were unable to give the reasons for the low attendance, nor

could they explain why some wanted the scheme to end.

Two research questions were developed to improve the understanding of what

was happening during PLT:

1. What are the perceptions and experiences of A & C staff, and of practice

managers with regards to PLT?

2. What are the perceptions and experiences of the community nursing team

(community nurses and nursing managers) with regards to PLT?



Method

A Charmazian grounded theory approach was adopted, both as a method of data
analysis, and as a research strategy. The data collection consisted of two

phases: A & C staff, and practice managers (2005); and the community nursing
team (2007). Focus groups were recruited, and the interviews were audio-
recorded and transcribed. Transcriptions were coded, and themes and categories
of themes were constructed from the codes. Mind mapping software was used to
show the connections between the participants’ quotes and the themes and

categories. A grounded theory was then constructed from the three categories.

Findings

12 focus group interviews were held with a total of 88 staff members

participating. Details of the categories constructed are as follows:

Structures in primary health care

Physical structures were important. There were perceptions of the
organizational schism between individual practices and the community nursing
team. Community nurses valued co-location with their general practice as this
improved close working. Different working patterns of district nurses meant
that they could not always be protected during PLT, and they felt their
managers did not provide sufficient cover. The introduction of the 2004 GMS
Contract emphasized the separation of community nurses from general
practices. Some nurses felt that practice-based PLT was irrelevant as it was
centred on the learning needs of the practice. Some practices were strongly
hierarchical resulting in separate learning events for individual staff groups
during PLT.

Relationships in primary health care

Relationships between community nurses and practices varied greatly. Some

health visitors felt very isolated from the general practice. Community nurses
wanted to work closely with practices and wanted their work to be visible and
valued. Relationships between A & C staff and GPs varied considerably. Those

practices with a high degree of hierarchy found collective learning difficult to



do. Other practices had good relationships between different staff groups, and

made good use of PLT.

Learning processes

In general, participants did not feel their learning needs were identified or acted
upon. As a result, learning offered to them was usually considered irrelevant,
and based on the needs of others. A & C staff found some events to be dull and
uninteresting, when passive learning methods were employed. Some practice
managers perceived a lack of resources for learning events, and pharmaceutical
representatives were keen to provide learning for clinicians. In some teams,
practice-based PLT could be uncomfortable for community nurses, and some felt
unwelcome by GPs. Practice managers were considered to be the natural leaders

of practice-based PLT.

Grounded theory

A theory with three elements was constructed from the findings. Proximity was
an important factor in the ability of teams to learn from each other. Those
teams who were not co-located, or did not work together in the provision of
patient care, found PLT to be difficult. Perceptions of power affected the
experiences of PLT. GPs usually had learning based on needs, and they could
influence who attended PLT with them, and what was learnt. Some staff groups
had little power, namely A & C staff and community nurses, and at times, the
quality of learning for these groups was low. Authenticity was important.
Participants wanted PLT to be for the whole team and to involve everyone in
learning together. Many were disappointed when this was not achieved, and

considered it to be contrary to the original aims and objectives of the scheme.

Comparisons with other theories

The grounded theory was compared to Bourdieu’s theory of practice. This helped
with the understanding of issues relating to the element of power. The element
of proximity had similarities to Wenger’s theory of Communities of Practice.
Those primary health care teams who displayed high levels of proximity were

working as a Community of Practice.



Conclusions

A deeper understanding of participants’ perceptions and experiences was gained
and explored by the thesis. A number of recommendations were made to
improve PLT in the future. These included improved learning needs assessment
and aiding practice managers with the delivery of practice-based events.
Individuals within primary health care teams need to improve team-working and
need learning to help them with this endeavour. Health authorities need to
value teamwork more, and require to locate teams together to facilitate the

delivery of primary health care.
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Chapter One — Introduction

“It’s no’ that bad that we would say no!” (A & C staff group 1,
participant 4)

1.1. Structure of the thesis

This thesis consists of ten chapters. Chapter One will set the scene of protected
learning time (PLT), explaining the background to the research, and will give the
context of where the research was situated. Chapters Two and Three are the
literature review chapters: Chapter Two focuses on the formation and
development of primary health care teams within the National Health Service
(NHS). Chapter Three is concerned with the literature on team-based working
and learning. The literature search was undertaken after the construction of the
grounded theory, but presented before the findings chapters, as per academic

convention.

Chapter Four presents the methodology of the research approach and explains
why a Charmazian grounded theory approach was chosen. This chapter gives a
description of how the research was carried out. Chapters Five, Six and Seven
each present a category of research findings. Chapter Eight presents my
constructed grounded theory of PLT. In keeping with the constant comparative
method of grounded theory, | compare my theory with the theories of Pierre

Bourdieu and Etienne Wenger.

Chapter Nine compares my research findings with the literature on team-based
working and learning. Lastly, Chapter Ten sets out my conclusions from the
research, makes recommendations for changes, and identifies further research

questions.
1.2. Setting the scene of PLT

Introduction

This chapter aims to introduce the thesis, and to give the context in which the
research is situated. The chapter will include sections that give a description of

the county of Ayrshire and Arran, and of the provision of primary health care by

20



NHS Ayrshire and Arran. The chapter will also give some historical details of
how PLT started within NHS Ayrshire and Arran and present the quantitative
evaluations of PLT which took place in late 2003 (North Ayrshire) and early 2004
(East Ayrshire). | will also present details of a survey of practice managers which
took place in 2005. | will then offer some explanation of what motivated me to

undertake the study.

Ayrshire and Arran

The county of Ayrshire and Isle of Arran are situated in the south-west of
Scotland. Ayrshire forms part of the urban central belt of Scotland and the north
of the county has close transport connections with the Greater Glasgow
conurbation. The definition of the county of Ayrshire was changed in the latter
half of the 20" century. Prior to the establishment of Strathclyde Regional
Council in 1973 by an Act of Parliament, the county of Ayrshire had been in
existence for some centuries (Great Britain 1973). Strathclyde Regional Council
was formed from a number of pre-existing counties in West Central Scotland,
and this included Ayrshire and Arran. Strathclyde Regional Council was then

broken up in local authority changes in 1996 (Great Britain 1994).

The historic county of Ayrshire now consists of three smaller local government
authorities: East, North and South Ayrshire. The map below illustrates the main
population centres in Ayrshire. A significant percentage of the county’s
population resides in the area bounded by the towns of Irvine, Kilmarnock and
Ayr. A large percentage of the land area is rural, with significant numbers of
farming communities in all three local authority areas. In 2010 NHS Ayrshire and
Arran estimated the population it served was 376,800. Ayrshire and Arran has
significant areas of deprivation particularly in the urban areas to the north of
the county. Measurements taken in 2004 and in 2006 showed that deprivation
was apparent in a greater number of localities than in previous years (The
Scottish Government 2009).

21



Figure 1: Map of Ayrshire and Arran showing CHP areas (http://upload.wikimedia.org)
@ Glasgow

® args

Arran

MNorth Ayrshire
M East Ayrshire
M South Ayrshire

NHS Ayrshire and Arran

NHS Ayrshire and Arran is charged with the responsibility of providing primary
health care services to the population of Ayrshire and Arran, in addition to
secondary health care provision. The map above shows the three Community
Health Partnerships (CHPs) which were constructed by NHS Ayrshire and Arran to
improve working relationships with community care agencies and social work
departments of the three local authorities. The CHP areas are co-terminus with
the three local authorities of Ayrshire, and Table 1 shows the population size,

and the number of general practices in each CHP.
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Data on primary health care in NHS Ayrshire and Arran (2005)

Table 1: Number of general practices and average practice list size, in each CHP as at 1%
October 2005 (source: www.isdscotland.org)

Number of Average patient Total
CHP area . A .
practices list size population
East Ayrshire 16 7,670 122,720
South Ayrshire 20 5,848 116,960
North Ayrshire 23 6,404 147,292
Total for NHS Ayrshire 59 6,559 386,972

and Arran

As can be seen in Table 1, the populations of the three CHPs are approximately

equal. General practices in East Ayrshire were larger on average in comparison

to North and South Ayrshire which both had a number of small towns and villages

with relatively small practices serving each distinct town. Larger practices (over

10,000 patients) in NHS Ayrshire and Arran are relatively uncommon and most

are located in the East and North Ayrshire CHP areas. In 2011 there were 56

general practices which were part of the three CHPs and their patient list size is

displayed in Box 1. The total number of practices had decreased from 59 in 2005

to 56 in 2011, and this was caused by the merging of practices, and by the

retirement of single-handed practitioners, their practices being absorbed by

neighbouring practices.
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Practice list size and gender of GPs in NHS Ayrshire and Arran

Box 1: Patient list size of general practices in NHS Ayrshire and Arran as at 1°' October 2005
(source: www.isdscotland.org)
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The total number of GPs in contract with NHS Ayrshire and Arran is shown in

Table 2 (Information Services Division NHS Scotland 2011). This includes

principals in general practice, and salaried doctors, but does not include locum

GPs, or GP registrars.

Table 2: Number of GPs contracted with NHS Ayrshire and Arran, and their gender (Source:
www.isdscotland.org)

Year 2004 2005 2006 2007 2008 2009 2010
Female
Gp 105(35%) | 110(37%) | 115(38%) | 117(38%) | 121(38%) | 128(41%) | 135(42%)
S
Male
PS 193(65%) | 187(63%) | 188(62%) | 189(62%) | 201(62%) | 183(59%) | 188(58%)
Total 298 297 303 306 322 311 323

24




From 2004 to 2010 there was a rise of 6% in the total number of GPs in Ayrshire
and Arran. The Information Services Division of NHS Scotland concluded that this
increase was influenced by the 2004 General Medical Services (GMS) Contract
(Information Services Division NHS Scotland 2011). Numbers of male GPs showed
a small decline in this time and numbers of female GPs rose considerably. No
statistical information could be found that gave figures relating to the
employment of A & C staff, community nursing staff, practice managers or

practice nurses.

Public health data of the Community Health Partnerships

Detailed public health data for 2009 is held for the three CHPs within NHS
Ayrshire and Arran (Scottish Public Health Observatory Team 2010a;Scottish
Public Health Observatory Team 2010b;Scottish Public Health Observatory Team
2010c). It is acknowledged that these reports were based on data collected two

years after the last data collection phase of my PLT research.

Fifty-nine different elements of public health data were presented in each of
the three reports. A considerable number of these elements show statistically
significant differences in public health measurements compared to Scotland as a
whole. Those figures were indicative of the effect of deprivation upon health. It

was noted that East and North Ayrshire fared worse than South Ayrshire.

Community nursing structure in NHS Ayrshire and Arran

There are two distinct teams within community nursing in NHS Ayrshire and
Arran: health visiting and district nursing teams. Both teams have been attached
to general practices for at least ten years, the local policy mirroring national
trends as presented in Chapter Two. During the time of data collection for this
thesis, the Department of Health of the Scottish Executive published proposals
to merge the two distinct teams, with the school nursing service to form a
generic community nursing team (Scottish Executive 2006). NHS Ayrshire and
Arran did not follow this guidance, in keeping with the majority of other health

boards in Scotland.

With the introduction of CHPs in 2003 from previously existing Local Health Care

Co-Operatives (LHCCs) management of community nurses was transferred to the
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CHPs from the Primary Care Trust. Each CHP had several nursing managers who
tended to be experienced nurses with management experience, often having
been promoted from within the teams. These nursing managers were frequently
members of the PLT steering committees, or they allocated a deputy to attend
regular committee meetings. Although community nurses were ‘attached’ to
general practices, individual nurses were employed by the CHP and could be
moved on a temporary or permanent basis throughout the CHP. The community
nursing team was managed as one CHP-based unit. Community nurses would be
expected to cover duties for other teams if illness or other reasons caused a
shortfall in provision. This contrasted with general practices that were distinct

businesses and operated within a business model.

1.3. Introduction of PLT to NHS Ayrshire and Arran

The beginnings of PLT in the UK

PLT began in 1998, the first scheme being in Doncaster, England (Department of
Health 2002). PLT only became possible as a result of the formation of Out-of-
hours Services (OOHS). These services had been set up by groups of GPs in order
to provide on-call cover for evenings, overnights, and weekends. The aims of
these services were to reduce the burden of OOH provision for GPs, and to help
reverse the decline in general practice recruitment. These services were often
run as not-for-profit co-operatives. Drs Dakin and Coleman had the original idea
of using their local OOHS to provide service delivery, during normal practice
working hours, whilst learning events were provided for primary health care
teams. The organisers called the first PLT scheme TARGET, and more
information about this is presented in Chapter Two. Several years later, the
first Scottish PLT was set up called CREATE, and this was piloted in Central
Scotland in 2001 (Haycock-Stuart EA and Houston NM 2005).

Introduction of PLT to NHS Ayrshire and Arran

In 2001, one of my colleagues from the Associate Adviser team in NHS Education
for Scotland attended a conference held by the organisers of TARGET, and had
informal meetings with the educational lead from CREATE. My colleague

proposed a PLT scheme for NHS Ayrshire and Arran. Details of the proposed PLT
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scheme were presented to managers from the three CHPs within NHS Ayrshire
and Arran, and it was decided to hold a pilot study in the East Ayrshire CHP,
followed by spread of the scheme to the two other CHPs. | was involved with the
initial pilot and delivery of the learning needs assessment (Cunningham D and
Kelly D 2005). A formal evaluation of the PLT schemes in two CHPs was not held
until late 2003 and early 2004. Although one PLT scheme in the UK had
published an evaluation before PLT started in NHS Ayrshire and Arran, it had
little impact on the PLT schemes within Ayrshire and Arran (Bell J et al.
2001;White A et al. 2002).

Details of NHS Ayrshire and Arran PLT schemes

Each CHP managed its own PLT scheme and funding for the schemes was
provided by NHS Ayrshire and Arran, although one scheme approached
representatives from pharmaceutical companies for additional funding. CHPs
recruited representatives from the CHP itself, as well as from general practices
and community nursing teams to form PLT steering committees (Cunningham D
and Kelly D 2007). Steering committees had a number of roles including the
financial management of the schemes and the arrangement of large centrally
organised PLT events. The steering committee had a governance role and
collected information with regards to attendance at practice-based PLT events,
and liaised with pharmacists, the local OOHS and other parties who had an
interest in PLT. The steering committee also communicated with NHS managers

and executives of the NHS board, and with the public health department.

