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Abstract

Background

Single-handed practice, a traditional model of gaingractice, has been an important facet
of primary care provision since before the estabfient of the National Health Service in
1948, but has increasingly been challenged by iintt of large practices. Now less than
10 % of GPs remain single-handed in the UK, comeged in rural areas and areas of
urban deprivation. This gradual decline of singéerhed practice has resulted partly from
the continued advocacy of partnership by the gawent, but is also indicative of NHS
modernisation itself focusing on the delivery afliniquality of care. However, little is
known about single-handed GP today, particularlyrlvan areas, and what impact the
most recent policy changes resulting from the imyaetation of the 2004 General Medical
Service contract has had on them.

Aim

The aim of this thesis is to explore the currerdifpan of single-handed practices in urban
areas exploring the quality of care delivered anddavelop an understanding of how being

a single-handed GP affects their practices in taddiiS.
Methods

A mixed method methodology was employed. Quantigadinalyses of routine datasets
described characteristics of single-handed gempeaakitioners and their practice
population, and also examined their quality of gareomparison to that of group
practices. A set of qualitative interviews were a@octed to explore the experiences of a
single-handed GP and their views of the futurehsf type of practice.

Results

The data presented in this thesis shows that shragieled practice accounted for 12.6%
(n=85) of urban Scottish general practices anddvad 150,000 registered patients with a
high proportion living in areas of socio-economépdvation. GPs working single-
handedly were more likely to be male, older, qigdiin South Asia, and had larger

personal list size than their counterparts in grorgetices. Taking account of practice and



population characteristics, single-handed practéesed comparable quality of care to
large practices but tended to refer more patieiits oronary heart disease to secondary
care and also attained fewer organisational paintise Quality and Outcomes Framework

of the new GP contract than larger practices.

The data generated from the GPs interviews shbatdig such patterns, suggesting that
single-handed practices had little benefit fromehenomies scale possible in larger
practices with regards to employing additional pcacstaff and sharing tasks within
practice teams. Single-handed GPs continued piragtis their own as they enjoyed the
true levels of autonomy regarding clinical and nggan&al work within their own practices.
However, the increasing accountability associated thie new contract in terms of

Quality and Outcomes Framework monitoring may lgeeater challenge to their freedom
than current Government rhetoric about larger paaonfigurations. Some, however, had
begun to find other ways of supporting themselgash as sharing facilities with other
small practices or using colleagues also from spralttices to provide cross-cover when

required.

Conclusion

The findings from the quantitative and qualitatwerk drawn together in this thesis
highlighted that there was a significant group &s3n urban areas who continue to
practice single-handedly, whose quality of care asagood as that provided by larger
practices when difference in the socio-economitustaf practice populations between
practices was taken into account. Although no §icamt association between practice size
and CHD outcome measures (mortality, EMAS, presugiland operation rates) was
observed, there was variation in out-patient rafeates that remained unexplained,
suggesting that patient-related factors such asléhel of morbidity, may be important.
Under the new contract, with little advantage iagbice organisation, single-handed
practices attained comparable clinical performanagoup practices in the Quality and
Outcomes Framework, though the underlying distrdvubf quality scores and percentage
achievement for individual indicators in relatiangdractice size needs to be examined
further, incorporating data on exception repotinderstand the full effect of practice size
on QOF attainment. Enjoying their personal autonevitlyin their own practices, many
thought they also provided a good quality of cawetfieir patients, particularly in relation
to access and continuity, and would remain as sthghders. However, concerns over the

increasing accountability largely associated whiga mew contract in terms of QOF



requirements may be a greater challenge to siraheldd practices than current

government rhetoric about larger practice confijars.

The findings of this study indicates that the dqyadif care provided single-handed practice
Is at least as good as and, possibly better tharotHarger practices. This has implications
for service delivery in general practices, becauseggests that a policy drive to the
development of large units in general practice matynecessarily lead to an improvement
in quality of care as it intended. Despite somatétions, the importance of socio-
economic deprivation rather than practice sizexplaning the observed differences in
guality outcomes emphasises the need to addrelb hesgualities in populations, as well
as the need to support practices such as singldelaractices working in the areas of
deprivation and with ethnic minority populationadao value their ongoing contribution

to the provision of primary care in such areas.
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Chapter 1

Introduction

1.1 Background

Single-handed practice has been a significant featlBritish general practice since
before the foundation of the National Health Sexvia the UK, for a long time, general
practice has been epitomised by a partnership leetywatient and GP, who often worked
single-handedly. However, such a traditional madejeneral practice has increasingly
become less favourable to group practice, withoearipolicy initiatives promoting GPs to
join together to work in partnerships. In 1965, @General Practice Charter introduced a
financial incentive for GPs to enter into partngegshand UK health policy has continued
to discourage the single-handed GP, who from mamytpof view, has been characterised

as an anachronism in the modern NHS.

With the development of the modern NHS, there araraber of reasons why single-
handed practice has been “a cause of concern”l@8$). One is that policy makers argue
that single-handed practices are less efficiemtesihey have higher structural costs such
as staffing, premises and facilities compared twmpgrpractices. Given few opportunities

for economies of scale, single-handed practicas tieimave fewer ancillary staff, less well
built premises, and a relatively smaller rangean¥iges. As such, they have been
associated with poor service provision, and thégssion has argued that without adequate
capacity, single-handed practice may fail to prevachigh standard of care. In addition,
single-handed GPs working by themselves may beegsainally isolated having no

regular peer contacts, and there is a possibilay GPs working alone could be less aware

of their own quality standards, which could slipagvwvithout notice.

Yet, single-handed general practice has been réssjas having made an important
contribution to the health service over the pastgicades, especially in inner cities as well
as remote and rural areas. Furthermore, singledthpihctices achieve high patient
satisfaction by providing personalised care ang aasess, all of which may be difficult to
live up to in large group practice. And for sometdos, the setting up of single-handed

1



practice could meet some of their needs for prajess control being an independent

contractor.

In the UK, with the overall trend towards groupgiree, the reality is that single-handed
GPs seem to be dying out, although a persistenipgnb GPs continue to practise alone.
To an extent, they present a dilemma as to whgmgall incentives for joining larger
practices, these GPs still prefer to practise siigindedly, and why patients might choose
such a traditional model of practice with fewetlud assets offered by a large scale of
practice. Therefore, the purpose of this thesie explore the current provision of single-
handed general practice in urban areas of mairaontland, taking account of the views

of practitioners themselves. There are three migjectives of this thesis:

* To describe the characteristics of urban singledbdrgeneral practice with regard

to practice and population profile.

» To study the impact of practice size on qualitgaife in relation to coronary heart
disease and performance in the Quality and Outcéraaework under the new

contract.

* To explore the experience of being single-handedtjiioners in today’s NHS.

These objectives are achieved firstly througheadiure review encompassing relevant
studies of single-handed general practice in pyneare, and giving an overview of
single-handed practice in relation to its charasties, quality of care, and perceived
strengths and weaknesses. These aspects of sagledhpractice are then explored
throughout this thesis using a mixed method apgreacploying both quantitative and
gualitative research methods in two phases.

The first phase of the study was designed to egplog characteristics of existing single-
handed general practices and the quality of careighed by them, in comparison with
those of group practices. In the literature, pcactiharacteristics have an impact on
practice performance, and Camplztlhal (2001a) have pointed out that no single type of
practice has a monopoly on high quality care, ssiog that practices with different

characteristics varied widely in different aspetguality of care. With respect to clinical

2



care, the relationship between practice size aatltgwf care is not straightforward, as
some studies have found practice size was assoeidtie quality of care (Baker, 1992;
Campbellet al2001a, 2001b); whilst others found little relatibips(Hippisley-Coxet al,
2001; Majeeckt al, 2003). Moreover, in 2004, the new GP contract wagemented and
the accompanying Quality and Outcomes FrameworkGwlinks practice’s performance
with financial incentives, also raised the poss#ipthat smaller practices might be
disadvantaged and challenged by the extensive sfapeality standards defined within
the framework. As such, practice size, in poliayie apparently remains a contentious
issue in the development of general practice. énitiht of the new contract, a quantitative
approach was employed in the study using routioeliected data on quality of care to
assess the impact of practice size on quality assss, comparing the performance of

single-handed practices with that of group prastice

Driven by the growth of expectations on GPs to @lea wide range of services and a
need for effectiveness and efficiency in the NH®, direction of general practice towards
larger practices is likely to continue. Therefarephase two, a qualitative analysis aimed
to validate and further develop our understandintp® current position of single-handed
GPs within the NHS in relation to their motivati@trengths and weaknesses, quality of
patient care, and attitudes towards the new caniad also allowed issues raised in the

quantitative analysis to be investigated furthenfrtGPs own perspectives.

The key argument of the thesis is that with thenginoof practice size along with an
increasing accountability in general practice, lErttanded practice, embracing its

strengths, can continue to contribute to todayaltheservice.

1.2 Outline of the thesis

This thesis comprises nine chapters, starting avithapter (Chapter 2) which firstly
contains a review of the development of generaltm@in the NHS and how practice
structure has changed under a series of NHS refovarsthe last 60 years. The second
part of literature review is presented in ChaptexiBich examines current single-handed

general practice in the UK, and evidence of adwgegand disadvantages of being single-



handed including issues such as practice strucitating, service range, quality of care,

and practice management.

Chapter 4 explains the choice of methodology fa $ftudy, using a mixed method
approach including both quantitative and qualiativethods to achieve the aim of the
study. Chapters 5, 6 and 7 report on the quanviatiudies: Chapter 5 examines the
profile of single-handed general practice in maidi&cotland to explore the
characteristics of single-handed GPs, their prastiand patient population, in comparison
with those of group practices; Chapter 6 examihegyuality of clinical care provided by
urban practices in mainland Scotland for coron@arhdisease, and its association with
practice size; Chapter 7 compares urban practig€s” performance by practice size, to
explore practice performance in both the clinicad arganisational domains included in

the Quality and Outcomes Framework.

Chapter 8 explores existing single-handed GPs’ iaipee in the modern NHS, their
attitudes towards the new contract and their viela@ut the future of single-handed
general practice in the NHS. Finally, Chapter 9gtdgether findings from the
guantitative and qualitative studies in order toedep an understanding of single-handed
general practice, and the nature of this type atfice in today’s modern NHS. The
limitations of this study, the implications of thiedings for policy, and possibilities for

further research are also discussed in the firegpbte.



Chapter 2

The development of general practice in the

National Health Service

2.1 Introduction

Primary care plays a central role in the UK Natid#ealth Service and has become a
major focus of health policy. Central to the orgaion of primary care services is general
practice. Since the establishment of the NHS irB19dimary care has been the subject of
substantial reforms, and general practice in pagrchas received great attention. Over the
past 60 years, general practice has gradually elgubwith an increase in both the number
of doctors and the number of patients registereld priactices. There has been a trend
away from single-handed and small practices toiplalpartner practices, and larger
practice has been increasingly favoured by govemipelicy as the way to deliver health
care (DoH, 2006; Colin-Thome, 2007). In early 20%, Department of Health outlined a
future model of primary care, comprising walk-imtres, super surgeries and specialist
services, which left little place for smaller priaes. In Scotland, although there has been
less emphasis on the development of such “supetigea”, there is a prevailing feeling
that primary care should be developing to provixtereded health services (Scottish
Executive, 2005a). Most recently, a new governnpéant for polyclinics in England also
makes clear that the traditional doctor’s surgenyld soon belong to the past, and be

replaced by a super-structured health centre witlass of GPs working in collaboration.

The most recent figures from the Royal College eh&al Practitioners showed that of all
practices in the UK in 2005, 21% were single-hana@ad 33% were small two or three
partner practices (RCGP, 2006ahich is evidence that smaller practices remain a
significant feature of UK general practice. Thes&cpces tend to be synonymous with
urban environments, particularly areas having & pigportion of deprived and minority
ethnic populations (RCGP, 2005a). For many, thegera single-handed practice has
been predominantly one of elderly doctors oftenkivigy from sub-standard premises and
with rudimentary practice teams, likely in assdortwith poor service provision; but on

the other hand, there has also been research eeideggesting that small practices



delivered comparable quality of care to larger pecas, and achieve higher levels of
patient satisfaction. As such, the existence ajlsimanded general practice is contentious,
representing a policy dilemma. In the light of neicerganisational reform in primary care,
this thesis will explore existing single-handedqgpices in urban areas in today’s NHS,

with a view to understanding the challenges fasinch practices and their future in a 21st

century health service.

This chapter reviews the development of generaltipein the UK. It examines what has
led to a growth in practice size gradually movinant single-handed to multi-partner
practices, focusing on the impact of health potioythe changes of practice structure and

organization in general practice.

2.2 "Cottage industry"

General practice has a long history within the W#@lth care system, rooted deeply in the
community. On the one hand, it provides free ofrgbdnealth services to the majority of
the population; on the other hand, the generattitiaer acts as a gatekeeper and
controller of access to secondary and specialist €ay (1993) described general practice

as:

“the single port of entry into the NHS, with thecegtion of A & E and special
clinics... 24 hours availability (for) first contactre, co-ordination and
manipulation of local medical and social servicegate keeping and
protection of hospitals...(and) long term and contigugeneralist personal
and family care.”

(Fry, 19983)

The origin of general practice, as we know it tqdistes back to the nineteenth century
and the early decades of the twentieth, during wthere was a progressive separation of
the role of general practitioners from hospitaltdog (Tait, 2002). GPs became the
personal doctor providing basic medical care incvmunity while hospital consultants
and surgeons controlled the hospitals. But the ldpweent of general practice was over-
shadowed by that of hospital medicine. Generaltpi@ers were seen as a group who

were isolated from mainstream medicine, operatswally on the small shopkeeper



principle of running their own practice single-haddand relying on the income from
capitation fees from insured patients (Klein, 1989)is led to stagnation and lack of
development. Even following the introduction of tHEIS in 1948, the development of
general practice was at a standstill compareda@xpansion of the hospital system.
General practice retained a domestic focus, witktrdoctors practising alone from
surgeries in their own homes, supported by famiyhers, and depicted as a cottage
industry at that time (Central Health Services Qulyd963). In many aspects, GPs'
working conditions, particularly in urban areas &poor; for example, Tudor Hart (1988)
described a single-handed surgery where he staidezhreer in general practice,

"...surgery was in the saloon bar, the waiting roonainarrow adjoining
room previously used for off-licence sales. It waarly always full of people
waiting to get in, often with more standing in gteeet, sometimes in the
rain...A small working area of desk was cleared anfrof the doctor's swivel
chair. Behind him was a threadbare printed fabgeezn, folded and
apparently rarely used. Behind this again was a tivan couch covered in
American cloth and stuffed with horsehair, much bfirsting out through
ulcers and abrasions acquired in forty or fifty ygaf combat... There was no
receptionist within the practice, so patients' noatlrecords, the small pocket
envelopes devised in 1916 for the Lloyd GeorgeaAdtstill used...”

(Tudor-Hart, 1988, pp6-7)

Such squalid practice working conditions were tgpaf practices in the older industrial
areas and workload in general practice was col@éghe time. Taylor (1954a) found from
a survey of general practice in 1953 that consaltatates varied from 3.5 to 9.6 per
patient per year and that the average list size2y&30 per GP, varying from between
1,500 to 3,600. He estimated that a GP each ddd bawre 12 to 30 home visits and 15 to
50 surgery consultations. In the face of the sultsiademands being made on them, GPs

however, had little financial and administrativeaarces for their tasks.

In the 1950s, GPs felt increasingly dissatisfiedultheir pay. Since the establishment of
the NHS, GPs’ pay was determined by a pool systdmreby all GPs were paid out of a
capitation fee, with an upper limit on net remutiera regardless of workload or
expenditure on the practice. From 1951 througlhéoetarly 1960s, there was a rise in the
level of practice costs including employment offstad investment in practice premises;
however the capitation fees remained unchangednwh&ant a potential reduction of GPs'

own income. Initially, the capitation fee of theaptice was calculated according to the



number of patients, and that was then changed#aicalation based on the number of
doctors in the practice. As such, the only meansdease practices’ income was by
increasing the number of doctors. Steven (1966)esstgd that such a payment system
gave a benefit to doctors when their numbers weshegrfaster than the population list;
however this was reversed as the population ov@rg¢ine number of doctors in the early
1960s. In a way, GPs believed that they were katipoorly paid compared to hospital
doctors, and felt themselves trapped in an inexerdécline in their professional status,

subsequently morale and standards in generaLielig, 1998).

In 1950, the Lancet published a report by Colliragsisiting Australian general
practitioner, on his personal survey of British gih practice, which painted a gloomy

picture of exhausted and demoralised doctors, éulistiork and low standards. In his

conclusion he stated that,

“The overall status of general practice in Englaiscbad and still
deteriorating. ...working conditions of many gengyalctices are
unsatisfactory. Some are bad enough to require eomdition in the public
interest. In some cases the working conditionssarbad as to override the
abilities and skills of the individual doctor. Thind to reduce the work of
good and bad doctors to a common level.”

F'he Lancet 25 March 1950. Page 555-585

GENERAL medical practice is a unique social pheno-
menon. The general practitioner enjoys more prestige
and wields more power than any other citizen, unless
it be the judge on his bench. In a world of ever-increasing
management, the powers of even the senior managers
are petty compared with the powers of the doctor to
influence the physical, psychological, and economic
destiny of other people.

But unlike the manager, who exercises his controls
over whole groups of society, the doctor exercises his in
a miecrocosm and in relation to individuals ; and for this
and other reasons he is largely free from the limitations
which democratic principles set on the acquisition of

Wer.

General practice is unique in other ways also. For
example, it is accepted as being something specifie,
without anyone knowing what it really is. Neither the
teacher responsible for instructing future general practi-
tioners, nor the specialist who supposedly works in
continuous association with the G.P., nor for that matter
the G.p. himself, can give an adequate definition of general
practice. Though generally identified with the last-
century concept of ** family doctoring,” usually it has
long ceased to be this. Nevertheless its stability and its
reputation rest largely on this identification.

‘While other branches of medicine have progressed and
developed, general practice, instead of developing con-
currently, has adapted itself to the changing patterns ;

and sometimes this adaptation has in fact been

regression. .

There are no real standards for general practice. What
the doctor does, and how he does it, depends almost
wholly on his own conscience.

Extract from "General Practice 1n England Today & Reconnalsance"

(Collings, 1950,68)

R ——
The conduct of general practice and of the individual
practitioner is inextricably interwoven with commercial
and -emotional considerations, which too often negate
the code of medical ethics by which the public are sup-
posedly safeguarded and from which the high reputation
of medicine stems. Hence material and moral issues have
become inseparable, and it is impossible to discuss
general practice without discussing morals, and therefore
without moralising. In this report the issues are kept
separate as far as possible, but this is not very far.

Section 1 deseribes how the observations were made ;
section 11 is an account of general practice as I found it ;
and section 11 deals with the National Health Service
in relation to general practice as I found it. I contrast
this with the usual endeavour made to interpret the
Aet in terms of what general practice is supposed to
be or what we might like to think it is.

I know well that many of my deductions rest on subjec-
tive impressions rather than objective faet, though I have
tried to keep the two apart. Very little statistical evidence
is used—principally because little valuable evidence of
this kind is available, and secondarily because the major
problems of general practice aré not soluble in terms of
statisties.

My observations have led me to write what is indeed
a condemnation of general practice in its present form ;
but they have also led me to recognise the importance of
general practice and the dangers of continuing to pretend
that it is something which it is not. Instead of con-
tinuing a policy of compensating for its deficiencies, we
should admit them honestly and try to correct them at
their source. If I do no more than convey this, I shall
be satisfied.

by Joseph S Collings

Figure 2.1: Collings's report of the survey of genal practice in 1950.



The Collings’s report made it impossible to ignthre crisis that was overwhelming
general practice, and resulted in significant cleangyer the next decades. One significant
change was that GP partnerships started to ensyges to share costs and out-of-hours
cover between doctors. In 1952 the proportion mdle-handed practitioners was 43%; by
1965 it had fallen to 24%, and such change to peship was clearly reflected among
those younger doctors, with only 4 % of doctorsdageder 40 working in single-handed
practices (Bosanquet and Salisbury, 1998). Thesetivere two stereotypes of practice at

the early 1960s, as Cartwright (1967) summarisesh fa survey of general practice.

“The first doctor has his surgery attached to haike. He work mainly on his
own, but he has an arrangement with a nearby ddctosome weekends and
some night calls...He knows his patients and themilfas well, and when you
do see him, he takes his time, doesn’t hurry yalligtens to what you say.

“The second doctor works in a partnership. There fur of them altogether
and they share a well equipped surgery where tlag la nurse and a
secretary. This doctor takes turns with his pargnter be on duty for surgeries
and for weekend and night calls....and are very ugete, and only send
patients to hospitals if they need very complicatedstigation or treatment.”

(Cartwright, 1967, pp5E66)

With the advent of partnerships, general practiagedd to move away from its domestic
environment to become more professional and spsethlCartwright (1967) reported that
doctors working in partnerships generally felt msaéisfied than those in single-handed
practicesEven though, general practice remained an unatteacareer option for doctors
during 1950s and 1960s because there was littlegehia their professional status and
economic position. In 1963, the Ministry of Healédported that there was a marked
difference between the career earnings of GPs agypital consultants, which amounted to
a 48% gap (Central Health Services Council, 196Bgre was a feeling that only a career
in hospital medicine was regarded as a suitabkeecdor a successful graduate of medical
school. Lewis (1998) noted that at the time thenigmi in the medical journals was that
GPs could not compete with hospital medicine, beeand their isolation and poor working
conditions, and that GPs were not in position t&engood use of their training from
medical school. GPs had their attempts to shifbhdadance, but it was not until they
succeeded in constituting the General Medical $esvCommittee that general
practitioners were freed from the power of spesiafiterests, and began to demand for
changes in the payment system. This eventuallydednegotiation with the BMA over a
new GPs’ Charter, which was known as the FamilytBroCharter.



2.3 The implementation of the Family Doctor Charter of
1966

The Family Doctor Charter, implemented in 1966,adticed some major changes into
general practice. Under the Charter, the metho@Rsf remuneration and terms of
service for GPs were changed fundamentally. GRgsesubstantial pay improvements
through a three part payment system, comprisings&lpractice allowance, capitation
fees, and payments for designated items of sergieels as contraception and
immunisation. There were also additional allowarsiggplementing to the practices
including loans and grants for the constructiomgerovement of practice premises,
reimbursements of the practice costs of employunging and ancillary staff, and
allowances encouraging GPs to undertake vocattaaaing and work together in groups
(Webster, 1998). This new system was thought tadath@ drawback of any single type of
remuneration, and the creation of new economiaitiees were essential to the

development of general practice over the followtwwg decades.

In general, there was an improvement in generaltiomwith respect to practice structure,
premises and staffing as a result of the incentivesided by the 1966 Charter, with
perhaps the most prominent structural change lieagdecline in the number of single-
handed practices. Although such a decline haddrbagan before the Charter, most
doctors still worked in partnerships containingslésan four partners, and it was not until
the introduction of the Charter that there wasmiooous decline in the number of single-
handed practitioners, from 24% in 1966 to 17% iA6,.%nd by 1997 only 10% of GPs
were single-handed. This was accompanied by a greatth in the percentage of GPs
working in practices of five or six doctors fronsju’% in 1966 to 20% in 1976, and to
45% by 1997 (Fry, 1979; RCGP, 2005b).

With the growth of practice size, there was alstgaificant improvement in surgery
premises from the mid 1960s. Such improvement was\pted by a combination of the
incentives brought by the 1966 Charter and lateratinangement of the cost-rent scheme,
which enabled general practitioners to develop adexpractice premises to accommodate
larger partnerships with attached staff. After H¢S was established, only 28 health
centres were built between 1951 and 1967. Fromttieme was a dramatic acceleration in
the building of health centres, and between 196B1&75, 553 new ones were opened in
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the UK plus 1,413 loans had been taken up to comawer construct new GP premises
(Drury, 1977).

The appeal of the purpose-built health centre Wasit moved GPs who previously
practised from substandard premises, often in their homes or shop-front surgery to one
building which contained a range of professionalugs including GPs, district nurses,
midwives, health visitors, and social workers, thge sharing the facilities in the centre.
The popularity of the health centre continued it®8@0s, and by the 1980s under the new
cost-rent scheme, GPs were able to design and theildremises which they would own
and control (Marinker, 1998). Then, the emphasitherdevelopment of practice surgeries
shifted towards GP-owned purpose-built premiseschvbften provided facilities similar

to health centres, and also facilitated attach@aneonity staff such as district nurses and
health visitors. Gradually the concept of “the pice’ changed, becoming less identified
with a particular doctor and more with the team #redbuilding from which it worked.
Bosanquet and Salisbury (1998) suggested thatchaige in the design of general
practice premises could be seen as a reflectitimegbrevailing medical ideology of the
time, with the development of health centres phthe struggle for professional
recognition of general practitioners, and the baotmeir own purpose-built surgeries part

of the growth of a self-confident view of mediciimegeneral practice.

Following the Charter, doctors “left home”, movedioi purpose-built premises and formed
themselves into partnerships by which they gairmdrol over their work conditions.

They started to become employers, leading to aease in the number of employed
practice staff including reception and administratstaff as well as practice nurses. In the
five years between 1968 and 1973 the number ofevtimle equivalent clerical staff
employed by GPs went up by 10% a year and the nuaflenployed nurses by 26%
overall (Reedy, 1977). A new concept of the primaeglth care team began to rise up
(Hasleret al, 1968), and general practitioners were no longpeeted to work just by

themselves, but in collaboration with other healtbfessionals in the community.

Accompanying the increasing size of partnershipsieschanges in practice organisation
also led towards new ways of working in generatpecas. For instance, the appointment
system was introduced enabling GPs to regularisie wWorking day, and GPs in

partnerships could not only share workload durlreggurgery hours but also the out-of-
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hours care for patients. In a study, Wilkihal (1987) identified a distinct difference in

time spent on call between single-handed GPs arsgtorking in partnerships: 28% of
all single-handed doctors regularly spent somegfdite evening and weekend on call and
32% were on call for some part of every weekdaynig contrast with 3% and 2%
respectively of GPs in group practices. Meanwlsilegle-handed GPs with no one sharing
out-of-hour patient care, which might have to cavging other alternative source such as
commercial deputising services under the old cohtemd an early study found that such
services in general practice were commonly usesiriyie-handed practices and those
with larger list sizes (Williams and Knowelden, 497

The growth in practice size resulted in a gradhahge in the workforce in general
practice, with more women becoming general practérs from the late 1960s onwards. In
1968 only 10% of GPs were women; this had risetbéh by 1979 and to 25% by 1990
(Department of Health and Social Security, 198%)wever, female GPs were more likely
to work in partnerships, and rarely practised sifftindedly. There is a possibility that
partnership arrangements compared to single-hgm@detice, might be more flexible and
less personally demanding, thus more compatible f&ihale doctors’ domestic and

family circumstances. Following the changes siheel960s, general practice increasingly
became a first career preference over hospitaiagéxs. Lambert and his colleagues’
study (1996) about career preference noted that@4%w entrants chose general practice
as their long-term career in 1974 and this rostbéhd by 1983. However, in spite of a rise
of young medical graduates entering general pmcsiangle-handed general practice

appeared a less attractive career option as maysedb work in partnerships.

Generally speaking, morale among GPs improved deretly after the 1966 Charter, and
the structural and organisational changes descpb®mdded a material base which enabled
general practice to develop a new and self-confidkology (Tudor-Hart, 1992). General
practice built upon these changes and graduallsfireet and developed its own model of
care separate from hospital medicine, focusingaiiepts as a whole person rather than
merely their medical problems. GPs were valued@esrsonal doctor who tended to
understand patients’ problems in their social caraed, not only provided disease

treatment but also offered help for prevention.

12



Despite marked changes in the organisation andtateiof general practice since the
Family Doctor Charter, there remained many probldviarell (1998) noted that there
were areas, particularly in the inner cities, wheany single-handed doctors still worked
in low standard premises, unable to develop a pyiroare-team due to a lack of suitable
accommodation. They often worked under great stvaithh a 24/7 commitment and no
holidays, simply surviving to some extent, and julong suboptimal card.he Royal
College of General Practitioners identified theoinsistency of standards in the quality of
general practice, and in 1985 the Report, “What 8oboctor” was published, setting out
as a voluntary practice-based scheme aiming tohmiatividual performance against
defined criteria of competence (RCGP, 1985a). énslime year, “Quality in General
Practice” also emphasized the necessity of ensguadity standards in general practice
(RCGP, 1985b). Yet, given the determination to persigh quality care in general
practice, there was little incentive in the conttacencourage GPs’ providing high quality

care.

2.4 The Imposition of the 1990 contract

Following the structural changes brought by theGl@6&arter, the emphasis in general
practice in the 1980s moved onto the quality oégqaovided by general practices.
Variability in standards of care among practices apparent and became of increasing
worry to both the government and the professiorl986 the Conservative Government
raised its concerns about both cost and quality,paoposed the introduction of a "good
practice allowance" as a means of encouraging qaatity care (Secretaries of State for
Government Services, 1986). Despite its good irgantewis (1997) noted that the
government’s approach of creating quality incergiwes seen to be “wrong-headed” by
the profession, and possibly would widen the gamwéen good and poor practices rather
than improve quality across all general practidésrinkeret al (1986) discussed that there
was a potential question as to whether such ineesittould be attained by practices
regardless of their size and locality and suggettatisingle-handed doctors with little
resources might not benefit from such allowancesvéver, this proposal could not be
agreed between the Government and the professidrtha idea of a good practice
allowance was dropped in 1987. However, the Goventrhad no intention of abandoning

its aim to improve the quality standard of patieste.
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In 1989, the Government proposed a new contracsRs that was designed to give
patients more choice about the services providegimeral practice by encouraging
competition between doctors, and also to make Gdéts accountable for their
performance by specifying the terms of serviceslankihg financial incentives for
providing certain services such as health promotitowever, the Government's initiatives
had little attraction for GPs, who did not like #ueas of clinical activities within the
proposed contract for which there was little orenadence of effectiveness; for example
health checks for elderly patients and health ptmnaequirements (Scott and Maynard,
1991). Essentially GPs saw the contractual obbgatiof the 1990 contract as the
Government’s attempts to control the professioallehging GPs’ clinical freedom by
delineating the criteria GPs had to meet, and ten#ag their status as independent
contractors. Lewis (1998) suggested that the inoégat contractor status had traditionally
been seen as protection for the professional stdtG$s, and the last thing GPs wanted
was monitoring requirements and performance indisatShe pointed out that GPs
disliked the notion of being forced to compete disliked even more what they saw as the
spectre of "managed car&hus, in a ballot GPs voted three to one to rdfeenew

contract. However, in spite of GPs’ rejection, @avernment decided to use its statutory

powers to impose it on the profession.

The 1990 contract maintained GPs as independelfriactors but subject to central control
over their clinical performance. The main directafrchange was in the range of services
and the activities within the practices. GPs weqgeeted to provide a variety of new
services including medical examinations for newgpas, screening patients who had not
consulted in the last 3 years, and health educatioits. They were also expected to
achieve certain targets in terms of cervical sm&dmn or immunisations performed and
to be involved in chronic disease management. Bimyisuch extended ranges of service
impacted on GPs’ workload. Leese and Bosanqueb{if@#@nd that GPs' workload and
working hours increased by 15 to 20% in the ea®90k. Responding to the increasing
level of workload, GPs began to delegate taskspaactice nurses then became more
independent and expanded their roles, being indalveunning health promotion clinics
and other services. Yet, this might not be the g@aden those single-handed practices.
There was evidence suggesting that, in the 198fifeshanded practices remained
relatively disadvantaged with regard to the emplegtof nursing staff, with each single-
handed practice having an average of 0.38 WTEaiftjme nurse compared to 1.31 WTE
in partnerships (Luret al, 1997). Following the 1990 contract, single-hangegttitioners
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generally felt fatalistic about their ability toaat to the changes brought by the contract;
for example, the running of health promotion wasceed to be difficult to organise

because of their smaller list size compared todhatlarger partnership (Green, 1993).

Besides the expansion of clinical demands, GP alseexpected to be accountable for
their services provided under the 1990 contraatlifeg to an increase in administrative
and organisational responsibilities placed on ds¢iacluding responding to monitoring
requirements in the contracts and developing patscgnd guidelines with the Family
Health Service Authorities (FHSAs). The FHSAs wateoduced by the 1990 NHS and
Community Care Act, and were given managerial pswerequire general practitioners
to account for their services and to police thevigion of family practitioner services in
general. As such, GPs felt they were being putanboireaucratic chain of control, as they
were managed by FHSAs, which were in turn diregtigountable to the government
(Calnan and Gabe, 1991). Single-handed practitsogenerally felt overwhelmed facing
up to this increasing accountability and a hugewamhof administrative tasks, having to
oversee both clinical and non-clinical respondilesi without the support of ancillary staff
such as practice staff and not being able to dlagkes as GPs working in partnerships
could (Luntet al, 1997).

Under the reformed 1990 GP contract, the Governsiaetv approach to primary care
also included the introduction of the internal nerkreating health care as a commodity
like any other. Hospital Trusts and Community He&ervice Trusts became providers of
the health care services and Health Authoritiesumecresponsible for purchasing the
services for the local population. GP practicedatalso be purchasers, controlling their
own budgets to purchase a range of treatment aspithbservices for their patients as
well as staff costs. This had important consequefmesingle-handed practitioners.
Initially the option of fund-holding was limited targer practices, although it was later
offered to smaller ones too. There were suggestlmatsgroup practices generally felt they
had an influence over the purchasing process, iiilgle-handed practitioners often felt
marginalised within it. Lunét al (1997) also suggested that single-handed GPs'dhck
interest in fund-holding might not only be relatedheir restricted management and
support capacity within their practices, but alesgbly the extra work and time needed to
be involved in preparing for fund-holding. To artex, the introduction of fund-holding

seemed to strengthen the role of the GP giving threme scope and more power in the
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purchasing process, but on the other hand, Gletanetsal (1994) noted that those small
non-fund-holding practices were further disadvaathdpaving little influence on the

hospitals.

A primary intention of the 1990 contract was to moye standards of care in general
practice, and intensive changes were brought akibyganisational changes accelerated
during the 1990s, seeing an increase in practaseas more GPs practised from larger
partnerships; practice premises continued imprqouimgyre practices were equipped with
computers, and the employment of practice staftising practice nurses and practice
managers increased rapidly; on the other hand;itAeges under the 1990 contract did not
reduce the variability of service delivery in gesdgractice. Leese and Bosanquet (1995)
reported that variation in standards of care inegalnpractice remained after the
imposition of the 1990 contract, pointing out thedctices in some areas, particularly
urban and inner city areas with a higher proportibsingle-handed practitioners, still had
greater difficulty in providing the new servicesxtinded by the 1990 contract. Thus, the
objective of bringing all parts of the NHS "up teetvery high standards of the best" had
not been achieved under the contract. Meanwhilérémel of health policy was towards
greater government control over primary care piowisuch as the involvement of FHSAs
in family practitioner services and more leewayraa@ards of reimbursement of cost-rent
and ancillary staff payments, which put furtheastron single-handed practices (Green,
1996).