From their inception, all three schemes had approximately six PLT sessions per
year, four being practice-based PLT events, and two large centrally organised
events. All events were held in the afternoons of mid-week days. It was
perceived that Mondays and Fridays were the busiest days for general practices,
and that requests from patients for emergency consultations and house calls
were usually received in the morning. Thus, it seemed practical to hold PLT

events during mid-week afternoons.
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Large centrally organised PLT events

These events were arranged by the steering committees. From my experience,
learning needs were collated from a number of sources and although a formal
learning needs assessment had been made of non-clinical learning needs, little
emphasis was placed on the results (Cunningham D & Kelly D 2005). The
committee generally asked key informants and staff group representatives for
topics that would form large events. Committee members would offer
suggestions of what they considered would make effective learning topics. Some
events were based on suggestions and recommendations from the public health
department and from the health board itself. With time, committees would ask
those attending large centrally organised events to suggest future topics. Events
were usually held in large hotels or conference centres that had sufficient
auditoria for presentations to large audiences, and break-out rooms to
encourage small group learning. Small group learning facilitators were trained

by me.

1.4. Evaluation of PLT in North and East Ayrshire CHPs

Method

| decided to evaluate PLT in the two CHP areas that | had responsibility for in my
role with NHS Education for Scotland; | had no involvement with South Ayrshire’s
PLT scheme. | decided an evaluation using a questionnaire to be completed by
participants, either electronically or in paper format, was an appropriate
method. It was considered by the two steering committees that this would be
easy to complete, and could be disseminated via email and by internal mail, to
the general practices and community nurses involved. Questions were devised by
reference to Kilpatrick’s work on evaluation and also to Knowles’ work on adult
learning theory (Kirkpatrick DL 1998;Knowles MS et al. 2005).

An email was sent by me directly to practice-based clinicians as they had entries
in the email directory of NHS Ayrshire and Arran. Practice managers and nursing
managers were asked to disseminate the questionnaire to A & C staff, and to
community nurses respectively. The electronic questionnaire could be

completed on-line by clicking a hyperlink to the NES website, or it could be
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completed manually and returned to the CHP office. These returned
questionnaires were then optically scanned in an NES office and added to the
database. Respondents were asked to record which staff group they belonged
to. They were asked to grade their level of agreement to various question stems

and make a choice from:

e Strongly agree

e Agree

e Disagree

e Strongly disagree
Evaluation results

There was a 55% response rate from the estimated 900 participants in the two
CHP areas. The results for ‘agree’ and ‘strongly agree’ for each question were

then combined and are presented in Table 3.
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Table 3: Survey results of North and East Ayrshire CHP PLT schemes

Question stem (figures presented as

AC |[DN |HV |PM |GP (PN |All
percentages)

PLT has been useful to me North |69 |77 |92 |83 |96 | 100 | 82

East |56 |85 |87 |46 |90 |83 71

PLT has been enjoyable North |76 (87 | 10083 |97 |100 |80

East |55 |96 (89 |66 |90 | 100 |77

The topics covered have been North |73 |80 |83 |75 |96 |95 81

relevant to my job East (55 |83 |95 [62 |96 |73 73

My views on the content of North | 67 |55 |42 |100|90 |79 71

events are sought East |66 |74 |79 |82 |87 |90 75
| think our PLT should North |53 |84 |92 |76 |93 |91 74
continue East |41 |85 |90 [54 |93 |90 |68
PLT can create work North |86 |59 |71 |100 |77 |75 78
for the next day East |79 |59 |74 (85 |77 |63 71

| benefit from learning with North (83 |96 |[100]92 |90 |90 92

different occupations East |83 |76 |90 |91 |83 | 100 |86

Abbreviations: AC = A & C staff, DN = district nursing staff, HV = health visiting

staff, PM = practice managers, GP = GPs, PN = practice nurses.

1.5. Interpretation of results

Although | did not subject the data to statistical analysis, there were some clear
trends to the data. Levels of response for strongly agree/agree from East
Ayrshire were in general lower than North Ayrshire suggesting that with time
respondents became less satisfied with PLT. The pilot scheme had started in East

Ayrshire one year before the North Ayrshire scheme had started and the
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evaluation in East Ayrshire took place a few months later than in the North.
Perhaps the most important response to me was the one that asked respondents
if PLT should continue. Only 41% of A & C staff in East Ayrshire considered that it
should.

There are other distinct contrasts in the data. When asked about the usefulness
of PLT, practice nurses in the North had a response (strongly agree/agree) of
100% for this question in comparison to A & C staff from East Ayrshire CHP whose
response was only 55%. Practice managers also had lower levels of satisfaction
with PLT. Only 46% of practice managers in East Ayrshire agreed with the
statement that PLT was useful to them, and only 54% of East Ayrshire practice

managers wanted the scheme to continue.

Survey to practice managers

A further survey was sent to practice managers approximately a year after the
evaluation questionnaire (Cunningham D et al. 2006c¢). This survey sought to
gather information about practice managers’ perceptions of PLT, as well as the
attendance of specific staff groups at practice-based PLT events. This was in
response to information that had been sent to PLT steering committees by
nursing managers indicating the declining attendance of community nurses. This
survey showed that attendance by community nurses had fallen dramatically,
with the majority attending infrequently. In contrast, attendance by the

remaining staff groups that make up the general practice continued to be high.

Formulation of research study and research questions

It was these contrasts in the responses to the questionnaires that stimulated me
to carry out the research that forms the basis for this thesis. | wanted to know
what was behind these responses: what the perceptions and experiences of
those who did not want PLT to continue were, why they did not want to attend,
and why it was not useful to them. Clearly these questions could not be
answered from the questionnaires; | needed a different research strategy to
enable me to understand what was happening at PLT. Further details of the

development of the research questions are given in Chapter Four.
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Definitions of staff groups within the primary health care team

The staff groups which make up each primary health care team vary
considerably and may be related to the individual context and situation of each
primary health care team. For example a rural practice may have dispensing
pharmacy staff, and some primary health care teams may have a pharmacist.
For the purposes of clarity the following individuals and staff groups are

described here:

Administrative and Clerical staff (A & C staff) consist of a variety of roles within
the team. Originally consisting of receptionists, the role has grown to include
medical secretaries and telephonists. Other roles include computer operators
and staff who organise chronic disease management clinics within general
practice. Some A & C staff have undergone further clinical training and help with

tasks such as phlebotomy and immunisations for example.

Practice managers are in charge of many aspects of primary health care
management. These usually involve directing the A & C staff and representing
the general practice at area meetings. They are often a point of contact with
the CHP. In NHS Ayrshire and Arran, many practice managers were recruited
from the A & C staff, although increasingly managers from other commercial and
industrial companies are now recruited. Typically, these practice managers are

male.

District nurses, health visitors and staff nurses under their charge make up the
community nurses. With their own management structure, | have called this
team the ‘community nursing team’. Community nurses work in small groups and
are attached to a specific general practice, although some community nurses
may cover two small general practices. District nurses provide a range of nursing
services primarily to patients who are house-bound and not able to come to the
general practice. They have a substantial involvement in palliative care. Health
visitors promote health and are involved in health prevention. During the period

of this study, their work was increasingly concerned with child protection.

GPs offer primary medical care to those patients registered on their lists. This

staff group consists of some salaried doctors although most GPs in the area
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studied work in partnership with each other. A number of general practices in
NHS Ayrshire and Arran are training practices and a doctor in training is attached

to the team for 18 months.

Practice nurses provide a range of nursing services to patients in the practice
building. They are usually trained in adult medicine and a number have had
midwifery training. They are employed by GPs, and may be managed by practice
managers. Their duties include practical tasks such as the immunisation of
children and cervical cytology screening and increasingly they play an important

role in chronic disease management.

The following chapter gives an historical account of the development of the
primary health care team from the inception of the NHS in 1948. The chapter
also gives descriptions of effective team-based learning, and describes the call
for PLT.
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Chapter Two — A literature review of the formation
and development of primary health care teams

“The domiciliary services of a given district would be based on a
Primary Health Centre - an institution equipped for services of
curative and preventive medicine to be conducted by the GPs of that
district, in conjunction with an efficient nursing service and with the
aid of visiting consultants and specialists. Primary Health Centres
would vary in their size and complexity according to local needs, and
as to their situation in town or country, but they would for the most
part be staffed by the GPs of their district, the patients retaining the
services of their own doctors.” (Ministry of Health - Consultative
Council on Medical and Allied Services 1920)

2.1. Introduction

This chapter has the following aims:

Firstly, | will discuss the place of the literature review in grounded theory

studies, and describe my search strategy.

Secondly, | will outline a short history of how the primary health care team was
formed within the NHS in the UK. This section will include a description of how
the different primary health care professions worked before the formation of the
NHS. | will set out a chronology of how the community nursing team formed
working and learning relationships with GPs, and then a chronology of the
development of practice managers and A & C staff. | will then illustrate how the
primary health care team was considered to be the functioning unit of primary

health care provision within the NHS.

Thirdly, | intend to show the growing calls and recommendations for the
established primary health care team to work with and learn more effectively
from each other. | will cite examples of effective collective learning and working

projects and schemes from a variety of studies of primary health care teams.

Fourthly, I intend to explore the early and later descriptions and evaluations of
PLT schemes throughout the UK since the introduction of the first scheme:
Doncaster TARGET in 1998 (Department of Health 2002).
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Lastly, | will summarise the above findings before considering the literature of

team-based working and learning in health care, in Chapter Three.

2.2. Grounded theory and the literature review

In general, literature reviews are undertaken at the start of any significant
academic work, and may have several purposes. Literature reviews can identify
where there is a knowledge gap and can prompt and enable the development of
research questions. Literature reviews can also illustrate how a scholar has
placed his or her own research within the context of previously published work.
For grounded theorists, however, the timing of the literature review is important
and may differ from other qualitative and quantitative research approaches
(Kennedy TJT and Lingard LA 2006). As Charmaz stated:

“The place of the literature review in grounded theory research has
long been both disputed and misunderstood.” (Charmaz K 2006)

Charmaz recalled that Glaser and Strauss, the sociologists who developed
grounded theory, suggested undertaking the literature review in any grounded
theory work after the data has been collected and analysed by the researchers.
Glaser and Strauss argued that the emergent grounded theory could then be
compared with the established literature of the research area. Glaser and
Strauss contended that grounded theory researchers should enter into a research
field with few pre-existing assumptions about the research question in order to
have an open, but not empty, mind on the topic involved (Glaser BG and Strauss
AL 1967). They maintained that if researchers performed an extensive literature
research on their proposed field of inquiry prior to the collection of data, then
the researcher’s own theoretical sensitivity and thinking on the topic could be
adversely affected by their literature review. Grounded theory students were
encouraged to regard the literature as “data” that could be subjected to the
grounded theory methods of analysis. Recommendations were also made to
compare the emergent grounded theory with the literature using the constant

comparative method.

Charmaz adopted a more pragmatic approach to the literature review (Charmaz

K 2006). She has recommended an examination of the requirements of academic
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bodies and publishers, and suggests that scholars and students need to adhere to
such regulations but encourages researchers not to feel constrained by them. In
view of these arguments, this literature review was undertaken at various stages
during the research process. For the purposes of gaining ethical approval and
local research governance approval, a brief literature review was undertaken
before each of the two data collection phases. Most of the literature in this
chapter and in Chapter Three was found in searches subsequent to the
development of my grounded theory. In keeping with Glaser and Strauss’s
recommendations that the research findings and constructed grounded theory
should be compared and contrasted with the existing literature, a separate
chapter (Chapter Nine) is included after the chapters which deal with the

research findings and my constructed grounded theory of PLT.

Search strategy

| adopted various search methods to identify the literature regarding PLT and
collective learning within primary health care teams. | used Medline and CINAHL
(Cumulative Index to Nursing and Allied Health) to find journal papers, and used
the following keywords: protected learning time, team-based learning, and
primary health care learning. | searched relevant journals to primary health care
education including: Education for Primary Care, Medical Education, British
Medical Journal, The Lancet, Quality in Primary Care and The Journal of Inter-
professional Care. | also searched nursing and managerial journals. | identified
key papers cited by earlier papers and these helped me find the relevant and
important government publications of primary health care and team-based
learning. In addition | used Google scholar to find further studies and papers not

already identified by the above methods.

2.3. The formation of primary health care teams

GPs in 1948 — the establishment of the NHS

The structural and financial arrangements of how primary health care was
delivered at the inception of the NHS were very different in comparison to
today, but remnants of these structures still persist and influence what takes

place in today’s primary health care. Prior to July 1948, GPs in the UK worked in
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a private context with their patients (Newton J and Hunt J 1997). The National
Insurance Act of 1911 provided some funded health care for insured workers,
who were normally male (Great Britain 1911). Other patients, such as women,
non-insured men and children, paid their GP directly for medical services

received.

The establishment of the NHS by the Labour Government after the Second World
War strove to provide comprehensive health care for the entire population,
based on their clinical needs rather than on their ability to pay for health care.
The NHS Act (1946) based on the Beveridge Report allowed for the introduction
of the NHS, which commenced in 1948 (Abel-Smith B 1992). A survey from that
time (The Cohen Committee) showed that GPs were invariably male, and usually
single-handed or in small partnerships of two or three practitioners (Rivett G
2011) Table 4 gives an analysis of the numbers of single-handed and doctors in
partnership in 1952. Often, GPs would work from their own homes, or from small
premises attached to their houses, and would employ their spouse or other
family members as their main and often only administrative and clerical support
(Kennie AT 1962). A number of studies describe the workload and professional
lives of GPs in various parts of the United Kingdom around the inception and
early years of the NHS (Crawford JCC 1954;Elder AT 1953;Walker CW 1953).

Table 4: Cohen Committee - List of GPs in the UK on 1° July 1952 (Source:
www.nhshistory.net)

General practitioner structure Number of
doctors
Single-handed practitioners 7,459
All practitioners in partnership 9,745
As members of partnerships of two 5,732
general practitioners
Of three general practitioners 2,577
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Of four general practitioners 980

Of five general practitioners 315

Of six general practitioners 161

Administrative & Clerical staff in 1948

From these descriptive accounts of general practice, it is clear that there were
very few Administrative & Clerical (A&C) staff employed in general practices,
and there is no mention of the employment of practice managers. This remained
relatively unchanged until the first government initiative for the primary health
care team was implemented with the Family Doctor’s Charter in 1965 (British
Medical Association 1965). The findings of a committee that examined the state
of general practice in the early 1960s showed that much investment was needed
(Standing Medical Advisory Committee 1963). The resultant Family Doctor’s
Charter introduced the reimbursement of staff pay, and this allowed for growth
in the numbers of A & C staff in primary health care. The Charter also
encouraged the development of practice premises, and encouraged GPs to come
together and form larger partnerships or group practices. This was promoted by
the introduction of financial allowances given to GPs for these specific
objectives. As small practices amalgamated, they became financially able to
employ more A & C staff with some practices going on to employ practice

managers.

Community nursing staff

Before the establishment of the NHS, community nurses (composed of district
nurses and health visitors) were employed and managed differently from GPs
(Sweet HM and Dougall H 2008). Their employers tended to be local health
authorities (district nurses) or local government authorities (health visitors) but
this varied from area to area. For a considerable number of district nurses, their
remuneration was based on income raised by charitable ventures, or local

insurance schemes that raised money to support them.
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Prior to the establishment of the NHS, different professional groups in primary
health care competed with each other for income, and it was common for there
to be a degree of conflict, rather than of collaboration, between the various
professions (Sweet HM & Dougall H 2008). The GP competed for care of the
elderly and infirm patients with the district nurse, competed for maternity care
with the midwife, and competed with the health visitor for the care of young
children. Health visitors also competed with midwives for the care of infants in

the post-partum period.

It was usual for health visitors to have a significant role in child health, and they
were often employed by local government authorities for the provision of this
service. Often doctors with some training in child health would work with them -
this service often being referred to as ‘the clinic’ by GPs. With the inception of
the NHS in 1948, these organizational structures did not change overnight. This
structural arrangement continued for some years until the primary health care
team began to form, with a team-based approach eventually becoming the

dominant model of primary health care delivery many years later.

District nurses and GPs

Of all the relationships in primary health care prior to 1948, the relationship
between GP and district nurse was considered the strongest, but as Hockey
concluded, was not particularly effective (Hockey L 1966). Hockey studied the
district nursing service in 1966 and used a mix of in-depth interviews with a
questionnaire survey covering six contrasting geographical areas in the UK. She
reported on how the skills and knowledge of district nurses were under-utilised.
Hockey stated that for a variety of reasons, GPs failed to refer their patients to
district nurses for nursing care. She gave various reasons for this: GPs’ lack of
knowledge of what skills the district nurse had, or what her role entailed was
common. Some GPs had concerns that the district nursing service was

overloaded and they did not want to add to this burden.

Much of the district nurses’ workload seemed to be related to the provision of
basic nursing care and Hockey’s work emphasized the untapped potential of the
qualified and experienced district nurse. Hockey recorded how a considerable

number of district nurses surveyed in the six areas in her study undertook tasks
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such as lighting fires for patients, or the preparation of simple meals and
shopping. She recommended that ancillary support for district nurses, or the
provision of home helps to patients would free up the district nurse’s time and
allow them to take on roles in keeping with their significant nursing training and
post-qualification experience. A majority of nurses surveyed by Hockey were

keen to extend their job away from this traditional role.

Hockey reported on poor communication between district nurses and GPs:

“Many nurses, who customarily left message papers for the doctor in
patients’ homes, believed that the doctor never looked at them. In
any case, they did not receive a reply. As one nurse put it: ‘It’s all
one-sided, the doctors don’t often bother to keep us in the picture.
(Hockey L 1966)

’”»

GPs gave similar perceptions of the lack of communication between GP and

district nurse:

“The doctors in the country area attempted to make direct contact
with the nurses concerned, but often encountered practical
difficulties epitomised in comments such as: ‘I hardly ever get a reply
from the nurse’s house’, or ‘By the time | contact the nurse, and she
gets to the patient | can do the job myself.’” (Hockey L 1966)

It was clear that as the district nursing service was based on small geographic
areas or districts that did not coincide with any one GP’s list of patients (except
perhaps in small rural areas) then each district nurse could have a potential
professional relationship with a large number of GPs, and vice-versa.
Communications were not planned and were ad-hoc, and thus often failed to be
effective. Poor communications with each other had a negative effect on inter-

professional relationships and fostered little sense of team-working.

Hockey demonstrated that communication between district nurses and health
visitors, at times could be very poor in some of the geographical areas she
investigated. She reported that one-third of district nurses did not know the

name of the health visitor who worked in their shared district (Hockey L 1966).
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Structural issues in 1948

It was these structural differences, prevalent at the start of the NHS that
influenced how future primary health care teams would interact with each other
and with their patients. At the inception of the NHS, GPs kept their self-
employed status. This had been their method of remuneration prior to the
establishment of the NHS whereby most patients paid their GP privately. After
1948, individual principals in general practice had new contracts established by
the NHS. This meant that GPs remained in control of their existing businesses
and held the service contract: only they were in a position to employ others such
as A & C staff. The future expansion in numbers of some of today’s primary
health care team staff groups for example, practice managers and practice
nurses would operate within this business model, whereby the GP held a
contract with an NHS health authority (or health board in Scotland) and could

employ staff to help him or her in their endeavours.

The gradual introduction of shared premises

Health centres, envisaged by the planners of the NHS Act (1946), did not come
into operation until the 1950s and many GPs remained the owners of their health
care premises. It was hoped that health centres would provide working
accommodation for one or more partnerships of GPs, but also include space for
community nurses and other staff groups, such as podiatrists. This was in

contrast to GPs’ existing surgeries, which were small and had room only for GPs.

Beales stated that a survey undertaken by the British Medical Association in 1951
showed that only 38% of GPs supported the introduction of health centres
(Beales JG 1978). Even when health centres were constructed, their numbers
were small, and some GPs were reluctant to move out of their own privately
owned premises into centrally controlled health centres. Beales’ analysis of the
reasons why GPs were reluctant to move revealed that it often related to their
feelings of loss of control and loss of professional and business autonomy. Many
GPs were suspicious of health authority managers and preferred to work in
cramped surgeries that they owned, rather than move into larger premises that
did not belong to them. As Beales stated, the perceptions of GPs to health

centres were as follows:
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“But there was a longer-term fear too: a misgiving that health centres
might be part of a plot to impose a salaried service upon GPs and to
impose direct control by the local authority upon them. Instead of
being seen as desirable places in which doctors could join with others
involved in community health care to provide a comprehensive service
to the patients; health centres were condemned as impersonal
buildings which would reduce the doctor to some sort of clinical
automaton, destroy his status in the eyes of the patient and perhaps
ultimately put him in a bureaucratic straightjacket, striping him
completely of his professional freedom.” (Beales JG 1978)

There were concerns that the construction of health centres was the start of an
erosion of general practice and GPs were fearful of the potential loss of their
self-employed status, and loss of their autonomous businesses. Beales stated
that by 1959, there were only 23 health centres in England, Scotland, and Wales,
and by 1969 (some 21 years after the creation of the NHS) only 8% of GPs were
practising from health centres. Some GPs did foresee the potential
improvements that a health centre may bring to their own domestic lives, with
the separation of their professional life from their domestic life, and the
important liberating effect this would have on the doctor’s spouse (Kennie AT
1962).

In contrast, individual nurses in the district nursing service, or home nursing
services as it was often called, remained employed and their posts were funded
by health or local authorities. Community nurses were used to being part of
much larger teams with a distinct nursing hierarchy in contrast to GPs who had
equal status with each other. Community nurses did not work from their own
homes, usually having a central base that may have been part of the local

district general hospital, or in a community clinic.

Early calls for working together in health centres

Cookson and Millard reported on the importance of effective accommodation
within health centres and surgeries for practice-based nurses (Cookson | and
Millard FW 1970). They called for appropriate designs in health centres that
would encourage collaborative working in order to benefit patient care. They
described their employment of a practice nurse since 1950 and the positive
impact this had on the day-to-day workload of GPs. Cookson and Millard

emphasized that the practice nurses were given delegated duties from the GPs
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and not from district or community nurses. Indeed the authors were aware of
policy issues regarding the working of district nurses in health centres. This was
seen as being a useful and efficient way for district nurses to see their own
patients in the health centre, rather than seeing patients referred to them by
GPs. Cookson and Willard stated:

“It is becoming accepted that a nurse is a valuable asset in a GP
surgery, but the use made of her services is influenced by the type of
service given by local authority nurses in the home. Some local
authorities are quite willing to attach a district nurse to a practice so
that she may carry out more efficiently in a surgery the routine
dressings and injections formerly given in the home, but they are less
inclined to allow an attached nurse to take part in the general running
of the surgery.” (Cookson | & Millard FW 1970)

Workload reports of GPs

In various reports from 1948 to 1954, it would seem that GPs worked in a sense
of conflict, rather than collaboration, with some of their different professional
colleagues in primary health care. An extensive report on the nature of general
practice undertaken from 1951 to 1952 by Hadfield and published in 1953
provided much information on how GPs perceived their role and the primary
health care service that they provided (Hadfield SJ 1953). In this report, it was
clear that working relationships with other community-based health
professionals were rudimentary. Contact between GPs and midwives, district
nurses and health visitors was irregular, unplanned, and often infrequent. Much
of Hadfield’s findings regarding poor communication in primary health care

concurred with those identified by Hockey (Hockey L 1966).

In his survey sent to GPs, Hadfield commented on inter-professional

relationships, and focusing on health visitors stated:

“Seventy two percent of the practitioners whom | asked (I did not
introduce this subject until | had seen about forty) have no complaints
about health visitors. Neither were there any reports of co-operation
worthy of notice. Some of these have no knowledge of health visitors’
activities. Twenty eight percent complain bitterly about them. Some
regard them as a waste of nursing man-power.” (Hadfield SJ 1953)

Hadfield expressed dissatisfaction with the working relationships between health

visitors and GPs and gave further examples of how poor these were. He referred
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to an experimental relationship in which a health visitor and a GP met on a daily
basis to discuss information relating to the care of patients. Thus since the
initial years of the NHS, there had been calls for better working relationships

amongst primary health care professionals in order to improve patient care.

In contrast to his findings of poor inter-professional working arrangements,
Hadfield reported a growing sense of co-operation amongst GPs themselves in
the first five years of the new NHS. He described how a number of GPs had set
up partnerships, and that these had started as a group of doctors coming
together to share their out-of-hours duties. The establishment of the NHS
created a growing sense of co-operation in primary health care rather than that

of competition and of poor relationships, at least amongst GPs.

The integration of GPs and nurses in primary health care
Introduction

This section of the literature review aims to chronicle the slow but steady
development of collaborative working and learning between GPs and community
nurses. It will first describe the introduction of the employment of practice

nurses.

Several studies from the 1950s described the work and working arrangements of
GPs shortly after the introduction of the NHS in 1948. These reports documented
the isolated working of professionals at that time. Backett and colleagues
described the workload, consultations, and the diagnoses of patients attending a
principal in an NHS general practice in London from April 1950 to March 1951
(Backett EM et al. 1954). This detailed description of a year’s work gave no
reference to the work of nursing staff (either community nurses or practice
nurses) and no mention of the employment of A & C staff by the GP. In this case
study, the GP worked with two other assistants, but their health care

endeavours were uni-professional in nature.

Crawford reported in significant detail on his workload as a single-handed GP in
Northern Ireland and his account had much in common with Fry’s report of his
professional life in outer London (Crawford JCC 1954;Fry J 1952). Neither

Crawford nor Fry made much reference to collaboration with other professionals
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in primary health care. Fry mentioned the employment of a secretary to help

with administrative and secretarial duties.

Early examples of practice-based nurses

Scott, Anderson and Cartwright reported on the work of a practice significantly
involved with the teaching of medical students. The study taking place in
Edinburgh from 1956 to 1957 (Scott R et al. 1960). In this report the authors
described the employment of a nurse in the practice who worked closely with
the doctors. It was of interest that the commonest “therapeutic action
undertaken by [the] Doctor” at that time were activities that perhaps now,
would be perceived as treatment-room nursing duties. This highlighted the lack
of access to nurses for ambulant patients who were able to attend a surgery or
health centre. Publishing in 1961, Cartwright and Scott described in more detail
the role of the nurse employed in their practice (Cartwright A and Scott R 1961).

Their introduction stated:

“While everyone agrees about the importance of co-operation
between doctor and nurse in the provision of an effective domiciliary
medical service, the general administrative organization does little to
ensure or encourage integration.” (Cartwright A & Scott R 1961)

The authors described how the practice-based nurse undertook visits to patients
in their homes, although district nurses also provided similar services. In their
discussion section, Cartwright and Scott commented on this new nursing service

and suggested this contrasted with the situation faced by most GPs at that time:

“With few exceptions, however, none of these [nursing] services is
available at the consulting-room, where the GP does most of his daily
work. Most of these services have this in common, that the nurses are
employed by an organization or an authority which determines the
type and range of services which will be provided, the GP having little
influence on determining policy and no direct executive authority to
control or modify in detail the day-to-day work of the nurse or nurses
concerned.” (Cartwright A & Scott R 1961)

It is clear from this statement that most GPs were working independently from
community nurses and that there was little common or shared work. The authors
suggested that there was no co-ordination between the various professional

groups who provided primary health care. It may be interpreted that the GPs
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were interested in shaping, to some extent, the workload of the community
nurse, and of involving them with the provision of nursing services to patients

within general practice premises.

Sanctuary and colleagues described the benefits of having a nurse based in their
practice. They described the workload of a nurse employed by a large practice
of 17,000 patients. It is of note that much of the nurse’s workload related not
only to the performance of tasks previously undertaken by GPs, but also the
execution of duties more commonly performed by district nurses (Sanctuary JCT
et al. 1965).

In 1967, Weston-Smith and Mottram described the innovative role of a practice
nurse who was directly employed by GPs (Weston-Smith J and Mottram EM 1967).
The nurse’s main duties involved triaging of house calls, the assessment of
patients at home, and routine tasks within the surgery building. A further paper
by Weston-Smith and O’Donovan described the employment of a practice nurse
in a semi-rural practice in 1968 (Weston-Smith J and O'Donovan JB 1970). This
paper concurred with the findings of Weston-Smith and Mottram’s earlier paper
that examined how employed practice nurses had been delegated a number of
tasks that were traditionally performed by GPs. It was noted that visits to
patients at home were performed by the practice nurse, but that the purpose of
these were not to replicate district nursing tasks, but to reduce the workload of
GPs.

In 1976, Reedy and colleagues published a large survey sent to over 9,000
general practices in England (Reedy BLEC et al. 1976). By this date, it was
estimated that 24% of general practices directly employed a practice nurse, and
68% had an attached nurse from the community nursing team. The study
concluded that the role of the practice nurse was growing and was being

increasingly recognised by GPs and also by community nurses.