The imposition of the 1990 contract representekifatowards more Government control
over the profession in the form of contractual iegments, which presented a challenge
for single-handed practices. Single-handed prastiog however, offer GPs certain
personal control over their practices, and as sihene would be a number of GPs who
wanted to remain single-handed. During the 199@setwas a marginal drop in the
number of single-handed practices, about 2% bet@@6a and 1997. This possibly may
relate to the fact that the 1990 contract overadl & negative effect on GPs’ morale, as
overwhelming evidence suggested that workload as=d (Chambers and Belcher, 1993),
job satisfaction decreased (Leese and Bosanqu#h) 8ad stress levels increased
(Myerson, 1993). Following the imposition of the Géhtract, GPs generally felt

undervalued, and morale reduced to such an exXtanthere was a crisis in retention in
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general practice, with many GPs expressing th&sniion to leave (Sibbald and Young,
2001).

2.5 An alternative—the Personal Medical Service

Contract

Throughout the 1990s, variations in standards figes in general practices remained,
and general practitioners were increasingly disBat with existing contractual
arrangements. In 1997, a pilot scheme of Persoediddl Service (PMS) was introduced
as an alternative to the GMS contract, to an exissgenting a marked departure for

general practice.

PMS was founded on locally negotiated service gearents and tailored to the needs of
local populations. Lewist al (2001) noted that greater freedoms within PMS were
provided for GPs, who were offered the option todme salaried employees rather than
independent contractors—the traditional hallmargerieral practice. Also, for the first
time in the UK, nurse practitioners and salariechpry care teams were recognised and
could be used as alternative providers of primang (NHS Executive, 1997). The PMS
scheme proved attractive in areas such as Londenengeneral practice faced specific
challenges such as poor premises, poor accesslagl kevel of single-handed practice
(Lewis and Gilliam, 2003). Contracted as PMS, senglractices were, to some extent,
able to attract and keep doctors and nurses, anddaveloped new services within the
practice, especially in those underserved areagerieral, there was mixed evidence of the
benefits of PMS pilots. In a survey study, Simoenal (2001) reported that GPs
contracted to a PMS contract had greater job satish and a lower propensity to quit
their job than those contracted with GMS, and satggethat PMS GPs might profit from
less administrative responsibilities and more fdxiworking hours, which might improve
recruitment and retention. But, the evidence wakignous that the quality of care was

improved through PMS pilots.
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2.6 Political attention—Dr. Harold Shipman

In 2000, single-handed general practice receivechnpolitical attention because of the
conviction of Harold Shipman. Dr. Shipman, a siAgéded GP practising in Greater
Manchester, was found guilty of murdering 15 of pasients, although it is thought he
might have killed up to 300 of them. At the timet was huge publicity surrounding his
conviction, and in what appeared to be a kneefgaktion to this, the Government seemed

to put all single-handed practices under the gyiutli

Following the case, the Secretary of State for theaimediately announced several
changes, focussing on new measures regarding fstieaths in general practice (Baker,
2004). Although there was no measure specifiadinst single-handed practice, tighter
control and closer monitoring of GPs, particulaiygle-handed practitioners, were
expected from health authorities (Dyer 2000). Amsmgyle-handed practitioners, there
was a fear that the NHS had a hidden agenda ohgsthigle-handed as well as small
practices and concentrating all GP services ingel@ractices. Such fears came to light
when it was reported that the Prime Minister, T&tgir, criticised single-handed GPs in a

statement to the House of Commons in 2003, satiaiy t

"There has been a move over time away from singeléd practices so as to
improve quality of care that people receive. Thag heen based on a great
deal of evidence over a long time."

(BBC, 2003 quotedirblansard 3 July 2002, Column 219)

Many single-handed GPs were furious at his commemnth was based on little evidence
supporting the idea that single-handers providestgraguality of care, and were
concerned that his statement hinted at the Govartsrfavour of large practice over

single-handed practice in delivering patient cargeneral.

2.7 A new century, a new contract

After the pilot of Personal Medical Services Coaty@roposals for a new national contract
were announced on 19 April 2002, jointly by the NE&nfederation and the British
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Medical Association, and marked a radical depaffiare the 1990 contract. It took over
18 months negotiating between the NHS Confederatiohthe BMA to reach an
agreement about the terms of the new GMS contra2003, 79% of GPs voting in the
nationwide ballot voted for the new contract, whiehs then formally implemented in
2004. The introduction of the new GMS contract @92 has led to major changes in GP
practices across the UK, and details of these @sagd its impact on practices will be
reviewed and discussed in a later chapter (Ch&@paed 8). Here, the fact that general
practice saw the largest yearly increase (109d)emuumber of large partnerships (7+ GPs)
between 2002 and 2003, just prior to the implentemtaf the new contract, might imply
that the future place of single-handed and smalttores in the provision of primary care
following the new contract in the 21st century mglar threat (RCGP, 2005b).

2.8 Future vision

Reviewing the development of general practice ek, a series of policy drivers have
contributed to the decline in the number of singg&ded practices since the establishment
of the NHS. Possibly the trend of moving away freimgle-handed and small practice is
likely to continue in the creation of the modern 8lHEarly in 2005, it was reported that
the Government had unveiled its vision of the fetaf general practice, as the Department
of Health in England outlined a three-tier modepafmary care services (Golding, 2005).
At the conference, Jo Whitehead, the Head of PyirGare Development of the
Department of Health, presented the future mod@Rs, including a first tier of non-
registered access service providers such as NHSiwakntres; the second tier would be
larger GP surgeries offering access for patientls sgrious episodes of care with respect
to their diagnosis and treatments; and the thandviiould be specialist units providing
specific treatment. Within such a model of genpracttice, large GP premises would
typically consist of ten or more GPs, as such legwvio place for single-handed general
practice (O’'Dowd, 2005).

The Government's aim for bigger practices is clead, most single-handed and small
practices felt under threat by the initiative.Hése changes were implemented, when
single-handed GPs retired or moved they would raeplaced instead financial
incentives would be given encouraging the pradbamerge with other practices.

Responding to the Government’s plan, many GPs bandemned such a model of care,
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and warned that patient care would be compromisdteaexpense of smaller practices,
which often provide the personal care that patipréger. Although the development of
larger practices might make sense for cost-effyeand staff reasons, some thought that
“Big ain’t beautiful—not in family medicine anywayh view of patients’ needs (Doctor,
2005).

Responding to the Government’s future vision fanegal practice, later a joint report
produced by the NHS Alliance and Small Practiceo&dion was published, which
evidenced that small practices have advantagestioose larger practices in delivering
patient care, and it put forward two possible medet the future survival of small
practice in the modern NHS. One is the "nested¢tim®, where a number of independent
small practices would operate from the same lonaaeting as a one-stop shop and
offering a wide variety of services. The otherhs tvirtual super surgery”, based on a hub
and spoke model operating as a confederation,mp@Ps’ skills and practices' facilities,
and collaborating between practices which remaggggphically dispersed in the
communities (NHS Alliance, 2005). In a way, manyéaecognised current changes in
general practice organisation and service deliregreating the modern NHS, which may
have implications for small practices; but on thigeo hand, the report emphasized that
none of these changes should challenge the exéstdramall practices. Thus, Majeed
(2005) commented that the future of small practioay lie within themselves and how
they can adapt to the new world, delivering sewimed care which meet their patients'
needs.

2.9 Future in the Scottish context

In Scotland, the policy in relation to health chees differed since 1997, following
devolution, yet some of the issues remain famiach as an emphasis on primary care
and service redesign (Reith, 2003). Over the last gears of the NHS, general practice in
Scotland also has seen a decline in the numbengleshanded practices, accompanied by
an increase in the number of practices having sevemore GPs. In 2004 all Scottish

GMS practices also implemented the new contraceutice same arrangements and terms
as English general practice. However, in Scotléedet seems to be less emphasis on the
concept of "super-surgeries"”, instead an integraéadth care model has become a key

direction for the future. Given the fact that Saatl has a higher prevalence of malignant
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disease and heart disease than most Europeaniesuptus it also has a higher proportion
of its population living in rural and remote ar¢lagn other parts of the UK, the Scottish
Executive pictured its vision of an integrated Nétsivering health care fitting for its
population's needs. The repoidelivering for HealtH outlined that GP surgeries would
continue to provide health care for their populagian the community, but with an
extended scope of primary care—an integration of @@ctices as well as an integration
of general practice with other community servicsiting the emphasis away from the
independence of individual practices towards a nreatended primary care team ethos
(Scottish Executive, 2005a). Therefore, single-le@ingractices in the Scottish context, to
some extent, appear to remain part of the provisfi@rimary care services, with no
specific plan targeting the existence of singled®hand small practices. On the other
hand, there will also be a greater involvementigle-handed GPs in the development of
the primary care team, working more closely withevthealth professionals, and in
collaboration with other GP practices, communityvges, and secondary care services in

order to deliver a wide range of services as pregdry the Scottish Executive.

2.10 Summary

Overall, throughout the development of general fiwadn the UK, health policy has
deliberately encouraged the growth of group practihich is witnessed by a gradual
decline in the number of single-handed GPs sine&260s. Whilst single-handed GPs
may still exist in the modern NHS for the time lggiit seems debatable whether they will
last and remain a feature of primary care in theré&u Given the Government’s long-term
vision of general practice, single-handed GPs a@hart who will retire and probably will
not be replaced. As such, the most likely futureG®s in smaller practices is to work

collaboratively within larger practices or as pafrextended primary care teams.
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Chapter 3

Single-handed general practice in the UK

3.1 Introduction

General practice has a crucial role in the provigibhealth care under the British National
Health Service. In the UK, people are registeretth wrieir own GP who provides
preventive, acute, chronic, and terminal care fovadle to grave. When people fall ill and
decide to seek medical care, they generally festageneral practitioner (GP), and 90%
of consultations within the NHS take place in gaheractice (Fry, 1993). Also known as
family medicine, general practice has been typifaélationship between patient and
doctor, who traditionally worked single-handedlyitBover the past six decades, there has
been a marked change in the shape of general ggawaiith a steady decline in the number
of single-handed as well as small practices, aadgelsmaller practices have been seen as
anachronism in the modern NHS. Yet, single-hanaadtiioners have been an important
feature of primary care provision, providing casetheir local population, particularly in
areas with high deprivation as well as rural ar&as.this chapter will review the profile of
single-handed practices and GPs in the UK, theengths and weaknesses in relation to

service provision, quality of care, and practicenagement.

3.2 Definition of single-handed general practice

Before defining the term single-handed generaltp@acthere is a need to understand the
nature of general practice. Within the medicalfjgleneral practice has been understood

to be a complex discipline,

“It is not concerned with a particular part of theiman body, or a particular
part of the community; but rather with certain astseof the whole body and
the whole community.”

(Taylor, 5 p3)
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Rooted within the community, general practice aslitionally committed to the needs of
the individual patient regardless of his/her soara economic status. The characteristics
of general practice have been defined variouslih that of the European Academy of
Teachers in General Practice widely accepted (WOMGRpe, 2002). According to the

European definition, general practice is charasgerias follows:

» General practice often is the initial point of nedicontact within the healthcare

service, providing access to deal with health grots of the person concerned.

« General practice has a person-centred approatdrethio meet the needs of the

individuals and their communities.

* GPs are seen as personal doctors, who often estabielationship with their

patients over time through the consultation praocess

» General practice is responsible for the provisibloogitudinal continuity of care,
and GPs often follow patients through their wholed, providing care which is

consistent with patients' needs through as fewegsibnals as possible.

» General practice is also a team-based disciplimeg GPs usually work with other
GPs or professionals, making efficient use of Ieedtre resources through co-

ordination.

* General practice not only deals with the populasitvealth problems in their
physical, psychological, social, cultural and esttal dimensions, but also
promotes the population's health and well-beindp lbytappropriate and effective

interventions.

Based on these characteristics, the Royal Collé@eneral Practitioners in the UK has
defined GPs as doctors who are primarily respoaddyl the provision of comprehensive
and continuing medical care to patients irrespeabivage, sex, and illness. GPs have a
professional responsibility to their community ancercise their professional role by
providing care, preventing disease, and promoteajth according to their patients' needs
and resources available within the community (RCER7).
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In the UK, each GP practice organises its own sesvihrough a contractual arrangement
with the local primary care organisation or Hedttard, which has an overall
responsibility for service provision in primary edocally. GPs generally provide their
own premises, and directly employ practice staffuding practice nurses and
administrative staff. GPs can work either on tlo@mn or in partnerships with other
practitioners, and are usually supported by a te@&mattached community-based staff
including nurses, health visitors, midwives, andrge of other health professionals such
as physiotherapists. Single-handed general prattteerefers to those practices only
having one GP principal who is not in partnershifhwther GP principals (Hippisley-Cox
et al, 2001). On the face of it, this seems to be a l&irrggsm, but can be confusing
sometimes because some of these practices ingdadtave more than one doctor available
on a regular or occasional basis to provide cavéné practice during the GP principal’s
absences. Wyliet al (1999) defined single-handed practice in theidgtas:

"a practice in which all the patients are registdr&ith one general
practitioner, contracted by the relevant healthlaarity and who is responsible
for those patients 24 hours a day and 365 dayg/ear, although the
practitioner is able to access other health proiesals, including general
practitioners, in order to discharge their contrael responsibilities."”

(Wylie et al, 19993)

This definition has been widely accepted by thdgssion as it represents the unique
nature of single-handed practice, in that all trecfice’s patients are registered with a
single GP principal who receives funding for thpa#ients, although some patients may be
treated by locums or assistants employed by thetipea Smith (2004) has pointed out that
what distinguishes the single-handed practitiormnfothers essentially is the fact that the
GP has his/her own patient list, and does not shidheother doctors the care of patients in
a shared list. In this thesis, single-handed prads defined as a practice that has only one
GP principal, who does not work in partnership vatiother GP principal, although they

may work with salaried doctors such as locums, &ffstrars or GP retainers.
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3.3 UK single-handed general practice

The characteristics of practitioners

Since the 1960s, there has been a decline in tmd&uof GPs working single-handedly in
the UK (see Chapter 2). Present figures reporteitidyroyal College of General
Practitioner showed that by 2005, there were d tdt42,876 doctors working in general
practice, and 35,020 (82%) were full-time, amorigolv only 2,219 (6%) were single-
handed GPs (RCGP, 2006a; RCGP 2006b).

For many years there has been little change ichheacteristics of single-handed doctors,
who tend to be older and are more likely to be nfabe instance, more than 50% of
single-handed GPs were over 50 compared with arauqdarter of all GPs and only 11%
of single-handed doctors were under 40 compardu 4% of GPs in partnerships (Lunt
et al 1997). Female GPs were also under-representedgasiugle-handed GPs, with just
15% of single-handed GPs female compared to 2784 afrestricted GP principals.

In addition, the findings from Green's study alstea that single-handed GPs were more
likely to have first qualified outside Britain. Bigreement with this, an exploratory Scottish
study found that there was a higher percentagangleshanded GPs qualified from
overseas, particularly from the medical schoolSaidith Asian countries such as India, Sri
Lanka and Bangladesh, and also found that singleldchdoctors tended to have a much
larger patient list size on an individual levelrttheir counterparts from group practices.
Thus, single-handed GPs had an average of 1,68hisaper WTE GP, which was 156
more patients per GP working in group practice@nell, 2002). The phenomenon of a
large patient list among single-handed GPs hadkasa reported by Wilkin and his
colleagues (1987), who also found that fewer shingleded practitioners were trainers, and
rarely had attached GP trainees or medical students

The characteristics of practices

In the context of both Scottish and English genpracttice, single-handed practices were
more likely to be concentrated in urban areas Wwidgfh deprivation (Wilkinet al, 1987,

25



Luntet al, 1997; O’Donnell, 2002Jor example, in cities like Manchester, Birmingham,
and London over a third of GP practices (34.5%)evg@ngle-handed, while only 4.8%
were large practices consisting of seven or morgp&@thers (RCGP, 2005a). Therefore,
single-handed practices have played a signifiaaletin providing health services in those
communities where GP recruitment has proved toffiewdt, serving patients who were

socially and economically deprived, and likely vl poorer health.

Given the overall improvement of GP working corati after the 1966 Charter, single-
handed practices like other GP practices startedng@way from shop-front surgeries
into purpose-built premises. Between 1969 and 16f7é total 1551 loans taken up to
finance practice premise, 57% were offered to siiginded GPs, who also took larger
loans per doctor than did partners in group prast{©rury, 1977). Although traditionally
associated with poor standards of practice premssegle-handed practices in Wilkat

al's study did not have significantly poorer premitiean partnership practices, suggesting
that there was little relationship between pracsieze and type of GP surgery. Yet, a recent
Dutch study, based on direct observation, fountsimgle-handed practices scored less
well on their practice facilities, and had lesstsspcated equipment and diagnostic
facilities compared to group practices (van den Hergh et al, 2004).

In general, single-handed practices also had ldnmiésources with respect to practice staff.
As previously reviewed (see Chapter 2), the mulbfgssional primary health care team
has gradually developed since the 1970s, replarmgl partnerships with little or no
support from other professionals such as nursesa@amdnunity-based staff. However, it
seemed that there was little improvement in thestigament of practice teams within
single-handed practice, e.g. the employment oftm@ourses. Reedst al (1976) found
that there was an increase in the employment &fasuassociated with size of practice, as
a survey of general practice they carried out indl@ported. Then, 28% of all single-
handed practices employed nurses whereas 73% afqaswith four or five GP

principals had employed nurses. Entering the 19890y a pattern remained unchanged,
with single-handed practices having fewer praatigeses compared to group practices
(Luntet al, 1997). Likewise, single-handed practices were kdast likely to have the
support of a practice manager, the role of whickerg@d and evolved during the 1970s
and 1980s responding to the growth of practice amkecomplexity of organisation in

general practice (Reedy and Nelson, 1974). Thedgyahowed that 88% of group
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practices employed a practice manager dealingadthinistrative and managerial tasks
but only 60% of single-handed practices did (Less® Bosanquet, 1995). Thus, for many
GPs, access to practice nurses and practice maratmred them to be able to delegate
certain tasks to practice staff, with whom to shtheeworkload, but single-handed
practices had little advantage of this.

In the modern NHS, the formation of the primaryltieaare team has increasingly been
recognised as an important component of deliveguragity health services, and in some
studies of general practice, the composition ofptaetice team has been used as a
parameter to measure or assess practice standéuidh,appeared to be under-developed
among single-handed practices. For example, Bosdroal Leese (1988) examined the
innovation of practices in relation to their empiognt of a practice nurse, their
participation in the cost rent scheme and the woical training scheme, and concluded
that such innovation was associated with the dipgaxtice, with smaller practices with
fewer partners less likely to be innovative. LikewjiBaker (1992) also studied the level of
practice development by examining practice’s emmlent of a practice manager and their
accreditation for GP training, finding that bothitring practices and practices with a
practice manager were more developed, and thdedvamnded practices were less

developed compared to large practices.

Characterised as less well equipped in terms aftipeafacilities and staff, doctors
working in single-handed practices recognised tiedwas that there were limitations
regarding the range of services they could proy@een, 1993, 1996). Following the
introduction of the 1990 contract, fewer single-tieah practices had approval for running
asthma and diabetes management clinics, and fearer eligible to carry out minor
surgery, which offered by 69% of single-handed titiacers compared to 80% of GPs in
partnerships. Such differences were even greataner city areas as only 37% single-
handed practitioners compared to 51% partnershgpwade eligible to provide minor

surgery (Leese and Bosanquet, 1995).
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Advantages of single-handed general practices

The research evidence into the strengths and wes&s®f single-handed general practice
has been consistent over time. The general peoreptithe public and of the medical
profession appears to be that single-handed pesaistigopular with patientand there is
considerable supporting evidence that patientepsehgle-handed or small practicks.
1987, a patient survey about general practice mdba showed that, although group
practice was usually considered more desirabldéytofessional bodies, single-handed
practice was generally favoured by the majoritpatients (88%), who valued the personal
relationship with their particular GP or prefersaking the same doctor for each
consultation (Curtis, 1987). In the mid 1990s, Bakstudies about patients’ satisfaction
and preference for general practice indicatedpghaiénts tended to like smaller practices,
practices with personal list systems, and non-tgipractices, as such practices were
perceived to be more accessible and readily availapbmany patients (Baker and
Streatfield, 1995; Baker, 1996).

In the UK, patients used to register under a palgrcdoctor, who would be known as the
patients’ usual doctor; however with the growttpaftnership working, GPs often
operated and provided care to an aggregate libieaf patients. Patients then have felt it
increasingly difficult to see their “own” doctor tre doctor of their choice without a
lengthy wait, and that potentially could have aateag impact on patient’s satisfaction,
most likely associated with continuity of care autess. In patient surveys, both of these
have been rated to be greater in single-handediggachan large group practices, and this
might be due to a more personal approach in déligerare and a greater flexibility in

practice administration of this type of practice(@pbell, 1996; Campbett al, 2001b).

The evidence has shown that all groups of patigmer continuity and suggests, that if
single-handed or small practices are unique in semg it is because they deliver a high
level of continuity of care for their patients. &cbet al (2002) demonstrated that patients
highly valued personal care, considering that it waportant to see their own GP who
tended to have accumulated knowledge about theatn &actor’'s knowledge about their
patients’ medical condition was perceived as hawitgneficial impact on their health.
This kind of personalised continuity of care wagariant in particular to patients who had

psychological or significant health problems, wstich patients reporting that they would
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prefer to wait to see their personal GP rather Hgmany doctor at a convenient
appointment time (Kearlegt al, 2001). A recent report from the NHS Service Datyw

and Organisation Programme (Bakérl, 2006) also noted that, as patients got older, or
became more ill and felt more vulnerable, they éehi value more continuity of care as
well as their relationship with their doctor, andwid wait to see someone they know and
trust. This may explain why single-handed practizese especially popular with such
groups of patients. There was also a positive #&stsoec between continuity of care and
patients’ trust in doctors, so knowing the GP agltarly seeing a doctor who patients
can trust made them feel more supported and irr@aofttheir own care, and such
enablement tended to be higher in smaller prac{iesous lllet al, 2001; Howieet al,
1999)

From the GPs' point of view, many single-handedalscsaw themselves as the last
bastion of individualism, retaining a degree ofsoeral control in an increasingly
impersonal and modern general practice (Green,,119886) For them, single-handed
general practice appeared to be the place to acodiae GPs who were not "team
players" or who did not want to work within a tea®mngle-handers were generally
satisfied with their solo status because of theiomomy, and believed that their
professional responsibility for their patients’ eavas clearly identified, avoiding potential
partnership problems such as workload allocatiemddition, smaller practices like
single-handed practices were also thought to Hace pvhere GPs were more likely to
establish a relationship with their patients base holistic understanding of patients
individually. Such personal and continuing relasibips between the patient and the doctor
not only increased patient satisfaction as notely,daut also enhanced GPs’ job
satisfaction since the GP felt more valued, conedito their patients (Hjortdahl, 1992;
Gulbranderet al,1997), and allowed them to build up knowledgeualpatients resulting
in more time-efficient consultations. For instan@éyorwegian study found that, when the
doctor knew the patient, time was saved in mora #@®6 of all consultations, and there
was also a reduction in the use of other resoustggesting that fewer laboratory tests
were prescribed, prescriptions for medication werkwed, and doctors used more
expectant management (“wait and see”) rather timenddiate referrals (Hjortdahl and
Borchgrvink Fr, 1991). The values of a continuirggir-patient relationship are well
supported by research evidence so such benefit&ale though not yet proven, to be
associated with single-handed practice, which legs bvell known for its special

relationship between doctors and patients.
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Disadvantages of single-handed general practices

Although there are positives aspects of single-admutactice for both patients and
doctors, Green (1996) pointed out that single-hdr@les in the cities had long been seen
as "vestiges of an older regime" since traditiontdkey were less likely to have attached
practice staff and tended to have more problentsjmoving service provision, all of

which have been reviewed earlier. This view of Ertanded practitioners as a concern in
the NHS has continued. Smith (2004), who led ther8an Inquiry, commented that the
term "single-handed" itself implied a lack of engagent with professional peers, and that
might result in a failure to keep up to date wititrent practice standards of these
practitioners. In such a way, single-handed doataght be exposed to a greater danger of
being isolated and, possibly, potential problemghhbe hidden away without being
detected by others. Although there was little envadeto indicate that GPs working alone
were more isolated than those practising in pastnips, the concern about single-handed
practitioners is that there is a possibility theyt might be or become less aware of their
own standard of care, which could be slip duelxk of insight as a result of no regular
contact with other GP colleagues. For examplegpatiare might be compromised in
some way as they have no other GPs to review oustsaspects of patient care. A general
perception of GPs working in partnerships was $iragle-handed GPs lacked both clinical
and emotional support from professional colleagard,that was perceived as a major
disadvantage of being single-handed (Green 1998, folicy makers and managers
were concerned about isolation among single-hapdattice, which at its most extreme

could potentially harbour another Harold Shipman.

Professional isolation has been assumed to belbdepndor single-handed GPs, but solo
doctors themselves viewed running a practice adsne positive rather than a negative
feature of their workThe issues that concerned single-handed GPs mosttineelack of
adequate premises, as well as the problem of finaihable locum cover for their time off
(Green, 1993). Prior to the new contract, GPs tsdhve a 24/7 commitment for their
patient care, and that was assumed to be an exwarfor single-handed GPs with no
partner to share rotas with. However, few singledeal GPs themselves considered such
commitment as a problem. Green (1996) explainetsiingh perceptions of single-handed
doctors might be in relation to their own way ohstructing time and space that could be
different from their counterparts in group practic€he suggested that single-handed GPs

tended to perceive their time as a continuous garfaesponsibility providing patient
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care, whilst GPs working in partnerships often didd their time into surgery hours, on-
call and free time. In addition, single-handed @fsn built up a close relationship with
their patients and knew them in considerable degpiiich might also influence their views

of sole responsibility for patient care.

In some senses, the characteristics of single-lthpetice itself demonstrated the
disadvantage of this type of practice, balancimgdgimall scale of practice resources with
greater needs of the patient population. Giverr greivalence in deprived areas, single-
handed doctors tended to work in more difficultiemvments where patients were known
to be associated with increased workload (Wikdiral, 1987; Jarman, 1989; Balarajein

al, 1992). The burden of patient needs on GPs irethosas was not just a result of the
number of their health problems, but also the sgvand complexity of the problems
(Watt 1996). Thus, single-handed practice witheeaf resources than that traditionally
enjoyed by larger practice could be strained facipgo high levels of patients’ needs, and
less able to provide high quality care in these momities. These differences in both
practice structure and patient profile of practiceght also lead to variations in practice
performance. Single-handed practices therefor¢éh®mace of it, tended to be associated
with poorer service provision, and that then haanhgsed as evidence to discourage such a
model of practice in the NHS. Smith (2004) noteat there was a negative attitude among
policy makers and NHS managers, who perceivedeinghded practices to be a problem
and that the NHS would be better off without sugtetof practices. On the one hand,
there was no written policy ruling out the existet single-handed practice but, on the
other hand, given the focus on the problems antidifmns of such practice, there was no
mechanism in place to address those problemsrgleshanded practice, in particular
those located in urban areas. As such, the vaniégtween single-handed and group
practice is likely to be widening, and could mitigagainst the future of single-handed

practice as a model of service provision in primzage.

3.4 Rural single-handed general practice.

When comparing the constituent countries of the Bikgland has a much larger
proportion of single-handed practices than theratbantries, with around one in five

English practices being single-handed, followed\tsles (19%), Northern Ireland (19%)
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and Scotland (12%) in 2005 (RCGP, 2006b). Suchibligton may explain why most
previous research about single-handed generaliggagas largely carried out in England.
Yet, Scotland has the most sparsely populatedopéine UK with the largest rural and
remote areas both in mainland Scotland and ityiogtislands, throughout which single-
handed general practice has been the imperativadoly small and isolated communities.

Rural doctors and practices may differ from theban colleagues in many aspects such as
practice workload, patients’ access to care, aagtbfile of their populations. But if there
Is anything unique about doctors practising in éh@wall rural areas, it is that they are not
just working in the community, but are also veryamgpart of that community. Their
working and private lives are inextricably linkesd, that the boundaries between doctor
and patient become blurred, with patients wellinfed about the doctor’s life, and

doctors very knowledgeable about their patientgr{@an and Bain, 2000). They also
often have to take on a wide variety of responsiddl and are burdened with a 24/7
commitment with relatively low level of remuneratiovhich have all hindered

recruitment and retention of GPs in remote and ommunities (Gabhainet al, 2001).

For example, by the early 2000s, it was reportetlttrere were up to 20 single-handed
practices in NHS Highland in danger of closing.sThas become a major concern for rural
communities, since health care has been seenita part of the infrastructure of these
communities, which may potentially collapse withthese single-handed or small

practices.

Facing the possible loss of services in remoteraral areas, action has been taken in
Scotland to attract GPs and to prevent the disiateg of health services in these areas. In
1999, the Arbuthnott Report proposed a new fornthuéd recognised the different health
needs of urban and rural populations, and direesdurces to satisfy the needs of remote
and rural communities (Scottish Executive, 1999)ldwing that, the Remote and Rural
Areas Resources Initiative (RARARI) was establisime2000, in order to sustain and
develop health services in remote and rural pdr&cotland. A report published by
RARARI in 2002, proposed some potential solutior@duding providing financial
assistance for doctors working in these areas,ugagong them to work closer with other
health professionals and developing a better categcture for rural GPs. In the same
year, ‘A Review of the Scottish Medical Workfdr(®cottish Executive, 2002) also
identified some negative factors in recruiting dostto remote and rural areas and advised
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special remote and rural versions of training, @ssfonal development, and career
planning for GPs, and promoted the use of manaljadat networks. Most recently, there
have been some further recommendations on how esamat rural healthcare could be
delivered and structured, making best use of availeesources and orienting services to
best meet the needs of local communities (Sco@®vernment, 2007). Despite this
proposal presenting an integrated network modebhoé to address the geographical
distribution of population in the communities, th&astructure of services in rural
Scotland seems less likely to experience huge @anith single-handed and small
practices likely to remain prominent providershete communities, but encouraging the

collaboration within and across the communities.

3.5 Quiality of care in general practice

The question of whether the type of practice impagton quality of care is a long-debated
one and, with the trend moving away from singled®ghto group practice, there is a
discussion about the optimal size in general praclihe general perception among policy
makers and managers is that single-handed prackicest provide as high a quality of
care as that delivered by group practices, whiténgbrovide a wider range of services and
are better engaged in teaching and research. Bigatance of research evidence also
suggests that single-handed practices deliver caabfgaquality of clinical care to those of
larger practices, and they tend to be better ahwamnncation, personal care, availability of
appointments and continuity of care. Indeed, Carth@bel (2001a) pointed out that in
general no single type of practice has a monopoligigh quality of care with different
types of practice having different strengths irffedént aspects of quality.

Quality of care is a complex and multi-dimensioc@hcept. There have been different
attempts at defining what quality of care meanhéliterature. A study that reviewed the
development of quality in healthcare found that 933, Lee and Jones published “articles
of faith” in which they described their notationgdod medical care, which was the
application of all necessary scientific medicinghe needs of all people, and they also

defined eight articles of faith that formed theridation for good medical care.
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“limited to the practice of rational medicine baken the medical sciences;
emphasising prevention; requiring intelligent cocgde®n between the lay
public and the practitioners of medicine; treatiting individual as a whole;
maintaining a close and continuing personal relatlmetween physician and
patient; coordinating with social welfare work; aainating all types of
medical services; and implying application of &iétnecessary services of
modern scientific medicine to the needs of the lgeop

(Lexed Jones, 1933 quoted in Jackson 2004, p2)

This description to an extent stated attributegroperties of the process of care and
objectives of the process; however this definitizaly be inadequate to embrace empirical
application of quality in medical practice. In 19@0nabedian (1966) came up a new
definition of quality of care, which was conceptsad into three dimensions of structure,
process and outcomes of care. Within this modetldfimed structure as the professional
and organisational resources associated with thagion of care such as manpower and
facilities. Process included the things done tofangbatients by practitioners during the
course of encounters, and outcomes were the comisegsi from care processes such as
mortality and morbidity. These three aspects oé eae not independent but are inter-

linked with each other.

Donabedian (1988a, 1988b) later developed the pbdmdeuality of care to include two
additional elements—technical and interpersonaliyuggarding the performance of
practitioners as well as outcome with respect ¢octire received by patients. Of these two
components, technical care encompasses cliniceligeao address patients’ health
problem, based upon the appropriateness of thepcaveded as well as the skills with
which such care is delivered, and mainly is coneemnith the physical and functional
health status of patients. The second elementagiersonal care, a process of interaction
between health care providers and patients, aet eftaluated through outcomes such as
patient satisfaction with care and patients’ petiogpof health related quality of life.

Donabedian (1988a) asserted that these two eleraenister-dependent, and stated that,

“The interpersonal process is the vehicle by whethnical care is
implemented and on which its success depends...th@gement of the
interpersonal process is to a large degree tailot@the achievement of
success in technical care.”

(Donabedian, 1988a, p174)
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In UK general practice, Campbelf al (2000) have developed Donabedian’s model of
care, and proposed two domains of quality—accedsHactiveness, both of which could
be viewed from the perspective of either an indiaidpatient or whole population.
Combining several components of quality, the cohoépuality of care was summed up

as,

"whether individuals can access the health struetamd processes of care
which they need and whether the care receivedastefe...the ability to
access effective care on an efficient and equitah$es for the optimisation of
health benefit/well-being for the whole population.

(Campbell et al, 2000, p.p. 1614 and 1616)

This means that, on the individual level, patierdsd to be able to get access to the
services they need, and these services shouldb&pd effectively both in terms of
clinical effectiveness and inter-personal relatiops. At the population level, quality of
care is viewed in the context of social construcfrom an economic perspective,
indicating that all users should be able to getiadeal and society should get value for
money. Given the scope of this study, this reviewainly concerned with the quality of
care provided by single-handed general practick reiterence to care at the individual

level in relation to the aspects of clinical carentinuity, and access.

The inference from the review of existing researcilence is that single-handed practice
as a model of service provision, appears to perfdimically less well to larger practices,
with higher emergency admissions (Yeuwi@l 2003), referral rates (Hippisley-Cex al,
1997) and lower uptake of preventative activiti@arfipbellet al, 2001a). Consequently,
all this evidence was used against the phenomeihsingle-handed general practice, even
though the variations in practice performanceseddsan be associated with factors other
than practice size. For instance, in most of themarisons of practice performance, the
quality indicators used to calibrate practices waten based on the numbers of patients
who received particular forms of treatment. As suichight be difficult for single-handed
or small practices to achieve the targets if jugvapatients were excluded from the
denominator population or if they only had a fewigras eligible anyway, which could
result in more statistical variations and, this mabso be a reason why single-handed

practices performed less well when compared witlugipractices.
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In addition, some studies have also indicateddimafie-handed practices were not
clinically worse performers than their counterpamtgroup practices once their
population’s characteristics were taken into actotor example, in a comparison study,
Hippisley-Coxet al (2001) found that single-handed practices had BRffeer admission
rates for both asthma and epilepsy, which reduc&%4 and 9% after adjusting for
patients' age, gender, and deprivation score, iamths patterns of changes were seen in
outcome indicators such as immunisation uptakes rééenage pregnancy rates and
inappropriate surgery ratéhe findings of this study, therefore, stressedesonportant
differences between single-handed and group peactiterms of patient characteristics,
which have significant effects on the performantpractices, and may also underline
possible differences in the health needs of thagiilept population. Majeeet al (2003)

came to a similar conclusion about the impact atpce size on the quality of care offered
to patients with ischaemic heart disease, and heleded that, although larger practice
were better at recording blood cholesterol, overadllity of care was similar regardless of

practice size.

The evidence above has shown that the associagiwrebn practice size and quality of
clinical care is not clear-cut. Meanwhile, certaspects of care have good evidence to
show that smaller practices are better, at least the perspective of patients, such as their
interpersonal skills and providing continuity oreaYet, the measurement of such aspects
of care is difficult to quantify and are often igad in quality assessment. In general
practice, single-handed or small practices arenaftesely linked with continuity of care,
which is traditionally viewed quantitatively aswacsession of visits of a patient to the
same doctor over a time period, known as longitidinntinuity, or qualitatively as an
interaction and a relationship that may occur betwgatient and doctor. The doctor may
feel a sense of continued responsibility towarés thatients and the community—such
interactions also were defined as interpersondimoity (Rogers and Curtis, 1980). Thus,

it is perhaps easier to achieve longitudinal cantynin a single-handed practice where
patients are just allocated to a single doctor,sangle-handed GPs tend to have a real
knowledge about their patients developed througir ttontinuous interaction with the
patients. These factors would lead us to expeticthvainuity of care is seen most clearly

in smaller practices.
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Earlier the review of exiting literature showed sai the benefits of continuity, including
perceived improvement in the health of the releyamulation, a better doctor-patient
relationship, more cost -efficient consultationsd ancreased satisfaction for both patient
and doctor. In addition, there is also evidencegesting that continuity might potentially
reduce demand on secondary care services, withr fevgpitalisations and emergency
admissions. For example, researchers in the USAdfthiat access to continuous
comprehensive primary care had a direct link watldr rates of hospital admissions
(Alpertet al, 1976; Gill and Mainous lll, 1998). In the UK, Sevey and Pereira Gray
(1995) studied the quality of care received bygrdas who saw any GP rather than the GP
with whom they were registered, and found that gihasip of patients had significantly
higher use of accident and emergency departmemntglaas open access clinics than those
patients who regularly consulted with their own tocln theory, if greater continuity in
primary care is associated with a reduction in ftaspdmissions, this could represent a
financial benefit for the whole health care serviskhough the impact of continuity on
health care costs has not yet been explored ibkhe recent Belgium study has found
that continuity could be cost saving (Maesneeebal, 2003). Furthermore, though
single-handed practices tended to have fewer peastaff, they appeared to work better as
a team, and this has been reported to be assowidtetdigher quality of care such as
continuity of care (Campbedit al, 2001a). Poulton and West (1999), examining the
determinants of team effectiveness in general pe@atoted that team size was negatively
associated with team participation, showing thaalsenteams were more participative,
which meant that they were more likely to work tibge as a team, be more efficient, and

tended to deliver a more patient-centred service.

In the UK, access has also been defined as an taerg@omponent of quality of care. In
primary care, access is often conceptualised as\atble entry to be seen by clinical
professionals such as GPs and nurses (Jiras2003). Such access has been recognised
as one of the top priorities in general practicel an issue that most concerns patients. In
2002, an Audit Commission report noted that, altfopatients generally were satisfied
with their GPs, difficulty in getting an appointntemas the biggest cause of
dissatisfaction, with 13% of patients reporting ingvto wait three or more days to see a
GP and 19% thinking they should be seen sooneri{Aammission, 2002). Looking into
practice size, patients from larger practices ess satisfied with the arrangement for
seeing a doctor than those from smaller practiBekdr and Streatfield 1995; Campbell
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1994), in agreement with the evidence that singledied and small practice were

considered more accessible to their pati¢@ampbellet al, 2001b)

In the most recent decade, improving access hasdsggral to Government health service
policy, especially in England. For example, in 2002 NHS Plan set the target,
suggesting that all patients should be able taga@mary care professional within 24
hours and a GP within 48 hours (DoH, 2002). Follaythat, general practices, under the
new GP contract, are financially incentivised ifipats can access practice services within
48 hours. Although it may be arguable whether acbas been improved under such
measures, there is a growing tension between aaoéssontinuity of care with respect to
patient’s choice of the GP to consult. Yet, pasdmm single-handed practices have
possibly felt less impact from this, being assigteed particular doctor, so they remain
likely to get an appointment with their own doctathout lengthy waiting (CHI, 2004).
Furthermore, Meade and Brown (2006) found thatlsthgnded practices were more
flexible in their appointment booking, with 77% lvay no time limit as to how far in
advance their patients were able to book an appeint, compared to only 29% of group

practices.

In general, some evidence suggests that singleeldaguad small practices provide a
comparable level of clinical care to larger prassicin the face of possibly greater levels of
population need; meanwhile, there is plenty of em indicating that patients prefer the
personal care and accessibility of single-handeeige practices to the increasingly larger
practices favoured by the modern NHS.

3.6 Practice management in general practice

In primary care, "the practice" can be interpretedarious ways, and may refer to a GP
surgery, a model of organisation, a team of prodesds, a managerial unit or a site of
service delivery (Peckham and Exworthy, 20@3)ce the inception of the NHS, the
practice has been seen as the building block obthanisation of primary care, and it has
gradually moved away from a "cottage industry" veh@moctor, often male, worked alone

with the support of his wife and family towardsatpership practice with the employment
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of nursing, reception and administrative staff. ¢jgaractice refers as a managerial unit,

and the review looks at the organisational strgctirpractices by practice size.

In general, the emergence of the practice as timageaial unit in general practice evolved
with the development of primary health care preseed also the growth in the number of
large group practices. As an earlier chapter (@&hd}) reviewed, since the 1960s, GPs
improved their surgery premises under the improver@ants Scheme and with the
financial help of the General Practice Finance Gmafion. In 1969, the Cost and Notional
Rent Scheme was set up, allowing GPs to borrow snaha commercial rate and to be
reimbursed for interest payments on loans up tesptdimits. Such arrangements not only
enabled partnerships to have control over the desigl building of their premises, but

also gave incentives for financial investment ia finactice among the partners.

This, coupled with the increase in practice size the increase in clinical and
administration demands imposed by the governmedatid a need for effective
management within practices. GPs started to engoldybring in supporting practice staff
such as receptionists, secretaries and practicageas) all of them professionally and
managerially accountable to GPs as their emplofaestice management then has
gradually become formalised, with practice managetsrging as the point for day-to-day
administration and management, and a bridge betaleeoal and clerical activities
(RCGP, 2006c).

Since 1970s, practice management has developedbeaonde increasingly important in
general practice, particularly after the reforntt@@1990 contract, which imposed great
managerial responsibilities on GPs. Whilst some fafiied the managerial role
themselves, many delegated these responsibilitipsactice managers. Peckham and
Exworthy (2003) found that, during 1990 to 1994&rthwas a 35% increase in the number
of practice managers in general practice. Howeherfinancial support for employing a
practice manager was initially restricted to largeactices, so that fewer single-handed
GPs employed practice managers (Baker, 1992).ddsthey tended to delegate some
specific administrative responsibilities to theiceptionists or secretaries, who usually
acted in the role of practice managers (Lahgl, 1997).
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Westlandet al (1996) compared the practice management struoflagger and smaller
practices, and found that the management struciuisgsaller practices tended to be
informal and less well defined, with practice magagoeing seen merely as "practice
administrators” with limited autonomy, and GPs naimng full managerial
responsibilityYet, the structures in larger practices were oftemalised, with areas of
responsibility clearly defined between the partreard the practice manager, who tended
to act as the main link between GPs and otheripeastaff, and were also involved in
decision-making, financial and administrative plagnof the practicesSimilar results
were also found in Newton and Hunt's study, whistigested that size of practice was
associated with differences in the organisationraadagement of staffing in general
practice (Newton and Hunt, 1997), with smaller pras less formal in practice rules,
policies and procedures relating to staffing mattBractice managers of smaller practices
had less authority in practice decision-making 20% of smaller practices reported that
the practice manager's role was frequently perfdrinyesomeone else in the practice

compared to only 7% of larger practices.

Given the gradual evolution of practice managemehgs become an important
discipline, and that has been recognised undeméthheGMS contract, which introduced a
competency framework for practice management. Tssiple impact of new managerial
demands on practices under the new GMS contrakb&ilurther discussed in a later
chapter (Chapter 7) with respect to the Quality @utcomes Framework of the new

contract.

3.7 GP as an independent contractor

| have mentioned earlier that the nature of gernadtice is to provide health care to the
population free of charge, and that GPs not onbyiple a comprehensive spectrum of care
in the community, but also have access to hospatialices depending on patients' needs.
As a professional, GPs like other medical profess®often have a privileged social
status. A unique feature which distinguishes thdioa profession from many other
occupations, is that of professional autonomy—atjoosof legitimate control over one’s
own work (Freidson, 1970). In addition to such cohtGPs in the UK also have a special
status as an independent contractor, entitledeccese discretion and freedom in how they

run their own practices as Ellis and Chisholm ()293ted,
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“An independent contractor is a self-employed parato has entered into a
contract for services with another party. This cant for services is
fundamentally different from the contract of seewehich governs an
employee-employer relationship. A key test, ofsad uo distinguish between
these two types of contract, relates to the quesifdcontrol’.”

(Ellis and Chisholm, 1993, p1)

GPs have guarded their status as independent ctorg&ver since Lloyd George’s
national insurance act introduced in 1911. In 1948 government delegated power to
doctors to run the NHS, and general practitionetaimed the status of independent
contractors. As a self-employed business persos,¥8Ptheir services to the NHS on the
basis of a contractual agreement. Although fundethé Government, GPs were owners
of their own partnerships, with remuneration thioegpitation fees, fees for services and
various allowances. Given such status, GPs artéeghto freedom in their work, carrying
responsibilities for planning and organising theibass themselves including providing
premises and employing staff, and they are alquworesble for the clinical services
provided to their patients. GPs have managed tataiaitheir status as an independent

contractor, despite numerous organisational refonnise NHS.

Yet, over the last two decades, GPs’ monopoly dwer practice may have been limited
as a result of changes in their relationships tighgovernment. For instance, the
implementation of the 1990 contract gave Familyciianer Committees or Health
Boards (FPCs/HBs) the right to monitor GPs’ perfance, changing the relationship
between individual GPs and health authorities. F®¥G4Bs then had more control over
the work of GPs, who were required to report arlgualtheir authority, providing
information on their patients with respect to tHealth status and also information on
practice prescribing, plus information on practicganisation regarding surgery hours and
service arrangements (The Health Department oft@&wtzain, 1989). Calnan and Gabe
(1991) have suggested that there are both poldiedleconomic reasons that might
explain the greater involvement of the state inegahpractice. Politically, the government
hoped that by introducing quality measures in Virith evaluation of GPs' performance,
quality of care would be improved and economicdhg government linked the use of
resources to GPs' performance in an attempt toaa®penditure on health care. In
response to the government's involvement, manyf@Pthat they were being treated as
highly skilled technicians rather than as autonosnaofessionals and no longer had

control over their own destinies (Horner, 2000).
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Moon and North (2000a) suggested that the incrgasterest in what GPs do and how
well they do it could not only indicate a growingportance of the role of general practice
in the NHS, but also demonstrate the governmenmifgerative in regulating the
performance of GPs and improving their accountiyiiti government as well as to
society. During the1980s and 1990s, there have deember of policy initiatives
including the development of clinical guidelineglarinical governance, attempting to
make GPs more accountable for general practicécesrand the clinical practice of GPs
themselves. Under such developments, Harrison awegsell (2002) reported that GPs
felt their professional autonomy was being threateperceiving a reduction in their
ability to determine their own clinical practicedcato evaluate their own performance
without having to account to others. Such extepnessure to increase GPs’ accountability
applies to doctors working in both group and sifftg@ded practices, but single-handed
doctors could be further challenged by the govemtimeequirements as some activities
such as significant event review might not be ¢iffety undertaken in their practices
because of their size—there is often no one witbrwisingle-handed doctor can have
routine discussions regarding clinical practice {8n2004). On the other hand, being free
from the supervision of other GPs, single-handed @Ry have retained a level of
personal control over their own work, which coutdt@unt for their persistent existence in
general practice (Green, 1993, 1996). GPs’ autonatnay individual level will also be
further discussed in a later chapter (Chapter 8).

Recently, following the introduction of the new ¢@ct in 2004, GPs continue to work as
independent contractors. However, the nature oftimract has changed from a doctor-
based contract to a practice-based contract. Taieges proposed in the new contract were
intended to give GPs more control over their warlprove their working lives and make
general practice more attractive; yet so far aneservey suggested that there seemed to
be a lack of acceptance that the intended berugfitee contract would be realised in
practices (Spurgeast al, 2005). Although overall GPs’ job satisfaction hasovered

from its low point in 2001, GPs reported havingslégedom to choose their own method
of working (Whalleyet al, 2006), and GPs considered that they were undercaeased
surveillance of their performance, being open tselscrutiny to meet the requirements of
the new contract (McDonalet al, 2007). Yet, little is known about single-handeldsG
perception of the impact of the new contract oiir tfedes and status—this will be

explored later in this thesis.
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3.8 Summary

The review of the development of general practiuaas that there has been shift in the
organisation of general practice over the pasysigars, with many more GPs working in
group practice with a full compliment of attachedlffs In spite of a decline in the number
of single-handed GPs, they have survived and rearaimportant part of UK general
practice. Research evidence suggests that singldeldaGPs traditionally worked in
isolation, concentrated in areas with deprivatiod amploying relatively small practice
teams. Although structurally less powerful thamyégroup practice, single-handed
practice has maintained the core values of higltitgugeneral practice such as continuity
of care, which has potentially been eroded withgitwevth of GP partnerships. Single-
handed practices have, on the face of it, beerceted with poor service provision, but
examination of the evidence showed little diffeebetween single-handed and group
practice with regards to clinical performance whpatient and practice characteristics were
accounted for. Single-handed GPs, as independatriactors like other GPs, appear to
retain control over their practice, but given therease in accountability requirements in
general practice, such control may be challengedsargle-handed GPs may possibly be
under closer scrutiny as the trend of developingdarganisations continues in UK
general practice.
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Chapter 4

Methodology

4.1 Introduction

This study was designed using a combination of tjiazdive and qualitative methodologies
to gain and develop a deeper understanding of wsinge-handed general practice in
mainland Scotland. This chapter provides an overakthe methods applied in the study.
It begins with a discussion about the philosophésasumptions of using a mixed method
approach, stating my epistemological position latren to this study. | then illustrate the
justifications for combining quantitative and quaiive methodologies in health services
research and potential research designs appligdstocombination. Finally, | outline the
motivation and practical application of combiningaqtitative and qualitative
methodologies in this study, and summarise a desgmni of the methodological
considerations for the individual phases of thiglgt

4.2 Epistemological assumptions

At the time of starting this study, | was not veryare of the epistemological position of
the study, but gradually became attentive to theomance of being responsible for
creating knowledge through the research processmytreading of the literature on
combining quantitative and qualitative approachme®search. Mixed methods approach is
relatively new compared to using either quantigabv qualitative methods alone, both of
which have been long recognised as two traditistydés of inquiry dominating the
research field. For several decades, there hasrbeeh debate about the relationship
between quantitative and qualitative research agwinaents about whether the two can co-

exist epistemologically and methodologically (Brann1992).

Epistemology as the theory of knowledge, is cone@mith the nature and scope of
knowledge, and primarily focuses on questions iiclg: What is our knowledge? How
does knowledge relate to similar notions suchuh gind belief? and How is knowledge
acquired (Snape and Spencer, 2003)? Philosophigdilign comparing quantitative and

qualitative research, the two operate under diffeepistemological assumptions. For
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example, quantitative research is wedded to aipissiphilosophy, believing that
knowledge can only be claimed through scientifichrod based on the natural and
physical science tradition. Knowledge is assumdaktobjective and positivist, with the
researcher deemed to be independent of what ig besearched. The methodology of
guantitative research uses a hypothetico-deduappeoach, often based on statistical
methods testing theories or hypotheses to verifegdisation of the observations
(Hammersley, 1992a). By contrast, qualitative redgaalso known as interpretivism or
constructivism, views that knowledge is a matteintérpretation, and believes that the
best way to understand any phenomenon is to viewits context. Qualitative researchers
often interact with the phenomenon they study, gisiminductive logic, which starts with
theories or observations and builds up theorieoocepts as the investigation progresses
(Guba and Lincoln, 1994). Many researchers considanselves belonging to one or
other ontological and epistemological positiondnad the belief that there are strong
associations between paradigm, methodology andmasenethods. Therefore, different
methodologies and methods are philosophically inmatible, making it impossible to

combine the two methods logically (Howe, 1988).

Whilst much attention has been focused on thendisépistemologies of quantitative and
qualitative approaches, some researchers havedatigaiethe decision on selection of an
appropriate research method should employ a teehpérspective (Brannen 1992;
Bryman 1988a; Morgan 1998). Thus, the use of atifatime or qualitative approach
should be based on the suitability of a partictgégearch method in relation to a particular
research problem. Researchers should adopt differetihods, as appropriate to the
research problem, and different research methanlddihe seen as part of the research
toolkit, which could be utilised in different resel contexts and to answer different
research questions (Snape and Spencer, 2003)x&mipée, quantitative research methods
are generally useful for addressing questions poe@x and predict relationships between
variables while qualitative methods are appliedriswer questions about discovering and
exploring the phenomena under study. From a teahpant of view, Bryman (1984)
suggests that,

“...not only that one technique can never be inhdyesuperior to its supposed
alternatives, but also that a technique is likelyoe more useful in some
context than others.”

(Bryman 1984 p80)
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From this perspective, once the researchers haleanoverview of the research
questions, considering what data are necessagdi@ss them and how such data will be
collected and analysed, a diverse range of reseaetiiods opens up. Sometimes
quantitative methods and data will be needed tvanthe research questions; sometimes
gualitative methods and data will be required; soichetimes both will be required. So the
two approaches should not be seen as incompadideresearchers should be allowed to
choose the research methods that offer the bestelad obtaining useful answers for their
specific research questions. Rather than being fixiéh paradigms, there is a growing
acceptance for a pragmatic approach toward choosgearch methods.

Overall, decision-making on research methods carndweed from both epistemological
and technical perspectives. | incline to take thsitpn of authors like Bryman and
Hammersley, suggesting that the choice of resaarthod is essentially a technical issue
regarding the research questions (Bryman 1988anttasiey 1992a). The researcher’s
epistemological stance may be considered helpfobteptualise their views about
research problems, but evidence has suggested thdinitive link between
epistemological position and research methodstiglear (Snizek, 1976). Bryman(1988a)
also suggests that research methods can be ddaihadependently of philosophical

issues, and he states that,

“There seems, then, to be a tendency for many meriteshuttle uneasily back
and forth between epistemological and technicaleof discourse. While
much of the exposition of the epistemological debtpialitative research
helped to afford it some credibility, a great malgcisions about whether and
when to use qualitative methods seems to haw litthny, resource to these
broader intellectual issues.”

(Bryman 1988a, p108)

Specifically, in field of public health researchaiBn also advocates that methodologies
should be selected to suit the problem being inyatstd. She has suggested that rather
than basing selection on the paradigm itselfel®ra need to draw on technical issues to
detail which type of methodologies are best suitealddress different types of public
health problems (Baum, 1995).

In relation to my PhD project, there have beeevag$tudies about single-handed general

practice in England previously, and most have @stéebr quantitative or qualitative
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methods. This suggested to me that quantitativpialitative methods had been employed
to study different aspects of single-handed gerngeaitice and practitioners. Given my
medical background plus my previous research tigim epidemiology and quantitative
methodology, | was embedded in a positivist wathofking. However, through my
reading, | have increasingly recognised that aéaech outputs are socially interrelated,
embracing a variety of cultural, social and padititactors in relation to society as a whole.
Thus, to some extent it is impossible for reseagtegain meaning or an understanding
of the phenomena under study without immersing getves in the social context of their
studies. Yet, | was also concerned about the exenhich this constructivist perception
would influence my objectivity during my researdiguiry about single-handed GPs since
the researcher should avoid personal bias in nastice regardless of the philosophical
stance. Seale (1999) suggests that objectivitywaable resource, contributing to the
guality of the research otherwise research effedsld have no value at all if they were no
more or less true than other competing accountt Wiy intention to maintain objectivity,
while being aware of the constructed nature ofareteproblem, | have adopted
Hammersley’'s subtle realism (Hammersley, 1992bjcgtan this study. There are three

main elements to this position:

« The definition of knowledge as belief is based utigements about the plausibility
and credibility of knowledge, all of which build ap our understanding of the
world. Thus, there is a likelihood of error or urtaety regarding knowledge

claims and the methods used to create that knoeledg

* There are phenomena independent of our claims @hent, thus our claimed
knowledge may not accurately represent the phenani@rue knowledge" is true
by virtue of being closely corresponding to therpimaena that it is intended to
represent, although we can never be certain thyekm@owledge claim is true.

e The aim of social research is to represent redlitynot to reproduce it.
Representation is always from some point of viest fhcuses on some relevant
aspects of the phenomena over others, which areaseierelevant. Thus, there can
be multiple, non-contradictory and valid descrip@nd explanations of the same

phenomenon.
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From this position, the researcher treads a migatk between naive realism and
constructivism, in suggesting that the researchsrtheir assumptions about the reality,
which are not necessarily “true” and may be morkess accurate to some extent; but, any
given reality can be represented and recognised flifferent perspectives, and each
perspective is potentially connected with truth itihaersley, 1992b). In such a way,
multiple descriptions and explanations of the satrenomenon can be included, and
multiple accounts of reality can be assessed ligrdiit research processes against each
other to assess and establish the validity of ldiened reality. For example, as a
researcher, | have my assumptions about singledtb@®s based on my reading of the
literature. This may have some influence on my datkection and interpretation;
however, | have done my utmost to neutralise thipriesenting as much information as
possible about the way in which the data were ggeady for instance, in referring back to
interview questions when discussing results frootin@ data analysis or in attempting to

provide sufficient context when interpreting quative data.

One implication of taking a subtle realist positierthat it provides a pragmatic
philosophical rationale for accepting different hats to address different research
guestions. Seale (1999) suggests that subtlemeaianding between the extremes of
realism and idealism, was founded on a pragmatie@eance of research that was driven
by practical concerns, being relatively independiarh epistemological debates.
Likewise, some authors have pointed out that atjhayuantitative and qualitative research
have different epistemological underpinnings, oaemphasis on dichotomising them could
obscure the breadth of quantitative and qualitatrethods within each approach
(Hammersley, 1992a). As such, although qualitattgearch has its inductive approach
generating theory contrasting with the hypothetleductive method applied in
quantitative research, not all quantitative studiesinterested in hypothesis-testing.
Similarly, qualitative research does not rejectpohg deductive methods by having
postulation prior to data collection, then buildimg existing theory. Some authors in
health research also view that the differences &éetvgualitative and quantitative research
are often overdrawn which has led to the entrenctimiea dichotomy, unhelpful in
research practice, because it prevents researsbeirgy the value and possible utility of
both quantitative and qualitative methods (PopeMags, 1995) Rather than being
dominated by one particular method, researchergldio@ allowed to apply research
methods which can offer the best chance to addnessresearch problems. Thus, both

fields of researchers should be free to use etfhantitative or qualitative or even both

48



approaches to open up opportunities for the m@nbhncement of the research study
(Siber, 1973).

4.3 Combining quantitative and qualitative methods

Previously | have discussed some basic philosopagsamptions of quantitative and
gualitative approaches, which are different in ®ohthe nature of knowledge and the
appropriate means of generating knowledge, antiedle may present problems in
combining the two methods. But from a pragmatidtpms ‘quantitative’ and ‘qualitative’
approaches can be combined in relation to resgaatilems, and in this section | will
discuss some justifications for combining quatitikaand qualitative methods in health

services research and the design of mixed methioliest

Johnsoret al (2007) have suggested mixed methods researchagmptic grounds,
referring to such method as an approach to knowel¢llgt attempts to consider multiple
viewpoints, perspectives, and standpoints. In eevewof the methodological literature,
they have noted that the practice of using multipteearch methods in the social sciences
was not formalised until 1959, when Campbell arsk&i(1959) introduced the idea of
employing more than one method to enhance theatadid of the results concluded from
research studies, ensuring that the variance tetilgcted that of the underlying

phenomenon.

Quantitative methods have long dominated the heaignces, whilst qualitative methods
have been increasingly accepted over the past@rs pr so, being recognised as a
valuable and essential component of health servesssarch (Pope and Mays, 1995).
Bowling (2002) suggests that, within the umbrefl&ealth research, health services
research has its own emphasis, concerning theomsaip between health service delivery
and the health needs of the population, ranging frovestigations of populations’
experiences and perceptions of health and illressdluations exploring the quality,
effectiveness, and costs of health services. Badfiged as applied multidisciplinary
research, health services research is often embeddlynamic and complex contexts
which provide the motivation to combine quantitatand qualitative methods to

understand and evaluate these complexities fromipteu/iewpoints.
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Researchers in health related research such &s pablth and nursing have called for a
mixed method approach emanating from the compléexeaf their research problems.
For example, it has been recognised that publithhpeoblems are often embedded within
the context of social, political and economic issugaun (1995) found that early studies
relied heavily on quantitative methods to examiemdgraphic structures, mortality and
morbidity patterns, and descriptions of access$jband satisfaction with community
services, with little attention paid to social aggeand behavioural issues. She concluded
that,

“Methodologies for health research should be dieeasd selected to suit the
problem being investigated. If we accept thereoisiniversal right way to see
the world our models should explore rather thanydére diversity.”

(Baun 199%6)

In the field of nursing research, Clark and Yart@38) also suggested that, given the
complex nature of nursing studies, traditional slagmethods were inadequate in
providing data to answer complex multi-faceted ¢joes or to gain a full understanding
of complex relationships in nursing studies. Thay ¢onsidered that combined methods
were much needed in order to gather a broader eepled description of the phenomenon
and to provide the most complete picture of ittdoent years, there has also been an
upsurge of interest in combining quantitative andligative methods in health services
research; one study found that almost one in fivdies commissioned by the Department
of Health during 1994 and 2004 used a mixed methpgsoach (O’Cathaiet al, 2007).

In particular, there has been a growing recognitibtihe importance of understanding the
impact of the delivery and organisation of heaéihvges, with a focus on processes as

well as outcomes, and the range of methodologepsined to do this (Fulopt al, 2001).

Greeneet al (1989) has reviewed the motivations for combirgogntitative and
qualitative methods, including: (a) triangulatiors-seek convergence and corroboration
of results from different methods studying the sgrmenomenon; (b) development—to
use the results from one method to help informother method; (c) initiation—to
discover paradoxes and contradictions that cantteade-framing of the research
question; and (d) expansion—to extend the brealhramge of inquiry by using different
methods for different inquiry components. Amongnthériangulation was also proposed

by Denzin as a measure to address threats totyahdjualitative research. Denzin (1978)
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emphasised that combined quantitative and quaigatiethodologies, studying the same
phenomenon, could enhance validation of the rekdardings and obtain a more
complete understanding of the phenomenon, as #sererent in one particular method
could be cancelled out by another, and the relsett tvould be a convergence upon the
truth about different aspects of the phenomenon.

For example, the findings obtained through a qtetnte approach may be open to
confirmation bias, a tendency of focusing on hypset$ testing rather than theory
generation, and the researcher may miss out somenee that are not congruent with a
priori hypotheses. This may be avoided or redugeishtegrating qualitative interviews as
a measure to interact with and address the isstexslg arising during the quantitative
investigation, producing more complete findingshef studied phenomenon. Yet, results
obtained from quantitative methods often providsetiae information which are
generated from a wider sample and may themselvdsilmate to correct the “holistic
fallacy” (Siber, 1973)—a pitfall of the qualitativeethod, representing a tendency on the
part of field observers to perceive all aspecta phenomenon as congruent, and
sometimes this can override important conclusiohghvin fact are not supported by
direct evidence.

Yet, the rationale of both complementarity andnigialation has been accompanied by a
number of concerns. Morgan (1998) advised thabatih the aim of complementing one
method with another was easily stated, maintaithegoalance between the two methods
within specific projects could be problematic iragtice. He stated that,

“At one extreme, a smaller, complementary method lbgamerely tacked on to
the principal study. At the other extreme, what waginally a complementary
study may come to dominate the overall project.”

(Morgan 19936p)

Fielding and Fielding (1986) also advise that tgidation as a motivation to combine
quantitative and qualitative methods may not rechias but possibly increase the chance

of error, and they have pointed out that,

“The danger is that, by seizing the endorsemembwiti-method research
without borrowing the bias-checking procedures t@searchers avid to try
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new procedures simply multiply error, or pick dug fpoints of similarity in
data from procedures which may be quite incompatibl

(Fielding and Fielding 1986,193

Conceptually, the value of combining quantitatinel gualitative methodologies is that it
provides the opportunity for diverse perspectivebd brought together, offering
additional insights that may not be obtained by single tradition. To construct a mixed
methods study, Morgan (1998) has illustrated pcatstrategies that can be used to
integrate quantitative and qualitative methods th@sea priority—sequence decision. A
priority decision is to select the principal methadfdhe study pairing with the other one as
the complementary method, and a sequence decsstordetermine whether the
complementary method will serve as a preliminarg éollow-up method to the principal
method. He considered it impractical to give the tmethods equal priority or to use both
simultaneously. In particular, he suggested thabth methods were given the same
priority, the question would then be how to analyss combination of data in a coherent
way. Meanwhile, if the two methods were appliedwritthe study simultaneously, there
would be logistical questions in terms of suppartiwo different sets of fieldwork at the
same time and co-ordinating the two approachesaimlfrom each other. Morgan’s classic
four priority-sequence models have been widelyiadph research fields, yet they are not
the only solutions to combining quantitative analgative methods. It ultimately
depends on the aims of a given study to integletévio together to answer the research

guestions.

In this study, our conception of single-handed galngractice and GPs was that they were
a group of complex individuals, who tended to repre a policy dilemma as, on the one
hand, they have been identified as "a cause fareraf associated with suboptimal
standards of provision but, on the other handfeltéo be more accessible and are
preferred by patients (Baker and Streatfield 192&mpbell 1996; Baker 199@ingle-
handed GPs are generally not considered "teamrglagied often see other professionals
as a source of stress (Green 1996). In the UKoadth the number of single-handed GPs is
continuously declining, a significant minority haremained, although their professional
culture and organisation are little known to userBfiore, we considered that a mixed
method study would be an appropriate approachptusathe nature of single-handed
general practices and GPs, developing a deepersiadding about them. A gquantitative

approach was adopted not only to provide us widkszription of current single-handed
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GPs in Scotland in a systematic and comparable ayalso allowing us to look into GP
practices’ performance in relation to quality ofeeanaking objective comparisons
between practices and to perceive the impact @ntearganisational reform (the new GP
contract) on practices. In conjunction with it, @atitative approach was employed to allow
a further full exploration of urban single-handeB<dn Scotland—a group of GPs who
had been little studied in research. It then predid detailed interpretation of the
experience of being single-handed as reported ky/tdmselves, offering us the
opportunity of getting the insiders’ perspectivertterpret their reported strengths and
weaknesses as well as their views on quality af vathin the context of today’s NHS.
Lastly, an essential issue is that because theenafuhis project was that it was designed
as a PhD training studentship, it provided an d&oelearning experience for me to

employ both quantitative and qualitative methodm@egn the study.

As a novice researcher, when | initially starteel thsearch project | had just a limited
understanding of how the individual studies werba@aonducted, and only the vaguest
notions of the relationship between the two apgreacThis study design may be seen as
not being justified by Morgan’s model since bothtinoels were being used to look at
practice performance of single-handed GPs regattimguality of care they provided for
their patients, and it could be argued that onénotebr the other should have been chosen
to address this question and that to use both matve and qualitative methods might be
inefficient. Yet, | would argue that the choiceusing both two approaches was
appropriate on the grounds that quality of caletemplex concept whose components
include structure, process and outcome, whichrdeg-related. It can also be measured
and interpreted in various ways. My aim was to gagtlifferent perspectives of quality of
care in terms of clinical, interpersonal and orgathonal care as well as GPs’ own

interpretations in their professional context.

The two parts of this study were carried out inusgge, starting with desk-based
quantitative studies followed by qualitative intiews with single-handed GPs, with the
relationship between the quantitative and qualigathethods evolving over the time of the
PhD. For example, during the work, the sampling@aork for the qualitative study was
developed partly based on routinely available gtetivte data and partly on characteristics

of single-handed GPs known from the existing liier@s. Also as the two studies were
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carried out sequentially over many months, theifigsl from each study could then inform

each other, facilitating the interpretation of @engside the other.

Generally there are various ways in which quamigeand qualitative methodologies can
be combined. Punch (1998a) has emphasised thearedidtinguishing between
combining methods, combining data and combinindifigs. He states that,

“At the simpler end, combining findings means tihat quantitative and
qualitative data and methods are not combined, trdyresults from the two
sorts of inquiry. Next, combining data means thattivo types of data are
brought together during the analysis, and contrébtd the findings. At the
more complex end, studies which combine methotks atha findings can be
described as full multi-method studies...”

(Punch 889p246)

In this study, | have combined findings and methtodsome extent, although | did not
combine data. In the following section, | brieflynsmarise some considerations in terms
of study design, data collection and data anafgsiboth the quantitative and qualitative

studies. Detailed methods will be further presesighrately in later chapters.

4.4 Quantitative study

Study design and study population

The main interest of the study was urban singledbdrgeneral practices, and the overall
aim was to describe current single-handed geneaatipe in mainland Scotland,
comparing them with group practices in terms otpca characteristics and practice
performance. In order to achieve this, the quantéastudy consisted of three parts: firstly,
a descriptive study was used to describe singlelddgeneral practice in relation to the
demographic characteristics of the GPs and pabemailations plus a range of practice
activities, all which were compared with those aftpership practices in mainland
Scotland. Following that, a range of coronary hdease related performance indicators
was selected as a proxy measure for the clinical gaovided by both urban single-handed
and group practices. The rationale for choosingcatdrs in the field of coronary heart

disease (CHD) will be further discussed in chapter;, and lastly the indicators included
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in the Quality and Outcomes Framework (QOF) ofrtee GMS contract were used to
assess practice performance in both the clinivdlaganisational domains, again

comparing urban single-handed practices with thgt@up practices.

To some extent, these three components are iragrdel As there had been little study
about single-handed general practice in Scotlafat®ea detailed description of these
practices was a valuable and essential piece oimrdtion providing a full picture of what
single-handed general practice was like and how diféered from group practices, and it
also helped us to understand what factors mighd teebe addressed in later analytical
work, through which we intended to explore whethere were differences in outcome
variables including CHD related and QOF performandeators between single-handed
and partnership practices, and to attribute whethgrdifferences we found in these
variables were due to the size of their practibeaddition, the utility of performance
indicators in relation to both CHD care and QOfhi@ quantitative study could be seen as
a means of triangulation. Denzin (1978) has suggeiat triangulation can involve
varieties of data sources, for example with datlected from multiple sites or by multiple
techniques within a standard method to cross cf@atonsistency or reliability of the
research findings. In this part of the study, tee af two sets of data that included a range
of selected performance indicators relating to i(gaf care from both clinical and
organisational perspectives could be regarded@asraof triangulation, if the results from

the two datasets supported the same conclusiofideane in the findings was increased.