Attachment of community nurses to general practices

Swift and MacDougall publishing in 1964, described their own large general
practice in Hampshire, England which had attached midwives, health visitors and

district nurses. This large practice of 17,000 patients had enough physical space
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to accommodate all of the primary health care team who shared access to
consulting rooms and patient care records. The authors described the benefits
of informal information exchange between community nurse and GP, and of the
growing sense of team development (Swift G and MacDougall 1A 1964).
Communication between professionals was improved by three main factors:

joint-working; shared patient case notes; and co-location.

In 1968, Warin reported on the United Kingdom’s first large scale attachment
scheme of community nurses to specific general practices in Oxford (Warin JF
1968). This project started in 1956 with the first attachment or linkage of a
district nurse to a partnership of three GPs. Warin described how the scheme
spread throughout the town of Oxford from 1956 until 1965, by which time every
general practice in the town had a midwife, district nurse and health visitor
attached to it. It would seem that this paper was the first documentation of the
birth of the primary health care team: a group of different professionals who

provided care for a distinct list of patients in a geographic area.

The early development of the primary health care team

Prior to the Oxford scheme starting, it seemed to be common for GPs to have
worked in relative isolation from district nurses, whose area of responsibility was
not to the GP’s list of patients but to a territory or district, hence their title. In
a slightly later published paper, Boddy called this type of nursing the ‘Home
Nursing Service’ (Boddy FA 1969). Warin gave numerous reasons for the Oxford

attachment scheme to be initiated. He stated that:

“All the recognized means of achieving co-operation, including liaison
schemes, had already been tried in Oxford, but in spite of great
goodwill they were largely ineffective. GPs just did not understand
the work of health visitors, and it was felt that they never would until
both were responsible for the same patients and met regularly for
consultation.” (Warin JF 1968)

Warin described some of the reasons why the attachment of health visitors was
of benefit to the GPs (Warin JF 1968). Much of this related to services and
health promotion advice given to mothers with young children by health visitors.
Warin also recorded how it was important to have local individuals with power

and influence involved and in agreement to the introduction of the new scheme.
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In this case this was the medical officer of health and the superintendent of the
nursing staff from the area. Warin suggested that co-location, or the sharing of
common premises, would be of benefit to the primary health care team. He
suggested if this was not possible, that premises closely located to each other

would work well.

Boddy from the University of Aberdeen developed a postal questionnaire, and
sent this to Scottish GPs in 1967, his publication appearing in 1969 (Boddy FA
1969). From his study it was clear that there were considerable regional
variations in the rates of attachment of community nurses to GPs throughout the
UK. Warin’s paper stated that 100% of Oxford general practices had attached
community nurses, whereas Boddy reported that his studied area of Scotland
showed an attachment rate of just 13%. Boddy’s questionnaire also asked further
questions to identify what respondents perceived would be the potential
benefits for them of having community nurse attachment. It was clear that
many of these hopes related to moving patient care workload from GPs to
community nurses, concerning the follow up of patients, and involving the

district nurse in nursing tasks within the practice premises.

This wish for the potential move of work from GP to community nurse contrasted
with the perceptions of those GPs who already had a community nursing
attachment. These GPs reported that their biggest perceived gain was not the
transfer of workload to others in primary health care, but an increase in
knowledge about their patients as the result of information shared by community

nurses.

Development of community nursing teams

There were few papers found in the literature search relating to the
development of community nursing teams in the 1950s and 1960s. In 1968,
Hasler and colleagues, a collaboration of GPs and community nurses, presented
a paper which described the benefits to patients of the development of
community nurses (Hasler JC et al. 1968). This paper highlighted the earlier
work of Hockey illustrating how she had seen the untapped potential of
community nurses, and her disappointment of how highly trained district nurses

were performing routine and mundane tasks (Hockey L 1966). Hasler’s paper
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illustrated the skill-mix within a community nursing team and the extensive

variety of tasks undertaken by this group.

Dixon and Trounson also presented an evaluation of an evolving team of
community nurses based in primary health care. They discussed the benefits of
having nursing staff who worked in patients’ homes and also in the health centre
(Dixon PN and Trounson E 1969).

Social workers and GPs

The late 1960s saw the first connections being made not only with the
community nursing team, but also with social services. Some GPs and others in
the primary health care team were beginning to see the benefits of team-

working with agencies that provided community care.

In 1968, Dickinson presented research based on the attachment of a social
worker to a general practice in the West Midlands (Dickinson KG and Harper M
1968). Although social workers were not a professional group with any impact
upon PLT in this thesis, this study illustrated how GPs and their practices were
forming teams and alliances with other professionals in community care.
Interestingly, in an earlier paper, Scott, Anderson and Cartwright in their
description of their practice in Edinburgh described the work of “the almoner”
(Scott R, Anderson JAD, & Cartwright A 1960). This role was perhaps similar to
that of a social worker, or today’s benefits adviser, whereby the almoner
enabled patients to claim benefits and other government payments that may

have improved health or reduced suffering.

In a similar project involving social workers and medical practitioners in the
United States, it was noted that pre-existing professional stereotypical
behaviours and traditional relationships prevented effective teamwork from
taking place (Beloff JS and Willet M 1968). Beloff and Willet reported on a study

concerning physicians in training, nurses and social workers and noted:

“The traditional relationship of the physician with the nurse, social
worker, or health aide was difficult to change. There is often a social
and economic status gulf separating the doctor from the ancillary
personnel which makes effective interaction difficult.” (Beloff JS &
Willet M 1968)
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A later study of inter-agency collaboration and work between social work and
primary health care showed that a pragmatic concern regarding finances was
one of the main barriers to joint working and learning (Johnson P et al. 2003). In
addition, organizational and cultural differences, especially between social

workers and medical practitioners, resulted in reductions in collaboration.

Community nurses’ perception of attachment

In 1969, Walker and McClure reported on the views of community nurses with
regards to their attachment to GPs and their lists of patients (Walker JH and
McClure LM 1969). They described a survey of community nurses and reported
on the benefits of being attached to one general practice, but also stressed the
need to have preparation before the attachment took place. They reported the
benefits of having discussions of how the attachment should function for both
parties and that prior planning of issues such as “working arrangements and
methods of communication” were important. At this point in the history of the
development of the primary health care team, it was clear that professionals
such as GPs, health visitors and district nurses did not have a full knowledge of
what the other professionals in the team did prior to the attachment. Walker
and McClure reported that one of the perceived benefits of attachment was

increased contact and communication between GPs and community nurses.

Again, as in Boddy’s work, the authors called for preparation in the attachment

mechanism:

“The more we study this subject the more striking we find the
similarities between nurse attachment to general practice and
traditional concepts of courtship and marriage. There is good
statistical evidence to support a suspicion of the durability and quality
of ‘shotgun’ matches”. (Walker JH & McClure LM 1969)

Perhaps this was an early reference to the importance of team-building,
suggesting that primary health care teams need time and resources to form
effective working relationships that would result in improvements for patient
care. Teams that were brought together without time spent on team-building

were, on occasions, nominal teams rather than functioning teams.
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Increasing rates of attachment of community nurses

Anderson et al., undertook a survey in 1969 which was subsequently published in
1970 (Anderson JAD et al. 1970). Their questionnaire was sent to local health
authorities in England and Wales. This survey reported a doubling in the rate of
attachment of community nurses to GPs in the two years before the survey, from
11% to 24%. They reported on the establishment of long term relationships
between GPs and community nurses in their study. Of the 23 attachments which
ended, eight were due to “personality or relationship [problems]” (Anderson
JAD, Draper PA, Kincaid IT, & Ambler MC 1970).

Richardson reported considerable variations in the referral rates to district
nurses by GPs in Aberdeen (Richardson IM 1974). Richardson stated that
referrals of patients from GPs to district nurses increased when the relevant

professionals become more aware of each other’s work:

“It seems likely that this greater use of nursing services results from
the learning that takes place when doctor and nurse (and health
visitor) can meet, as they presumably do more easily in attachments.”
(Richardson IM 1974)

By 1970, it became clear that a significant number of primary health care teams
had formed. There was evidence from published studies prior to 1970 that by
bringing GPs and community nurses together, that team members learned more
about their patients, and about how the other professionals in the primary

health care team worked.

Development of larger general practices

Law undertook a survey of ten large practices and published his findings (Law R
1971). At this time the influence of the 1965 Family Doctor’s Charter for general
practice had encouraged significant structural changes in the way primary health
care was delivered (British Medical Association 1965). This included a financial
allowance for the forming of group practices, (three or more GPs), and financial
assistance for the employment of A & C staff and for practice managers. In
addition financial help was given to GPs to improve practice premises. Law’s
descriptions of these ten large practices presented a view of the future. These

practices were considerably larger than most in the UK at that time, and
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illustrated what could be provided with significant income. Practice staff
numbers had risen and it became the norm to work in a team with community
nurses. Law’s work was one of the first to emphasize the benefits of GPs
employing and working with A & C staff. They allowed the freeing up of GPs to
spend more time on clinical work, rather than on performing administrative

duties.

Bowling, publishing in 1981, examined the delegation of tasks and duties from
GPs to practice nurses (Bowling A 1981). She found that there was considerable
resistance from GPs in referring patients to practice nurses for tasks such as ear
syringing or venepuncture and so on. Some GPs felt that such tasks were central
to their own role, and thus did not refer. Other GPs felt that practice nurses did
not have adequate skills to perform such tasks. Bowling noted that GPs who had
higher levels of delegation tended to work in larger practices and were generally
younger than their colleagues who had low rates of referral. In a contrasting
analysis, Miller and Backett randomly surveyed 690 GPs, receiving a response
rate of 77.3% (Miller DS and Backett EM 1980). Their survey showed that two-
thirds of GPs were in favour of extending the role of treatment room nurses, and
of them becoming practice nurses and ultimately nurse practitioners, as seen in

other countries such as Canada.

Baker and Streatfield identified problems relating to enlarging primary health
care teams, as general practices grew both in patient list size, and in the
number of people working within a single team (Baker R and Streatfield J 1995).
They presented the results of their survey, indicating that larger general
practices had poorer results in the patient satisfaction questionnaire than
smaller practices. They concluded that as teams grew larger, individual patients
found it more difficult to consult or deal with individual clinicians and non-
clinicians, and that continuity between clinician and patient was lessened as a

consequence.

Evolving primary health care teams

A sociological analysis of primary health care teams and their inter-professional
relationships was undertaken in 1968 and published in 1973 (Brooks MB 1973).

The work showed that although primary health care teams were becoming used
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to a team-based approach to providing health care, a number of staff groups had
little appreciation of the breadth of their colleagues’ work. GPs and social
workers perceived that the role of health visitors was more limited than health
visitors’ perceptions of their own role. A number of different staff groups

envisaged that GPs were the leaders of the primary health care team.

Lamberts and Riphagen drew attention to the varying relationships of
professionals working together in primary health care (Lamberts H and Riphagen
FE 1975). They described an evolving system of co-operation amongst primary
health care professionals in a district of Rotterdam in The Netherlands. They
used diagrams to demonstrate how professionals had come together and, over
time, developed a primary health care team that had become less hierarchical,

but had considerable overlap of work roles between each single profession.

Practice nurses and community nurses

With the growing numbers of community nurses attached to general practices,
and the increasing employment of practice nurses by GPs, Reedy and colleagues
compared the roles of these two different types of nurses, and their opinions on
their working relationships with GPs (Reedy BLEC et al. 1980). It was clear that
there was increasing role overlap between these two groups of nurses. A
significant number of health authority employed community nurses were
providing services both in health centre treatment rooms and in patients’
homes. Nurses employed directly by the GPs (practice nurses) performed an
important role in substitute for the GP in the practice premises. Thus, the
practice nurse provided nursing services to his or her employer in order to

reduce the GP’s workload.

Hockey, publishing later in 1984 was against the concept of GPs directly
employing practice nurses (Hockey L 1984). She argued that practice nurses
should be employed by health authorities and managed by nursing managers. She
considered that nursing managers were more effective in this role than GPs and
their practice managers. Ross and colleagues evaluated several nursing teams,
where district nurses, health visitors and practice nurses had collaborated in an
attempt to provide integrated care between all the members of the nursing

profession within the primary health care team (Ross F et al. 2000). One of the
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study’s findings was an increase in awareness of the different staff groups in
primary health care, and it stated that participants learned from each other and

welcomed joint training opportunities.

Learning opportunities of practice nurses

Although there was debate and discussion about which profession should manage
practice nurses, Mourin demonstrated that the formal education of practice
nurses lay, to a considerable extent, with GPs, and not the community nursing
team (Mourin K 1980a;Mourin K 1980b). Mourin, publishing in 1980, stated that
there were few formal learning opportunities for practice nurses, in comparison
to hospital based nurses or community nurses, and as such, this educational

deficit was being filled by GPs.

Publishing earlier in 1972, Hasler and colleagues drew attention to the lack of
training available to treatment room nurses, commenting that much of the
existing education focused on traditional district nursing topics (Hasler JC et al.
1972). The authors concluded that formal learning opportunities needed to
reflect the move away from the nursing management of house-bound patients to
that which included patients well enough to consult with a nurse in a general

practice.