Given the fact that there is a continuing declméhe number of single-handed general
practices in the UK, we intended to include algg#handed practices in mainland
Scotland in the study. Thus, we decided to inclltienainland practices in our study, and
categorised them into four groups from single-hanol@ctices to large group practices
according to the number of whole time equivalenT@&)Y/GP partners within the practices,
respectively single-handed practice (WTE30); small practice (1.00<WTB<00);

medium practice (3.00<WTE<00); and large practice (WTE>5.00). Thus, the ganson
groups were set up for the analyses conducteceisttidy.
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Statistical considerations

The analyses of quantitative data in this studyehaath descriptive and analytic purposes.
Descriptive statistics were used to present dagaractice characteristics and practice
performance, reporting mean values with their shashdeviation or 95 % confidence
interval. Further statistical considerations weikeen into account to examine the
relationship between practice size and outcomelbas including practice characteristics

and performance indicators.

1. Chi-squared test.

The chi-squared test is applied when variablesategorical data. It compares proportions
relating to different unmatched groups of subjeftisexample to compare the proportion
of practices participating in voluntary quality assment schemes by practice size ranging
from single-handed practice to large practice. d&&a were summarised in Cross-
tabulation tables, and the observed frequenciepacad with the expected frequencies
from the distributions of the variables in the wdetudy sample. The chi-square test was
used to decide on the importance of the differdreteveen observed and expected

distribution, and to decide whether the variableserassociated.

2. Analysis of variance (ANOVA).

Analysis of variance was used to compare groupsoomally distributed dependent
variables (outcome variables e.g. prevalence ahan@HD mortality, and hospital
admissions for CHD related conditions) When theeeamly two groups in the study,
ANOVA becomes equivalent to the t-test (Field, 2000

3. Kruskal-Wallis test.

This is the non-parametric alternative to ANOVA &mmparing between groups variables
which are not normally distributed. In the testadkervations are ranked, and the ranks are
summed within groups. The Kruskal-Wallis statistieasures how much the group ranks

differ from the average rank of all groups. The tes test of significance.
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4. Analysis of co-variance (ANCOVA)

Analysis of covariance is an extension of the agialgf variance, and is used to explore
differences between groups while statistically oalfihg for an additional variable in the
analysis. This additional variable, known as a ca¥e, is a variable that may confound
comparisons between the groups in some way sushcas-economic deprivation status of
practice population in this thesis, and to constath a variable means removing its effect

in the analysis.

In the analyses, we have treated outcome variaidependently, and all statistical
analyses including descriptive and inferentialistias were carried out using SPSS

version 11.5 for Window.

4.5 Qualitative study

Study design and sampling

In the quantitative inquiry, we attempted to quigrithe nature of single-handed general
practice by examining variables that were assatiadeh their demographic
characteristics, practice activities, and qualitgare. With the qualitative approach, we
wanted to address the meaning of being a singlddth@P from the GPs’ own point of
view within the context of the current NHS. Basedsingle-handed GPs’ own language
and accounts, we intended to gain an insight imgles-handed GPs’ subjective
experience, to explore the strengths and weakne$&esng single-handed in the modern
NHS, developing a deeper understanding about tBeyman (1988b) suggests that the
most important characteristic of a qualitative aggh is its nature of viewing social
phenomena from the perspective of the subjectsatiedbeing studied; consequently, the
research strategy of a qualitative study tendsteelatively open and loosely structured,
involving constant review of decisions and appreaci ypically a qualitative study often
starts with a broad idea or topic, which then Wélframed as more detailed questions as
the study progresses (Lewis 2003). Within this gtudvas interested in the phenomenon
of the persistent existing single-handed GPs wive hang assumed to be a dying breed of
service provision in primary care (Green 1993, 19B#hking with the findings from the

quantitative data | attempted to explore furthesGiwn perceptions of quality of care and
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QOF performance under the new GMS contract. Thushe basis of some general ideas
and concepts which emerged from a group discusdisimgle-handed GPs, we developed

six main topic areas around research questions:

* previous experience in general practice and thesidecto become single-handed;

» advantages of being single-handed;

« disadvantages of being single-handed;

e quality of care provided by single-handed GPs;

« the impact of the new GMS contract on single-harutadtices;

» future plans.

In a qualitative study, it is not possible to stwery urban single-handed GP in mainland
Scotland. Thus we decided to apply a purposive Saggtrategy which used the findings
from the quantitative data, randomly selecting Zs®y their age, gender, country of

qualification, and patients’ socio-economic depliva score.

Data collection considerations

Punch (1998b) suggests that the qualitative apprsaio study spoken and written
representations and records of human experiendda]iffiarent perspectives open up the
research questions which lead to the use of diftareethods and sources of data. Main
methods for collecting qualitative data includdemiews, non-participant observation,
participant observation and documentary analysisodg these, interviews have been the
most widely used approach as they provide an oppibytto access people’s perspectives
and their constructed reality. Fontana and Fre94) @lassify interviews into structured,
semi-structured and unstructured, depending odelyece of structure in the interview, the
depth to which the interview is trying to go, ahé degree to which the interview is
standardised across different respondents. Senuatsted interviews were selected as the
means of data collection in this study becauseatway that combines a relatively
structured interview schedule with a flexible agmfo to asking the questions. We used a

pre-prepared interview schedule to capture singledbd GPs’ views and experience, but
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referring to established topic areas which we wvigtierested in; this form of semi-
structured interview provided us with the flexitylto probe for further details as well as

to ask supplementary questions to clarify issuesrevhecessary during the data collection.

Data analysis considerations

Given the diverse and complex nature of qualitatesearch, there are different
approaches to qualitative data analysis. Spestcai(2003) have suggested that there are
no clearly standardised rules or procedures fa daslysis in qualitative studies, and that
the way to carry out analysis may vary dependinthemature of qualitative enquiry and
the main purposes of the analytical process. Despis variety and diversity, the main
concern of qualitative data analysis is to tramafand interpret collected data in a rigorous
way to capture the complexities of the phenomeponvhich we seek explanations
(Coffey and Atkinson, 1996). In this study, | adeghRitchie and Spencer’'s Framework
approach—a matrix based analytic method for datdyais. The framework has been seen
as a useful approach for applied research assih@ims to define concepts, find
associations and provide explanations to infornicgalecisions (Ritchie and Spencer,
1994). One distinctive feature of this approachdata analysis is that the thematic
framework comprises a detailed index of key issoescepts and themes, all of which are
developed from both the research questions andairatives of the research participants.
The approach was adapted for this study aimindptain insights into the experience of a
single-handed GP in the context of a modern NHS&uodrrent organisational reform as it
provided a systematic and consistent way to dataagement, that not only allowed us to
obtain GPs’ own accounts describing their expegasfdeing single-handed, but also
synthesised these findings bringing us a deepegrstahding of their meanings without

drowning in the volume of generated data.

4.6 Summary

In summary, quantitative and qualitative methodmsdnave important differences, which
result from the connections to their paradigms. Eiesv, the choice of research methods
can be dealt with independently from philosophasdumptions, and based on a pragmatic
position, research methods should flow from thepse of the research—what the

research is trying to finding out. Driven by theearch question, motivations for bringing
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quantitative and qualitative methods together ase@ated with the wish to capture the
comprehensive nature of the research problem dsas/éb capitalise on the strength of the
two approaches plus offering a learning experieAttbough there are various solutions to
combining the two approaches, no one approach eppele straightforward. Thus, the
combination should be that which fits best the alterim of the study taking into account
the practical aspects of the research. In thisystnd have combined quantitative and
qualitative methodologies to explore the naturarbfin single-handed general practice in
Scotland, and the two were carried out sequentiallyuantitative methodology was used
in the first phase of the study, involving secoydaata analysis of a range of routinely
collected datasets to characterise current singheldd general practice and GPs as well as
their patient population in mainland Scotland. TigD related quality of care was
compared between single-handed and partnershipgasian light of the new GMS
contract, practices’ performance under the Qualig Outcome Framework was also
examined by practice size. Linked to the quantieatinalyses, a sample of current serving
single-handed GPs were interviewed in the secoadeto explore their attitudes and
experiences in the modern NHS. The detailed methndgesults will be presented

separately in Chapter five to eight.
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Chapter 5

The characteristics of urban single-handed general

practice

5.1 Introduction

In the UK, general practice has been placed até¢hé&re of the NHS, and GPs are at the
front-line of the health care system. The contralcposition of GPs within the NHS
means that they are not salaried employees bupé@mdkent contractors. Until the latest
version of the General Medical Services (GMS) atirwhich involves contracts with
practices rather than individual GPs, most GPs selfeemployed, and ran their practices
as small businesses. At the outset of the NHS,d&Ps worked single-handedly from

their own houses or shop-front surgeries withdlittivision between their domestic and
work space (see Chapter 3). Since the 1960s, hoyw@fs have been encouraged to work

in partnerships, driven by a series of policy atities and incentives (see Chapter 2).

For many in the NHS, the single-handed practitidres long been seen as a male, elderly
doctor working in isolation, often having qualifiexitside Britain, and often associated
with inadequate premises and poor servitdgas also been recognised that single-handed
GPs often serve socio-economically deprived pafmmulations, with greater needs for
health services as a result of their poor healthpoorer awareness of both health services
and health education (Ullah, 1994). Moreover, degtion is often associated with lower
uptake of preventive activities, higher rates ofitme consultations, referrals and
emergency admissions, all these are then linksthtge-handed as well as small practices,

using as evidences against smaller practices (sapt€r 3).

Although single-handed general practice has besuimaesd to be dying out as a form of
service provision in the creation of a modern NH&mains very much a feature of
general practice, particularly in urban areas. Thapter examines the current distribution

and characteristics of single-handed general meati mainland Scotland, specifically
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focusing on urban areas to compare the demographracteristics of single-handed
general practitioners and their patient populatiiib those of group practices, as well as

a range of practice activities.

5.2 Data and methods

Data on general practice (2002/ 2003) includingdémographics of practitioners and
practice patient populations were obtained fromitii@mation and Statistics Division
(ISD), NHS Scotland.

Practice characteristics

This part of the thesis examined the distributibgeneral practices by the number of
general practitioners and patient populations imtaad Scotland, divided into urban,
small town and rural areas using the Scottish Bxexa 2003 classification of urban and
rural areas (Scottish Executive, 2004). The twoncaieria of the classification are the
size of population as defined by the General RegSffice of Scotland and

“accessibility” defined by the drive time from l&gurban settlements calculated on basis
of average travel speeds. Areas are categorisegiimhary cities, urban settlements,
accessible small towns, remote small towns, vanote small towns, accessible rural,
remote rural and very remote rural areas (Table &dch practice was assigned to one of
these categories according to the category in wihiehargest number of their registered

population resided as at September 2002.

The analysis compared the proportion of each tygeaxtice by its size that provided
minor surgery, chronic disease management climdsdéspensing, as well as the
proportion of practices participating in a serié€sa@untary quality schemes, including
practice accreditation (PA), the Quality Practiceadd scheme (QPA), the Scottish
Programme for Improving Clinical Effectiveness (SE), and Personal Medical Service
(PMS) schemes.
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GP characteristics

For every GP principal in mainland Scotland, daémeaobtained for on doctor’s age,
gender, personal patient list size, contract tgpe, the country of qualification as a
medical practitioner. The mean age and sex digtabs of urban single-handed general
practitioners were compared with those of GPs augipractices. GP personal list sizes
and the proportions of GPs who qualified in the WKelsewhere including South Asian
countries were also compared between GPs accalihg size of the practices in which

they worked.

Patient characteristics

Patient population data were generated from Comtytiealth Index (CHI) records of
2003. The analysis compared the age and sex distnis of patient populations registered
with single-handed practices with those of growgcpces, and the proportion of patients
from minority ethnic populations such as South As¢hnic populations. The health status
of patient populations was measured by severausevariables, including standardised
illness ratio (SIR) representing long term limititigess in the population; standardised
health ratio (SHR) indicating self-assessed gerferalth in the population; and the health
status in the population aged under 65 years asgepted by SIR 64 and SHR 64.

The modified Scottish index of deprivation scoreS(MD) was used as a proxy for
measuring the socio-economic status of practicemgbopulations. This was based on a
weighted combination of the Income, Employment, Bddcation domains of the Scottish
Indices of Deprivation 2003. The modified score wad contain components that directly
measure health or access to services, and wasitnessuitable for describing the effect
of social and economic deprivation on health araltheare use (McConnacle¢al,

2004) A score was assigned to each practice angbgdointo quintiles of socio-economic

deprivation from the least to the most deprived.

Study sample

Practices located in Island Health Boards, inclgdire Western Isles, Orkney, and
Shetland, were excluded from the analyses becdube emall numbers in each. This left
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1009 mainland practices in 12 health boards. O§el&¥5 practices located in primary

cities and urban settlement areas were includefliftdrer analyses.

Statistical analysis

Descriptive and inferential analyses were conduei@®&PSS 11.5 for Window, and the
statistical analyses presented below were perfoused) chi-square, parametric ANOVA

or non-parametric Kruskall-Wallis test as appraggria

5.3 Results

The practices

An overview

Table 5.2 presents an overview of all mainland t8topractice by practice size in the 12
health boards. In 2003, 154 (15.3%) mainland pcastivere single-handed; 368 (36.5%)
had 2 or 3 whole time equivalent GP partners; 28290%0) had 4 or 5 WTE GPs; and 195
(19.3%) had more than 5 WTE GPs. The 154 singleldxdupractices were unevenly
distributed among the 12 health board areas (Figure with the largest numbers of
single-handed practices in Greater Glasgow (48pvied by Argyll & Clyde (19), and
Lanarkshire Health Boards (17).

In mainland Scotland, general practices in prin@tigs and urban settlements comprised
675 out of the total of 1009 practices (66.9%).Nviturban areas, single-handed practices
were less common than large practices, with 55.28tngle-handed practices located in
urban areas compared to 74.5% of large practicasl€15.3). In contrast, 36.4% of single-
handed practices were located in rural areas cadpaith only 5.1% of large practices.

As main interest of the thesis was urban practieremaining analyses focuses on the

675 general practices located in urban areas aflarad Scotland.

64



Urban practices

Table 5.4 shows a range of practice activitieduotiog services provided and participation
in voluntary quality schemes by general practicethe urban areas. The figures suggested
that larger practices provided a wider range ofises and were more likely to join in
guality schemes than smaller practices.

Before the introduction of the new GMS contrace RCGP practice accreditation scheme
allowed practices to demonstrate that they hashéressary infrastructure and systems to
support high quality patient care. Practices piadited voluntarily, and their performance
was measured against defined criteria. Practicelsl @so apply for the Quality Practice
Award (QPA), which is also a voluntary quality assiwce process. Like the PA scheme,
participant practices are assessed against setgesfa, recognizing the standard of patient
care delivered by the practice. However, QPA isasatuch higher level than PA, and
requires the entire practice team to provide arléxat standard of care and service. By
2002, 141 out 675 urban practices were PA practatssut one in five. By these measures
of “good quality” practice, large practices werellvebead of other sizes of practices, with
33% of large practices being PA practices and 1@%nlg the QPA award. In contrast,
less than 10% of single-handed practices were Rétipes, and none had achieved QPA.

Another quality related scheme was introduced ©#9]18nown as SPICE (the Scottish
Program for Improving Clinical Effectiveness), tbisheme helped practices in Scotland
with their management of a range of chronic disg@s®rding and comparing practice

data and their performance in clinical areas, idicig mental health, hypertension and
secondary prevention of myocardial infarction, éi&s and asthma. Similar percentages of
single-handed and large practices (about 19%)qp@aited in SPICE, compared with
slightly lower levels of participation by small antedium sized practices.

Training practices are inspected regularly by lat=sneries and only practices meeting set
criteria are accepted. The criteria include adexgtffing levels, adequate medical record
keeping, GPs undertaking professional developntleatyse of practice protocols for
disease management, and regular participationdnt and significant event review.

Nearly half of large practices (49%) had been apedi as training practices, compared

with merely 1% of single-handed practices.
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The other voluntary programme included in the asialwas participation in Personal
Medical Service (PMS) schemes. This initiative wasoduced in 1998 by the Labour
government, after coming into power in 1997 (seap@ér 2). PMS was designed to
overcome the perceived limitations of the 1990 @ritat that time and set out to
encourage innovation and improve access to heafthaspecially in disadvantaged and
rural areas, providing practices in such areas puiictical and educational support. A
slightly higher percentage of single-handed prastid0.8%) joined in PMS compared
with group practices (7.8%), but such a differewes not statistically significant.

Besides a series of quality schemes, table 5.4paés®nts the figures on the number of
practices provided minor surgery and chronic diseagnagement services by practice
size. Just over two thirds urban single-handedtizescoffered minor surgery compared to
95% group practices did. In general practice, nigjof practices had chronic disease
management services, ranging from 91% single-hatal®8% in larger practices. Both

differences were not statistically significant.

The average deprivation (mSIMD) score among urleareral practices in 2003 was 27.3,
with smaller practices tending to be in areas Wigher deprivation scores compared with
larger practices (Table 5.5). Within the deprivataategories, from quintile 1 defined as
the areas having the least deprived populationgsiitttile 5 as the most deprived, 46 of 85
(54.1%) urban single-handed practices served thst deprived population compared with
less than 20% of large practices. Meanwhile, oBtydf single-handed practices covered
in the areas having the most affluent populatiomgared with 17 % of large practices

within the same areas.

General Practitioners

Gender and Age

There were 3,746 general practitioners in main&ootland in 2003, of whom 2,647
(70.7%) were in urban areas. Of GPs in urban aB&a&3.2%) worked as single-handed
GPs; 599 (22.6%) practised in small practices; @861%) in medium practices; and 1007
(38.0%) in practices with more than 5 WTE GP pagn@verall, 58.4% of GPs were male

and 41.6% female in urban areas. Of single-handesl @&.3% were male compared with
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just 21.7% who were female (Table 5.6). In grougcpces, the distribution of male and

female doctors was more balanced, with 58.8% V&% Yespectively.

The average age of practitioners in urban areasiasyears. GPs working in partnership
practices were younger than single-handers. Jurih% of single-handed practitioners
were aged under 35. This figure doubled, to 13%(i8s working in group practices.
Meanwhile, one in three (31.8%) single-handed iracers were aged 55 and over, by

contrast, merely 13.5% GPs in partnerships were av€Table 5.6).

Patient list size

In mainland Scotland, GPs on average look afte®J#@ients per headcount GP, and
about 1475 patients per WTE GP. The figures foannbractices show that GPs tended to
have more patients on their lists, with averagess®b per GP and 1596 per WTE GP. In
particular, urban single-handed GPs had largesilzgts than GPs in larger practices, with
an average of 2033 patients on their lists, apjatgdy 400 patients more than GPs
working in partnerships (Table 5.6).

Country of qualification of GPs

Most practitioners in Scotland qualified from Sadttmedical schools and practised in
partnerships with other GPs (83.6%). Among singleeled GPs, 69.4% qualified in
Scotland, 7.1% qualified in the rest of UK and 26.§ualified from South Asian countries
of India, Sri Lanka, Pakistan and Bangladesh. @rdynall proportion of GPs working in
partnerships were non-UK qualified (Table 5.6).

Urban patient populations

Distribution of populations by age group and gender

By 2003 there were 3,925,214 populations registesidd GPs living in large cities and
urban settlements. The age and gender structuhe @opulation shows that males and

females were evenly distributed at younger aget, slightly more males. With increasing
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age, there was a decrease in the numbers withinaggegroup. The pattern of the male
and female distribution changed when age reachedi@®more females in older age
groups (Figure 5.2). The demography of single-lednatactices indicates that they had a
slightly higher percentage of males as well slightlore populations aged under 50,
compared to larger practices (Table 5.7).

Ethnicity

About 2.6 % of patient populations in primary dtignd urban areas were from minority
ethnic populations, with 1.5 % were from India, B&dn and other South Asian countries.
Table 5.7 presents the percentage of the minatityi@ populations by the practice size. In
general, single-handed practices had a higher pege (4.0%) of ethnic minority
populations than larger practices (2.3%). Singledea practices had on average 2.8% of
their populations from the Indian sub-continentppared with only about 1.7% among

group practices.

Health status of populations

Table 5.7 shows the health status of populationgusivo indicators from the census:
standardised rates of SHR (the level of self-aggE's®t good” general health) and SIR,
(patients’ assessment of whether they had a lomg-tkness, including any illness,
disability or infirmity that had affected them oweperiod of time). For all age groups,
single-handed practices had the highest level tiépiapopulations who considered
themselves as having “not good” general health.@3@nd long-standing illness which
limited their activities (117.6). This means thating the population of mainland Scotland
as a reference, 31% more patients from single-tthpdactices considered their general
health was not good, with 26% more reporting thaving long-term illness in urban
areas. Both were significantly more than thoseaajé practices (p<0.001). These
differences were also found among patients agedngw with 36% more patients from
single-handed practices reporting “not good” heattl 24% more reporting having long-
term illness than patients from large practicesr&fore, the population of single-handed

practices generally had poorer health than thasa firoup practices.
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5.4 Discussion

Scotland has experienced a decline in the numbgngfe-handed general practices,
particularly in the past five years or so (RCGR)&4). By 2003 about 15% of mainland
practices had one GP principal. Despite the decliomss the health boards, some have
retained a high proportion of single-handed practior example, about one in five GP
surgeries in Glasgow and in the Highlands werelsthgnded. Such distribution indicates
that single-handed general practices remain anrit@pocomponent of healthcare

provision in both urban and rural areas of maini@ndtland.

In Scotland, around a third of the country is cedkeloy the Highlands and Islands, often
having a rugged terrain and sparse populationsaugecof the geographic characteristics,
many remote and rural practices are single-handéd\we only a few partners and people
are accustomed to accessing medical care viayiesdf practice (McCabe 2002).
Although in recent years there has been a gronemgern about sustaining health services
in these areas, smaller practices are likely tdicoa to be the norm in Scotland due to
these geographical factors. Meanwhile, generaliipeam England is now facing up a
proposal for developing a polyclinic model of haadervice, which may be represented as
a solution for service modernisation in some uri@as, yet it is still not clear whether
and how such model will be developed in rural gaheractice (NHS Confederation,
2008). Many have argued that polyclinic will ndtifi the rural setting, as patients living in
these communities may have to travel further totlseie doctors without necessarily
improving the quality of care they receive, and¢here advocate the need for a flexible
service design in these areas (Imisbal, 2008). If such need is taken into consideration,
there is a possibility that smaller practices caeladin their place in the rural communities

overall.

To some extent, geography largely determined tistemce of single-handed and small
practices in remote and rural Scotland; yet ovérdisingle-handed general practices
were actually in cities, such as Glasgow, and atinean settlements. This mirrors
previously reported service provision in citieelikondon, where much attention has been
drawn to the high proportion of single-handed pcast with concerns about their lack of
primary care teams and also a lack of practicedstas (Moon and North, 2000a). Wilkin

et al (1987) also found nearly double the national ayeat single-handed practice in
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Manchester but only half the national average atpces with five or more partners. This
study, therefore, in the context of Scottish gelngractice, outlines and emphasises the
phenomenon of single-handed general practice iarudbeas, which share some
commonalities with their counterparts in Englandenms of key features of the practice

population and the practitioners.

The analysis confirmed that single-handed practigere still serving some of the most
deprived urban populations in Scotland. Deprivaitoa key determinant of ill health, and
Is associated with a range of social problems. @ét&ing in deprived communities not
only had to deal with many ilinesses, as deprivaoupations tend to suffer more health
problems and were in greater need of health &&edt( 1996); in addition, they also
regularly face their patients’ social problems vwhéan induce health issues, creating a
greater volume of workload. This could impose agstrain particularly on GPs who
practise single-handedly, as they might be comstthby time as well as manpower, and
without adequate resource within the practiced higality care may be harder to achieve.
That has been a long-standing concern about sivagided general practice (RCGP,
2005a). Moreover, there is evidence showing a negassociation between deprivation
and practices’ participation in volunteering adtes in Scotland (MacKagt al 2005), and
in this study too single-handed practices were downbe less likely to take part in those
volunteering quality-related schemes. One possikfganation for their poor engagement
with these programmes could be that, given itdiceldo deprivation, single-handed
practice may have to manage a higher level of me#idlimited resources, and are

therefore less able or willing to take on additicenztivities.

Accompanying deprivation, urban single-handed prastalso had a higher proportion of
minority ethnic populations. These two issues,ni@sgtent, are interrelated, as a high
proportion of ethnic minorities is a feature of deed areas in the UK (RCGP 2005a).
This could add extra demands for health servicespasultations with patients whose first
language is not English tend to be longer and magive more complex health needs.
Health professionals who work with these patieptda face language barriers as well as
cultural differences, expressed as different paroep of health, disease and behaviour in
seeking health care (Baker 2001). As such, singtedd doctors with little support may
be challenged to provide adequate care for su@rdgeneous populations and to cope

with the additional workload. Also, deprived antdret minority populations may be less
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likely to comply with health prevention and pronmstimeasures (Moon and North 2000b).
It is possible, therefore, that single-handed prastcould be disadvantaged by not being
able to reach the government’s targets in the gbwfethe new contract, in comparison
with group practices. This will be explored furthera later chapter of the thesis (Chapter
8).

The size of patient list is often used as a praxyaf GP’s workload, indicating the amount
of work he/she is likely to be doing. The findimgfsthis study note that single-handed GPs
have considerably larger list sizes per WTE ger@adtitioner than GPs working in
partnerships. There has been concern about GIgg' liat sizes, and it is feared that
maintaining large numbers of patients and providiage for them could be at the expense
of lower standards of care and reducing the GPalahility to patients. Time is

considered a key factor in mediating the relatigmsletween list sizes and the standard of
care and the argument has been made that if GRstavbave smaller lists, they would
have more time to enhance the standard of cateeofatients (Morrell and Roland,
1987). It is arguable, however, whether list sizeriis not a valid indicator of better care,
because even GPs with smaller lists may not neglyss@end their additional time in their
practices rather than in other commitments or estisr (Butler and Calnan 1987). In the
case of single-handed practices, they may congidethey need a large number of
patients to bring financial income into their prees, but given the demographic profiles
of their patient populations plus the increasingdads from both the patients and the
government, there is a possibility that single-leghdoctors could struggle to provide and
maintain a high standard of care for such a latgeber of patients, while generating great

pressure and strain on GPs.

The demographic characteristics of urban singledbdrpractitioners, as shown in these
analyses were similar to their English counterpdit®y were likely to be older, male and
qualified from non-UK countries particularly coumes in the Indian subcontinent.
Historically, the thousands of doctors who emigidtem South Asian countries including
Pakistan, Bangladesh, India and Sri Lanka, wenaiited in the 1950s by a UK health
service afflicted by an acute post-war shortagmedical staff. Doctors arriving from
overseas were reported as being more restrictéetinchoice of practices, and may have
been forced to take on single-handed practicesllimgly (Smith 1980). They also tended

to work in the areas with the great socio-econaejorivation, where were traditionally
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neither a pleasant nor attractive environment tckvas a general practitioner. A long term
consequence of this is the current concern aboutitment and retention of GPs in these
areas as within the next 5 or 10 years, almoshaiseas doctors will have retired. General
practice may face a workforce crisis, thereforel healthcare services may be threatened
in these areas. We do not have data on whetheseaggualified GPs are concentrated in
the areas of minority ethnic settlements; but gassible that patients with the same origin
might tend to register with doctors with a simitattural background and able to

communicate in the same language.

Another key feature of single-handed GPs in urbaasis the overall age profile of these
practitioners. Our results confirm the previousigscribed age pattern of single-handed
GPs (see Chapter 3), showing that about one thiudoan single-handed doctors were
aged 55 and over, compared with 13.5% those inpgpoactices. When this cohort of
single-handed GPs retires, it may mean that singteted practice will disappear from the
health service. As mentioned earlier, it may bedasingly difficult to encourage GPs to
practise in areas of high deprivation, where siigleded practices traditionally are
common. Moreover, there is an indication that prinare trusts (PCTs) in England
generally discourage the continuance of single-bdmtactice; for example, when a
single-handed GP retires or gives up the pradieetrust may encourage the merging of a
single-handed practice with another neighbouriragiice rather than advertising a
vacancy as a single-handed practice (Smith, 2@313uch, the number of single-handed
general practices is likely to continue to decline.

5.5 Summary

In general, the findings presented in this padmdlysis suggest that the profile of urban
single-handed general practices in Scotland hatundamentally changed from the
stereotype of single-handed practice describedistieg literature, and shares similarities
with single-handed practice in England. This maga&oncerns about the future prospects
of single-handed practices in a continuingly chaggieneral practice with the growing
question of whether single-handed GPs are stié tbprovide adequate services, given
current needs, demands and pressures. For poiikgmnand NHS managers, single-
handed and small practices are time consumingdgagmwith, and also may not be cost-
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efficient, costing more in terms of staffing, congnisation and premises. For instance, a

former ministerial advisor, Professor Paul Corrigansidered,

“... (the) small business model for general practgeaot sufficient for some
of the tasks we now expect primary care to takeaad;in some areas of the
country it does not work at all.... A small organisatwith few assets is
unlikely to put its entire future at risk by investin, for instance, a new
diagnostic capacity. For small business, precissgause they are small, the
risk entailed in making the decisions about investn the diagnostic
equipment can be too high.”

(Corrigan, 2005, p10)

It is clear, that the trend to move away from srAlganded and small practices to larger
practices will continue in general practice undarent organisational reforms as well as
economic pressures in the NHS. To stay single idenogeneral practice, single-handed
doctors have to ensure that they provide healtices of comparable quality and cost
effectiveness to larger practices, developing atapting working arrangements that fit
with the modernisation of the NHS. In the followidlgapters we will examine the impact

of practice size on both CHD care and QOF perfoneamder the new GMS contract.
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Tables and figures

Table 5. 1: Scottish Executive Urban Rural Classiéation (Scottish Executive, 2004).

Location

Classification

Primary cities and large urban areas

Other urban areas

Accessible small towns

Remote small towns

Very remote small towns

Accessible rural

Remote rural

Very remote rural areas

Settlements of 125,000 more population.

Settlement of 10,000 to 125,000 population.

Settlement of between 3,000 and 10,000 population and

within 30 minutes drive of a settlement of 10,000 or more.

Settlements of between 3,000 and 10,000 population and
with a drive time of between 30 and 60 minutes to a
settlement of 10,000 or more

Settlements of between 3,000 and 10,000 population and
with a drive time of over 60 minutes to a settlement of
10,000 or more.

Settlements of less than 3,000 population and within 30

minutes drive of a settlement of 10,000 or more.

Settlements of less than 3,000 population and with a drive
time of between 30 and 60 minutes to a settlement of
10,000 or more.

Settlements of less than 3,000 people and with a drive
time of over 60 minutes to a settlement of 10,000 or

maore.
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Table 5. 2: Distribution of general practice by pratice size in 12 health boards of

mainland Scotland.

Single- Small practice Medium practice Large practice Total (Col %)
handed 1.01-3.00 WTE 3.01-5.00 WTE WTE GPs >5.01
WTE GP <1.00 GPs GPs
Ayrshire & Arran 5 19 20 17 61 (6.0%)
row % 8.2% 31.1% 32.8% 27.9%
Borders 3 8 8 4 23 (2.3%)
13.0% 34.8% 34.8% 17.4%
Argyll & Clyde 19 39 25 15 98 (9.7%)
19.4% 39.8% 25.5% 15.3%
Fife 6 19 20 15 60 (5.9%)
10.0% 31.7% 33.3% 25.0%
Greater Glasgow 48 99 50 18 215 (21.3%)
22.3% 46.0% 23.3% 8.4%
Highland 16 30 18 8 72 (7.1%)
22.2% 41.7% 25.0% 11.1%
Lanarkshire 17 35 35 14 101(10.0%)
16.8% 34.7% 34.7% 13.9%
Grampian 9 25 19 32 85 (8.4%)
10.6% 29.4% 22.4% 37.6%
Lothian 15 32 44 39 130 (12.9%)
11.5% 24.6% 33.8% 30.0%
Tayside 6 24 25 17 72 (7.1%)
8.3% 33.3% 34.7% 23.6%
Forth Valley 8 21 17 11 57 (5.6%)
14.0% 36.8% 29.8% 19.3%
Dumfries & 2 17 11 5 35 (3.5%)
Galloway 5.7% 48.6% 31.4% 14.3%
Total 154 368 292 195 1009 (100%)
row % 15.3% 36.5% 28.9% 19.3%
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Table 5. 3: Distribution of practices by geographial location.

Single-handed Small practice Medium practice Large practice Total

WTE GP <1.00 1.01-3.00 WTE GPs 3.01-5.00 WTE GPs WTE GPs>5.01
Urban (row%) 85 (12.6%) 232 (34.4%) 211 (31.3%) 147 (21.8%) 675
Col % 55.2% 63.0% 72.3% 74.5% 66.9%
Small town (row %) 13 (9.8%) 34 (25.8%) 47 (35.6%) 38 (28.8%) 132
Col % 8.4% 9.2% 16.1% 19.5% 13.1%
Rural (row %) 56 (27.7%) 102 (50.5%) 34 (16.8%) 10 (5.0%) 202
Col % 36.4% 27.7% 11.6% 5.1% 20.0%
Total (row %) 154 (15.3%) 368 (36.5%) 292 (28.9%) 195 (19.3%) 1009
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Figure 5. 1: Distribution of single-handed practics in 12 health boards of mainland

Scotland.
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Table 5. 4: Urban practices' practice activities.

Single-handed Small practice Medium practice Large practice Total *
WTE GP <1.00 1.01-3.00 WTE GPs 3.01 -5.00 WTE GPs WTE GPs >5.01 (675)
(85) (232) (211) (147)
PA' 8 41 44 48 141
(%) 9.4% 17.7% 20.9% 32.7% 20.9%
QPA? 0 3 12 15 30
(%) 1.3% 5.7% 10.2% 4.4%
SPICE® 16 31 26 28 101
(%) 18.8% 13.4% 12.3% 19.0% 15.0%
Training® 1 30 67 71 169
(%) 1.2% 12.9% 31.8% 48.3% 25.0%
PMS® 9 18 16 11 54
(%) 10.6% 7.8% 7.6% 7.5% 8.0%
Minor surgery6 58 212 205 145 620
0 . 0 . 0 . 0 . 0 . 0
(%) 68.2% 90.9% 97.2% 98.6% 91.9%
CcDM’ 78 228 206 145 657
0 . 0 . 0 . 0 . 0 . 0
(%) 91.9% 98.4% 97.6% 98.6% 97.3%

* Note: Total 675 urban general practices, 9 practices had no information on practice activities including 2
single-handed practices, 3 small practices, 2 medium practices and 2 large practices, plus additional 2

practices did not state their status for PMS.