In 1991, Peter undertook a study of practice nurses in Glasgow, and their
working and learning (Peter A 1993). He found that 68% of respondents indicated
that they had been recruited in the year before his survey, suggesting that the
1990 GP Contract was a driver for expansion in the number of practice nurses.
Peter considered that practice nurses were well qualified, but that they
received few resources with regards to training and learning after their
recruitment. Hibble also recorded an increase in employment hours of practice
nurses in one area in England, and noted that practice nurses were undertaking a
wider range of tasks than before the introduction of the 1990 GP Contract
(Hibble A 1995). Hibble drew attention to the variations in training
opportunities for practice nurses. Mackereth, and Ross and colleagues separately
corroborated this view of lack of training for practice nurses, despite the
expectations of a wider role for this group and a subsequent need for learning
new skills (Mackereth CJ 1995;Ross FM et al. 1994).
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Swanwick, publishing much later in 2005, drew attention to how little had
changed since Mourin’s papers on practice nurse training (Swanwick T 2005).
Swanwick argued that there were still no formal learning or training
requirements or assessments before a hospital-based nurse could become a

practice nurse:

“There is no required qualification for practice nursing. It is perfectly
possible to be a staff nurse on an orthopaedic ward on Monday and to

be running a practice-based diabetic clinic on Tuesday.” (Swanwick T
2005)

Shared formal learning between GPs and community nurses

Elliott, Freeling and Owen in 1980 described changes to the assessment of
training for district nurses (Elliott A et al. 1980). This was one of the first
research papers to recommend that GPs and community nurses could learn
together, and from each other. The authors recommended a potential sharing of

learning between district nurses and GPs:

“One can perceive some pertinent analogies between the
development of general practice training and district nurse training in
primary care and we have found it interesting, especially in the
development of the examinations to see the similarities in the
problems encountered in both disciplines and in attempting their
solutions.” (Elliott A, Freeling P, & Owen J 1980)

Brooks, Hendy and Parsonage followed up this call for community nurses and GPs
to learn together (Brooks D et al. 1981). They stated that a considerable number

of primary health care teams did not work well with each other:

“Primary health care teams cannot be said to have achieved similar
success [in comparison to hospital teams] at least as far as attached
local authority staff are concerned. Even when teams appear to
function satisfactorily, their members usually work alongside rather
than with each other; they tend to work independently, develop a
minimum amount of co-ordination, set individual rather than joint
goals and do not identify joint training requirements.” (Brooks D,
Hendy A, & Parsonage A 1981)

Their paper described the reactions and perceptions of trainee GPs, trainee
district nurses, and trainee health visitors, to a joint training event. In
particular it was noted that trainee GPs seemed unenthusiastic about working

and learning as a team, and trainee district nurses felt threatened and were
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suspicious of the reasons behind such learning activities. The authors’

recommendations for the future were as follows:

“Release to appropriate ongoing courses should be seen as a necessary
part of each training programme, according to the varying
requirements of each discipline. Only in this way can trainees and
students identify common learning needs. One of these needs must be
a way of co-ordinating the team’s activities positively and
successfully, so that tasks which they have identified can be met.”
(Brooks D, Hendy A, & Parsonage A 1981)

This could be interpreted as a call to have resources for shared learning between
community nurses and GPs. In an earlier paper published in 1976, Hasler and
Klinger showed that joint education was successful in helping GP trainees and
trainee health visitors in learning about each other’s roles and responsibilities
(Hasler JC and Klinger M 1976).

In 1983, Brooks made further observations about joint working and shared
learning (Brooks D 1983). He was critical of the lack of evidence of effective
team-working in primary health care. He also warned that lack of team-working

would create critical problems by the year 2000:

“First of all, and fundamental, there is the fact that the primary care
needs of the community are multi-disciplinary and cannot be provided
by one individual, and therefore, like it or not, nurses and doctors will
continue to have to work together in some way.” (Brooks D 1983)

Brooks recognised that there needed to be a considerable change in the
attitudes of the primary health care team towards working and learning
collectively, and that in-grained cultural differences and difficulties needed to
be exposed, challenged, and changed. He recognised that sharing common
premises and buildings was the foundation for team-working, but that in
addition training and learning must also be shared. There was a growing
realisation that co-location and attachment of professionals together as a team
were not enough to guarantee that teamwork would occur. There was a
commonly held perception of being in a team in a structural sense, but not

working as a team in a functional sense.
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The importance of team-building

In 1984, McClure revisited her earlier work in which she had collaborated with
Walker (McClure LM 1984;Walker JH & McClure LM 1969). Her survey published
in 1984 involved 93 attached community nurses (both health visitors and district
nurses) in one health authority area, where attachment to general practices had
existed for more than ten years. Her findings showed that the early
recommendations to plan attachments and to cultivate relationships between
professionals had been, to some extent, ignored. She reported that these
preparatory processes were weak, and viewed with little importance by the area
health authority. Additional findings were in relation to health care premises,
only one third of respondents worked in shared premises with GPs, and
approximately one-fifth (20 out of 93 participants) worked in premises with
colleagues from the same profession only. It was also noted by McClure that co-
location of the primary health care team did not guarantee close working. Some
health centres were designed with separate entrances and other structural
conditions that prevented the mixing of professional groups, resulting in
isolation. This finding had been identified many years earlier by Beales (Beales
JG 1978). McClure also alluded to the dual systems of management prevalent for
community nurses: the practice manager based in the general practice; and the

nursing manager based in the primary care organization.

In 1987, Jarman and Cumberlege called for better organizational working within
primary health care teams (Jarman B and Cumberlege J 1987). This call was
made almost 40 years after the start of the NHS and almost 36 years since
Hadfield and Hockey had separately illuminated the poor state of co-operation
between different professionals. Like earlier reports, this paper called for the
model of care provided by the team to become the standard mode of delivery of
primary health care, and that to achieve this aim primary health care needed to
be carefully organised around geographic areas and teams. There was also a
desire that patients should belong to only one team and provided with health

care by a range of professionals, not just GPs.
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Low levels of collaborative working

Bond and colleagues studied the levels of collaboration between two pairing
systems: GPs and district nurses; and GPs and health visitors (Bond J et al.
1987). This work was published in 1987, 20 years after primary health care
teams were perceived to be the performance unit of primary health care and
almost 40 years following the establishment of the NHS (Waine C 1992). It was
also almost 70 years since the Government’s vision of collaborative primary
health care working was published in 1920. Their research showed that the
levels of full collaboration between the two pairings of professionals were very
low. Bond described full collaboration as “Organizations in which the work of all
members is fully integrated.” The study stated that most members of the
primary health care team at that time had a relationship of “communication.”
Bond defined this as being: “Members whose encounters or correspondence
include the transference of information.” (Bond J, Cartlidge A, Gregson B,
Barton A, Philips P, Armitage P, Brown A, & Reedy B 1987).

Their research also found that a number of factors had a positive association

with collaboration. Some of these included:

Being based in the same building
¢ Chance meetings between health professionals

¢ High frequency of consultations and referrals of patients between
professionals in the primary health care team

¢ Inter-professional meetings when both professional groups were present

Community nurses managed by the general practice

The 1990 GP Contract introduced GP fund holding: where general practices were
allowed to be in charge of an amount of money which they could use to buy
services for their list of patients (Department of Health 1990). This encouraged
some practices to consider innovative ways of working, and increased the
emphasis on practice management. One project described the contract arranged
between a general practice and community nurses (Wood N et al. 1994). In this
pilot project, community nurses were managed by the general practice rather

than by the nursing managers, but were not employed by the practice. This
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encouraged the combined nursing team of practice nurses and community nurses
to work more flexibly and allowed for the development of new services. The
study analysed the perceptions and experiences of the primary health care team

and also that of the patients from the practice.

The authors concluded that there were benefits to this mode of working. There
were perceptions from many within the team that cohesiveness was improved,
new services became available to patients, and that there was an increase in
multi-disciplinary team meetings. The findings were in conflict with a
government policy report, the Cumberlege Report which in 1986 had
recommended that district nurses should detach themselves from GPs and the
general practice, and instead form community nursing teams based on localities
(Department of Health 1986). This recommendation was not taken up by most

health authorities.

The increasing role of practice managers

Although all general practices will have GPs in their team, not all may have a
practice manager. The 1965 Family Doctor’s Charter encouraged GPs to come
together to form group practices, and allowed for the remuneration of increased
numbers of A & C staff, and for the first practice managers to be employed
(British Medical Association 1965;Hasler J 1983;Morrell DC 1991;Westland M et
al. 1996). The Charter was needed to reverse the declining entry of newly
qualified medical graduates into general practice, with considerable numbers of
GPs choosing to emigrate to Australia and Canada, rather than work in general
practice in the UK (Newton J & Hunt J 1997).

A case report from England described to the profession the potential advantages
of a practice manager employed by a general practice, although this role is
described as being a secretary (Byrne PS 1965). In 1970, Gibson published his
recommendations on how primary care health centres should be organised and
managed. Although his paper makes references to co-ordinating senior
receptionists, and to other members of the primary health care team, there was

no mention of a practice manager (Gibson R 1970).
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Variations in levels of employment nationally

Rates of employment of practice managers varied amongst the regions in the UK
and over time. Grimshaw and Youngs stated that general practice management
had evolved greatly over the years from 1970 onwards, the time of Gibson’s
report on the management of health centres (Grimshaw J and Youngs H 1994).
Grimshaw and Youngs suggested that in the early years of the NHS, general
practice was: “essentially a small cottage industry”. This viewpoint concurred
with Kennie’s observations of the importance of the GP’s wife in the successful
organization and administration of the general practice (Kennie AT 1962). Other
surveys at that time emphasized the importance of the doctor’s wife working in
the practice (Drury M and Kuenssberg E 1970). Grimshaw’s survey of Scottish
general practices showed that by 1992, only 62.9% of all general practices in
Scotland employed a practice manager. Grimshaw noted that the activities and
responsibilities of practice managers differed greatly across Scotland. Some
practice managers were performing in a strategic sense within the general

practice whilst others were undertaking tasks delegated to them by the GPs.

Hannay and colleagues reported on their survey of general practices in Sheffield
in 1991 and 1992, and showed that 52 practices out of a total of 64 practices
surveyed employed a practice manager in 1991; a percentage rate of 81%
(Hannay DR et al. 1992a). Baker’s survey of general practices in
Gloucestershire, Avon and Somerset showed that 77.5% of the 287 practices who
responded employed a practice manager (Baker R 1992). Both surveys from
England showed a considerably higher employment rate of practice managers
compared to Scotland. Baker argued that having a practice manager was one of
the factors, amongst others, that contributed to the development of the general
practice. He concluded that of all the potential contributing factors: “The most
easily corrected factor is the employment of a practice manager.” (Baker R
1992). Dornan and Pringle emphasized the importance of the 1990 GP Contract
for GPs because it stimulated and facilitated the development of practice
managers. Increasingly they were being perceived as key personnel in the
management structure that would deliver new services for patients (Dornan M
and Pringle M 1991).
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1990 GP Contract

The 1990 GP Contract, like the Family Doctors’ Charter of 1965, brought about a
series of significant changes to primary health care and to general practice
(Department of Health 1990). The Department of Health introduced changes to
funding to encourage GPs to increase their involvement in health promotion and
preventative work. Targets and other financial incentives for GPs were
introduced to promote high levels of childhood immunisation and of cervical
cancer screening. Other changes related to chronic disease management with
payments available for practices that provided clinics relating to hypertension,

diabetes and other long-term conditions.

Laughlin and colleagues interviewed and observed six general practices, ranging
in size from small to large, in order to investigate the effect of the 1990 GP
Contract on practice managers and practice nurses (Laughlin R et al. 1994). The
authors argued that many of the improvements for patient care brought about
by the 1990 GP Contract were related to the work of practice managers and
practice nurses. This work was delegated to them by GPs. As one GP in the

study said:

“The Contract hasn’t changed what | do at all. Out there, with the
nurses and clerical/reception staff, it is all change for them but I’ve
just ignored it all.” (Laughlin R, Broadbent J, & Willig-Atherton H
1994)

Laughlin and colleagues also observed the employment structure within general
practices and how the changes brought about by the 1990 GP Contract
emphasized the importance of these structures (Laughlin R, Broadbent J, &
Willig-Atherton H 1994). They observed that power and authority lay with the
GPs who were able to delegate work to practice nurses and practice managers

who were unable to refuse these additional tasks:

“The key difference is that the practice managers and nurses are not
as free as the GPs to decide how best to manage unwanted tasks and
requirements. As was clear from the discussions with practice
managers and nurses, all were clearly aware of their status relative to
the GPs.” (Laughlin R, Broadbent J, & Willig-Atherton H 1994)

61



The authors argued that this power differential was related to some degree to
gender differences and to professional status. In the six general practices
studied, all six practice managers were women who had previously been
experienced medical receptionists and had been promoted to practice manager

within their own team.

This research noted that much of the administration and financial planning of
the 1990 GP Contract was undertaken by practice managers rather than by GPs.
Hannay, Usherwood and Platts noted that the 1990 GP Contract had resulted in
longer working hours for GPs, but that practice managers had undertaken much
of the administrative functions, and that GPs were spending more time with
patients (Hannay DR et al. 1992b).

Evolution of practice management

Checkland described an evolution of practice management, stating that practice
management and practice managers came to the fore in the early 1970s
(Checkland K 2004). Her findings were in agreement with Grimshaw and Youngs’
(Grimshaw J & Youngs H 1994). Checkland modified work by Fitzsimmons and
White and described three different levels of practice management role as listed
in Box 2 below: (Fitzsimmons P and White T 1997)

Box 2: Practice management roles

e Operational. Routine work required to keep the practice running: for
example payment of wages and salaries, setting up systems to ensure all
appropriate claims are filed to maintain practice income, management of

maintenance of premises.

e Tactical. Managing short to medium-term objectives: for example,
management of computerisation, overseeing audit work, overseeing

service developments.
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e Strategic. Contributing to the long-term development of the practice.
This involves keeping abreast of NHS developments, assessing practice
strengths and weaknesses, bringing ideas to team-meetings and liaising

with outside bodies such as health authorities.

In an interview study of practice managers, Westland and colleagues showed
that a significant number of practice managers delegated “operational” tasks to
deputies such as senior receptionists, deputy practice managers or
administrators (Westland M, Grimshaw J, Maitland J, Campbell M, Ledingham E,
& Mcleod E 1996). Practice managers reported that their work was becoming
increasingly strategic and that they had significant involvement in financial
planning and workforce planning. Concurring with Checkland, Westland’s study
emphasized the importance of government contractual changes in the
development and initial recruitment of practice managers, but also the
importance of practice size. It seemed that as general practices were becoming
larger (as a result of the merger of two or more smaller practices), they were
more able to afford the salary of a more skilled practice manager who worked in

this strategic fashion:

“In the large practice there were more developed management
structures allowing the managers to delegate tasks and undertake a
more proactive planning and executive role. These managers could be
said to be true ‘practice managers’ as described by Pringle et al, with
the partners in the practice allowing themselves to be managed.”
(Westland M, Grimshaw J, Maitland J, Campbell M, Ledingham E, &
Mcleod E 1996)

These findings agreed with earlier research from Law which had identified some
of the benefits of larger general practices (Law R 1971). Fitzsimmons and White
analysed the development of practice managers in the 1990s and argued that
some of the increase in the development of practice managers related to the
challenges of the 1990 GP Contract and the subsequent opportunities to become
fund-holding practices (Department of Health 1990;Fitzsimmons P & White T
1997). Checkland made reference to the impact of each of the GP Contracts
(1990 GP Contract and 2004 GMS Contract) suggesting that they have acted as
stimuli for change and for further developments in general practice management
(Checkland K 2004;Department of Health 2003;Morrell DC 1991).
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Newton and colleagues performed a survey of 750 general practices in 1994 and
found a diverse range of practice managers (Newton J et al. 1996). In
agreement with earlier research, their survey identified that practice managers
of larger practices were able to delegate work to deputies. A larger practice list
size meant that practice managers had more autonomy. An example was of the
recruitment and termination of the employment of A & C staff, and with other
duties relating to strategic decisions in the practice. The survey also found that
larger practices were more likely to recruit male practice managers from
outwith the NHS, in comparison to smaller general practices. Smaller practices
tended to recruit female practice managers often promoting someone from the
existing team of A & C staff. The results regarding the importance of practice
list size concurred with the work from a survey by Newton and Hunt (Newton J &
Hunt J 1997). These developments led McCall and colleagues to call for improved
investment in learning resources for practice managers in order to meet the
increasing development and personal needs of modern practice managers
(McCall J et al. 2010).

Administrative and clerical staff
Introduction

Literature specifically dealing with A & C staff, and their learning opportunities
in primary health care was harder to find than the literature on other staff
groups. The earliest papers referred to the important role of the receptionist
and how this role was related to patient care. Other papers were found which
showed that A & C staff had little previous training, and little opportunities for
training once in post. Some members of the A & C staff showed reluctance to

learn about clinical topics.

The important role of A & C staff in primary health care teams

Arber and Sawyer published research based on qualitative interviews from a
sample of over 1000 adults from the general population in South-East England
(Arber S and Sawyer L 1985). They sought to gain the perceptions and
experiences of participants with regards to practice receptionists. The authors
stated:
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“The receptionist is central to the operation of general practice, since
she is generally the first person the patient contacts when attending
the doctor’s surgery, and is the intermediary through whom all
contacts with GPs are made.” (Arber S and Sawyer L 1981)

Their research findings showed that A & C staff were frequently involved in
important decisions relating to patient care. An example was whether patients
received a house call from a GP or not, or whether the patient received an

appointment in the general practice as an alternative:

“The receptionist can act as a major barrier to the receipt of home
visits from the doctor. In general she will make the decision
immediately on the basis of a telephone conversation as to whether or
not a doctor will visit the patient at home.” (Arber S & Sawyer L
1985)

A & C staff also had an important role concerning telephone access to GPs, and

they used their communication skills to negotiate patients’ access to clinicians.

Lack of training

Drury and Kuenssberg described how few receptionists had received training in
the tasks that they were asked to perform (Drury M & Kuenssberg E 1970). Marsh
postulated that GPs would be able to care for much larger lists of patients if
duties, once considered to be medical, were delegated to others, including A &
C staff (Marsh GN 1991). Law identified that larger practices had the resources
to employ a diverse range of A & C staff, helping the GPs to work more
efficiently (Law R 1971). The educational achievements of A & C staff were
considered to be not as important as their personal qualities, such as the ability
to maintain patient confidentiality and to understand people (Williams WO and
Dajda R 1979). Later research carried out in 1982 showed that little progress
had been made with A & C staff’s training. Bain and Durno showed that only 10%
of receptionists reported that they had undergone any formal training for their
work (Bain DJG and Durno D 1982).

Copeman and van Zwanenberg concurred with earlier research regarding lack of
training for A & C staff (Copeman JP and van Zwanenberg TD 1988). They found
that only 13% of A & C staff had received any type of formal training, and that

53% of respondents considered themselves to be inadequately trained. The
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authors also identified that A & C staff acknowledged that part of their role was
to protect and shield GPs from the demands of their registered patients.
Research undertaken some years later showed that formal training for
receptionists was well received, and the research documented the relatively low
formal educational achievements of A & C staff prior to taking up their posts
(Silverstone R et al. 1983).

A & C staff involvement in clinical care

Middleton described joint training in a practice where the aim was to examine
difficult stressful scenarios affecting both receptionists and GPs (Middleton JF
1989). He stated that when GPs and A & C staff learned about each other’s
perspectives based on these scenarios, there was an increased understanding

about each other’s roles and the difficulties faced by each staff group.

Eisner and Britten distributed a questionnaire to 150 receptionists who worked in
one health authority area in Northern England (Eisner M and Britten N 1999).
They followed up the questionnaire with in-depth interviews with 20
receptionists. They found that the role of the practice manager was considered
important by A & C staff, as were their perceptions of the degree of teamwork
within the primary health care team. Importantly their study identified that the
A & C staff respondents did not consider themselves to be working as a team
with GPs and that this was a consequence of the employment structure within

the primary health care team:

“Most responders felt that receptionists and GPs could not be
regarded as part of the same team, because of the employer-
employee relationship.” (Eisner M & Britten N 1999)

Hewitt and colleagues further underlined the important role of A & C staff with
regards to patient care, emphasising that their interactions were important to
patients, and to the care processes in primary health care (Hewitt H 2006;Hewitt
H et al. 2009). This perspective was shared by other researchers: White and
colleagues were able to improve the services to patients with depressive illness
by offering training to general practice receptionists (White C et al. 2008). Their
research was one of few studies that offered clinical training for A & C staff.

Carnegie and colleagues showed that even minimal training in some clinical
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areas, such as health promotion could be well received by A & C staff (Carnegie
MA et al. 1996).

Some practice managers, however, reported the reluctance of some A & C staff
to engage in formal learning opportunities (McLaren S et al. 2007). There were
also other reasons that prevented practice managers from developing their A & C
staff. Protected time for learning specifically for A & C staff was usually

regarded as difficult to find. As one practice manager said:

“And also, to be able to take time out of the surgery, though we’re a
large practice you’ve got a small humber of personnel and they’re all
in key positions. It’s difficult to get other people to do the work. So
I’d say those are the barriers.” (Practice manager) (MclLaren S,
Woods L, Boudioni M, Lemma F, Rees S, & Broadbent J 2007)

A summary of the development of primary health care teams

It is clear that the physical and organizational structures of primary health care
before the foundation of the NHS in 1948, and to an extent during the first two
decades of the NHS, were markedly different from that which is experienced
today. GPs often worked on their own, or perhaps with one or two other
partners. Premises were small, there being room only for the GPs themselves
and a limited number of A & C staff. Contact with other community-based health
care professionals was limited, often unplanned and infrequent, and
professionals did not know much about each other’s workload or role. There
seemed to be few opportunities or interactions that allowed primary health care
professionals to learn from each other. The delivery of primary health care was

fragmented, poorly co-ordinated, and poorly led.

Several structural issues caused this state of affairs. One related to GPs’
premises as previously mentioned. The second issue was of community nursing
accommodation. Community nurses may have worked from centralised buildings
but usually did not see patients there, as they had no consulting rooms of their
own to use. Their work was limited to seeing the chronically ill and disabled
patients in their own homes as this was the only venue they had in which to
practise. Thus they were physically isolated from the GP, only meeting him by
chance or by specific arrangement. An additional strain for them was that much

of their time was taken up with clerical and administrative duties and travelling
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some distances between patients’ homes. Consequently there was limited ability
for community nurses to see ambulant and relatively well patients within the
remit of their post. As a result, issues such as health promotion, immunisation
and health education were undertaken by the GP and by the health visitor, with
little co-ordination of either one’s approach. There was a spirit of competition
or conflict, rather than of collaboration between GPs and community nurses.
The work of practice administration and management was often undertaken by

the GP’s spouse or by the GP himself.

The movement from uni-professional practice to primary health care team took
many years. Reports from the 1950s and 1960s described how this evolution
started as projects or experiments and grew steadily throughout the UK,
eventually to become the normal structure and working practises of primary
health care. Structural issues from the past however, continued to influence
how teams would work and learn from one another. Research papers chronicled
the growth of practice nurses, and how their workload and responsibilities
increased with GP Contract changes in 1990 and 2004.

The next section of this literature review will describe and analyse how primary

health care teams became the basic unit of primary health care provision.

Primary health care teams — the basic unit of health care
provision

From the 1970s onwards, it became clear that a primary health care team
consisting of various staff groups, often working from the same premises and
serving the same group of patients, was emerging as the common functioning
unit of primary health care provision within the NHS in the UK. The Royal College
of General Practitioners saw this team as the basic building block of primary
health care (Royal College of General Practitioners 2003). Van Weel argued that
internationally, team-working in primary health care was strongest in the
countries where primary health care itself was considered to be strong (van
Weel C 1994). There was growing evidence that a team-based approach was
beneficial for patient care and for the NHS. Some of the evidence is presented

here.
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Benefits of team-based delivery of care

Torrance and colleagues argued that a significant number of admissions to
hospital could be prevented, and that patients could be cared for in the
community, if the primary health care team was given the resources to manage
patients at home (Torrance N et al. 1972). This concurred with research from
Israel which showed that collaboration between GP, community nurse and social
worker could prevent hospital admissions (Polliack MR and Shavitt N 1976).
Confino concluded that the attachment of a medical social worker to GPs in a
primary health care clinic in Israel resulted in less demand for medical

appointments, prescriptions and other treatments (Confino R 1971).

In 1971, Hodes described how the work of GPs, district nurses and health visitors
was co-ordinated and planned, and that those collaborative efforts improved the

health of elderly patients living at home (Hodes C 1971). He stated:

“The primary care team can therefore offer all geriatric patients
organized care as part of one community of which they form part, but
from which by so much fragmentation of the health service they have
been separated.” (Hodes C 1971)

How, in 1973, described how a primary health care team collaborated to provide
long term support for elderly patients (How NM 1973). How suggested that GPs
should be the leader of the primary health care team and that the sharing of
common health care records by the team improved communication and
ultimately patient care. In addition, Philp and Young described a collaborative
approach adopted by primary health care teams towards the provision of care to

patients who suffered from dementia (Philp | and Young J 1988).

Kendrick suggested that a considerable number of childhood accidents could be
potentially reduced by the actions of the primary health care team (Kendrick D
1994). Although it was argued that a team approach may reduce accidents in this
age group, Kendrick appeared realistic about how feasible this would be to

implement comprehensively. She concluded:

“Accident prevention is most likely to be successful if the primary
health care team works as a team. Individual members will need a
good knowledge of the roles of other team members...” (Kendrick D
1994)
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She also added:

“Many primary health care teams do not function in this way: the
team is often a structure rather than a way of working.” (Kendrick D
1994)

This quote is in agreement with Pringle who suggested that:

“A team is more than a list of co-workers in a practice report,
although that may vary widely. If a team is to mean anything it must
embody a method of working, a process not a structure.” (Pringle M
1992)

Crombie, building on his earlier publications, described how the primary health
care team was structured hierarchically and how this impacted upon the

operations of the team (Crombie DL 1970). He stated:

“It is against this general functional background that we should
examine the role of the team who must fulfil these functions and the
structuring of such a team. Such an analysis must be concerned not
only with the role or functions of the team as a whole but also with
the structure of each of the roles of the individuals which constitute
the team, and the rules which regulate the inter-relationships of
those undertaking their various roles with one another.” (Crombie DL
1970)

Crombie also considered that the independent contractor and self-employed
status of GPs, and their union into partnerships, resulted in considerable
stability in the provision of primary health care. He argued that such
partnerships would become difficult if they consisted of more than six partners,
and that other hierarchical structures or looser working arrangements may be
desirable. It is this structure of joint partnerships of GPs to which community

nurses must attach themselves.

More recently, researchers from The King’s Fund evaluated large poly-clinics

1%t century to improve primary health care in England (Imison

built in the early 2
C et al. 2008). Poly-clinics were envisaged to improve services in urbanised
areas where it was considered existing general practice premises were small and
ill-equipped. The building of poly-clinics (often called “Darzi centres”) was an
attempt to attract general practices into modern, purpose built centres that

would house other primary health care agencies and secondary care outreach
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clinics. The King’s Fund concluded that bringing different professionals and staff
groups together in this way often led to a worsening in team-working. They
concluded that co-location by itself, was not a guarantee of team-working. As
Beales had noted earlier, the designers of new health care premises must
carefully consider having areas that encourage formal and informal interactions
between individuals and staff groups. (Beales JG 1978). The researchers from
the King’s Fund stated:

“Overall, little formal investment seems to have been made to
support joint working. In one scheme, housing more than 100 staff,
provision had not been made for a communal area where staff could
eat and meet informally.” (Imison C, Naylor C, & Maybin J 2008)

It would be appropriate now to consider how The Government, and medical
educational researchers, made calls for primary health care teams to have time

to allow them to learn, and to develop as a team.

2.4. The call for protected learning time

Introduction

This section of Chapter Two will describe the call, from various organizations
and individuals, to have protected learning time. This includes
recommendations for PLT from both Government and academics that PLT should
be provided to allow primary health care to develop. The section will give
details of a variety of studies that illustrate how primary health care teams
could produce development plans for the team if protected time was made
available to them. Other studies will demonstrate how specific health care

projects were successful as a result of the adoption of a team-based approach.

Government recommendations

A number of publications from the UK Department of Health have called for
collective learning opportunities for primary health care teams whenever it is
possible. It was recommended as an important strategy for teams to adopt in
order to improve the quality of their work and the services they offered to
patients. In 1998, the Chief Medical Officer called for primary health care teams

to learn together and to develop practice development plans that involved the
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different staff groups, encouraging collective learning and development (Calman
KC 1998). In 2000, another Chief Medical Officer called for teams to learn
together and develop a culture that encouraged clinical governance and quality
of services for patients (Scally G and Donaldson LJ 1998). To do this, it was
recommended that primary health care teams needed to learn with and from
each other in order to efficiently co-ordinate and deliver improved services for
patients (Calman KC 1998;Department of Health 2001).

The need for protected learning time

Others have also called for the establishment of collective learning, and for the
recognition of the need for PLT to allow this to happen. Rushmer and colleagues
published a series of three papers describing the attributes of a learning
practice, and stating that such learning practices would benefit from PLT in
order to enable and encourage team-based learning (Rushmer R et al.
2004a;Rushmer R et al. 2004b;Rushmer R et al. 2004c). This work is described
more fully in Chapter Three. Berwick argued that health care systems need to be
changed, and that health professionals and teams needed to work in a more co-
ordinated way to achieve improvements (Berwick D 1996). Clark contended that
patient care was safer when teams work effectively with each other (Clark PR
2009).