NoogkwnpE

Chi-square=20.45, df=3, and p<0.001.
Chi-square=21.59, df=3, and p<0.001.
Chi-square=4.705, df=3, and p=0.195
Chi-square=91.36, df=3, and p<0.001.
Chi-square=0.940, df=3, and p=0.816.
Chi-square=88.52, df=3, and p<0.001.
Chi-square=17.03, df=3, and p=0.001. (CDM, chronic disease management)
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Table 5. 5: The distribution of urban practices bydeprivation quintiles.

Single-handed Small practice Medium practice Large practice Total
WTE GP <1.00 1.01-3.00 WTE GPs 3.01-5.00 WTE GPs  WTE GPs >5.01 (675)
(85) (232) (2112) (147)
Mean mSIMD* 32.4 313 24.1 22.2 27.3
(95% CI) (29.2-35.7) (29.3-33.3) (22.5-25.7) (20.3-24.2) (26.2-28.3)
SIMD Deprivation Quintile
Quintile 1 (row %) 6 (8.5%) 17 (23.9%) 23 (32.4%) 25 (35.2%) 71 (100%)
Least deprived
Col % 7.1% 7.3% 10.9% 17.0% 10.5%
Quintile 2 (row %) 9 (8.5%) 28 (26.4%) 44 (41.5%) 25 (23.6%) 106 (100%)
Col % 10.6% 12.1% 20.9% 17.0% 15.7%
Quintile 3 (row %) 12 (9.3%) 32 (24.8%) 43 (33.3%) 42 (32.6%) 129 (100%)
Col % 14.1% 13.8% 20.4% 28.6% 19.1%
Quintile 4 (row %) 12 (8.3%) 49 (34.0%) 57 (39.6%) 26 (18.1%) 144 (100%)
Col % 14.1% 21.1% 27.0% 17.7% 21.3%

Quintile 5 (row %)
Most deprived
Col %

46 (20.4%)

54.1%

106 (47.1%)

45.7%

44 (19.6%)

20.9%

29 (12.9%)

19.7%

225 (100%)

33.3%

1. F=21.02, and p<0.001.
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Table 5. 6: GPs' characteristics by practice sizeniurban areas.

Single-handed Small practice
WTE GP <1.00 1.01-3.00 WTE GPs 3.01-5.00 WTE GPs WTE GPs>5.01

Medium practice  Large practice

(85) (232) (211) (147)
No. of GPs 85 599 956 1007
(row %) (3.2%) (22.6%) (36.1%) (38.0%)
% female GPs 21.7 42.4 41.4 39.9
(95% ClI) (12.8-30.6) (38.9-45.9) (39.3-43.5) (37.8-42.0)
Age
Average age of GPs 50 45 44 44
(95% ClI) (48.5-52.1) (44.4-46.0) (43.7-44.7) (43.5-44.5)
No. of GPs aged <34 5 66 123 152
(Col %) 5.9% 11.0% 12.9% 15.1%
No. of GPs aged 35-54 53 450 709 718
(Col %) 62.4% 75.1% 74.2% 71.3%
No. of GPs aged >55 27 83 124 137
(Col %) 31.8% 13.9% 13.0% 13.6%
List size
List size per GP* 2033 1550 1509 1507

(95% Cl)

List size per WTE GP?

(95% Cl)

(2030-2037)

2033
(2030-2037)

(1549-1551)

1660
(1660-1661)

(1509-1510)

1605
(1604-1606)

(1507-1508)

1585
(1585-1586)

Country of qualification

Scotland 59 485 811 857
% 69.4% 81.0% 84.8% 85.1%
England & Wales 4 43 84 91
4.7% 7.2% 8.8% 9.0%
Northern Ireland & else of 2 12 21 22
the UK 2.4% 2.0% 2.2% 2.2%
India, Sri Lanka, 14 33 12 5
Pakistan, Bangladesh 16.5% 5.5% 1.3% 0.5%
Other 5 17 24 28
5.9% 2.8% 2.5% 2.8%

1. Kruskal-Wallis=58.148, df=3, P<0.001.

2. Kruskal-Wallis=32.925, df=3, P<0.001.

3. Missing data of GPs’ country qualification: single-handed practice (1); small practices (9); medium
practice (4), and large practice (4).
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Figure 5. 2: Distribution of population by age andgender in urban areas.
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Table 5. 7: Characteristics of practice populatiorby practice size in urban areas.

Single-handed

Small practice

Medium practice

Large practice

WTE GP <1.00 1.01-3.00 WTE GPs 3.01-5.00 WTE GPs WTE GPs >5.00
(85) (232) (211) (147)
Total number of 155,686 877,184 1,402,776 1,487,939
patient population
% female populations 48.4 50.1 50.8 50.9
(95%CI) (47.4-49.3) (49.6-50.5) (50.6-50.8) (50.7-51.1)
Age group
% under 30 39.9 39.9 39.3 38.9
(95% CI) (38.2-41.4) (39.0-40.8) (38.4-40.1) (38.0-39.8)
% aged 30-49 31.8 31.2 30.8 30.5
(31.2-32.5) (30.8-31.7) (30.3-31.2) (30.0-30.9)
% aged 50-69 19.6 20.0 20.8 21.4
(18.5-20.7) (19.5-20.6) (20.2-21.2) (20.9-21.9)
% aged >70 8.7 8.9 9.3 9.2
(7.9-9.7) (8.5-9.2) (8.9-9.6) (8.9-9.6)
Ethnicity
% ethnic’ 4.02 3.00 2.59 2.13
(95% CI) (2.67-5.37) (2.59-3.40) (2.26-2.92) (1.74-2.52)
% South Asian 2.78 1.77 1.45 1.10
(1.53-4.03) (1.47-2.08) (1.20-1.70) (0.77-1.43)
% other ethnic group 1.24 1.23 1.15 1.03
(1.02-1.46) (1.07-1.38) (1.01-1.28) (0.89-1.17)
Health status
SIR® 117.6 114.3 102.5 99.3
(95% CI) (112.0-123.2) (110.8-117.7) (99.7-105.3) (95.8-102.7)
SIR (aged <65)* 125.8 121.6 105.7 101.3
(118.4-133.2) (117.1-126.1) (102.0-109.3) (96.9-105.7)
SHR® 130.9 125.1 106.5 99.9
(122.3-139.5) (119.8-130.6) (102.2-110.8) (94.9-105.0)
SHR (aged <65)° 137.2 131.1 109.2 101.8
(127.2-147.2) (125.1-137.2) (104.2-114.1) (96.1-107.6)

PonPE

p<0.001

oo

Kruskal-Wallis=12.248, df=3, p=0.007.
Kruskal-Wallis=24.501, df=3, p<0.001.
Age-sex standardised ration (limiting long-term illness) in all age population , F=20.55, p<0.001.
Age-sex standardised ratio (limiting long term iliness) in population aged under 65s, F=21.96,

Age-sex standardised ratio (self-assessed health) in all age population, F=24.04, p<0.001.
Age-sex standardised ratio (self-assessed health) in population aged under 65s, F=24.64, p<0.001.
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Chapter 6

Coronary heart disease care and practice size

6.1 Introduction

Coronary heart disease—health and economic burden

Coronary heart disease (CHD) is the commonest aafudeath in the United Kingdom,
causing over 117,000 deaths a year. InternatiornhiéyUK has relatively high CHD
mortality rates. In 2005, among the countries oEWen Europe, only Ireland and Finland
had higher rates than the UK. Although the deathfia CHD has been falling in the UK
since the late 1970s, the decrease has not bdastas in some other countries. For
instance, the mortality rate for men aged 35-74bigl2 % between 1990 and 2000 in the
UK, but by 54 % in Norway (British Heart Foundati@08). Within the UK, CHD
mortality exhibits a broad north-south gradientoti&nd has the highest CHD mortality
rates, followed by the North of England, while thevest rates are in the South of England.
The premature mortality rate (i.e. deaths <70 ydaramen living in Scotland is 57%
higher than in the South of England and the Brikiglart Foundation reported that
Scotland has consistently had the highest CHD deddis and premature death rates
within the UK for over 25 years. Within Scotland DHhhortality rates also vary

regionally, with the highest rates in the west. &oample, Greater Glasgow has the
highest rate of 174.6 per 10,000 population contptoeghe Scottish average rate of 154.8
(NERA, 2005).

Feeding into mortality trends, the incidence &Ht€HD is also higher in Scotland than
elsewhere in the UK. The MONICA study, which mongt trends in cardiovascular
disease in 35 populations drawn from 21 countriggnd 1984 to 1994, reported that
Glasgow had the highest coronary event rates (263.@0,000) for women aged 35-64,
and the second highest rates for men (777 per Q0Pditer North Karelia in Finland.
Incidence rates of coronary heart disease alsolwahealth board areas in Scotland. In
2003, the highest incidence for men was in the @Wadsles (555 per 100,000), and for

women in Argyll & Clyde (289 per 100,000) (ISD, 200
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In recent years, there has been a steady declihe imcidence and mortality rates of
coronary heart disease in Scotland. Between 19842@03, incidence fell by 14 % in men
and by 19 % in women. The number of CHD deaths un8@ropped from 160 to 81 per
100,000 in women between 1994 and 2004, and fradrnta@@21 per 100,000 in men.
Despite this, Scotland still has huge numbers opfeeliving with heart disease, and
significantly higher death rates from CHD compangtth the rest of the UK. More than
4,000 Scots die each year from CHD before theyhr&@&qBritish Heart Foundation 2008).
Further improvement is a priority for the ScottiSkecutive. In 1999, a White paper—
“Towards a healthier Scotland” recognised that catythe rate of premature deaths and
illness due to CHD remained a huge challenge fotl&td and set targets to reduce
mortality rates from CHD by 50 % in people undee @§ between 1995 and 2010 (the
Scottish Office, 1999).

While, the incidence and mortality of CHD are dastiag in Scotland, there have been
notable increases in treatment for CHD, and thelbrurof hospital admissions for CHD
has increased. Between 1995 and 2003, the numleingtsions due to angina and chest
pain increased by 18 %. During the same periodjsgioms for acute myocardial
infarction increased by 5 % in people over ageA7gecent estimate suggested that around
half a million people have CHD in Scotland, with0J@00 requiring treatment for
symptomatic disease. This figure is high compaoeitie rest of UK and represents a
significant cost to the health system. Accordinghte British Heart Foundation, overall
CHD care could cost an estimated £7.9 billion a yeghe UK economy, which is
equivalent to £133 per capita (British Heart Fouimhg 2005). Of the total cost of CHD,
around 45 % is related to direct health care castgering activities used to prevent and

treat coronary heart disease such as:

Preventive care provided by general practice

» Health promotion activities provided by the NHS

e Care provided by community health and social sestic
e Accident and emergency care

» Outpatient hospital care

e Impatient and day-case hospital care
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» Cardiac rehabilitation services in hospital and samity facilities

e Drug treatment

Comparable work has not been undertaken in Scotldowever, a report from ABPI
Scotland, which applied the per capita cost of Gblthe number of people with CHD in
Scotland, suggested that the cost of CHD to thétegstem in Scotland was particularly
felt in the acute sector, and in 2003/04 there werae 40,000 CHD related discharges in
the whole of Scotland and over 13,000 CHD relatedgdures carried out (NERA, 2005).
Moreover, this report indicated that the prevalenfc€HD in Scotland will rise over time,
as a result of the ageing population and the higwels of deprivation found in parts of
Scotland compared to elsewhere in the UK.

Risk factors for developing Coronary Heart Disease

The term risk factor originally appeared in a Fraghiam publication in 1961 (Kannet

al, 1961), and the Framingham Heart Study playedah nale in defining the contribution
of risk factors to CHD occurrence in a general papon within the United States back to
1948. The major risk factors identified and studeatensively in the Framingham cohort
included cigarette smoking, hypertension, high secholesterol, low levels of high-
density lipoprotein cholesterol, and diabetes meliThese factors can often be modified,
treated, or controlled either by lifestyle changethrough medication. Whilst some
inherent factors like increasing age, family higfanale gender, and ethnicity are non-
modifiable, their presence helps identify thosgraatest risk. By the 1970s a Framingham
risk assessment model had been developed on tisedbdise findings of the Framingham
Heart Study, which incorporated gender, age, chaiels blood pressure and smoking
status to estimate an individual’s risk of devehgpcoronary heart disease. It has
subsequently come to have widespread applicatittrgugh it is now apparent that the
generalisability of the Framingham score may nodjygropriate when applied to
populations from countries or ethnic groups thatdifferent from the range represented in
the Framingham population (Brindé al, 2003; Henset al, 2003).

In addition, the Framingham risk score does na tato account all risk factors for CHD.
There has been a wealth of research findings dfreen studies such as the British

Regional Heart Study, the MONICA study and the 8&lotHealth Survey, which clearly
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demonstrates the relationship between deprivatdnhggh CHD morbidity as well as
mortality (Shapeet al, 1981; Morrisoret al, 1997; Scottish Executive, 2003). In England,
the highest coronary heart disease death ratdeward in the large urban areas of the
North West, Yorkshire and Humberside, as well assp# the South West and London.
Smaller urban areas across central and southerarkthglso have high death rates from
CHD. This is not a simple north/south divide, sitltese areas often have the highest
levels of social and economic deprivation (Healtdmtnission, 2005). In Scotland, there
are also marked socio-economic gradients in CHDbiddy and mortality. The Scottish
Heart Health Study which used four measures ofa$status (level of education, years of
education, occupation social class, and housingrégriound that for each of these criteria,
people of lower social status had higher anginaglemce (Woodwarét al, 1992). People
in the most deprived areas were not only moreyikeldevelop cardiovascular disease but,
when they did, they were also likely to die soathan people in less deprived areas. There
is evidence that part of the socio-economic vamain CHD morbidity and mortality can
be explained by socio-economic differences in @ardsk factors such as smoking, blood
pressure and blood cholesterol, but there is\&triation in CHD mortality between
different social groups which cannot be explaingdhe level of conventional risk factors
(Smithet al, 1990). As the Framingham score does not inclegeidation as CHD risk
factor, it fails to predict the full impact of satigradient in relative risk of coronary heart
disease (Tunstall-Pedoe and Woodward, 2006). Thiswinden the disparities between
social groups, and discriminate against those miatigt greatest risk. This has led in
Scotland, to the development of a new cardiovascigia score (ASSIGN), which includes
social deprivation and family history. This has tgebe piloted, but may redress the
potential unfairness in the Framingham model, dnifdl greventive activity towards
deprived populations (Woodwaed al, 2007).

Prevention of Coronary Heart Disease

The concept of risk factors was a major advanceléoeloping strategies for preventing
coronary heart disease. The 1982 report of the d\eelalth Organisation Expert
Committee on Prevention of Coronary Heart Dises¢d®, 1982), considered that a

comprehensive action plan for coronary heart desgasvention had to include:
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1. A population strategy—to alter lifestyle, envirsental and socio-economic factors

within populations that are the underlying caudesooonary heart disease.

2. A high-risk strategy—to identify individuals laigh risk, and act to reduce their risk
factors.

3. Secondary prevention—to prevent recurrence @y heart disease events and

progression of the disease in patients with estabtl CHD.

In the UK, population screening for individualshagh risk of developing coronary heart
disease is an explicit objective in primary cargd has been a main priority under the
National Service Framework (DoH, 2000a). Throughk factor assessment and
modification, primary prevention attempts to detayprevent new-onset CHD with the
aim of reducing morbidity and mortality from coropdieart disease. A general notion of
primary prevention has evolved focusing on the tifieation of all patients at significant
risk of developing CHD, followed by the applicatiohmeasures to reduce these risks
either by promoting healthier lifestyle habits ooyiding specific risk-reducing therapies
(Scott, 1999). For patients with existing CHD, setary prevention measures include
prophylactic drug therapy (anti-platelet agentababckers, statins, and ACE inhibitors),
lifestyle changes and risk factor control like smmgkcession, dietary modification and
weight reduction, which are often applied to redthaar risk of suffering further acute
CHD events and decrease mortality (SIGN, 2000)r& heay be a fine distinction between
secondary prevention and high risk primary prewentbut the overall aim of prevention
in both groups of patients with clinically estahksl coronary heart disease or high risk
individuals is the same: to reduce the risk of sglignt major coronary heart disease

events or other vascular events and thereby remiocelity and prolong survival.

CHD care and chronic disease management in general practice

Following available clinical evidence, there isléitdoubt about the importance of primary
and secondary prevention in patients who may oe la@yeloped coronary heart disease.
As the front line of the health service, and thstfpoint of contract for patients, general

practice has an important role to play in the managnt and treatment of coronary heart

disease. On the one hand, practitioners often aaamtinuing relationship with their
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patients, and these contacts offer opportunitieddntify patients with cardiovascular risk
factors and provide patients with advice on diegreise and smoking cessation as well as
prescribing drugs to treat and prevent the condlii@n the other hand, being gate-keepers,
GPs can refer patients to secondary care whenaiseonedical care is needed. Ideally, all
practices should deliver a high quality of carenteet their population needs, but this may
not be constant. Quality of care varies widely leswpractices, and population needs may
also be influenced by socio-economic status, gedgedocation and the knowledge and

attitude of patients.

Applying Donabedian’s model, as discussed eadjeality of care can be viewed from the
dimensions of structure, process and outcome dimemnsspectively. While it is generally
straightforward to view practice size as a measfistructure, it is less easy to decide if
other measures of quality are referring to proces$eare or to outcomes. This becomes
further complicated when measures of “need” orédse burden” such as disease
prevalence are investigated. In the thesis, measweh as disease prevalence were
considered to be measures of disease burden, vghedegssions were considered to be
markers of outcome quality, as higher quality cargeneral practice may have some
impact on the level of admissions to secondary.@ueh interpretations have been used in
other studies with practice size, defined as atiral element of quality, often studied its
relation to process and/or outcomes of care. Famgie, Griffithset al (1997) using

hospital admission rates as an outcome measungd that smaller practices were
associated with higher admission rates for asttamé,noted that the management of
chronic diseases in smaller partnerships was oiteler-developed. Campbel al

(2001a) also reported significant associations betwpractice size and quality of care,
based on a set of outcome measures derived froctigadased care management records
for patients with angina, asthma and diabetes, svithller practices having lower quality
scores for diabetes care. On the other hand, thetber evidence suggesting that quality
of care apparently is not associated with pradize, and that single-handed practices do
not clinically under-perform in chronic conditionsanagement when the characteristics of
their practice populations were taken into congitien (Hippisley-Coet d, 2001;

Majeedet al 2003). Specifically with respect to coronary hehlsease, smaller practices
achieved comparable quality on process and outenessures such as blood pressure,
cholesterol, BMI monitoring and prescribing of CH&ated drugs (Majeeet al, 2003).

The findings from these studies, therefore, in@i¢hat the trend in the NHS towards

larger practices by itself may have little impaottbe quality of care; nevertheless the
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important differences in the composition of pragtopulations between single-handed
and group practices should be considered, as wéfieaeffect of such differences on
process and outcome measures of quality. In tlkeisishas previously noted, single-handed
practices are concentrated in areas of high dejmiveeffect of which therefore should be
addressed so as to observe true quality of cardation to practice size.

Thus, on the whole there is mixed evidence as o fractice size is related to practice
performance in chronic disease management. Spabjfigith respect to coronary heart
disease, smaller practices achieved comparablé&yjaalprocess and outcome measures
such as blood pressure, cholesterol, BMI monitoand prescribing of CHD related drugs
(Majeedet al, 2003). As noted earlier, coronary heart disesp®ientially preventable and
can be successfully managed in the community bydBgprimary care teams, if
identifying patients with cardiac risk factors. &rthe 1980s, general practice has moved
towards anticipatory care of chronic disease, ardenefits of this proactive approach
have been substantial. By controlling hypertensimerall mortality was reduced by 15%
in middle-aged patients, and the incidence of CHI3 veduced by 19% for those aged
over 60 (Edward, 1999). Tudor Hart has suggestaidetiiective anticipatory care of
chronic disease for the whole population is an irtggd new function for general practice,
hitherto geared mainly to responding to patient alesn But he also pointed out that this
approach could not cover all patients comprehehsav&d reliably without radical changes
in staffing, organisation, and equipment (TudortH&888). The fact is that single-handed
practices are often less well equipped in termra€fice infrastructure and equipment,
with fewer employing a practice nurse and praati@mager, and that may make it difficult

for single-handed doctors to deliver effective e@pttory care.

Recently there have been dramatic changes in thageaent of many chronic diseases in
the UK. A major driver within NHS policy is to plaenore and more activities within
primary care, allowing the transfer of care frora tospital to the community, which
means a huge expansion of work in primary caret{iSbhd=xecutive, 2005b). The
expectation is that group practices will have av@iR a special interest in the relevant
field and that he/she will run clinics, often inngonction with a specialised trained
practice nurse. But for single-handed GPs, settjnguch a clinic could put significant
demands on them, because they may not have anwlspéerest in the management of

the relevant disease and their practice nurseso@ggart-time. In terms of CHD care,
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evidence suggests that a high proportion of sihgleded practices lack the capacity to
systematically manage CHD patients, as many dbane a practice nurse with CHD
training (Colledgeet al, 2003). Although significant improvements haverbe®ade in the
guality of care for coronary heart disease provilegieneral practice, this has occurred
more often in large practices and in practicedflnent areas (Campbetit al, 2005).

In Scotland, there is little evidence on the qyaditd equity of care by practice size,
although one study found a positive associatiowéen practice size and emergency
admissions for asthma (Yeuegal, 2005). Thus, the aim of this part of the studipis
compare practice performance by practice size fange of performance indicators of

CHD care, and to investigate population needs fdDCare in these practices.

6.2 Data and methods

The study selected 675 practices in urban areas ifnainland practices (n=1012) in
Scotland using the Scottish Executive Urban & Ralassification 2003 (see Chapter 5).
CHD activity data were obtained for the year 20@1ffdm Information Statistics Division
(ISD), NHS Scotland, including data on prevalemaertality, statin prescribing and
secondary care activities including emergency asions, referrals and surgical
admissions for both angiography and revasculaosati

Prevalence data and CHD deaths data

The estimated prevalence of angina was calculaed) ulata from the Scottish Health
Surveys for 1995 and 1998, using an equation winicluded individual’s age, sex and
deprivation. The coefficients from this equationrevethen applied to all individuals
registered with GPs in Scotland using the Septer2d@t Community Health Index and
aggregated to the practice level to give the nurobeatients predicted to be suffering
from angina. In the Scottish Health Surveys, theeRangina questionnaire was used to
estimate the prevalence of angina. Practice-bastedfdr deaths from coronary heart
disease (2001-2002) were obtained from ISD, witlDGiging defining according to the
ICD 10 classification codes 120-125, examining tsaamong all age groups of the
population as well as people under 70.
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Statin prescribing data

Prescribing data were collected from the Presagilmfiormation System maintained by
ISD Scotland for the period of 2001-02. This systerords all prescriptions dispensed in
the community but does not include non-dispensedgpiptions and so does not identify
prescriptions issued by GPs which patients didonegsent to a pharmacist. The average
statin prescribing rate was calculated at pradticel—the amount of daily dose statin
prescribed per weighted practice patient.

Hospital utilisation data

Information on emergency medical admission (EMAs)Z001-2002 was obtained from
Scottish Morbidity Records (SMRO01). Patients whoevadmitted as an emergency for
angina were identified by ICD 10 codes 120, acuy@ecardial infarction (AMI) by codes
121, and chest pain by codes RO7. Referral datarttdiac surgery, cardiology, cardio
thoracic, general medicine, geriatrics and GP gjtezs were restricted to the first visits
referred by a GP and came from the SMR record d&telfD Scotland. Admissions data
for angiography and revascularisation includingiapigsty and coronary artery bypass
grafting (CABG) were obtained from the SMR 01 egtriaeld by ISD Scotland, by
counting the number of elective discharges thatlved an angiography (using OPCS 4
codes K63 and K65), angioplasty (K49) or CABGs (K8).

Practice and practice population characteristics

General practice data including practice, practeip and patient characteristics, were
obtained from ISD Scotland (for details see Chap}ePractice size was measured by the
number of whole time equivalent GPs in each pract&ingle-handed practices were
defined as practices with no more than 1 WTE GRillgpnactices were 1.01-3.00 WTE;
medium practices as 3.01-5.00 WTE, and large mexths more than 5.00 WTE.

Rates, ratios, and standardisation

The crude admission rates, referral rates, and GéHbh rates of each practice were
defined as the number of patients in each praetiee had events during 2001-02 per
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10,000 patients registered with GPs at that pradatiacirban areas of mainland Scotland.
Rates were then compared between single-handeticesaand other sizes of practice. As
the demography of practice patients may influenAE, mortality and hospital

utilisation rates, age-sex standardised rates therecalculated using the indirect method.
In applying indirect standardisation, we calculatesl estimated number of patients being
admitted as an emergency, dying from CHD, beingrretl and admitted for angiography
and revascularisation during year 2001 and 20@2inamg that patients experienced the
“national average rate” of these events for thein age group and gender. In the
calculation, the reference population used wastitish mainland population for 2002.
The analysis then compared the actual number oftewbdserved within each practice in
years 2001 to 2002 with the expected number ofteva@iaking the Scottish national
average as 100, numbers greater than 100 reprdsante events than expected; numbers
less than 100 indicated fewer events than expe@ederally, the more the actual number
of emergency admissions exceeded the expected mutihédigher will be the indirectly

standardised rate.

Statistical Analysis

Initial descriptive statistics compared the patigopulations of practices by practice size
on CHD related measures. A generalised linear modslused to determine whether there
were differences between single-handed and groagiipes in dependent variables
including rates for prevalence, mortality, statregeribing and hospital activities, with
weighting for practice population size. In extergdihe analysis, we included deprivation
as a co-variate to estimate its impact on theseragnt variables. This model not only
allowed us to compare differences in CHD activibesveen practices, it also allowed the
analyses to evaluate the differences between pegctvhile controlling for the influence of
deprivation as a confounding factor. All statistiaaalyses were carried out with SPSS for

Windows, version 11.5.
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6.3 Results

Practice population in urban settlements of mainlan d Scotland

Previously in Chapter 5, we described the detdifgactice and patient population
characteristics of urban general practice in mathl&cotland. Table 6.1 outlines the
profile of patient populations by practice sizaumban areas. In 2002, there were a total of
675 urban general practices, with 3,936,703 regidtpatients. Smaller practices had
slightly fewer elderly patients (aged 70 and owennpared with larger practices. With
increasing practice size, there was a decreasesnage list size per WTE GP, from 2033
per single-handed practitioner to 1585 per WTE GRiige practices. 46 out of the 85
(54%) single-handed practices were in areas wahrtbst deprived populations, compared
with only 21% of medium practices and 20% of |gpgectices. Populations in single-
handed practices also had poorer general health.

Prevalence of angina

Table 6.2 shows the prevalence of angina per 1Qa0pQlation at practice level by
practice size in 2001/2002. In general, there waidf@rence in the estimated prevalence of
angina across urban practices, with smaller pregt@ving a higher prevalence of angina
than larger practices. Single-handed practicedhmdighest prevalence of angina (392.8
per 10,000), followed by small practices (387.1¢dmm practices (329.8) and large
practices (313.1). Therefore, patients from meduuactices and large practices were 16%
and 20% less likely to have angina compared witlepes from single-handed practices.
But the difference between these practices becamewer and was not statistically

significant (p=0.822) after adjustment for depriwat

Mortality from coronary heart disease

Table 6.3 presents CHD mortality rates for urbaacpces for 2001-2002 by practice size.
Single-handed practices had the highest CHD muytaltes in all age groups—12.3 per
10,000 compared with 10.3 per 10,000 in large prast The difference across urban
practice was statistically significant (p=0.01#<remature death rates from CHD were also

higher in single-handed practices (6.0 per 10,8080 in group practices (5.3), and the
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risk of having a premature death among patienssngfle-handed practices was 17% more
than in larger practice; nevertheless the diffeesrmetween the practices were not

statistically significant (p=0.216).

As the age and gender composition of the populatiap affect CHD mortality rates, the
age-sex standardised mortality ratio of urban prastwas compared between single-
handed and group practices. The age-sex standdu@i4B mortality ratios decreased with
an increase in practice size. Using the mainlarmilation as a reference, the patient
population of single-handed practices had 27% rubt® deaths than expected, whilst
patients of larger practices had about 5% fewethdefaom CHD than expected (p=0.001).
There was a similar pattern of age-sex standardi$#id premature mortality ratios across
urban practices, and that also decreased withaedse in the size of practice (p=0.051).
When deprivation was also considered, the figuhesved that single-handed practices
remained having more CHD deaths (appropriately 18 %n group practices, however

such a difference was not statistically significant

Emergency medical admissions (EMAS)

In urban practices, there were no significant défeees in EMA rates for myocardial
infarction (MI) or angina between different sizégpmactice. However, EMA rates for non-
cardiac chest pain decreased with an increaseisitle of practices, from 58.2 per 10,000
in single-handed practices to 41.1 per 10,000rgel@ractices. Thus, patients from single-
handed practices were 29% more likely to be addhftiechest painto an A & E
department than patients from large practices @ ébt). Extending the analysis to take
into account age and gender, Table 6.5 shows #tengs from urban single-handed
practices tended to have higher utilization rafesneergency services for non-cardiac
chest pain (144.9), with 45% more admissions thaeeted and 48% more than large
practices (p<0.001). Yet, such differences in EM@schest pain across practices became
statistically non-significant after adjustment f@privation, even though the pattern of

EMA for chest pain remained—a decrease with arease in practice size.
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Statin Prescribing

Figure 6.1 illustrates data on defined daily dadestatin prescribing per practice patient
by practice size. In mainland Scotland, the averatgeof urban practices was 10.5, with
larger practices prescribing more than smallertpreg. The lowest statin prescribing rates
were seen in single-handed practices (9.75 DDDgiatice patient); whilst the highest
were in medium size practices having no more th#irke GP partners (10.81). However,
the difference was not statistically significantass the practices (p=0.357).

Referral for coronary heart disease

Table 6.6 shows crude out-patient referral ratesaausted ratios for coronary heart
disease by practice size. Generally, smaller ugraatices had higher referral rates than
larger practices, and the highest (216.1 per 10,8@8 in practices which had no more
than 3 WTE GPs, followed by single-handed pract(@é8$.6), medium practices (182.3)
and large practices (162.0). Such differences atdtthat patients from single-handed
practices were 7% and 18% more likely to be retetoesecondary care compared with
patients in medium and large practices. This patwéICHD referrals was persistent even
when patients’ age, gender and deprivation staars taken into account. After these
adjustments, single-handed practices had 5% mtegaks than expected, small practices
had 16% more than expected but large practiced¥atbwer referrals than expected
(p<0.001).

Elective admissions for surgical interventions

The analyses found that hospital admission ratelsdth angiography and
revascularisation were not significantly differactoss urban general practices by practice
size. Such a generally flat pattern was also faarttle age-sex standardised admission
ratios for practices in urban areas, with singlaedea practices having slightly more
admissions for angiography but less for revascddion (Table 6.7).
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6.4 Discussion

In general practice, several studies have exanilmedelationship between practice
characteristics and the quality of care, coveriffigint aspects of quality and using
different methods to assess quality. This is tret §tudy using routine data to investigate
the impact of practice size on the quality of CHiDecin general practice in Scotland. It is
based on a large routine dataset, comprising alitiSbh mainland practices in urban areas,
with wide variation in terms of deprivation andlaénce, and covering large cities and

urban settlements.

There are several limitations to this study. Fggbractices were classified into 4 groups
according to their practice size, and compareérms$ of CHD activity. The number of
CHD related events in each type of practice coalyand the figures may be small in
some groups, thereby reducing statistical powecdonparison between groups. Secondly,
we used a proxy measure for the prevalence of angpplying data from the Scottish
Health Survey, in which the Rose Angina Questioma@as used as a method for
identifying patients with angina. This self-admiei®d questionnaire is a screening tool
rather than a diagnostic test (Resel, 1971). Like any screening tool for angina, itkis.c
a clear gold standard for angina (Hlattyal 1989) and has low sensitivity to assess
precisely the actual number of patients with angwthin the practices. Thirdly, the statin
prescribing data provided only information on themter of defined daily doses
prescribed, and cannot be linked to demographatimical data on patients i.e. they
cannot be used to calculate age and sex speo#fscipbing rates nor to distinguish
between primary and secondary CHD preventive agtivi

In comparing CHD activities by practice size, tmalgsis included three levels of
comparison: crude rates, standardised rates aujusti age and gender, and age-sex
standardised rates controlling for deprivation. Témults show that standardisation for age
and gender made relatively little difference to platterns observed using crude rates;
however, additional adjustment for deprivation hadmportant effect on the observed

pattern of coronary heart disease and its assdogents.

Crude rates are important in providing a perspeativ the workload and activities that
doctors have to deal with at the practice levelEler, in epidemiology, the comparison
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of crude rates across populations may be misledmboguse the age and sex structure of
the compared populations may differ, and both Hmeen seen as confounding factors
(Bhopal, 2002). For instance, the description dfnrgeneral practices in Chapter 5,
suggested that the demography of populations wisseht across the various sizes of
practices, with larger practices having more eldag well as more female patients than
smaller practices, and thus, more likely to haiggaer proportion of patients with
coronary heart conditions and/or CHD deaths. Ia tlise, therefore it is necessary to
calculate age and sex specific rates before areepaliogical comparison being made,
using the Scottish national average as a stanfaather important factor in urban
practices is their socio-economic profile, whickaimpacts on the prevalence of coronary
heart disease. Adjustment was made in the analysagfore, using statistical techniques
to exclude its influence, allowing us to detect &issociation between practice size and
CHD related performance indicators, and then rafigdrue quality of care provided by

practices.

In the thesis, a range of routinely available CHilated performance indicators was
selected to assess the quality of CHD care in gépeactice. Of these indicators, outcome
measures such as mortality and EMAs have beenywseld as indicators of quality of
care, but one major drawback of such measuresrégpance indicators is that they are
not a direct measure of quality of care in genprattice. For example, mortality and
hospital admissions often can be influenced byofaabutside the control of practice team,
including the characteristics of practice populat@md, the supply of secondary care
resources. Only when such confounding factorsakernt into account, it is appropriate to
refer to these performance indicators as measticpsadity of care. Results presented here
initially suggested that single-handed practicesigher CHD mortality than larger
practices, with nearly 30% more CHD deaths. Sufferéinces in mortality could lead us
to conclude that the quality of care provided sAiganded practices were poorer.
However, adjusting for deprivation in the analysisgle-handed practices did not have
significantly higher CHD deaths than other grouagtices. These findings were in line
with earlier studies in England (Hippisley-Cekal, 2001; Majeeckt al, 2003), and again
evidenced a clear effect of confounding factorgsag socio-economic deprivation of the
population on outcome measures. This should bantiate consideration if such measures

are to be used to evaluate quality of care.
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Moreover, of available data on CHD measures, thimated prevalence data provide
useful information concerning the size of the CHDIglem in practice populations, albeit
as a predicted value; however, estimating the numigatients with angina, by applying
the results Scottish Health Surveys, might notlide & reflect the precise prevalence
within each practice. Mortality rates here have d&lsen used to estimate the burden of
coronary heart disease in a population, althougbkeimay be affected by the process of
care. Emergency admission data also reflect thédouof disease associated with a given
condition. As such, EMA rates of acute myocardigiction (AMI) may suggest AMI
prevalence within the practice population and/didate the need for hospital
management. But EMA rates for AMI exclude suddeuliea death in the community and
in general EMA rates are also likely to be influeddy factors such as hospital admission
policies, the model of care that has been adotethéinagement of the condition in the
area and patients’ access to services. To sometettie three sets of information
described here can be used individually as a ppoegenting the pattern and the amount of
coronary heart disease in urban practices, eac¢hitwibwn limitations. So in this study,
we used the three different data sources togdtheatlow us to build up a composite
estimate of the size of the CHD problem in popuoladiserved by different sizes of
practices, triangulating the data and checkingémsistency in the results. On this basis,
the conclusion generated from the analyses washbairoblem of coronary heart disease
tends to be greater in single-handed practices acgdpwith larger practices as they have
more patients with angina, more dying from CHD, amate admitted for myocardial
infarction as an emergency. In other words, simgleeed doctors were generally
encountering more patients with CHD, who consedue&oiuld generate considerable
workloads. This could put additional pressure owglg-handed doctors in terms of their
time and staffing. This would be consisted withegmhfindings, which suggest that
single-handed GPs work more hours and experiemgdex range of workload generated
by their patients (Campbedt al, 2001b; van den Hombergt al, 2004).