Pitts and colleagues published research undertaken shortly after the Department
of Health’s recommendations on how education in primary health care should
change (Pitts J et al. 1999). Their research suggested that the GPs interviewed
were supportive of the Government’s recommendations and that they
appreciated the potential value of learning collectively as a team. Their study
about collective learning also highlighted the need for all members of the
primary health care team to become involved, and to be realistic about the

degree of change that could be achieved.

A study of primary health care teams which attempted to improve the quality of
services offered to patients through collective learning approaches showed that
participants felt constrained by the lack of time given for such endeavours (Dean
P et al. 2004). The authors stated:

72



“Those advocating and promoting quality in primary care need to
recognise the need to create protected time for quality improvement
and its long-term implications in respect to on-going workload
management across the whole team.” (Dean P, Farooqi A, & McKinley
RK 2004)

Dean and colleagues noted that the attitudes of individuals towards the different
staff groups in the primary health care team were important to recognise. They
recommended that practice nurses and allied health professionals needed to
understand the time and financial constraints that GPs working as independent
contractors faced. They also recommended that GPs needed to focus more on
teamwork, and to include other staff groups in the planning of services for
patients. The authors considered that GPs were aware that collective learning in

primary health care needed protected time to allow it to take place.

Huby and colleagues undertook focus groups with GPs in relation to their
workload and morale (Huby G et al. 2002). One of the conclusions from their

research was the need for protected learning time:

“Building and maintaining strong and supportive partnerships and
practices needed protected time and ‘space’ for partners, and
practice staff to get together to agree how to run the practice, and
some slack in daily work routines that allowed personal or group
problems to be noticed and tackled proactively, rather than
reactively.” (Huby G, Gerry M, McKinstry B, Porter M, Shaw J, &
Wrate R 2002)

Boudioni and colleagues considered that the lack of time, and specifically the
lack of time protected from service delivery, acted as a barrier that prevented

primary health care teams from learning together (Boudioni M et al. 2007).

The lack of involvement of the primary health care team in creating change was
considered a reason why GPs learning in a uni-professional manner did not
always result in change in practice, or improvements in care. Uni-professional
learning in isolation from the rest of the primary health care team had less
impact (Campion-Smith C and Riddoch A 2002). Campion-Smith and colleagues
considered that GPs embraced many of the theories of adult learning with a
move towards interactive learning methods when involved in uni-professional
learning (Knowles MS, Holton EF, & Swanson RA 2005). The authors suggested

that unless members of the primary health care team were involved in shared
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learning and change that included the team, then the learning undertaken by
the GPs was likely to be ineffective. The authors considered that lack of time to
allow collective learning on a clinical topic was the main reason why learning

was not shared with the remainder of the primary health care team.

Bunniss and Kelly studied a number of primary health care teams, using
interviews and observational visits to gather their data (Bunniss S and Kelly D
2008).They considered that team-learning was considered essential by primary
health care teams to deliver services for patients. Again the authors argued that
if collective learning did not occur, it was very difficult for such teams to
provide co-ordinated care. A case study of one primary health care team in the
North of England presented similar findings (Arksey H et al. 2007). The study
concluded that everyone in the team was essential to its workings, and that
clear communication within the general practice and the attached community

nurses, helped with the team’s performance.

West and Field presented reviews from the psychological literature relating to
teamwork, and also studied six primary health care teams to gain their
perspectives and perceptions of working as a team (Field R and West M
1995;West M and Field R 1995). Their literature review suggested that
individuals in a team needed to feel valued, and to have their work valued by
the others in the team. Their empirical work from primary health care
illustrated the dominance of the GPs within primary health care teams, and that
there were structural differences that interfered with learning. The authors
stated:

“It is well known that doctors have the mandate to take the lead, and
may well be dominant. Even where they try to empower other staff,
still they are leading shapers of the organizational culture. While five
of the six practices visited mainly described themselves as
‘hierarchical’ most doctors suggested that they were trying to break
down the traditional hierarchy.” (Field R & West M 1995)

Examples of practice development plans constructed using PLT

The recommendation to develop practice development plans, and to develop
such plans from the membership of the primary health care team, was heeded

by various groups who reported on their work.
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One practice in Dorset, South West England used PLT to develop a
comprehensive practice development plan. This plan was constructed and
implemented by different staff groups from one primary health care team
(Campion-Smith C & Riddoch A 2002). A further study from Dorset showed that
the primary health care team could use PLT to encourage inter-professional

learning that led to improvements to patient care (Wilcock PM et al. 2002).

Another study of a number of general practices in Scotland showed that all of
the primary health care team could work and learn with each other in order to
develop and implement a practice development plan (McMillan R and Kelly D
2005). This study involved the use of locum medical cover to provide protection
to practices on an individual basis, rather than the much larger scale cover
provided by a PLT scheme. This study followed the call by Elwyn, echoing the
earlier call by the Chief Medical Officers, emphasising the need for practices to
construct development plans, and to involve the primary health care team in
doing so (Elwyn G 1998).

Elwyn and colleagues undertook a study which explored the experiences of four
facilitators who worked for 12 primary health care teams whilst each team
constructed a practice development plan (Burtonwood AM et al. 2001;Elwyn G et
al. 2002). These 12 primary health care teams had used PLT for this endeavour.
Elwyn’s research findings stressed how established structures and relationships
in primary health care could impact upon the processes required in constructing
a development plan. Elwyn concluded that primary health care teams with little
sense of leadership, from an individual, or collectively from a professional
group, found the construction of a development plan to be difficult. Such
difficulties also occurred in practices where the partnership of GPs was
dominated or controlled by a senior partner. Where relationships between GPs
were strained or awkward, constructing a development plan proved to be
difficult.

A study of Welsh primary health care teams found that practice development
plans could be constructed by teams, but that protected time was needed from
service delivery to allow this to happen (Carlisle S et al. 2000). Cross and White
published two studies which showed that GPs and primary health care teams

could develop and implement personal and practice development plans (Cross M
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and White P 2004a;Cross M and White P 2004b). They argued that such plans
needed protected time in order for them to be successful. Rutherford and
McArthur also identified the need for primary health care teams to learn from
each other in order to develop and implement a co-ordinated practice
development plan, but suggested that such work needs to be given protected
time in order for it to be achieved by teams (Bunniss S et al. 2011;Rutherford J
and McArthur M 2004).

Examples of the benefits of team-working and learning

Studies show that working and learning as a primary health care team was
helpful in the delivery of quality health services to patients. A study focusing on
breast feeding showed that breast feeding rates were higher where there was a
team approach to the promotion of breast feeding (Hoddinott P et al. 2007). In
contrast, where breast feeding promotion was undertaken by only one
professional group within primary health care, rates were lower. Primary health
care teams perceived that good team-working abilities had a positive effect on
the provision of care for patients who had diabetes mellitus (Stevenson K et al.
2001). A further study relating to a number of chronic diseases highlighted the
importance of teamwork in the provision of quality health care services for
patients (Campbell SM et al. 2001).

In the field of terminal care and palliative care, research was undertaken which
illustrated the importance of teamwork within primary health care teams
(Walshe C et al. 2008). In this study, participants had varying opinions on the
team-working abilities of GPs with some having negative experiences of the
ability of GPs to learn from other professionals who were involved in the

provision of palliative care.

Downey and Waters described their attempts to use PLT in a health authority
area in England by using trained facilitators recruited from practice teams
(Downey P and Waters M 2010). Their scheme differed from others described in
this chapter in that each individual practice chose the timing of their own PLT
independently from others. This approach differs from most PLT schemes in the
UK, which generally involves significant numbers of teams simultaneously having

PLT, facilitating the deployment of large centrally organised PLT events, and of
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employing Out-Of-Hours services. Downey and Waters described their project as
being successful as local primary health care team members engaged in learning

with and from each other.

There were other examples in the literature of successful projects which
illustrated how primary health care teams could learn together and to improve
care for patients (Harvey E et al. 2004;Underwood M et al. 2002). When primary
health care teams learned about clinical topics and the introduction of new
guidelines for managing patients it appeared to be well received by all of the
staff groups. Further analysis suggested, however, that not all of the A & C staff
in the study felt that learning about a clinical topic was useful for them. Non-
clinical staff could learn about clinical topics, but that modifications were
needed to make the learning relevant to their role. It was also noted in these
study that GPs tended to dominate the interactions between different staff

groups.

Firth-Cozens argued that health care teams who were willing to learn from each
other and develop a climate of multi-professional and inter-professional learning
would likely produce safer health care as a consequence (Firth-Cozens J 2001).
The author also argued for the importance of leading a team in a method that
encouraged mutual learning, and that such teams needed to be managed and

cultivated in order to produce such results (Firth-Cozens J 2001).

A large study of primary health care teams illustrated that the degree of team-
working in primary health care was variable and that some team members and
staff groups were not committed to the philosophy of teamwork (Poulton BC and
West MA 1993). GPs were identified by some participants as being less
committed to the ideals of teamwork. Ultimately the authors considered that
the employment and structural organizational differences between the GPs and
the general practice, and community nurses had considerable influence on this

difficulty. The authors recommended that:

“Ideally all primary health care teams and team members would be
employed and responsible to a primary health care organization.”
(Poulton BC and West MA 1999)
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Their recommendation to change the future employment structure of primary
health care acknowledged the history of general practice, and the structures
that came into place with the founding of the NHS in 1948. The authors were

also aware of this organizational schism and they stated:

“As long as the structure of health care militates against the
development of clear, shared team objectives, then attempts to
encourage effective team-work require health care practitioners to
swim against a powerful tide.” (Poulton BC & West MA 1999)

Bower and colleagues built on the work of Poulton and West, and argued that
the structures of teams, and the learning relationships that existed between

team members were important to the quality of care provided by such teams
(Bower P et al. 2003). They argued that for teams to perform well they must
“share vision and objectives” and learn from each other in a non-threatening

environment.

Pullon analysed team-working in primary health care in New Zealand and gave
evidence of how structural and organizational differences impacted on how
individuals in teams worked with each other (Pullon S et al. 2009). She
identified that when primary health care teams were given protected time for

team meetings: “good team-work was more often observed.”

2.5. The introduction of PLT - reports and evaluations of

PLT schemes

The origins of PLT

The initial idea for protected learning time came from Doncaster, England and
was attributed to two GPs, Drs Dakin and Coleman. Although no publications are
now available from the scheme itself it was cited by a number of subsequent
published evaluations of other PLT schemes. A Department of Health
publication refers to the initial Doncaster TARGET scheme starting in 1998
(Department of Health 2002). This publication described TARGET as an acronym
of: Time for Audit, Review, Guidelines, Education and Training. The Department
of Health’s publication also described how the TARGET scheme had been used by

other area health authorities as a model to establish the provision of learning for
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primary health care teams. The Doncaster TARGET PLT gained a Health Service
Beacons Award from the Department of Health (Department of Health 2002).

Publishing in 2001, Bell and colleagues described how they established their own
PLT scheme, derived from the original in Doncaster: called TARGET Portsmouth
(Bell J, Raw D, & White A 2001). This PLT scheme started in 2000, and the
authors described the provision of two large centrally organised events with one
for clinicians (GPs and practice nurses) and a separate event for non-clinicians (A
& C staff, and practice managers). There was no description of community

nurses attending either event.

An evaluation of the TARGET Portsmouth PLT scheme was published by White
and colleagues in 2002 (White A, Crane S, & Severs M 2002). The evaluation
paper described a mixed methods approach: a questionnaire was given to
participants, and focus group discussions facilitated by a number of practice
managers. Although the response rate to their questionnaire was low at 26%, the
evaluation was essentially very positive about the use and value of the PLT
scheme. It is of interest that the learning events in this PLT scheme were all

large centrally organised events.

Scottish experiences

A study of the first Scottish PLT in one area of Scotland, CREATE, was published
in 2005, based on research undertaken for a PLT pilot scheme that ran from
March 2000 to March 2001 (Haycock-Stuart EA & Houston NM 2005). CREATE is
an acronym for: Clackmannanshire Resource for Education, Audit and Training.
This evaluation used both qualitative and quantitative methods. The
quantitative evaluation used a questionnaire and this achieved a much higher
response rate (83%) than that of the evaluation of TARGET Portsmouth. The
qualitative evaluation was generally positive and indicated improvements in

primary health care team members learning together and improved teamwork.

Various practical difficulties were identified by the evaluation of the CREATE
PLT scheme. It was noted that practice managers were often tasked with the
planning and preparation of practice-based PLT. It was perceived that they may

not have had enough time to do this work. The identification of learning needs
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was also an issue raised by the evaluation. It was noted by the researchers that
some staff groups, such as A & C staff were reluctant to be interviewed for the
qualitative evaluation of CREATE. One important theme drawn from this
research was the difficulties related to the identification of learning needs for
all of the primary health care team, and for delivering learning based on those

identified needs:

“For all practices the planning and running of educational sessions for
their teams posed challenges in identifying topics and sharing the
planning and organizing of sessions.” (Haycock-Stuart EA & Houston
NM 2005)

It was clear from this research that the planning and preparation workload of

PLT had become a responsibility for practice managers.

Evaluations from NHS England

A qualitative evaluation of a PLT scheme in the Midlands was undertaken and
published in 2004 (Brooks N and Barr J 2004). Like earlier evaluations and
reports about PLT, it was clear that community nurses were not integrally
involved with the planning and preparation of PLT, for large centrally organised
events or for practice-based PLT. A & C staff were also treated differently in
comparison to practice-based clinicians. The authors called for a change in
culture so that A & C staff could have learning opportunities during PLT. A GP in
this study stated:

“With the admin staff it’s difficult - they have little experience of this
sort of thing [PLT]. The way they learn needs to be looked at ... it
requires a culture change.” (Brooks N & Barr J 2004)

Lucas, Small and Greasley reported on a PLT scheme from Bradford in Yorkshire
(Lucas B et al. 2005). This PLT scheme differed in operational procedures from
others previously reported as practices only sent a selection of staff who had

been nominated by the practice. The study recorded that:

“Whilst receptionists (A & C staff) were eligible to attend these
events, in practice all non-clinical representatives were practice
managers.” (Lucas B, Small N, & Greasley P 2005)
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Indeed this qualitative study focused on the perceptions and experiences of GPs,
practice nurses and practice managers. Community nurses and A & C staff were
not selected for interview. The authors concluded that the two different types
of events held during PLT - practice-based and large centrally organised events -
were valued differently by the participants in the study. Practice-based PLT was
perceived to be more effective in making changes to clinical practice, and to

changing the delivery of health care than large centrally organised events.