The pattern described here also suggests thaatil@nppopulation of single-handed
practices tended to have a relatively greater f@ecbronary heart disease care, than the
patient population in larger practices, mainly assted with their socio-economic
deprivation rather than the size of practices pettdhas been well recognised that there is
an inverse relationship between socio-economicstatd cardiovascular disease. Many
studies have been carried out, attempting to exjlad develop an understanding of this
relationship. With respect to conventional riskiéas, people with lower socio-economic
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status are likely have higher risk factor profilesdeveloping coronary heart disease; for
example, there are positive associations betwegn-seconomic status and blood pressure
as well as cigarette smoking; and in the UK, thatsthie lower end of social spectrum also
tend to have higher levels of BMI (Sobal and Studk&989; Lyratzopouloust al, 2006).
Poverty may lead to unhealthy lifestyles increasihmgrisk of heart disease. Also, people
with economic disadvantages could have differeattheelated behaviours that might
influence the pattern of coronary heart diseaseli& have shown that people in less
privileged social circumstances might be less &blenderstand, and be more resistant to,
health education advice, and when ill, may presstit more severe symptoms of disease
and/or at a later stage (Winkleby 1997; Pocetcil, 1987; Pekkaneet al, 1995) In this
study, a higher prevalence of angina and a higherer of CHD deaths were found
among patient population of urban single-handedtjwes, which was due to the effect of
socio-economic deprivation. This confirmed the ing$ of some previous studies showing
no evidence that single-handed practice provident pare (Majeeet al 2003; Hippisley-
Coxet al, 2001) Given the greater level of need from their paticatsl the relatively
limited range of service provision (see Chaptetltg,question for existing single-handed
practices is whether they have the capacity toaiorand satisfy their patients’ needs.

The findings on patterns of emergency admissioeguried in this study show that practice
size has little relation to admission rates whesiGseconomic deprivation is taken into
account. Using these as an outcome measure, erogrgeémission rates could indicate
quality in primary care; in theory, if doctors mageaheir patients well, and/or provide
effective preventive care within primary care, pats may not need to be admitted to
hospitals, particularly as emergency cases. Howevenge of factors may contribute to
the wide variation in emergency admission ratewéen general practices, including
patient characteristics, practice and doctor cherstics, as well as secondary care
providers. Of patient factors, socio-economic degfon in particular was closely related
to emergency hospital admission rates (Detfd, 2002; Reidet al, 1999). With an
increase in deprivation, the number of patientadpadmitted as an emergency increased,
so did the number of patients’ subsequent emerg@umyle et al, 2006). The effect of
deprivation has been confirmed in EMAs for non-ceathest pain in our study. One
possible explanation of the association between Elslidd deprivation is that deprived
populations might delay presenting chest pain ¢ir tBP, causing an unplanned
attendance to hospital. Previously, a qualitattuelysreported that health care seeking

behaviour of deprived patients tended to be matlifig their expectations of health care as
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well as their experience of illness, and this grotipatients were no more likely to present
chest pain to their GPs, even though they expresggdater sense of vulnerability to heart
disease than the affluent patients (Richatds, 2002). In addition, relating to deprivation
as a factor, studies found that patients livingeprived areas tended to experience greater
co-existing morbidity (Macleodt al, 2004; Mercer and Watt 2007), and which may also

result in more emergency admissions to hospitals.

In Scotland, despite declining numbers of cororart disease emergency admissions,
the number of EMAs for chest pain has been risiay the past decade. Patients with
acute chest pain account for 20% of emergency rakddamissions (Blatchforelt al,

1999), and there is a wide range of health problératscan cause chest pain other than
CHD, including gastrointestinal, musculoskeletalyghological, and pulmonary diseases.
In the study, as stated earlier, the Internati@lassification of Disease (ICD) was used to
categorise non-cardiac chest pain symptoms, cay@aim in throat, chest pain on
breathing (painful respiration), pre-cordial paand chest pain as well as unspecified chest
pain. Since the diagnosis of chest pain was basduwspital linked records, cardiac caused
chest pain then could be excluded from the studyekheless, this study has no follow-
up information on patients admitted for non-cardibest pain—the specific diagnosis
given patients after investigation. Future reseamaiid explore further the cases of non-
cardiac chest pain in A & E, looking into its casises well as possible pattern in relation to

practice size and deprivation.

Furthermore, in this thesis there was little gratia EMA rates for CHD related
conditions (angina and myocardial infarction) asragban practices, which is difficult to
explain based on available prevalence. The notidhat EMAs for CHD conditions could
be prevented if general practices provide effegrmnary and secondary prevention for
the patients. However, we do not have linked datpaat of the current analysis that could
be used to further investigate the possible efieprevention on EMA rates of angina and
MI. Yet, there has been evidence suggesting trad-ssconomic deprivation could
increase the chance of a person having a myocandsattion, but decreasing the chance
of reaching hospital alive, and increasing the ckasf dying during the attack (Morrison
et al, 1997). Thus, patients of single-handed pracpossibly might have a greater chance
of dying from a heart attack before they get tohbspital, and that could affect EMA rates

of AMI. It may, therefore, be useful to look intdHD deaths outside hospitals in order to

100



explore possible explanations for the relationsl@fween practice size and emergency

admissions for CHD related conditions.

Generally, deprivation rather than practice size Wi most significant determinant of the
relationship between practice size and CHD monpiditortality and EMA rates for non-
cardiac chest pain across urban general pracfcggnificant difference in referral rates
for CHD was also observed between various siz@saattices, after taking into account
the effect of deprivation. This finding is in agneent with previous research, confirming
that single-handed practices have higher refeatakrcompared with larger practices, as
do small practices. Although variations in refesray general practice have long been
studied, the evidence for a relationship betweewstpre size and referral rates is not
consistent (O’'Donnell, 2000). The differences shavvere could be related to both patient
and GP characteristics. Of patient related facfmatients of single-handed practices are
reported as having poor general health and pooresagas of health services and health
education, all of which are interrelated with th&icio-economic deprivation, and could
increase the risk of developing heart disease,niaegwcare from hospitals for further
investigation and treatment. Of GP factors, workitipout the support of colleagues
within practices, single-handed doctors may be rikedy to refer their patients to
secondary care (Hippisley-Cex al, 1997). Also a large proportion of single-handed
doctors were older, and that could possibly inczaaterral rates of the practices; for
example, one study by Wilkin and Smith (1987) fotimak a higher proportion of more
experienced doctors were high referrers. In addisngle-handed doctors may have their
own unique “referral threshold”, related to theilerance of uncertainty, sense of
autonomy and personal enthusiasm (Cumratred, 1981). But evidence of this will

require a qualitative study to establish a full erstanding of GPs’ referral behaviour.

There was no gradient in hospital admission raiearigiography and revascularisation
between urban practices in our study. During €20§0, most hospital admissions for
coronary surgical procedures were planned on aniedebasis. Given the observed
differences in the prevalence of angina from sifigladed practices to large practices, we
would expect to see a similar pattern in admissabes of surgical procedures for coronary
heart conditions. So the flatness described harke ¢mply under-use of these procedures
in single-handed and small practices. In the litesg although there is a lack of evidence

suggesting practice size is related to the utibsadf angiography and revascularisation,
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research has indicated that there is an invergelation between deprivation and cardiac
revascularisation rate (Payne and Saul, 1997hdse deprived communities, people
having angina were reported to have a fear of talspienial of ill health, and low
expectations of medical treatments, all which cqarlelvent them accessing hospital
services (Gardner and Chapple, 1999; Richatdd 2002). Also, the indicators for these
surgical procedures are complex, and vary accotdipgtients’ conditions and their
preferences. For people with high socio-economjaridation, coronary heart disease is
more likely to be associated with other co-mortondditions (Salomaat al, 2001), as a
result of which they may not be suitable candid&teshese surgical treatments.

As reviewed previously, coronary heart diseaseptdentially be prevented or postponed
if GPs identify patients with cardiac risk fact@sd provide them with effective

preventive measures. Statin treatment has beerywided as a preventive measure to
reduce the number of patients at or with risk afiavascular disease, presenting with
cardiac events. In this study, we found no reladimnm between practice size and statin
prescribing rates, with no gradient across thetjmes despite high prevalence of angina of
patients in smaller practices. Given the limitatiaf statin prescribed data discussed
earlier, additional data on the derived case-mithote who have been prescribed statins

will be needed to assess and compare preventatreeof the practices by practice size.

6.5 Summary

On the basis of the findings of this study, sinigégtded GPs faced patients’ greater need
for CHD care compared with their colleagues worlarger practices, since morbidity
and mortality rates of coronary heart disease Wigiger in single-handed practices.
However, we have recognised from early descripgtudies that single-handed practices
tended to concentrate in areas where a high priopat patients were socio-economically
deprived (see Chapter 5), which has an importdatebn the patterns of morbidity and
mortality within practice populations. Once adjustihfor deprivation was included in the
analysis, the prevalence of angina and CHD moytedites did not differ between single-
handed and group practices. These results sudggggiractice size has little impact on the
pattern of CHD. In terms of the association withas®lary care related activities, we also
found little evidence that practice size had arafon EMA rates for CHD related

conditions and hospital admission rates for angiplyy and revascularisation. A similar
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deprivation effect was identified in EMA rates favn-cardiac chest pain; however we
found that single-handed practices tended to hagreehreferral rates compared with

larger practices, which was not explained by detion.

In this study, a set of data on CHD mortality arMAzof AMI was seen not only as
performance indicators (for CHD outcomes), but als@roxy measures of need for CHD
care triangulating with prevalence of angina. Hg\arhigh proportion of deprived
patients, single-handed doctors face a greatel ¢téveeed for CHD care in their patients.
However, it is inconclusive how well such a leveheed can be met or delivered in
single-handed practices. Basing on this currenlyaisathere is the possibility of under-
use of angiography and revascularisation in urli@gleshanded practices because we did
not see gradients in hospital admission rateshiesd two procedures in relation to the
pattern of angina in these practices. However tihisation of cardiac intervention and
treatment for angina in secondary care is infludnoa only by need, but also by the
availability of services, patient consultation #irelds, GPs’ referral thresholds, plus
cardiologists’ referral and intervention thresholdskage of hospital admission data with
individual patients with angina may help to detgassible unmet needs among angina
patients in different sizes of practice.

Consistent with the findings of previous studiégré was little evidence in this study
suggesting that single-handed practices providedgpcCHD care compared with larger
practices. However, the findings did show a tengdogreater use of secondary care by
single-handed and small practices, in relatiom&rthigh referral rates. This could be
explained on the straightforward basis that theyinare patients with coronary heart
conditions; however referral, as a complex clinetivity, could be affected by a range of
factors including patients, practice and GP charéastics, all of which can explain no
more than half of the variation of referrals in geal practice, leaving a large part of the
variation in referral unexplained (O’Donnell, 200Q)pulter (1998) has pointed out that
these unexplained variations in referral rateseinegal practice have caused concern
among policy makers, who see high referral ratemnaadicator of inefficiency. As health
policy focuses on moving chronic disease managefmamtsecondary care to primary
care, single-handed practices may increasinglyroeaendesirable in delivering effective
health, unless they can show that their refernr@sappropriate and necessary to improve

their patients’ outcomes. Further exploration @& teferral patterns of practices regarding
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their appropriateness would require more detaidolrmation concerning the reasons,

timing and outcomes of the referral process.

In conclusion, we found little relationship betwg@actice size and the quality of care
provided for patients with CHD, which could meaattthere is little to gain from the
policy of merging general practices into largentsinGiven the limitations of the datasets
using in this part of the study, however, furtherastigation is required. In particular, the
recent introduction of the new GMS contract, inahgda range of CHD indicators as part
of the Quality and Outcome Framework, providesaayeopportunity to compare the CHD
care provided by urban single-handed and grougipesc

104



Tables and figures

Table 6. 1: Patient characteristics of urban practes by practice size (2002).

Single-handed

Small practice

Medium practice

Large practice

practice (1.01-3.00 WTE GPs)  (3.01-5.00 WTE GPs)  (>5.01 WTE GPs)
(<1.00 WTE GP)

Practices 85 232 211 147
(row %) 12.6% 34.4% 31.3% 21.8%
Total No. of practice 156,490 880,475 1,407,267 1,492,471
population (range) (696-4,681) (63-8,656) (3,238-10,582) (5,097-20,237)
No. practices in the 5" 46 106 44 29
quintile (%) 54.1% 45.7% 20.9% 19.7%
% female populations 48.4 50.1 50.8 50.9
(95% ClI) (47.4-49.3) (49.6-50.5) (50.6-51.0) (50.7-51.1)
% of population aged 8.8 8.9 9.3 9.2
70+ (95% CI) (7.9-9.7) (8.5-9.2) (8.9-9.6) (8.9-9.6)
SHR 130.9 125.1 106.5 99.9
(95% ClI) (122.3-139.5) (119.8-130.4) (102.2-110.8) (94.9-105.0)
SIR 117.6 114.3 102.5 99.3
(95% ClI) (112.0-123.2) (110.8-117.7) (99.7-105.3) (95.8-102.7)
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Table 6. 2: Prevalence of angina per 10,000 pracéi@opulation of urban practices by
practice size (2001/2002).

Single- Small practice Medium practice Large practice P-value
handed (1.01-3.00 WTE (3.01-5.00 WTE (WTE GPs>5.00)
(1.00<WTE GP) GPs) GPs)

Prevalence of 392.8 387.1 329.8 313.1 <0.001
angina !
(95%Cl) (365.3-420.3) (370.7-403.4) (312.8-346.8) (292.1-334.1)
Adjusted 353.4 357.4 352.8 349.9 0.822
prevalence of
angina ® (336.9-369.8) (347.6-367.2) (342.6-362.9) (337.3-362.5)

1. Estimated prevalence data is missing for 6 single-handed practices, 8 small practices, 4 medium practices
and 11 large practices in urban areas.

2. Estimated prevalence of angina when adjusted for deprivation.
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Table 6. 3: CHD death rates and standardised ratiosf urban practices by practice

size (2001/2002).

Single-handed Small practice Medium practice Large practice P-value
(1.00<WTE GP) (1.01-3.00 WTE (3.01-5.00 WTE (>5.01 WTE GPs)
GPs) GPs)
Crude rates (per 10,000)
All age 12.3 11.9 10.4 10.3 0.014
(95% ClI) (10.4-14.2) (10.9-12.9) (9.6-11.1) (9.5-11.1)
Aged < 70ys 6.0 5.7 5.1 5.1 0.216
(4.7-7.3) (5.1-6.3) (4.6-5.6) (4.6-5.6)
Age-sex standardised ratios
All age 127.5 112.3 96.8 94.4 0.001
(95% ClI) (105.4-149.6) (103.6-121.1) (89.7-103.8) (87.0-101.8)
Age <70ys 120.9 109.1 96.8 94.8 0.051
(94.2-147.5) (97.2-120.9) (87.8-105.8) (85.6-104.0)
Adjusted age-sex standardised ratios
All age 118.3 105.1 102.1 103.5 0.203
(95% ClI) (105.5-131.2) (97.2-112.9) (93.9-110.2) (93.6-113.4)
Age <70vys 109.1 90.8 103.5 106.4 0.758
(92.7-125.6) (89.8-109.9) (93.1-114.0) (93.7-119.0)

1. Adjusted for deprivation.
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Table 6. 4: Emergency admission rates (per 10,000) urban practices by practice
size (2001/2002).

Single-handed Small practice Medium practice Large practice P-value
(1.00<WTE GP) (1.01-3.00 WTE (3.01-5.00 WTE (WTE>5.01)
GPs) GPs)
M 15.4 151 15.3 15.4 0.991
(95% ClI) (12.5-18.2) (13.9-16.3) (14.4-16.3) (14.4-16.3)
Angina 18.9 23.3 21.8 21.9 0.358
(14.1-23.7) (21.3-25.3) (20.2-23.3) (20.4-23.5)
Chest pain 58.2 54.1 45.9 41.1 <0.001
(48.0-68.5) (49.8-58.4) (42.4-49.3) (37.8-44.5)
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Table 6. 5: Age-sex standardised emergency admissiatios of urban practices by

practice size (2001/2002).

Single-handed Small practice Medium practice Large practice P-value
(1.00<WTE GP) (1.01-3.00 WTE (3.01-5.00 WTE (>5.01 WTE GPs)
GPs) GPs)
Ml 109.8 103.1 102.9 103.3 0.924
(95%) (91.1-128.4) (95.3-111.0) (96.7-109.1) (97.2-109.3)
Angina 97.2 115.4 104.9 103.6 0.203
(74.1-120.1) (105.7-125.1) (97.2-112.5) (96.1-111.1)
Chest pain 144.9 130.1 108.4 96.6 <0.001
(119.4-170.3) (119.4-140.8) (100.0-116.9) (88.4-104.8)
Adjusted age-sex standardised ratio  *
MI 104.6 98.7 103.8 105.4 0.601
(86.3-123.0) (90.9-106.6) (97.7-109.9) (99.6-111.6)
Angina 85.5 105.4 106.8 108.9 0.250
(63.9-107.0) (96.2-114.6) (99.7-113.9) (101.9-115.9)
Chest pain 124.8 113.0 111.7 105.7 0.259
(103.8-145.8) (104.0-122.0) (104.8-118.7) (98.8-112.5)

1. adjusted for deprivation.
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Figure 6. 1: Statin prescribing rates per practicepatient of urban practices by
practice size (2001/2002).

Statin prescribed 11 -
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Table 6. 6: Out-patient referral rates and standardsed ratios of urban practices by

practice size (2001/2002).

Single-handed Small practice Medium practice Large practice P-value
(1.00< WTE GP) (1.01-3.00 WTE (3.01-5.00 WTE (WTE GPs>5.01)
GPs) GPs)
Crude rates (per 10,000)
Referral 196.6 216.1 182.3 162.0 <0.001
(95%Cl) (161.9-231.3) (201.5-230.7) (170.7-193.9) (150.7-173.2)
Age-sex standardised ratios
Referral 115.1 124.5 102.2 90.5 <0.001
(95.6-134.7) (116.3-132.8) (95.7-108.7) (84.2-96.9)
Adjusted age-sex standardised ratios  *
Referral 105.1 116.0 103.8 95.1 <0.001
(86.8-123.3) (108.2-123.8) (97.8-109.9) (89.2-101.0)

1. adjusted for deprivation.
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Table 6. 7: Hospital admission rates and standardesl ratios of elective angiography
and revascularisation of urban practices by practie size (2001/2002).

Single-handed Small practice Medium practice Large practice P-value
(1.00< WTE GP) (1.01-3.00 WTE (3.01-5.00 WTE (WTE GPs >5.01)
GPs) GPs)
Crude rate (per 10,000)
Angiography 20.3 21.9 20.9 19.7 0.270
(95% ClI) (16.0-24.6) (20.1-23.7) (19.5-22.3) (18.3-21.1)
Revascularisation 8.2 8.4 8.7 8.7 0.924
(6.0-10.3) (7.6-9.3) (8.0-9.4) (8.0-9.4)
Age-sex standardised ratio
Angiography 115.6 117.7 111.0 101.6 0.052
(93.0-138.1) (108.2-127.2) (103.4-118.5) (94.3-108.9)
Revascularisation 104.5 106.0 106.4 105.0 0.995
(79.2-129.9) (95.4-116.7) (98.0-114.9) (96.8-113.2)
Adjusted age-sex standardised ratio  *
Angiography 104.5 108.3 112.8 106.6 0.619
(83.3-125.7) (99.2-117.4) (105.7-119.8) (99.7-113.5)
Revascularisation 97.3 99.9 107.6 108.3 0.555
(72.4-122.2) (89.2-110.5) (99.3-115.9) (100.2-116.4)

1. adjusted for deprivation.
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Chapter 7

General practice under the new GMS contract

7.1 Introduction

The new contract—a practice-based contract

General practice in the UK has experienced a sefiegganisational reforms over the past
sixty years, and increasingly there has been @ tt@mards the delivery of health care
through large group practices. It has been argoadsuch developments improve the
ability of general practice to deliver healthcatddr the 2F' century (Corrigan, 2005).
Meanwhile, single-handed GPs’ clinical isolatiom @nlack of support from colleagues
have received attention and, in 2000, single-hamgeeral practice was particularly
mentioned in the NHS Plan, subjecting it to newt@tual quality standards to promote
quality of care in these practices (DoH, 2000bgrethough there was little evidence to
suggest that single-handed and small practicesrypet@orm compared to larger practices
(Hippisley-Coxet al, 2001; Majeeckt al, 2003) Most recently, a new GMS contract was
introduced in 2004, at a time when both the praéesand the government wanted
changes to standard general medical services idkhé®©n the face of it, single-handed
and small practices appear to be continuing ag®eiiader the new GP contract, although
some aspects of the contract possibly presentleeoba to this group of practices and the
pattern of service delivery which they are ableravide.

Essentially, the GP contract has changed from dg&ded to a practice-based contract.
This means that patients are now registered wdhtjmes rather than individual doctors,
and a GP will not be able to take his/her owndigpatients if he/she leaves a partnership.
It is uncertain what long term effects this chamgiehave, but a practice-based contract
appears consistent with the long-standing trendag&asing group practice accompanying
a continuing decline in the number of single-hangexeral practices in the UK.
Meanwhile, patients and GPs tend to have closeeaddring relationships in traditional
single-handed practices, and such relationships haen considered a particular feature of

this type of practice. Given a choice, patientsegelty prefer smaller practices because of
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the personal and continuous care providing by thesetices as discussed earlier (see
Chapter 3)However, this traditional pattern of continuousvgzs provided by one person
to one population may be broken now that persoa@épt lists attached to individual
doctors have been removed under the new contratialao there is a possibility that
traditional long-term doctor-patient relationshypdl be eroded, devaluing the continuity

of care in general practices.

The new contract has also introduced a different @faemunerating GPs for their work,
practices now being responsible for their own exiitene, and providing specified
services in return for specified resources. Gemaglical services are now categorised as
essential, additional and enhanced services. Alitpres have to provide essential services,
including the management of patients who are, bevethemselves to be ill with an
emphasis on the management of chronic diseasetiéwali services are not compulsory,
and practices have the ability to opt out of prawjdsuch services, temporarily or
permanently. But if practices decide not to offegge services, they are likely to be
financially penalised because of the way in whiamsy is allocated to the practice,
determined accordingly by factors such as pradisteocation and employed staff. Thus,
additional services such as cervical screeningcand immunisations are expected to be
provided by most practices, unless practices aex@eptional difficulties such as being
overstretched or not having enough staff. Enhaseedces are also optional. Generally
the rationale of enhanced services is to providdicaéservices outside the normal scope
of primary medical services, supporting the develept of new services. The delivery of
most enhanced services requires a greater involveoi@ther health professionals and
practice staff other than GPs (BMA 2004a), and pbbpnot all practicehave the
capacity to offer these kinds of service. For ine& in a partnership those GPs with
special interests can provide enhanced servicégloalf of GP colleagues in a specific
clinical area; while in a single-handed practicegtdrs less likely to have similar support
from colleagues. Our previous review also showsgmgle-handed and small practices
often have fewer ancillary staff compared to langerctices (see Chapter 3), which may
make it more difficult for smaller practices to pide an extensive range of services,

including new services as required under the naviraot.

114



The Quality and Outcomes Framework

Under the new GMS contract, practice income isamby dependent on the global sum for
providing particular services but also paymentsegated from points scored in the Quality
and Outcomes Framework (QOF). It is a new and iatie& system that was designed to
encourage quality standards for services providegemeral practice, via a system of
financial incentives (Roland, 2004). The fundamkatalerpinning of the framework is
that incentives are the best way of funding pracatesources, driving up standards, and
monitoring as well as recognising practices’ acémeents. The framework sets a range of
quality criteria which cover both clinical and nolical domains. An individual domain
covers a number of areas e.g. coronary heart disbggertension, diabetes, and each is
subdivided into individual indicators. Practicee awarded quality points according to the
number of indicators for which they meet the tasgand receive funding accordingly. In
the first year of the framework, there were a tofal46 quality indicators, and practices
could earn up to 1000 points, each of which wagwgr5. An additional 50 points were
available for practices as access bonus if patearide seen by a GP within 48 hours.
And the transformation of achieved quality poimtithe payments for practices is
calculated using a complex expression taking instmant both the size of the practice and

the prevalence at each practice of the diseaskglgttin the quality framework.

Whilst the UK is not the first country to introdufteancial incentives for primary care
quality, the framework is the first in the worldsiigned on such an extensive and specific
scale, rewarding the quality of care provided byagal practices. As a voluntary scheme,
practices had the option whether to enter it or yet, most practices chose to participate,
and appeared to accept the idea of performanceltipasenent. In the UK, there is
evidence suggesting that such financial incentbashave a significant impact on
improving uptake rates of cervical cytology anddimmunisation (Baker and Middleton
2003; Middleton and Baker 2003), and can also tex#fe in influencing doctors’
professional and organisational behaviour, esdgaidien the incentives are aligned to the
doctors’ own professional values and prioritiseaarthey think are important (Spoower

al, 2001). As the design of the framework, basedvitieace-based indicators and focused
on areas important to GPs, Marshall and Smith (Rp6licted that the Quality and
Outcome Framework would lead to an improvemenhédelivery of care in general
practice within the first few years; neverthelgbsy stressed that such improvements

might need changes in the structure of practicéh, large practices having advantages
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over smaller practices, as they were likely to havange of clinical staff who could
specialise in specific disease areas, in co-ondinatith a variety of other practice staff
such as nurses, healthcare assistants, and adatimesttaff. Concern was also raised that
smaller practices (Majeed, 2005) or practices sgrdeprived areas would lose out via
their QOF performance (Wriglet al, 2006), as they tended to have less resources and
were perhaps historically less motivated to maxenmeome through the measures that the
contract allows. Yet, currently there is little dgnce that the quality of care provided by
single-handed practices is poorer than that pravidegroup practices, or that
amalgamating general practices into larger unitsldvtead to more efficient and higher
quality primary care services. However, the trewdyfrom single-handed general
practices is likely to continue in the UK and seglanded practices might not feature in
the UK government’s long term vision for primaryealt is timely, therefore, to carry out
a comparison of practice QOF performance betweaegleshanded and group practices,
seeking better information on which to base densimoncerning the future of single-
handed practice (Majeed, 2008Jithin the framework, the majority of quality in@itors

are in clinical and organisational domains, botlwhbich are the main subject of interest
for this study.

Clinical domain

Clinical indicators

The core intention of the new contract is to imgrdive quality of care provided for
patients, especially in relation to chronic diseas@agement in general practice. The
clinical domain within the framework covers thed@mmonest chronic conditions:
coronary heart disease (CHD), left ventricular dygstion (LCD); stroke and transient
ischemic attack (TIA); hypertension; hypothyroidisiimbetes; mental health; chronic
obstructive pulmonary disease (COPD); asthma; ggyjteand cancer. 76 clinical
indicators are arranged within these disease spegdups, and out of the total of 1000
guality points, 550 were allocated to clinical area

Within the clinical domains, clinical indicator setere designed to encourage more
structured care of patients with chronic conditiaarsd generally could be grouped into

three types, as structure, process and outcome(®pd004a). The structure indicators
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generally refer to the establishment of diseaskistexg for each of the 10 clinical areas,
and the practice has to ensure that every patightome of the long-term chronic
conditions is recorded on a disease register. Whiks recognized that these may not be
completely accurate, the practices are requiretttoonstrate that they have systems to
maintain high quality registers (BMA, 2004b). Timelicators that specify process cover a
range of practice activities related to clinicalaserements of specific parameters for
patients diagnosed with particular chronic condsiofor example the measurement of
blood pressure and cholesterol. The outcome inmligahonitor how well patients’ clinical
conditions and relevant parameters are controlegdnstance control of blood pressure to
below the range of 150/90. Generally more qualdynfs are available for intermediate
outcomes than for process indicators, reflectimglével of difficulty involved in

achieving the targets. Accompanying each indicatdine clinical domain, there is a
standard that sets an upper level for which payshwiit be made available to the
practices. For example, for the measurement ofdbfwessure, there is a 90% of
achievement, which means that the practice wouldiolull quality points if 90% of

patients with the clinical condition had their bibpressure measured.

Exception reporting

In general, practice attainment for the clinicaligators is measured according to the
percentage of relevant patients who are treatedcertain way, or who have certain
outcomes resulting from care provided by the pecactin consideration of possible
differences in the patient characteristics of pcast the QOF includes the concept of
exception reporting, allowing practices to exemgtignts who, for reasons beyond the
practices control, cannot meet the indicatorsecidt This means that certain patients may
not be included in the calculation of its achievategainst specific indicators, if GPs
consider that the patients meet one of the follgvanteria: the patient not attending
despite written reminders; the patient only hawbegn newly diagnosed or registered with
the practice; the patient refusing investigatiotreatment; certain treatments not available
to the patient or the practice; the treatment mmdpclinically appropriate for the patient;
or the patient not tolerating a medication thatpscified in the contact (BMA, 2006).
While exception reporting can affect the calculatd practice’s QOF achievement, data

recording on QOF disease prevalence are not diraffécted.
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There is a conceptual distinction between exctuaiad exception. Exclusion refers to
patients on the register who, for definitional @asare not included in a particular
indicator denominator; for instance, that indicatay apply only to patients of a specific
age group, or patients with a specific status. ptog refers to patients on the disease
register and included in the indicator denominabat,then exception reported from the
indicator denominator because of their belongingttieast one of the exception reasons

described above.

Whilst the intention of such exclusions and exaagiis to encourage fair play between
practices, avoiding financial loss for practicesttmay have disadvantaged populations,
there is no upper limit in the number of patientsom GPs may exclude. In addition,
exception reporting is associated with the levdimancial reward for practices, and could
be used therefore to serve practices’ own selfa@ste All these considerations raised
concerns that some practices could use an undgilylével of exception reporting in order
to achieve higher quality points via the framew(Rbland, 2004). In fact, a wide variation
in the levels of exception reporting has been foleidveen general practices, and little has
been explained by practice characteristics, sumggestat further work is needed to
explore the contribution of exclusions and excepito the number of QOF points
achieved by practices (Ashworth and Armstrong, 20@6vould be of particular concern,
for example, if exception reporting was shown tavime frequent in smaller practices or

deprived practices.

Organisational domain

Being independent contractors, GPs have contral thed own work, running their
practices as a business involving the employmeptaxtice staff and other administration
of the practice. Meanwhile, general practice, qaest six decades, has gradually grown in
its complexity, with multi-disciplinary professiolsavorking together offering a wide
range of services to meet patients’ needs (PlsdlGaaenhalgh, 2001). Within the
development, practice management has graduallygadexrs a new profession, playing a
crucial part in the delivery of health care. Effeetmanagement not only produces
efficiencies in the organisation of practices, #lsb eases the administrative burden on
doctors. In the context of the new GP contractgiica organisation for the first time has

explicitly been a part of contractual requiremeats] the design of organisational
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indicators includes the generic management skids are now required for general

practice as well as some advanced organisationatiarfor practice improvement.

The organisational domain of the quality framewackounts for about 20% (184) of the
guality points, including 56 indicators within theeas of practice records and information
management; communication with patients; educatiahtraining; practice management
and medicines management. These organisationahitods were derived from indicators
used in a range of quality schemes run by the ROglége of General Practitioners
including the Quality Practice Award scheme (BMAQ2b). Unlike the clinical

indicators, the framework did not set scaling Is\al criteria for organisational indicators;
yet the requirements for organisational performaim#orm to increasing sophistication,
grading from a base level practice that has fewue®s, through to the level of a steady-
state practice that may have achieved quality @edi1to maintain that level of
achievement (Spooner, 2004b). In this way, thestkfice between base and improving
practices, as well as steady-state practices,l{alige to the number of tasks carried out.
Single-handed practices possibly would most likelfpe characterised as a base level
practice, which might not have modern facilitiesl/@n the capacity to perform certain
tasks such as event review or audit, and poténtizdy lose income as a result Also, with
the minimum number of doctor and staff, it mightdacult for single-handed practices
even if they would want to increase the numbegasks they perform and to move from
the status of base level to improving practices@ae organisational tasks may require
skills which are different from those of cliniciarspecifically skilled and trained staff who

may be needed to take on such managerial taskspithctices.

In general, the Quality and Outcomes Frameworkiisrgoortant part of the payment
system for the new GMS contract, promoting qualitgeneral practice with its target-
driven approach. Given defined quality criterianantthe QOF, individual practice can
decide which level of QOF score it wishes to tatgdthas to systematically collect and
record information concerning practice performarides then has been become a rich
source of data providing information on the prommsof general practice services, and of
interest to many parties such as health organizst@nalysts, and researchers in health
care. Applied to this study, the collection of Q@dia on clinical domains opens a new
realm of observation on the quality of care prodithy single-handed practices, which can

be compared to that of group practices. Similargamsons have been carried out in the
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previous chapter, suggesting that urban single-¢dpdactices delivered comparable
quality of care for patients with coronary heamdaibions to larger practices after taking

into account the effect of deprivation on the needare of patients in single-handed
practices. Given the limitations of the previouslgsis (see Chapter 6), a method of
triangulation is considered here as we employeahabmation of newly available QOF

data and early CHD data, to capture a fuller petfrthe reality of care provided by
single-handed general practices. Moreover, theesobpuality of care in the Quality and
Outcomes Framework extends beyond clinical carprdotice management, and presented
an opportunity to assess and examine the perforenaingeneral practices in both the
clinical and organisational domains comparing tEDF scores according to the size of

practice.

7.2 Data and methods

Quality and Outcomes Framework (QOF) data

QOF data for all general practices in Scotland figonil 2004 to March 2005 were
obtained from the Information & Statistics DivisiddHS Scotland. Data for each domain
within the QOF were analysed collectively and indiinally including clinical, practice
organisation, patient experience and additionalises, as well as the holistic care and
quality practice domains. QOF data are collectezhaaggregated level for each practice
by an IT system called the Quality Management andlysis System (QMAS). Clinical
data are extracted from individual practice’s syse@nd sent automatically to QMAS;
organisational data and information on other dosairthe framework are entered into

QMAS directly by practices via a web-browser.

Within the clinical domain, there are two typedata: data relating to clinical indicators
and disease prevalence information for each ofghelinical conditions. For clinical
indicators, practices receive points that calcytatgment based on the proportion of
patients for whom they achieve the quality targetatag the range from the minimum
25% to maximum 90%. Disease prevalence informatgonrds the number of patients
with specific conditions, and are used for adjustnoé the value of the quality points of
the practice. For the organisational domain, pcastobtain quality points according to the

criteria they attain.
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Practice and practice population characteristics

Data concerning general practices, including pcaciractitioner, and patient
characteristics (2002/ 2003) were obtained from &ibtland. General practices in urban
areas of mainland Scotland using the Scottish Ekexurban and rural classification 2003
were selected in the analysis, and practices wedfiead! into four groups according to the

number of WTE GPs of the practices (see Chapter 5).

Methods

The analysis initially examined distributions ofadjty points attained by practices in all
domains included in the QOF by practice size, dsal @ompared practices points for the
10 clinical and 5 organisational areas. Of theseclmical conditions, one main interest of
this thesis is coronary heart disease. Thus a detegled analysis of CHD and several
clinical conditions that are related to CHD inchglihypertension, stroke, and diabetes
were conducted. The detailed definition of seleatelitators included in the analysis is
illustrated in Appendix 1. Prevalence and casel@eddVTE GP for these conditions were
examined by practice size, as well as the levejgadtice achievement using a method
that had been applied in McLean’s study (McLeaal, 2006), calculating both delivered
guality and payment quality for the selected chhiadicators, using denominators which
included all patients with the specific conditidine delivered quality indicated the
proportion of all patients who received the cariengel by each selected indicator, and was

calculated as:
Delivery quality=N/D,

where N was the number of patients in each praticerhich the indicators were
achieved (numerators of each indicator), and Dtwasiumber of patients on the disease
register as collected (all patients without exaudieing estimated by the maximum value

of the denominator for the disease indicators).
While payment quality was defined as:

Payment quality=N/(D-E),
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where E was the number of patients excluded fomttieators of specific conditions, and
(D-E) was the denominator for the indicators repdn 31st March 2005.

The rationale for the calculations of payment dyalnd delivered quality was due to the
potential differences in denominators for eachaatbr for payments being taken on 31
March 2005, and the number of patients on the deseagisters for most practices being
extracted on 14 February—"National Prevalence D8yth differences could be due to
later additions of patients to disease registee®; patients with specific conditions
registered with the practice; or old patients va#inticular disease conditions having left
the practice or died. Therefore, an estimatiorhefdisease register size of individual
practices uses the largest possible value of angrdmator in the relevant clinical areas

assuming all patients with a specific condition iaduded.

The reasons for the application of this methodudel| firstly an initial analysis showed
that the quality points achieved by the practicesamegatively skewed, with the majority
of practices close to maximum points, which mayrefiect true variation between
practices; secondly, McLeaat al (2006)noted in their early study, that only measuring
guality using the percentage of payment achievem et accounting for exclusions might
fail to detect inequities in service provision iengral practice. So the measurement of
delivered quality includes all patients with specdiseasdyrespective of exception

reporting, offering the possibility to explore thetual care delivered by the practices.

Statistical analysis

Descriptive statistics were used to compare theacheristics of urban general practices
and practice populations by the size of practi¢és. QOF point attainment and practice
achievement in each domain and individual indicateere examined by practice size, and
non-parametric Kruskal-Wallis tests were used tectalifferences between practices as
the distributions of QOF data were negatively skiwee did not use logarithmic
transformation correcting the distributions becathgetransformed figures would not
provide direct information about QOF points andcice achievement. As the
distributions of disease prevalence within the Qlatasets were normally distributed,
ANOVA was used to compare prevalence between pexctiAll analyses were undertaken
using SPSS 11.5 for Windows.
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7.3 Results

Characteristics of urban practices by practice size

The characteristics of all mainland and urban garmactices were examined earlier
(Chapter 5). Table 7.1 here summarises the chaistate of urban practices and their
practice populations updated to 2004. Single-harmaeldsmall practices accounted for
46% of all urban general practices in mainland Bodt They were still less likely to
participate in voluntary quality practice schemeinoGP training, and GPs in single-
handed practices were significant older, more jikelmale and to have larger personal list
sizes than those from larger practices. Also adrigioportion of single-handed doctors
qualified from South Asian medical schools. Thaifegs suggest that, during the time
period (2004/2005), almost 1 million patients wergistered with single-handed and small
practices. These patients tended to live in arégseater socio-economic deprivation, and
a higher percentage of patients from ethnic migagiroups.

QOF points in each domain

QOF data for year 2004-5 were available for 64%unrpractices, comprising 74 single-
handed, 225 small, 205 medium and 145 large pexct8enerally, as practice size
increased, there was an increase in the numbe©&f §pints obtained. Single-handed
practices attained an average of 958 QOF pointshakas 43 points fewer than that of
large practices (1001) (Table 7.2). When individi@inains contributing to the overall
number of QOF points were examined, there werdatsscally significant differences in
the points obtained for the clinical, holistic cared additional services domains between
urban practices. Significant differences were seewever, in organisational, patient
experience and quality practice domains, with lapyactices generally achieving more
points than smaller practices. For example, largetes scored 173 points in the

organisational domain compared to 162 by singledbdrpractices (Table 7.2).
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QOF data within the clinical domain

QOF clinical points, prevalence and caseload per WT  E GP for the ten clinical

conditions

There was little difference in the overall clinigadints obtained by urban practices
(p=0.150). Within the framework, smaller practiodsgained fewer quality points for
cancer, epilepsy, mental health and coronary ligsetise than larger practices (Table 7.3).
For instance, single-handed practices scored amage®f 113 points compared to 118 in

large practices with respect to coronary heartadis€p<0.001).

In terms of QOF disease prevalence, there was mgistent pattern by practice size.
Smaller practices had significantly higher reponeelvalence for both COPD and mental
health than larger practices; for example, singlaeled practices had the highest
prevalence of mental health problems at 0.84% coedp@ 0.53% in larger practices.
However, the prevalence of hypothyroidism was loimesmaller practices, and increased
with practice size (Table 7.4). The prevalence EDC stroke, hypertension, diabetes,
cancer and asthma were not statistically significiiferent across practices.

Using practice-reported disease registers divigethé® number of WTE GPs of the
practices, the caseloads per WTE GP for the 1@aliconditions within the framework
were compared by practice size. The results sugigassingle-handed doctors generally
had heavier caseloads than GPs working in partipstdfor instance, Table 7.5 shows that
on average, single-handed doctors had to look 88gratients with coronary heart disease,

compared to 70 patients per GP working in largetmes (p=0.044).

Coronary heart disease

Within the CHD indicators, single-handed practibad higher payment quality for the
process indicators including recording patientsokimg status, blood pressure and
cholesterol measurements as well as the interneedidgtome indicators referring to the
management of blood pressure than group pracficddd 7.6). Delivered quality was
little different between urban practice groups apam CHD indicator 3—recording the
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smoking status of patients, which was consistémtiher in single-handed practices than

group practices (p<0.001), even though the diffeesrwere narrow between practices.

Hypertension

With an increase in practice size, there was augdadecrease in payment quality achieved
by practices with respect to hypertension indigatdhe results suggest that payments for
the quality of hypertension care was better inlsiiganded practices as they had a higher
percentage of patients with their smoking stat@s9®), blood pressure recorded (90.5%),
and a higher percentage of patients with their dio@ssure controlled within quality
criteria as defined by the framework (76.5%) thengé practices, which respectively
attained 95.5%, 88.7% and 72.0% for these thrdeatats. Delivered quality also was
higher in single-handed practices for recording kimpstatus and blood pressure, and

these differences across urban practices werststatly significant (Table 7.7).

Stroke

The differences in practices’ payment quality ftvoke indicators were not consistent by
practice size. Single-handed practices had lowgmpeat quality for recording the blood
pressure of stroke patients than group practice8.()25), but single-handed practices had
higher payment quality for measuring stroke pasiectiolesterol (87.1%) and monitoring
their blood pressure (85.3% ) while large practeesieved 84.4% and 83.2% respectively
(Table 7.8). Delivered quality for most selectewlst indicators was not significantly
different between single-handed and group practigbsst single-handed practices’
delivered quality was relative lower for strokeicator 3—recording the smoking status of
stroke patients than group practices (p=0.004).

Diabetes

The prevalence of diabetes was higher in smalktjmes compared with larger practices
but the variation was not statistically significghable 7.4). Of the 14 diabetes indicators
included in the analysis, payment quality was higbe13 of the indicators in smaller
practices than in larger practices, and paymenitgdar the intermediate outcome

indicator regarding the monitoring of HbAlc (indica7) was similar across the practices.
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In the comparison of practices’ delivered qualipgrformance in 4 out of 14 selected
diabetic indicators were higher in single-handeatpces than group practices, including
recording patients’ BMI, smoking status, blood prees and cholesterol; however single-
handed practices’ delivered quality for indicatdré&cording patients’ retinal testing,
73.9%) was significantly lower compared to 81.4%ieced by large practices (Table 7.9).

QOF points within the organisational domain

Under the Quality and Outcomes Framework, singleded and small practices overall
attained fewer quality points in the organisatiash@inain compared to larger practices,
and the difference was statistically significanaifle 7.2). When looking into each area
within the organisational domain, large practicéfhwnore than 5.00 WTE GP partners
attained the highest quality points in practicecadion (27.4), medicine management
(38.1), and practice information & records (80By.contrast, single-handed practices had
the lowest points in practice education (22.7); lspractices obtained fewest points for
practice medicine management (35.6); and mediutipes scored 75.8 in patient
information record, which was the lowest among fuactice groups (Table 7.10). Such

differences across the practices were statistisaiyificant.

7.4 Discussion

The Quality and Outcomes Framework is an importaniponent of the new GP contract
which was introduced in 2004. It is a world firsidaencourages improved quality of care
in key areas provided by all general practicesuphathe use of financial incentives.
Under the framework, up to a quarter of practiemme can depend on their performance
measured against quality indicators (DoH, 2003)s Was the first study exploring the
relationship between QOF point attainment and prasize, and the findings showed that
the size of practice was related to overall QORFesavith smaller practices achieving
fewer points. However, this was due to lower paictiievement in the organisational

rather than in the clinical domain.
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As a publicly available source of data, QOF prosidesaluable source of information on
the quality of care delivered by general practites,there are some important limitations
concerning QOF collected data to consider. Firstig,10 clinical disease registers,
required by the QOF to estimate the burden of ds@ageneral practices may be
incomplete or inaccurate in relation to diseasendefn and diagnosis. In general, the
disease conditions are identified by lists of R€ades, which are not based on standard
clinical definitions but on the clinical judgemaesftdoctors. Thus, patients with specific
conditions could be miscoded, undercounted, or-oganted by GPs. Also undiagnosed
patients are excluded from the disease registdnighwnay be important for conditions
such as hypertension and diabetes; for exampleettia can be present for several years
before it is diagnosed. Thus, the reliability amadidity of data may be open to question.
Secondly, as noted earlier, the QOF prevalenceatataxtracted directly from individual
practices, being captured at an aggregated leveélthere is no demographic detalil
concerning the patients on the registers. It igpossible, therefore, to describe the disease
prevalence in age-sex specific rates, limiting carigons between different population
structures. In addition, QOF data do not providermation on practice characteristics
such as practice size. The most recent data otiggaharacteristics available for this
study relating to QOF data for 2004/05 were frorary2002, and information for 14
mainland practices could not be linked to their Qaka, but this did not affect urban
practices in the analysis. Thirdly, all practices allowed to exclude specific patients from
QOF data collection. Exclusions and exception ripgicould distort the findings, in the
same way as non-response can affect a survey. Wiilformation both on the number of
exclusions and exception reporting and the reafwrsich exception reporting, the
variation in practice performance could be difftdnl explain, and the comparison between
practice groups may not be reliable. As QOF exoepteporting data were not released
until the second year of the new GP contract, weead measured both payment and
delivered quality of practices, in order to consitihee possible effect of patient exclusions.
Whilst the measurement of delivered quality alse ikalimitation, McLearet al (2006)

have pointed out that the estimation of deliveredlity can only be applied to a limited
number of clinical indicators, which record all igats on the disease register for particular
clinical condition, because QMAS does not recotldegithe true denominators for every

indicators or the register size on the same daiethie indicator data are extracted.
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The implementation of the QOF has taken place withé context of UK government’s
attempt to improve the quality of care, which vamédely in general practice. Practice
size is associated with certain aspects of thatgualcare. For instance, Campbetlal
(2001a) noted that larger practices performed bettdiabetes care than smaller practices,
whilst smaller practices provided better accessate for their patients. Chronic disease
management would seem to be an area where lamgeiges would have an advantage
over single-handed or small practices as they cordd on a wider range of health
professionals and offer a more extensive rangemices and clinics. In this study,
however, we found that no evidence that betterribrdisease care was provided by group
practices in terms of quality points. Neverthelessan individual level, single-handed
doctors seemed to be dealing with a greater voloimeorkload in their practices; for
example, single-handed GPs looked after 17% mdrerpg with coronary heart

conditions than their colleagues working in parshgrs, and this could impose a huge time
constraint on the doctors, and might be a possibéanation for the overall quality scores

attained in coronary heart disease were lowemiglsthanded practices.

The association between practice size and doatankload has been reported in other
studies, which have suggested that single-handeth@®e a higher workload and a higher
level of work-related stress; while doctors workindarger practices often had their
workload reduced by delegating some tasks to nunsether assistants within practices
(van den Hombergét al, 2004; Wensingt al, 2006). In the context of the new contract, a
range of performance indicators were introduceash¢mitor GPs’ quality of care,
accompanying a list of data recording and collectitiached, which would expect an
increase GPs’ workload subsequently, despite adatikm evidence. Indeed, a survey
carried out at early stage of the new contract gbthiat 59% of GPs already anticipated
that there would be a huge increase in clinicalklead under the new contract (Rolagtd

al, 2006). There is a possibility that single-handedtors in particular may be felt
constrained to their resources regarding time dsaseractice staff working under the
new contract, and bearing in mind their populatemiditional time may be added upon this
group of GPs as longer consultations may be requareleal with those patients with
complex chronic diseases. All these subsequentiyahallenge single-handed GPs’
abilities to maintain or improve their QOF attaintha the future, although they achieved

similar standard of clinical care as illustratedhis study.
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On the face of it, there was little difference weall clinical quality scores achieved by
practices of different size, although variationpayment quality and delivered quality for
individual indicators were found across urban pcast It appeared that single-handed
practices might deliver better quality of care @mtain clinical measures than larger
practices, but their success with quality perforogacould be contentious. Urban single-
handed practices were broadly similar to largecturas in delivered quality, but the
payment quality of single-handed practices appeamach enhanced under the exception
system of the QOF. Thus, delivered quality for 8 @itthe total 32 clinical indicators was
higher in single-handed practices, whose qualiggyypant accounted for exception,
however was higher for 23 indicators. Generallg, plarpose of exclusions and exceptions
is to promote practices’ quality improvement, takinto account the characteristics of
practice populations, on which basis single-hamtadtices, which tend to have a higher
percentage of deprived patients, may logically haeee reasons for excluding certain
patients possibly in relation to the complexitytlodir health problems or unwillingness to
be engaged with the health service. Meanwhilegtiwealso the possibility that the
exclusion system may have been used by some dwagléed practices, in the first year, to
maximise their quality points and performance, ays/which attract resources into
practices. In addition, although the QOF offersagiecentives to GPs to achieve target
levels of care and maximum quality scores, theutalon of practice QOF payment does
not favour GPs working in single-handed or smadicices, which could be financially
penalised, receiving fewer payment than largertras despite both delivering the same
quality targets, simply because of smaller numbématients in single-handed and small
practices (Guthriet al, 2006). Given the payment system of the qualdyniework, GPs
practising in smaller practices, therefore, mayrmtivated to achieve the maximum QOF
scores in order to avert a risk of financial desitsdiion for their practices under the new
contract. Furthermore, practices’ QOF performandhe thesis was measured by mean
values of quality points as well as percentageeagment in relation to individual
indicators, with apparent differences in which bew practice groups were detected.
However, the 95% confidence interval for the mealues indicated a wider spread of
values for single-handed practices compared te@tgsactice. This suggests the
possibility of greater variation in quality withgingle-handed practices, with a longer
“tail” of practices achieving fewer points compatedther practice groups. Such
variation will need to be investigated further titain an improved understanding of the
association between practice size and their QGihatent.
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Elucidation of the reasons behind the variationguality performance in CHD related

care between small and large practices will requirdner detailed investigation.
Nevertheless, our findings of the pattern of dekdequality between practices indicated
that single-handed practices had comparable agheveto larger practice for most
intermediate outcome indicators, and single-hammtadtices were marginally better than
larger practice at some simple process of care uneaents such as recording of patients’
smoking status, and checking blood pressure aniéstieool levels of patients with CHD,
hypertension, and diabetes. This finding is paatlgdds with a recent study about diabetes
care suggesting that larger practices achievecehigliality in process measures, but this
study also found little variation in quality achewent of intermediate outcomes targets by
practice size (Milletet al, 2007). Whilst larger practices are thought to lyp wider

range of health professionals to share many ottpescesses of care, making such
measures more easily achievable in such practBaeseheet al, 2007), some studies
suggested that smaller practices were more likelydrk as a team and to be more
efficient, and that solo GPs were more productiantdoctors in larger practices (Poutlton
& West, 1999; Roos, 1980). Compared to GPs workingartnerships, single-handed GPs
are also more likely to know their patients welr¢én, 1996; Baker, 1997), and this may
allow doctors be more responsive and to targektipasients with specific conditions for

their routine check-ups as QOF standards require.

Whilst quality point attainment was not statistigaignificant different between practice
groups in the clinical domains, our findings suddleat large practices attained higher
organisational quality scores compared with otie¥ssof practice. Large practices also
have economies of scale, attracting greater managier@sources into practices,
employing a range of skilled individuals involveda range of managerial and
administrative tasks (Corrigan, 200&hich may not be afforded within single-handed or
small practices as their practice structural castsgenerally higher compared to large
practices. In addition, compared to the usuallgrimfal and less structured nature of
single-handed practices, large practices mostly liawveloped a formal and clear defined
management structure (Westlagtdal, 1996), which may facilitate their implementation
the new contract. Therefore, organisational requéngts could be delegated as individual
tasks to practice staff if each one had an undwigig of their own roles within the
organisation, taking particular responsibility tbe quality of delegated work, and in co-
ordination with GPs delivering quality standards.
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Furthermore, having only one doctor in a singledeghpractice with the support of a
minimum number of practice staff may make it diffico meet certain quality criteria as
required by the QOF. For example, significant eveuntews are required to take place
within practices, involving a group of doctors dissing and analysing patients’ deaths
and/or other adverse events, but this is diffituichieve in a single-handed practice since
there is no one with whom the GP can have a dismussid undertake such review.
Although all the issues discussed here could b&oresafor the better organisational quality
of large practices, at present, based on curreri® Qaia it is difficult to identify which of
these explanations is true. Whilst significant stuual changes have taken place within
practices since the introduction of the new contrfacther information on practice
workforce and their structural changes linking vilikir QOF attainment may be needed to

provide answers to these questions.

7.5 Summary

The QOF covers a range of quality indicators, amdconclusion is that practice size was
associated with quality attainment under the namé&work. Overall, smaller practices
obtained fewer QOF points compared to larger prastimainly due to their lower point
attainment in the organisational domain. There meadifference across practice size for
clinical domains, whilst some process measuresua were better provided by single-

handed practices than by group practices.

Linking quality standards with practice paymeni& majority of practices were found to
attain a high QOF performance regardless of prasiice under the new contract. The
findings of this study on the one hand, indicat #ncouragement of larger general
practices in primary care may not necessarily teddgher quality of care in chronic
disease management; but it does highlight the @sgaonal advantages of large practices
and a need for improving the organisational capasid abilities of single-handed and
small practices. Initiatives that could reduce ing&gs in resources allocation or pool
smaller practices’ managerial skills and resournayg offer these practices economies of

scale comparable to larger practices, allowing thesustain achieved quality.
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Tables

Table 7. 1: Characteristics of practice and populabn of urban practices by practice
size (2003/2004).

Single-handed Small practice Medium practice Large practice P-Value
(<1.00WTE GP)  (1.01-3.00 WTE (3.01-5.00 WTE (WTE GPs>5.01)
GPs) GPs)
Practices located in 74 225 205 145
urban areas’ (11%) (35%) (32%) (22%)
(row %)
% of Female GPs 19.0 40.8 40.2 39.3 <0.001
(SD) (39.3) (26.1) (15.5) (12.9)
% GPs aged 55+ 25.2 14.0 13.0 13.3 <0.001
(SD) (43.) (23.8) (14.9) (12.4)
% South Asian 14.8 5.0 1.4 0.4 <0.001
qualified GPs® (SD) (35.5) (17.4) (5.9) 2.4)
Average list size 2033 1655 1603 1607 <0.001
per WTE GP (SD) (687) (394) (257) (266)
Voluntary practice-based activities
Practice 7 40 44 48 <0.001
accreditation (%) (10.0%) (18.5%) (20.8%) (34.8%)
Quality Practice 0 2 11 15 <0.001
Award (%) (0.9%) (5.2%) (10.9%)
Personal Medical 6 14 15 10 0.948
Service (%) (8.6%) (6.5%) (7.1%) (7.2%)
SPICE® (%) 16 27 28 26 0.091
(22.9%) (12.5%) (13.2%) (18.8%)
Training practice 1 28 64 70 <0.001
) (1.4%) (13.0%) (30.2%) (50.7%)
Patient characteristics
Number of 129,951 821,397 1,406,569 1,423,129
registered patients
mSIMD* (SD) 31.3 30.8 23.6 21.7 <0.001
(14.6) (15.7) (11.8) (11.7)
% ethnic Indian 4.02 3.00 2.59 2.13 0.007
patients (SD) (6.19) (3.12) (2.43) (2.40)
% patients aged 12.5 12.7 135 13.2 <0.001
over 65 (SD) (5.1) (3.6) (3.2) (3.1)

1. There were a total of 649 urban practices linked to QOF data.
2. Defined as Bangladesh, India, Pakistan or Sri Lanka.

3. SPICE: Scottish Programme for Improving Clinical Effectiveness.

4. Modified Scottish Index of Multiple Deprivation (mSIMD).
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Table 7. 2: QOF points (mean) attained in each donma by urban practices by

practice size (2004/2005).

Single-handed Small practice Medium practice Large practice P-Value
(1.00< WTE GP) (1.01-3.00 WTE (3.01-5.00 WTE (WTE GPs>5.01)
GPs) GPs)
Total QOF points 957.7 968.5 986.6 1001.5 <0.001
(95% ClI) (931.4-984.1) (957.8-979.3) (977.7-995.5) (992.6-1010.4)
Clinical 508.3 512.3 521.4 523.1 0.150
(493.1-523.5) (506.4-518.2) (516.7-526.1) (517.5-528.6)
Organisational 162.0 163.6 165.4 172.9 <0.001
(157.1-167.0) (160.8-166.4) (162.7-168.2) (170.7-175.1)
Patient 90.1 94.3 96.3 98.6 <0.001
experience (85.8-94.5) (92.8-95.8) (95.0-97.7) (97.6-99.5)
Additional 34.5 35.2 35.5 35.6 0.081
services (33.6-35.3) (34.9-35.5) (35.3-35.7) (35.3-35.8)
Holistic care 88.7 88.4 91.6 92.9 0.113
(84.7-92.7) (86.4-90.3) (90.1-93.1) (91.3-94.5)
Quality practice 26.1 27.2 27.8 28.9 <0.001
payment (25.0-27.1) (26.7-27.7) (27.4-28.3) (28.5-29.2)
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Table 7. 3: QOF points (mean) attained in each clinal domain by urban practices by
practice size (2004/2005).

Single-handed Small practice Medium practice Large practice P-Value
(1_00 EWTE GP) (1_01_3_00 WTE (3.01-5.00 WTE (WTE GP525.01)
GPs) GPs)
Asthma 65.3 64.8 65.4 66.2 0.628
(95% CI) (62.4-68.1) (63.3-66.2) (64.0-66.7) (64.8-67.6)
Cancer 11.0 10.8 11.4 11.6 <0.001
(10.4-11.5) (10.5-11.1) (11.2-11.6) (11.4-11.8)
COPD 40.4 39.7 40.7 40.2 0.191
(38.3-42.4) (38.6-40.7) (40.0-41.6) (39.0-41.3)
Diabetes 94.0 95.3 95.8 95.3 0.077
(91.1-96.9) (94.6-96.1) (95.2-96.4) (94.5-96.1)
Epilepsy 13.4 13.2 13.7 14.4 0.018
(12.6-14.2) (12.8-13.6) (13.4-14.1) (14.0-14.7)
Hypertension 100.4 100.0 100.4 100.4 0.622
(98.3-102.6) (98.7-101.3) (99.3-101.5) (98.9-101.8)
Hypothyroidism 7.9 7.9 8.0 7.9 0.575
(7.6-8.1) (7.9-8.0) (7.9-8.0) (7.9-8.0)
Mental Health 34.5 37.0 38.9 39.3 <0.001
(32.4-36.7) (36.1-38.0) (38.2-39.6) (38.6-39.9)
Stroke 28.4 29.2 29.8 29.7 0.531
(27.2-29.6) (28.8-29.6) (29.5-30.1) (29.3-30.1)
CHD 113.1 114.3 117.3 118.2 <0.001

(109.3-116.9)

(113.1-115.5)

(116.4-118.2)

(117.2-119.2)
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Table 7. 4: QOF prevalence rates (%) of 10 clinicatonditions of urban practices by
practice size (2004/2005).

Single-handed Small practice Medium practice Large practice P-Value
(1.00<WTE GP) (1.01-3.00 WTE (3.01-5.00 WTE GPs) (WTE GP525.01)
B GPs)

Asthma 5.29 5.28 5.34 5.50 0.440

(95% ClI) (4.82-5.77) (5.10-5.45) (5.19-5.50) (5.33-5.66)

Cancer 0.53 0.47 0.50 0.51 0.086
(0.48-0.57) (0.45-0.50) (0.47-0.53) (0.48-0.54)

COPD 2.10 2.40 1.88 1.78 <0.001
(1.66-2.55) (2.22-2.59) (1.75-2.01) (1.60-1.96)

Diabetes 3.19 3.26 3.15 3.18 0.438
(2.97-3.42) (3.16-3.36) (3.07-3.23) (3.08-3.28)

Epilepsy 0.70 0.77 0.71 0.74 0.027
(0.63-0.76) (0.73-0.80) (0.68-0.73) (0.71-0.77)

Hypertension 10.75 11.62 11.40 11.18 0.128
(9.93-11.57) (11.17-12.07) (11.07-11.72) (10.80-11.56)

Hypothyroidism 2.23 2.55 2.71 2.81 <0.001
(2.03-2.42) (2.43-2.66) (2.59-2.83) (2.67-2.95)

Mental Health 0.84 0.62 0.54 0.53 <0.001
(0.67-1.01) (0.56-0.67) (0.50-0.59) (0.48-0.58)

Stroke 1.64 1.77 1.78 1.82 0.246
(1.45-1.84) (1.68-1.86) (1.71-1.86) (1.74-1.90)

CHD 4.59 4.63 4.48 4.58 0.651
(4.21-4.98) (4.44-4.81) (4.34-4.61) (4.41-4.75)
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Table 7. 5: QOF caseload per WTE GP of 10 clinicadonditions of urban practices by
practice size (2004/2005).

Single-handed Small practice Medium practice Large practice P-Value
(1.00<WTE GP) (1.01-3.00 WTE (3.01-5.00 WTE  (WTE GPs>5.01)
GPs) GPs)

Asthma 97.2 82.4 84.0 85.2 0.028

(95% ClI) (86.7-107.8) (79.2-85.6) (81.4-86.6) (82.0-88.5)

Cancer 9.6 7.3 7.8 7.8 <0.001
(8.6-10.5) (6.9-7.7) (7.4-8.3) (7.4-8.2)

COPD 39.8 36.7 29.3 28.1 <0.001
(34.0-45.6) (33.9-39.5) (27.4-31.1) (26.0-30.1)

Diabetes 58.4 50.5 49.6 48.8 0.063
(52.2-64.5) (48.7-52.2) (48.2-51.0) (47.2-50.4)

Epilepsy 12.7 11.9 11.0 11.3 0.064
(11.5-13.9) (11.3-12.4) (10.6-11.4) (10.8-11.7)

Hypertension 194.6 179.7 179.1 172.1 0.302

(177.1-211.1) (172.4-187.0) (173.5-184.7) (165.6-178.6)

Hypothyroidism 40.1 39.8 42.9 43.4 0.070
(35.8-44.5) (37.7-41.9) (40.9-44.9) (41.1-45.7)

Mental Health 15.7 9.7 8.5 8.1 <0.001
(12.4-19.1) (8.7-10.7) (7.8-9.1) (7.4-8.9)

Stroke 29.4 27.3 27.9 27.9 0.575
(26.1-32.7) (25.9-28.7) (26.7-29.1) (26.6-29.1)

CHD 82.8 71.6 70.5 70.3 0.044
(75.0-90.7) (68.5-74.7) (68.1-72.8) (67.5-73.1)
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Table 7. 6: Urban practice QOF performance (%) of GiD indicators by practice size (2004/2005). (Det&dl indicator definitions see Annex 1)

Single-handed
(1.00<WTE GP)

Small practice

(1.01-3.00 WTE GPs)

Medium practice

(3.01-5.00 WTE GPs)

Large practice
(WTE GPs>5.01)

P-Value

Payment quality achievement

CHD 03 Smoking status recorded (95%CI)
CHD 05 Blood pressure recorded
CHD 06 Blood pressure controlled (<150/90)
CHD 07 Cholesterol recorded
CHD 08 Cholesterol controlled (<5mmol/l)
CHD 09 Aspirin, alternative anti-

platelet or anti-coagulant being taken
CHD 10 Treated with beta blockers

CHD 12 Influenza immunisation recorded

96.7 (95.3-98.1)
96.3 (95.1-97.5)
88.0 (85.9-90.1)
90.8 (88.2-93.5)
71.8 (67.8-75.7)
89.9 (88.1-91.7)

72.2 (68.4-76.1)
88.7 (86.0-91.5)

95.8 (95.0-96.5)
95.4 (94.7-96.1)
86.1 (85.0-87.3)
88.7 (87.3-90.1)
70.8 (68.8-72.8)
89.8 (88.9-90.7)

71.1 (69.1-73.1)
86.6 (85.1-88.1)

96.1 (95.5-96.6)
95.9 (95.4-96.4)
85.9 (85.0-86.8)
89.5 (88.3-90.7)
71.5 (70.0-73.1)
90.2 (89.5-90.9)

70.6 (68.9-72.2)
86.7 (85.2-88.2)

95.9 (95.0-96.8)
96.0 (95.3-96.6)
85.5 (84.4-86.6)
89.4 (87.9-90.9)
72.1 (70.3-74.0)
91.0 (90.3-91.7)

70.3 (68.7-71.9)
88.0 (86.7-89.2)

<0.001
0.009
0.019
0.025
0.753
0.519

0.713
0.095

Delivered quality achievement

CHD 03 Smoking status recorded (95% CI)
CHD 05 Blood pressure recorded
CHD 06 Blood pressure controlled (<150/90)
CHD 07 Cholesterol recorded
CHD 08 Cholesterol controlled (<5mmol/l)
CHD 09 Aspirin, alternative anti-

platelet or anti-coagulant being taken
CHD 10 Treated with beta blockers

CHD 12 Influenza immunisation recorded

96.4 (95.0-97.8)
95.5 (94.2-96.7)
85.0 (82.8-87.2)
88.1 (85.4-90.7)
65.1 (61.4-68.8)
87.0 (85.1-88.8)

51.6 (49.2-54.1)
76.8 (74.3-79.4)

95.5 (94.7-96.2)
94.7 (94.0-95.4)
83.7 (82.6-84.8)
86.1 (84.8-87.4)
64.6 (62.9-66.3)
87.8 (87.0-88.7)

52.7 (51.6-53.8)
74.8 (73.6-76.1)

95.8 (95.2-96.4)
95.4 (94.9-95.9)
83.7 (82.8-84.6)
87.2 (86.0-88.3)
65.9 (64.5-67.3)
88.4 (87.8-89.1)

53.3 (52.4-54.2)
75.0 (73.8-76.2)

95.6 (94.7-96.5)
95.4 (94.8-96.1)
83.2 (82.1-84.3)
87.0 (85.5-88.5)
66.3 (64.7-68.0)
89.1 (88.4-89.8)

54.4 (53.5-55.3)
77.2 (76.1-78.2)

<0.001
0.155
0.203
0.067
0.725
0.573

0.073
0.059
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Table 7. 7: Urban practice QOF performance (%) of lypertension indicators by practice size (2004/2005)

Single-handed
(1.00<WTE GP)

Small practice

(1.01-3.00 WTE GPs)

Medium practice

(3.01-5.00 WTE GPs)

Large practice
(WTE GPs>5.01)

P-Value

Payment quality achievement

BP 02 Smoking status recorded (95%CI)

BP 04 Blood pressure recorded

BP 05 Blood pressure controlled (<150/90)

96.9 (95.8-98.1)
90.5 (88.6-92.5)

75.6 (72.9-78.4)

95.8 (95.1-96.4)
89.2 (88.1-90.4)

74.2 (72.7-75.7)

95.6 (95.0-96.2)
89.2 (88.3-90.1)

73.0 (71.7-74.3)

95.5 (94.8-96.2)
88.7 (87.6-89.8)

72.0 (70.5-73.4)

<0.001
0.008

0.019

Delivered quality achievement

BP 02 Smoking status recorded
BP 04 Blood pressure recorded
BP 05 Blood pressure controlled (<150/90)

96.4 (95.2-97.7)
89.7 (87.7-91.7)
72.0 (69.1-74.8)

95.2 (94.4-95.9)
88.5 (87.4-89.6)
71.0 (69.5-72.4)

95.1 (94.5-95.7)
88.6 (87.6-89.5)
69.8 (68.5-71.1)

95.1 (94.3-95.8)
88.3 (87.2-89.4)
69.0 (67.5-70.4)

<0.001
0.036
0.081
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Table 7. 8: Urban practice QOF performance (%) of 8oke indicators by practice size (2004/2005).