Lucas and Small produced a larger evaluation report for the Bradford PLT
scheme (Lucas B and Small N 2004). The Bradford scheme contained a significant
number of small general practices. These were often single-handed GPs or two
doctor partnerships. In the introduction to the report they drew attention to
the rapid spread of PLT throughout the UK, but the authors identified that there
had been few long-term evaluations of PLT. Lucas and Small used qualitative
interviews with a method of data analysis based on grounded theory methods.
The interviews focused on practice-based clinicians and practice managers only.
As in other qualitative studies there was no recruitment from A & C staff, or
from community nurses. The report findings commented on a number of issues
that were apparent from earlier studies. These related to the problems of
identifying learning needs, and the difficulties of providing learning that was

relevant to the needs of all those who attended.

Staff groups did find the ability to meet and interact with colleagues as being a

useful outcome of attending large centrally organised events:

“It’s nice to get together and we can see that we are doing things
correctly and it’s nice to get together with other nurses. | can’t speak
for doctors, but yes. Before protected learning, lunch is provided and
you can get together and you chat and you chat in coffee time and it’s
more informal, so that when you meet other nurses you ask them
about other issues as well.” (Practice nurse) (Lucas B & Small N 2004)

There were perceived benefits of the creation and maintenance of informal

social networks, reducing the sense of professional isolation.

A further study from the Bradford PLT scheme was published to emphasize the
importance of inter-professional learning (Pearson D and Pandya H 2006). This

PLT scheme was not typical of other published PLT schemes as all the
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professions involved were employed by the Primary Care Trust. This was in
contrast to GPs usually being self-employed and contracted to NHS Ayrshire and
Arran. The evaluation focused on the perceptions of clinicians who had
attended six sessions of clinical learning. Small group work sessions during the
clinical training helped different professional groups to discuss management of

patients in an inter-professional manner.

Northern Ireland

The University of Birmingham’s Health Services Management Centre evaluated a
large PLT scheme in Northern Ireland and published their results in 2006 (Jelphs
K and Parker H 2006). The Southern Area Learning as Teams (SALT) PLT scheme
had commenced in 2002 and was evaluated in 2005. The authors stated that this
evaluation was different from previous evaluations in the literature as the PLT
scheme studied was larger than others, and had been functioning for several

years before the evaluation took place.

In common with some of the earlier evaluations, the evaluation of SALT used
mixed methods. A questionnaire was sent to all staff included in SALT, and focus
groups were used to generate qualitative data. 329 out of a total of 1200
participants returned the questionnaire, giving a return rate of 24%, in keeping
with the low rates of return from some of the earlier published evaluations. The
authors’ final conclusions were that the SALT scheme was successful and well-

received by participants in general.

The SALT focus groups raised issues relating to equality of learning experience.
Some community nurses raised concerns that practice-based PLT was often
centred on the needs of the practice-based staff, and in particular the GPs,
rather than the primary health care team. Community nurses also raised
concerns that they did not have protection for learning and they perceived that
their own managerial hierarchy was not supportive enough of PLT, and did not

provide adequate nursing cover to allow for protection:

“District nurses don’t get the same protected time, if we have a day
when they are there, they are answering their phone.” (Nurse
practitioner) (Jelphs K & Parker H 2006)
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Other participants had raised positive perceptions and experiences of the SALT
PLT scheme. These included the ability to make and maintain networks across

professions and practices and to strengthen relationships as a consequence.

Improvements to clinical practice as aresult of PLT

Siriwardena and colleagues published two papers which examined the changes to
patient care as a consequence of shared learning that occurred during PLT
(Siriwardena AN et al. 2007). Their first paper showed an increase in the
prescribing of ramipril, a drug beneficial for patients who have both
hypertension and type two diabetes mellitus. The authors considered that their
large centrally organised learning event within PLT had a significant impact upon

the appropriate prescribing of this drug within the county studied.

Siriwardena and colleagues’ second paper on PLT examined the effects of a
learning event on the care of patients with type two diabetes mellitus
(Siriwardena AN et al. 2008). Data were collected from participants in focus
groups and analysed qualitatively into five main themes. Learning from peers,
and to a degree peer pressure to change, emerged as key findings from the
study. The intervention also helped participants to identify barriers that would
prevent them improving care, and by learning from others during their PLT,
some of these barriers were overcome. This study focused on one learning topic

from a PLT scheme and has shown how change may happen in general practices.

Stenner and lacovou reported on the large centrally organised events organised
in a PLT scheme from Wokingham and Reading in England (Stenner K and lacovou
N 2006). Their questionnaire included quantitative and qualitative questions and
was given to participants attending a large centrally organised PLT event. With a
response rate of 46% this was higher than some of the earlier published studies,
and showed that PLT events were generally well received and useful to

participants.

A large survey of PLT in Scotland was published in 2010 (Cunningham D et al.
2010). Although much larger than the individual surveys that had been published
from 2001 onwards this survey had a similar response rate (25%) from

participants as earlier surveys. The survey continued to show that PLT was well-
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received by participants, but that practice-based PLT was preferred when
compared to large centrally organised events. Reid and colleagues presented a
study of the effectiveness and costs associated with PLT (Reid R et al. 2011).
They argued that although participants enjoyed PLT and found it useful, other

evidence of the usefulness of PLT was difficult to find.

Limitations of published PLT evaluations

The published evaluations of PLT had a number of limitations. Some related to
the different designs of each PLT scheme in comparison to that adopted by NHS
Ayrshire and Arran. Others related to the methods used in the evaluation

themselves.

NHS Ayrshire and Arran had constructed the three different PLT schemes (one
for each CHP) in 2001 and 2002. Staff who were invited consisted of six main
groups: A & C staff; district nursing staff; health visiting staff; GPs; practice
managers and practice nurses. Other staff were able to attend if they chose to.
These staff groups included podiatrists and dieticians who were based in health
centres. All staff were, in theory, able to attend both practice-based events
and large centrally organised events. These working arrangements contrasted
with some of the published evaluations described earlier, which, in some cases
excluded A & C staff, or did not regularly invite community nurses to events.
Some PLT schemes consisted only of large centrally organised events and these
tended to be centred on the needs of clinicians in the practice - the GPs and

practice nurses.

The response rate for questionnaire surveys of PLT schemes tended to be low,
raising issues of the validity of conclusions drawn from such studies (McColl
2011). The authors of one study had raised concerns about the reluctance of A &
C staff to be interviewed. (Haycock-Stuart EA & Houston NM 2005) The
reluctance was thought to be in relation to fears expressed by A & C staff of
their criticisms of practice managers and others who had planned and prepared
PLT.
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2.6. Chapter Summary

This chapter has detailed the slow but steady development of the primary health
care team, starting from uni-professional working at the inception of the NHS in
1948 and ending with the description and examples of team-based learning and
working. It has shown that this change was patchy, with considerable variation
from practice to practice and within the regions of the UK. It was clear that
there was no apparent nationwide strategy leading this change, and that
different units of the NHS organization had the ability to make changes for their
area only. An example of this from the 1970s was the rise of attachment of
community nurses to general practices in Oxford to levels approaching 100%

contrasted with other areas that had only marginal levels of attachment.

The influences of Government were significant in the development of the
primary health care team. Various GP Contracts and Charters in 1965, 1990 and
2004 resulted in structural changes to the team and influenced what the team’s
working processes were. Much of this influence was financial and led to
improvements in practice premises, and to a large increase in the numbers of
staff joining the team. Practice managers increased in numbers and became
more influential with the contracts in 1990 and in 2004. Practice nurses were
recruited to cope with the move to health promotion and prevention by the 1990
GP Contract with further developments in the field of chronic disease
management with the 2004 GMS Contract.

The educational projects described in this chapter have shown that primary
health care teams can join in shared learning experiences, and evaluations of
such projects show significant benefits for the functioning of the team and for
patient care. A limitation of these projects and studies may be that these
practices were volunteers for the endeavours, or included key members who
were leaders in the area of team-working. The evaluations of PLT schemes has
illustrated that when such projects and ideas are extended to all the practices in

an NHS area in a long-term sense, the results may not be so convincing.
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The next chapter examines the literature regarding team learning and working
both in the context of the NHS and from health care in other countries. Primary

health care teams are studied in addition to other health care teams.
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Chapter Three — A literature review of team-
working and learning

“The research being conducted in the University of Sheffield at the
Institute of Work Psychology suggests that effectiveness is improved
when teams take time out to review regularly their objectives,
strategies and processes, and modify them in the light of changing
views and environmental demands.” (West M & Field R 1995)

3.1. Introduction

The previous chapter described the slow evolution of collective working and
learning within primary health care teams in the NHS. Chapter Two gave
examples of effective team-based learning and working and described the call
for PLT to achieve these objectives. Some of the studies in Chapter Two dealt
with short-lived projects and analysed a small number of primary health care
teams which may not have been typical of primary health care teams. The
studies may have involved well-motivated individuals, or teams, who had
positive experiences of teamwork. In addition, the chapter presented
quantitative and qualitative evaluations and descriptions of PLT schemes from

its inception to the present day.

This chapter differs in that it is concerned with the literature regarding team-
working and learning. This chapter will therefore review the literature of team-
working and learning in primary health care teams, and of other health care
teams. Firstly | will give some definitions of teamwork from the literature. | will
then present and discuss some of the analyses of effective team-based working
and learning. This will be followed by a discussion of inter-professional learning,
and | will briefly present the concepts of learning organizations and of the

learning practice in primary health care.

3.2. Search strategy

The search strategy for papers and studies of effective team-working and
learning followed a similar strategy to that used for Chapter Two. Broad phrases
and words were entered into various search engines. Key words and terms

included: ‘primary health care team learning’ ‘collective learning’ ‘team-
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learning’ ‘team-working’ and so on. Search engines used included Medline and
Google Scholar. In addition on-line journals such as: Medical Education, Quality
in Primary Care, Medical Teacher and Education for Primary Care were
searched. References cited by research papers were also examined and further
journals were discovered as a consequence. Further searches were made as new
themes emerged from my initial analysis of the literature of teams and team-
working. This led to the identification of studies relating to inter-professional

learning, learning organizations and learning practices.

3.3. Definition of a team and of team-working

There were a number of definitions found in the literature of what a team is,

and how a team could be identified. Katzenbach and Smith described a team as:

“... a small number of people with complementary skills who are
committed to a common purpose, performance goals, and approach
for which they hold themselves mutually accountable.” (Katzenbach
JR and Smith DK 1993)

Whereas Wiles and Robison defined teamwork in a primary health care setting

as:

“A group of people working at or from a primary care practice with
common goals and objectives relating to patient care.” (Wiles R and
Robison J 1994)

Mickan and Rodger defined it as follows:

“Commonly, teams are defined as a small number of members with
the appropriate mix of expertise to complete a specific task, who are
committed to a meaningful purpose and have achievable performance
goals for which they are held collectively responsible.” (Mickan SM
and Rodger SA 2000a)

Mohrman, Cohen and Mohrman defined a team as follows:

“A group of individuals who work together to produce products or
deliver services for which they are mutually accountable. Team
members share goals and are mutually held accountable for meeting
them, they are interdependent in their accomplishment, and they
affect the results through their interactions with one another.
Because the team is held collectively accountable, the work of
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integrating with one another is included among the responsibilities of
each member.” (Mohrman SA et al. 1995)

Implications for primary health care

There were a number of attributes common to each of the definitions. Having
shared goals and objectives were noted by all four groups of authors. As has
been shown from studies in Chapter Two, shared goals and objectives were not
always apparent in primary health care teams. The 2004 GMS Contract caused
divisions in some teams, and the different organizations involved in primary
health care with different management systems, could have a negative influence

on teamwork.

Team size was considered to be a significant attribute for the definition of a
team. Both Katzenbach and Smith, and Mickan and Rodger described teams as
having a small humber of members. This concurs with Borrill and colleagues
conclusion that the larger primary health care team of today, should be more
accurately considered to be an organization consisting of teams, rather than
being simply one team (Borrill CS et al. 2000). This view is consistent with
Poulton who argued that twelve was the optimum limit for primary health care
teams (Poulton BC 1995).

Having a diverse range of skills which were complementary to each other was
also considered important. Mohrman and colleagues emphasized the importance
of being accountable as a team, and that individuals had a responsibility to work
in the sense of a team (Mohrman SA, Cohen SG, & Mohrman AM 1995).

Rationale for the team-based delivery of health care

@vretveit has argued that there was little rationale for the provision of health
care, or of other service delivery based organizations, to be team-based unless
patients or clients benefited as a consequence of using this form of service
delivery (@vretveit J 1995). The argument for team-based delivery of primary
health care services was based on the premise that teams may be able to offer a
broader and more diverse range of services to patients than individuals could. A
team’s knowledge and skills were considered to be generally wider as the team

included a diverse range of professionals and staff groups. @vretveit concluded:
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“A multi-disciplinary team without differences is a contradiction in
terms. The point of a team is to bring together the different skills
which a patient or client needs, and to combine them in a way which
is not possible outside a team.” (@vretveit J 1995)

West and Field presented their views both from a theoretical perspective, by
analysing literature from the psychology of organizations, and from their
empirical studies of primary health care teams (Field R & West M 1995;West M &
Field R 1995). They shared some common thinking with @vretveit: they did not
assume that the team-based delivery of services would necessarily be better in
comparison to other structural arrangements. They also did not assume that
simply bringing individuals together into a team would automatically result in a

team being formed or teamwork being delivered.

3.4. Method of analysis

Details of the studies

The research studies which follow differ from those presented in the latter
sections of Chapter Two. The research studies presented in this chapter
identified a number of characteristics and attributes about effective teamwork
and learning. These studies generally involved a much larger number of teams
with some from different work settings other than primary health care. Some of
the studies related to teams from other occupational areas. The majority of the
studies presented here are empirical in nature. Knowledge was gained from
observations of teams, focus group interviews of team-members, and
questionnaires given to team members. Other papers are descriptive, drawing on
the expertise and knowledge of the field by the authors and by the use of
literature review. The strengths and weaknesses of each study, and the study’s

relevance to primary health care teams in the UK are also presented.

Analysis process

The research studies and papers were compared and contrasted with each other
using the constant comparative method (Charmaz K 2006;Corbin J and Strauss A
2008;Glaser BG & Strauss AL 1967). Initially studies were described and
summarised individually. Studies were then examined and comparisons and

contrasts made with other studies. Comparative findings were merged, and
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contrasting studies were added to the inte