Single-handed
(1.00<WTE GP)

Small practice

(1.01-3.00 WTE GPs)

Medium practice

(3.01-5.00 WTE GPs)

Large practice
(WTE GPs>5.01)

P-Value

Payment quality achievement

Stroke 03
Stroke 05
Stroke 06
Stroke 07

Stroke 08
Stroke 09

Stroke 10

Smoking status recorded (95%CI)
Blood pressure recorded

Blood pressure controlled (<150/90)
Cholesterol recorded

Cholesterol controlled (<5mmol/l)
Aspirin, alternative anti-
platelet or anti-coagulant being taken

Influenza immunisation recorded

945 (92.0-97.0)
93.7 (91.3-96.2)
85.3 (82.1-88.5)
87.1(83.1-91.2)
64.3 (59.6-69.5)
89.6 (86.8-92.5)

86.0 (83.0-89.1)

94.9 (93.1-95.8)
94.8 (93.9-95.6)
84.5 (83.1-85.9)
85.3 (83.4-87.2)
66.3 (64.1-68.6)
89.7 (88.5-90.9)

85.0 (83.3-86.6)

94.6 (93.8-95.4)
94.9 (94.1-95.6)
84.1 (83.0-85.3)
85.5 (83.8-87.1)
66.1 (64.2-67.9)
90.5 (89.5-91.5)

84.0 (82.4-85.8)

94.3 (93.2-95.5)
94.7 (93.8-95.5)
83.2 (81.9-84.5)
84.4 (82.3-86.4)
64.9 (62.6-67.3)
90.4 (89.3-91.5)

84.5 (82.9-86.1)

0.001
0.025
0.024
0.010
0.656
0.609

0.206

Delivered quality achievement

Stroke 03
Stroke 05
Stroke 06
Stroke 07

Stroke 08
Stroke 09

Stroke 10

Smoking status recorded (95% CI)
Blood pressure recorded

Blood pressure controlled (<150/90)
Cholesterol recorded

Cholesterol controlled (<5mmol/l)
Aspirin, alternative anti-
platelet or anti-coagulant being taken

Influenza immunisation recorded

93.9 (91.3-96.4)
92.4 (89.9-94.8)
81.2 (78.1-84.3)
81.9 (77.9-85.9)
54.7 (50.1-59.3)
53.3 (49.0-57.6)

72.4 (69.2-75.7)

94.3 (93.4-95.3)
93.7 (92.8-94.5)
80.5 (79.1-81.9)
80.8 (79.0-82.6)
58.1 (56.2-60.1)
51.6 (49.4-53.9)

71.3 (69.8-72.8)

94.0 (93.2-94.9)
94.2 (93.4-94.9)
80.3 (79.1-81.5)
81.3 (79.7-82.8)
57.9 (56.3-59.5)
53.6 (51.6-55.6)

70.7 (69.3-72.0)

94.0 (92.8-95.1)
94.0 (93.2-94.9)
79.8 (78.5-81.2)
80.8 (78.9-82.8)
57.4 (55.4-59.5)
54.0 (51.6-56.3)

72.2 (71.0-73.4)

0.004
0.677
0.336
0.229
0.696
0.448

0.538

139



Table 7. 9: Urban practice QOF performance (%) of dabetes indicators by practice size (2004/2005).

Single-handed
(1.00<WTE GP)

Small practice

(1.01-3.00 WTE GPs)

Medium practice

(3.01-5.00 WTE GPs)

Large practice
(WTE GPs>5.01)

P-Value

Payment quality achievement

DM 02
DM 03
DM 05
DM 06
DM 07
DM 08
DM 09

DM 10
DM 11
DM 12
DM 14
DM 16
DM 17
DM 18

BMI recorded (95% CI)
Smoking status recorded
HbAlc recorded

HbA1lc controlled (<7.4)
HbA1C controlled (<10)
retinal screening recorded

Absence of peripheral pulses
recorded

Neuropathy testing recorded

Blood pressure recorded

Blood pressure controlled (<145/85)
Serum creatinine testing recorded
Cholesterol recorded

Cholesterol controlled (<5mmol/l)

Influenza immunisation recorded

96.8 (95.6-97.9)
98.6 (98.0-99.3)
97.3 (96.3-98.4)
58.7 (55.3-62.1)
90.6 (88.9-92.3)
90.3 (87.1-93.4)
90.1 (87.5-92.6)

88.5 (85.7-91.3)
98.8 (98.2-99.4)
79.4 (76.4-82.4)
96.5 (95.4-97.6)
96.8 (95.7-97.8)
78.5 (75.5-81.5)
90.1 (87.8-92.4)

95.2 (94.5-96.0)
98.1 (97.8-98.5)
96.6 (96.1-97.2)
60.0 (58.3-61.7)
90.4 (89.6-91.2)
87.8 (86.2-89.4)
86.3 (84.7-87.9)

84.9 (83.2-86.7)
98.2 (97.8-98.5)
78.1 (76.5-79.7)
95.1 (94.5-95.8)
95.2 (94.6-95.9)
77.5 (75.9-79.2)
87.9 (86.5-89.4)

93.7 (92.9-94 5)
97.4 (97.0-97.9)
96.5 (96.0-96.9)
58.2 (56.8-60.0)
90.6 (89.9-91.2)
87.3 (85.7-88.8)
85.8 (84.3-87.3)

83.9 (82.2-85.6)
97.8 (97.5-98.1)
76.1 (74.7-77.5)
94.9 (94.2-95.5)
94.4 (93.8-95.1)
75.3 (73.9-76.7)
86.4 (84.8-88.0)

93.7 (92.9-94 5)
97.2 (96.6-97.8)
95.9 (95.2-96.7)
55.6 (54.2-57.1)
90.0 (89.0-90.8)
86.8 (85.1-88.5)
83.0 (80.9-85.1)

81.9 (79.7-84.1)
97.7 (97.3-98.1)
74.2 (72.7-75.8)
94.1 (93.2-95.0)
93.9 (93.0-94.8)
73.2 (71.5-74.9)
86.4 (84.9-87.9)

<0.001
<0.001
<0.001
0.018
0.293
0.001
<0.001

0.004
<0.001
<0.001
<0.001
<0.001

0.001

0.003
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Single-handed
(1.00<WTE GP)

Small practice

(1.01-3.00 WTE GPs)

Medium practice

(3.01-5.00 WTE GPs)

Large practice
(WTE GPs>5.01)

P-Value

Delivered quality achievement

DM 02
DM 03
DM 05
DM 06
DM 07
DM 08
DM 09

DM 10
DM 11
DM 12
DM 14
DM 16
DM 17
DM 18

BMI recorded (95% CI)
Smoking status recorded
HbAlc recorded

HbAlc controlled (<7.4)
HbA1C controlled (<10)
retinal screening recorded

Absence of peripheral pulses
recorded

Neuropathy testing recorded

Blood pressure recorded

Blood pressure controlled (<145/85)
Serum creatinine testing recorded
Cholesterol recorded

Cholesterol controlled (<5mmol/l)

Influenza immunisation recorded

93.8 (92.5-95.1)
98.3 (97.6-99.0)
94.6 (93.5-95.8)
47.8 (45.0-50.6)
83.8 (82.0-85.7)
73.9 (69.6-78.2)
81.1 (77.8-84.3)

79.2 (75.7-82.6)
97.7 (96.7-98.4)
72.0 (69.0-75.0)
93.6 (92.1-95.1)
93.9 (92.6-95.2)
68.2 (65.4-71.1)
74.6 (72.1-77.0)

92.6 (91.9-93.4)
97.7 (97.4-98.1)
94.3 (93.7-94.9)
49.9 (48.6-51.3)
84.4 (83.5-85.4)
73.6 (71.3-75.9)
79.5 (77.8-81.2)

78.0 (76.1-79.9)
97.3 (97.0-93.4)
71.7 (70.3-73.2)
92.7 (92.0-93.4)
92.8 (92.1-93.5)
68.6 (67.3-69.9)
72.5 (71.2-73.8)

91.3 (90.6-92.1)
97.1 (96.7-97.6)
94.6 (94.1-95.1)
50.6 (49.4-51.8)
85.8 (85.1-86.5)
78.8 (76.9-80.7)
80.4 (78.9-82.0)

78.4 (76.7-80.2)
97.3 (97.0-97.7)
70.9 (69.5-72.2)
93.0 (92.4-93.7)
92.6 (92.0-93.3)
68.1 (66.9-69.3)
72.5 (71.2-73.8)

91.6 (90.7-92.5)
97.0 (96.4-97.6)
94.2 (93.5-95.0)
49.6 (48.3-50.9)
85.6 (84.7-86.5)
81.4 (79.5-83.2)
78.7 (76.6-80.8)

77.5 (75.3-79.7)
97.3 (96.9-97.7)
69.6 (68.1-71.1)
92.3 (91.4-93.3)
92.4 (91.5-93.3)
67.0 (65.5-68.6)
73.1(72.6-74.1)

<0.001

<0.001
0.592
0.175
0.171

<0.001
0.343

0.690
0.013
0.180
0.060
0.022
0.375
0.511
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Table 7. 10: QOF quality points for organisationalindicators of urban practices by

practice size (2004/2005).

Single-handed Small practice Medium practice Large practice P-Value
(L.OOKWTE GP)  (1.01-3.00 WTE (3.01-5.00 WTE (WTE GPs>5.01)
GPs) GPs)
(95% CI) (7.28-7.60) (7.44-7.60) (7.45-7.62) (7.53-7.70)
(21.46-23.99) (24.93-26.33) (25.97-27.15) (26.92-27.95)
Management 18.6 18.9 19.1 19.2 0.265
(18.12-19.16) (18.57-19.15) (18.90-19.37) (18.89-19.44)
Medicine 36.6 35.6 36.4 38.1 0.001
(35.07-38.03) (34.68-36.61) (35.53-37.36) (37.14-39.07)
Patient 76.5 76.0 75.8 80.6 0.001

information &

record

(72.98-80.00)

(74.22-77.72)

(73.82-77.73)

(79.05-82.10)
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Chapter 8

Urban single-handed GPs in today’s NHS

8.1 Introduction

Findings from the earlier parts of this thesis aontthat single-handed general practice
remains an important feature of general practiod,that single-handed doctors delivered
similar standards of clinical care as GPs in pastmps. At the same time, there is
evidence that there is a real concern about thetshal and organisational aspects of
single-handed practice, which may not have adeqeatrirces or support to accommodate
the growing expectations of GP care, and to atiEgairements for the development of
primary care (Corrigan, 2005). This subsequently m& the survival of solo doctors at
risk. Yet, single-handed doctors seem notablyieggito government’'s many attempts to
discourage them. Scant research has been dirdatederstanding this group of frontline
GPs (Green, 1993, 199a@his chapter is concerned with current servinglsiignded

doctors, and of their perceptions of working in thedern National Health Service.

Sixty years ago, single-handed general practicethesommon GP setting, but this has
changed and increasingly become less preferalgeotg practice through the years.
Currently less than 10 % of GPs still practise fandedly in the UK, and other
European countries such as the Netherlands, wheseh@ve predominantly worked
single-handedly, have seen a similar shift moviwgyafrom solo practices (Maiorow

al, 2007). Despite a series of health policy initiasi driving the continuing decrease in the
number of single-handed doctors in the UK (Chapjethere may also be some logical
reasons for the rapid growth of partnerships inegainpractice. While single-handed
practice has been characterised as a practicechamlyg one GP principal, partnership has

been defined as

“an agreement between a group of people to carrg@me activities together
and share expenses, risks, and profit/loss ariiog that activity.”

(Oxford English Dictionary, 1989

143



Applied to general practice, a GP partnership ofeders to a group of GPs as a legal
entity that is akin to a business, with the padr®yund contractually, sharing ownership
of the premises, dividing up workload, employingfsjointly, and taking their share of
profits as income drawings. In this sense, GPs iugri a partnership can benefit
financially from economies of scale in pooling afdhring practice resources such as
premises and staff, and professionally being abkhtaire workload and cover for time off
work. Apparently, all these incentives seem seadibiGPs joining partnerships, and
evidence suggests that GPs were strongly motivateark together in partnerships,
enhancing their quality of life and allowing themlireak away from potential job
constraints such as heavy workload, administrdiiwelens and isolation (Feren al,
2003).

Yet, accompanying these advantages, partnershikingoarrangements can also produce
problems, which have been addressed in much diténature including workload sharing
(Metcalfe 1982; Branson and Armstrong 2004), finalnoncerns (Josephs, 1982), job
stress (O’Dowd, 1987), personality clashes (Snowli882) and low morale (Handysides,
1994). One study, for example, noted that the stnegking in a partnership was a major
reason given by young GPs when expressing regjeinatg a practice (Ashworth and
Armstrong, 1999). Negative experience of workingamtnerships was also reported as the
most common reason for GPs leaving and choosingttheork single-handedly (Green,
1993).

Metcalfe (1982) gave two sets of reasons for pasinp fission: a poor correlation
between work effort and profit among the partners @decreased clinical freedom of GPs
within a culture of peer review in the partnershipsagreement with Metcalf’s view,
Josephs (1982) also noted that financial issues tigh on the list of things causing
discontent among GP partners. He pointed out biegatdot of many partnership problems
likely lay with GPs being highly individualistic—"doctor is a loner whether or not he
admits it.” So, single-handed practice seems to be seen asist environment, which
may be able to accommodate such individuality,ianthy be enshrined in the concept of
clinical freedom that has been considered an inapbttait of the profession and of

medicine in particular.
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Despite a chronic decline in the number of singleded doctors in the UK, a significant
minority are still practising in such a traditiomabdel of practice, which is thought to
offer practitioners opportunities for personal coh{Green 1993, 1996). The notion of
autonomy has traditionally been regarded a ceatralacteristic of the status of the
medical profession, holding a highly specialisedyof knowledge, and providing a
service that is highly appreciated by society (Haod and Jochemsen, 2000). Indeed,
there have been many attempts to try to underdtentheaning of professional autonomy.
For instance, Freidson (1970), a leading Ameriagha in the sociology of professions,
has defined professional autonomy as control dwetdchnical and social organisational
work, and the economic terms of work. Engel (1909 an American researcher, in her
work studying the relationship between bureauceawy professional autonomy in the
medical profession, suggested that professionahaaty exists on two separate but
related levels, referring to the individual professl as well as the occupational group or

profession, and she defined that,

“On the group level autonomy is the control an qeational group possesses
over its decisions and activities in the commuimtyhich it functions, or its
freedom to direct the activities of the professidatonomy on the individual
level is the professional’s self control over hesidions and his work activities
within a particular work setting, or his freedomdeal with his client.”

(Eng®E969, p31)

Accounts of professional autonomy in the Unitede&xtdave also been applied to Britain.
For instance, Elston (1991) referred to profesdiantonomy as the legitimated control
that an occupation exercises over the organisanonterms of its work. Under the
National Health Service, she pointed out that tleelical profession as a whole has a
degree of control over the organisation of mediaadk, but has actually never been
completely free from the government, which detemairesource allocation in medical
care. Increasingly the power of the medical proteseverall at a group level seems to be
under threat and, with a growth in control from government regarding clinical
governance and primary care organisation, docprogessional autonomy at the

individual level may also be declining (Harrisordakhmad, 2000).

In general practice, GPs are self-employed cordradh the NHS and, historically, GPs’

status as independent contractors had been usedthaans to defend their professional

autonomy, which however has been increasingly ehgtd under the NHS reforms in last
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two decades (Chapter 3). Yet, little is known al®Bts’ autonomy in their everyday
practice. A comparative study examined the natéiimcal autonomy in different
healthcare systems including the United StatesaiBrand Germany, suggested that
British GPs overall had more clinical autonomy otrer management of patients than their
American counterparts, who had more economic wat&reomy (Schulz and Harrison,
1986).

In medical practice, Engel (1970) suggested thasthe of an organisation could have an
effect on physicians’ perceptions of their autonporythe face of it, the solo medical
practitioners in the United Stated were thoughig¢onore autonomous, being more active
in their professional organisation compared to oicin larger organisations, yet there was
a lower perceived autonomy reported among the@oysicians, who generally felt they
had less control in their practice since their mes depended directly on patients and, also
less likely to have access to essential facilities large organisations could provide. In the
UK, little research has addressed professionahamy of GPs practising in different

sizes of practice. One major study of single-harghsteral practice in the early 1990s
reported that autonomy was an important sourchesf satisfaction, and that the majority
of British single-handed GPs were very content whiir sole status, with no intention of
joining partnerships, and suggested that even ¢iahimcentives were unlikely to

compensate for the loss of individual control tivuld suffer (Green 1996).

In the light of new contract, GPs are now givenssaitial incentives linking their income
with the performance of the practice, and thatheabits impact on GPs’ autonomy and
everyday routine of the practices (McDonatdH, 2007). Yet, how the changes of the new
contract have been experienced by single-handedmaand, how do they perceive the
impact of recent changes on their daily work aradrtstatus of being a single-handed GP?
So these questions will be explored in this quaiestudy, looking into the experience of

single-handed doctors in today’s NHS.

8.2 Method

In Chapter 4, | described how a subtle realist @@gin was adopted for the thesis as it

acknowledges the contribution that the search amdtenance for objectivity can make to

the quality of research without implying an unrsadi commitment to fixing knowledge as
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true for all time. Here, | will describe the desadlf the qualitative method in relation to its

data collection and data analysis for this study.

Preliminary study

Prior to the qualitative study, a preliminary stwdgs carried out in April 2005, which
involved bringing together a group of single-han@d®ek for a seminar discussion. The
intentions of this seminar were to raise GPs’ anase about this study, to find out what
aspects of single-handed general practice concenesd GPs, to test initial ideas for
drafting the interview schedule, and to test tlesifility of recruiting single-handed GPs
for the interviews. We identified all single-hand@®s who practised within the West of
Scotland covering the health boards of GreaterdslasLanarkshire, Ayrshire & Arran
and Forth Valley. A total of 85 invitation lettengre sent to single-handed GPs, and the

first 14 positive respondents were then invitedttend the seminar.

During the seminar, attendants were randomly sybittwo groups and discussed the
iIssues including: motivations; strengths and wes&e of being single-handed GPs; and
future prospects for single-handed general praxiitéhe context of current NHS, all
which were then were included in the later drafthaf interview topic guide. Through the
group discussion, we were made aware of a sensticdnce amongst GPs when referring
to Dr. Harold Shipman, whose murder case raisaéa gmount of negative publicity
around single-handed doctors, and reinforced thergonent’s determination to move
away from single-handed practice (DoH 2000b). Thosdirect question in relation to Dr.
Shipman was included in the interview guide. Basethis discussion, | then drafted an
interview topic guide, which was further testedtiwp pilot interviews with single-handed
GPs from the sampling frame, with no substantivengdes to the interview guide.
Subsequently six broad topic areas were cover#teiguide: previous experience in
general practice; the decision to become singlelddworking experience as a single-
handed GP; quality of care provided by single-hdn@e’s; the impact of the new GMS
contract; and their future plans.

Sampling

The sampling strategy of a qualitative study isegally made for the explicit purpose of

obtaining a rich source of information to answex tesearch questions, so specific
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strategies vary considerably and non-probabilitygang is preferable in qualitative
research. A purposive sampling approach was ustnilsistudy, and this means the
selection of participants was based on certaieraitvith some purpose or focus in mind
(Ritchieet al, 2003). The consideration of the criteria for thasnpling framework was
influenced by a review of existing literature arag findings on the demographic
characteristics of single-handed GPs in urban areaminland Scotland. Four variables
were selected as criteria to choose potentialvigeees: GPs’ age, gender, country of
gualification, and socio-economic deprivation adgiice population using the Modified
Scottish Index of Multiple Deprivation score.

An important characteristic of single-handed GPs thair age group—nbeing likely to be
older than GPs within partnerships. Given that @indae main interests of this study
concerned currently serving single-handed GPs wdre wnlikely to retire in next 5 years
or so, a key criterion was to select GPs who wgesl&5 or under, allowing the interviews
to explore their views of both current and futuraqgtice. On the basis of this, a sampling
frame was then drawn up based on socio-economitvdépn of the practice populations,
GPs’ gender and country of their qualification (&pgix 3). In qualitative research,
adequacy of sample size is relative, and the numibgamples required for the inquiry
often can vary with the extent of data collectieaaghing its saturation and achieving
maximum variation. While sample of 20 respondesitganerally considered adequate to

achieve such maximum variation of data in qualratnquiry (Kuzel, 1992).

Of health boards located at West Scotland, there wéotal of 58 single-handed GPs
practices in urban areas then, and a sample ahgeshanded GPs was aimed for in this
study; therefore, randomly the first 20 were chdsem the sampling matrix, and sent
invitation letters. After initial invitations, | weacontacted by 4 single-handed doctors who
were willing to take part in the study. Then naler respondents replied to research team
after four weeks, and Professor Watt assistedviatig up the rest of single-handed GPs
(16) who had been sent invitations through telephmntacts, and all agreed to be

interviewed.

Ethical consideration

Multi-site ethical approval was obtained from thest/Glasgow Hospitals Multi-site

Research Ethics Committee (MREC) covering the andese recruitment took place. Site
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specific approval was deemed unnecessary by the®AEE&ch participant read and signed
a written consent form at the start of each inemin the presence of the researcher.
Research governance approval was obtained frolR&ie Directorate, NHS Greater

Glasgow Primary Care Trust (Appendix 4).

Data collection

The interview guide (Appendix 5) was developedlmnltasis of the research questions,
existing literature on single-handed general pcactind, results from the seminar
discussion with a group of single-handed GPs. Tterview started with an open question
in relation to GPs’ career paths into single-hanpiedtice, such as “so first of all, can you
tell me about how you became single-handed?” witimpting if necessary to explore
their previous experience in general practice. ifterview went on to cover questions
structured around what single-handed GPs liked taheir work, and what they found
difficult or challenging; aspects of services aadecprovided by single-handed practices,
in association with their practice structure antigoé population; the impact of
organisational reforms on single-handed practind;their prospects in general practice.
Although a topic guide was used, the aim of therinew was for single-handed GPs to
relate their concerns regarding their experien¢&®img single-handed, with prompts to

expand on areas of particular interest or issugswire not completely clear.

The interviews were arranged with GPs at a timezepient to them and all were carried
out at the GPs’ surgeries. All interviews were thpad transcribed fully after the
interviews. All transcripts were entered into NVisoftware, together with field notes
made during and after the interview. Field-noteslang established as a method of data
collection in qualitative research, and provideogportunity to record what researchers
see and hear outside the context of the intervie®i thoughts reflecting on the practical
problems of carrying out the interviews, and idiesgssues that may be relevant at the
analytical stage (Ritchiet al, 2003). For me as a novice in qualitative resedrell-notes

also tracked my progress in improving my intervskalls.

Data analysis

Ritchie and Spencer’s framework analysis was usékis study (Ritchie and Spencer,

1994). It is a matrix based analytic method tosifgsand organise qualitative data
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according to themes, concepts and emergent catsgés the aim of this part of study
was to achieve an overall, consistent and relatimeltral description and understanding
of GPs’ experience of being single-handed, fram&waoialysis was considered an
appropriate approach. The analysis process invdlvedtages including: familiarisation,
identifying a thematic framework, indexing, chagtiplus mapping and interpretation.
Familiarisation with data involved my listeningttte tapes and reading the transcripts as
well as field-notes. | re-read the first five tranpts in detail, identifying the key themes
and sub-themes which formed the basis of the dfdfte thematic framework. This was
further discussed with my supervisor, Dr. O’'Donndfio familiarised herself with the data
by reading the same transcripts. These themesunthemes were refined and
developed, resulting in a working thematic framewibiat was used to index all the
transcripts (code framework attached in AppendixA8)noted earlier, there was little
change made to interview topic guide after a cooplalot interviews, from which data

collected were included in the final analysis.

During the process of indexing, the framework in¢eso known as the coding

framework) was applied to the data in its textoaif, and indexing references recorded on
the margin of each transcript by a number systemiwlmked back to the framework.
Following this, thematic charts were devised urnwEdings and sub-headings informed by
the framework. In each chart the columns represesiib-themes and the rows
respondents’ views and opinions. The indexed dat& Wited from their original text and
placed into relevant charts through the chartimmgess. The end result of this was a set of
data structured within an analytic framework thaswgrounded in GPs’ own accounts.
Finally, all completed charts were then used taoreéra the patterns and connections
existing in the data through constant compariso@®$’ accounts in each theme, and
seeking explanations for these, e.g. based onphaitice characteristics, location and/or

previous experience (a sample of thematic chartsattached in Appendix 9).

8.3 Results

Sample characteristics

A total of 22 single-handed GPs were interviewethastudy, including the 2 pilot

interviews. Table 8.1 summarised some key chaiatits of the interviewees, which
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were described in details further, presenting Iohet®.2. The age of participants ranged
from 36 to 55 years old, including 13 male andr@dée. The majority had qualified from a
Scottish medical school, a few had their medicgrées from other parts of the UK, but
only one had graduated from an overseas univeidibgt of the interviewees had chosen
general practice as their first career choice aftedical school, yet none of our
participants went straight into single-handed gaineractice. All had been working in
general practice for between 6 years and 30 yeadttsan average length of 12 years

practising single-handedly.

Twelve of the 22 GPs had practice populations eefims predominantly deprived by the
mSIMD; the rest had mixed populations. The intemdd GPs in the study could be
categorised into 3 groups according to the typera€tice premises they worked in: single-
handed GPs working in their own purpose-built ps&gi(11); single-handed GPs working
from a health centre (9); and single-handed GRsifpose-built premises shared with
other single-handed or small practices (2). Instiuely, a standard practice team within a
single-handed practice usually comprised one G poactice nurse, 2 to 4 receptionists,
and one practice manager, although several digmptoy a practice manager. Almost all
single-handed practices employed their own pratéiam, but one shared his staff with
other practices. Two interviewees also mentionatittrey had the employment of GP

retainers within the practices.

The following main themes were identified from #@lysis, including personal decisions
to become a single-handed doctor; the aspectewfdimical practices in relation to
advantages and disadvantages such as professitoabeny, continuity of care, isolation
and economies scale within the practices; percejuadity of care of their practices;
concerns and challenges regarding the new GMSairdnd Quality and Outcome
Framework; and prospects of single-handed geneaatipe. GPs’ views on these themes
will be discussed in the following section, withylqgoints illustrated by quotations selected

from the interviews.

Personal choice

When asked about GPs’ decisions to practise simgheledly, none of the respondents had

wanted to be a single-handed practitioner, alth@ayhe expressed a preference for
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smaller practices. Nevertheless, the choice of ity single-handed was often described
by the GPs as a positive decision with personattisnfor example breaking away from
poor partnerships or progressing their career imeg® practice. About half of the
respondents had had a poor partnership experiefoeelthey went solo. Such experience
was described in terms of perceptions of unfairklead sharing and accounts of
professional frustration working in partnershipsr Example, one respondent had been in

a partnership for 9 years, and then decided tagséis own single-handed practice.

“There was a discrepancy in the workload, and isway perception that | was
one out of three partners, and | was doing [an]aindmount of work. | was
doing more than one third of the workload. And | awery tolerate person. |
put up with it for many years. But it came to arppl have to make a decision
either to move on or go on my own. | decided | didant to move on, [I had]
a lot of patients who wanted to follow me. So lidied to go to single-handed
practice. It was a difficult decision, had to benéphopeless choice, and any
other doctor in my position, and other GP wouldd&awne it many years prior
than | did.”

(GP2, M4 linelb)

Several respondents felt a sense of professiomstr&tion that usually resulted from
partners’ different views or attitudes regardinggtice issues such as prescribing, financial
issues or holiday arrangements which led to theradture from the partnership. For
example, one GP, who had worked in two partnershigstioned his experience in an
eight partner practice, where he wanted to chamg@attern of antibiotic prescribing. He
found his efforts appeared to have little impachapartners, and that made him re-

consider his staying as a partner in the practice.

...... if | wanted to try and change things, there wakeays barriers ...and
they [partners] just declined them [changes]. Tiuldn’'t refuse or argue
about the changes. They just didn’t do them. Thaxtfiers] wouldn’t argue
about change should happen, and it was just thegreg [it].”

(pilot GP 2, M, 47y, line 42)

These two excerpts illustrate GPs’ accounts of Bpecific partnership experiences
affected these GPs, who tended to be de-motivatgadr partnerships, and identified
events which potentially became a catalyst for thetheave for single-handed practice.
These experiences also appeared to have a nemapaet on GPs’ perceptions of

partnerships, and reduced the possibility of teatering such arrangements again. For
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example, one respondent split from a partnershgtdwonflicting views about practice
financial arrangements with his partners. He carsid that such experience was linked to

his reluctance to join another partnership.

“...I mean at that stage things became very acrimosiio the partnership. |
supposed that was another thing about it. At thedes, | was a bit of a
dissenter to the whole ideal of the partnershipaose the one | was in worked
so badly. By then, | wasn't too keen to go intotaappartnership.”

(GP 5, My4@ine 50)

For some, the decision to become single-handedr#thn join another group was
facilitated by their having an established patlestt as well as the support of their staff.
For example, one GP who spent most of her careseadan a partnership had been
single-handed for just three years, and she rectil she actually declined a job offer

from another partnership, setting up her own pcadtnstead.

“Prior to splitting, |1 was offered the job in XXXitlv another practice...and |
turned it down. Basically because | had staff herep had been working with
me for a long, long time. | didn’t really want tors of walk away from them.
Also the patients | had. | mean that you’re buitdirp particularly familiar
relationship, there were people you know well, dnsleasy to work with
people you had dealt with for a long time. | thih&t's one of the main
reasons why | thought I'm stuck with here to se& hoan do really.”

(GP 9,32y, line52)

Poor partnerships were seen as a negative forcenguGPs towards single-handed
practice. However some GPs’ decisions for pradisingle-handedly were positively
motivated and related to their personal needs asgireference of practice location,
progressing their career in general practice, andly circumstances. For example, one

respondent who took on a single-handed practieggbtrafter his GP training said,

“l graduated from XXX in 1994 and spent severalrgeaorking in various
hospitals around the West of Scotland mostly. Amained as a GP in 2000 in
XXX. Towards the end of that year trained, | becamare of a vacant post
coming up, a single-handed practitioner retired.|$pplied and got the
job...I've been here since...”

(GP 1, M, 36Gge 6)
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Also some respondents appeared willing to adojot staltus after their partners left the
practice due to retirement or sickness. For exangsie respondent turned into a single-

handed doctor after both of her partners left tlaefce, and she explained that,

“Oh. | have the choice. Oh, yes. | can take onghgdners. | then have to have
50-50 partnership really because of the numberctvimeant | halved my
income. So | wasn't prepared to half my income. driaetice had the number,
and we had 1,500 patients, that was an adequatdeauof patients for one
person. And that gave me adequate income for ars®peUp to now, | have
three sons, and my younger son now just startecetsity. So this is a very
traditional practice, and has given me reasonahlaldy of life with my

family. | am able to work, working full-time, anlidving] adequate income...”

(GP 18, F, Slige 36)

Professional autonomy

Previous work had shown there was consensus amdogstrs working in both single-
handed and group practices, that the autonomy emeldedithin single-handed practice
was a source of satisfaction (Green 1988)his study, when asked about their experience
working as a single-handed doctor, many respondalitsd spontaneously and
extensively about their freedom in daily work, gretceived a high level of freedom in the
running of their practices compared to their cotpdgs in group practices. Single-handed
GPs’ views of freedom at work nested within someaponents of autonomy outlined in
Schulz and Harrison’s study, in relation to praetcganisation, practice staff and patient

care.

According to Schulz and Harrison, one componertudbnomy captures the extent to
which doctors can have own control over their aiéis, including priorities, time and
intensity of work (Schulz and Harrison, 1986). lie study, most single-handed GPs felt
they were generally free from external controlhait day-to-day work, and enjoyed
maximum independence and flexibility in managingithvorkload, scheduling surgery
hours, and implementing changes within their pcasti Many respondents saw such
control as a distinguishing feature of single-hahgeactice, and it had a positive impact
on their morale. Such degree of control had beetepaed as difficult to achieve while

working in the partnerships. For example, one redpat said,
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“Being single-handed, Oh, I love it, and | enjoy.it mean I still get the
autonomy, the enjoyment of single-handedness ticamhat ever like in the
practice management in term of, for instance, oeinterest in IT. And | can
volunteer for the latest GPASS doing things like.thdon’t have to get an
approval of partners. You know doing things likatthf we decide to change
the accountant or do anything administrative bagexlind the practice, we
can decide to do what we think it is the thing extthan having to go through
partnership meeting, which could be good thing al you know, stopping
you hanging around the stupid ideas. But it is mempyable to hang around
the stupid ideas. [laugh]...”

(GP 5, My46@ine 76)

From a female’s perspective, some respondentstegptitat a great sense of job
satisfaction working in single-handed practice lseahey could regain control over the
type of patients they saw, which had appearedivelgtskewed while working in

partnerships.

“Well. I think | have no regrets about it [beingsingle-handed GP]. It has
been good in a lot of ways. In the early yearg,dbibegin with, | very much
enjoyed the fact | saw patients who had anythingngrwith them. Because
when in the group, the woman [doctor] might geten@women patients, more
children, more gynaecology, and see fewer maleeptti And | was seeing a
lot of patients with psychiatric problems as walid it was very refreshing to
move just everything you know. So | like that gaiket, and it's nice to have
the control of what you do. You can make decisiooky. You don’'t need to
persuade someone else if they agree or not agoetha®s quite nice.”

(GP13, Fy4tine 38)

Provided they could maintain control over theirghige organisation and the content of
their work, some GPs could see the setting of sthginded practice as offering a degree
of flexibility to balance their work life with farty commitments. That was spoken about
positively by female respondents in particular, Were able to complement their

professional duties and domestic responsibilities.

“...1 think any working woman has trouble with thattsof work/life balance.
Yeah, but you see what | can do here [single-hampdactice]; for example,

the school phones me now, | can go now and briagvike one back here like
it had happened before. My wee girl banged her haad | went and got her.
She just sat in the surgery during the baby climtl my husband came to pick
her up. So | know you would do that in the grougctice, but | feel | could do
these things much more easily. You know like fiesraoon | go to pick them
up and bringing back to here while | finished affg surgery]. Because it's my
place, | can do that. It's not such an issue. lulddbe an issue if you were
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doing that on regular basis in group practice. Peowould be thinking,
“Don’t bring your children here.” But this is my pctice, so | can bring my
child here.”

(GP 19, F, 4Rtge 119)

Besides having their own independence, some resptsidlso enjoyed a monopoly on
their selection and utilisation of practice st#f a single-handed GP, respondents
reported being able to exercise their ability toate practice staff, as a part of the

responsibility of being the owner of the practiEer example, one GP claimed that,

“...I am quite happy to be my own boss. It allowstoget the standards in
the practice, and that | think we are quite good.d.&would be able to employ
my own staff...almost immediately | tried to exptrelservices we had. For
example quite soon after | started, | brought nurde the practice, and | have
a retainer doctor who was on retainer scheme, aaferdoctor...l also
arranged at that time [to] bring a physiotherapistthe surgery as well. So |
suppose as | said that | was able to set my owmdstals and see what | want
to do, trying to develop.”

(GP 4, M, 53 98)

In general practice, GPs’ dominance has been isitrglg challenged by the changing role
of the practice nurse (Stilwedk al 1987; Salisbury and Tettersell 1988). In the stumbne

of the single-handed GPs talked about their autgnoemg threatened by their practice
nurse but rather spoke about their control overcation of practice staff to individual
roles within the practice, and ensuring they commgleted each other, for the benefits of

the practice.

“...one of the receptionists has been trained asatheare assistant so
there’s a bit of a kind of hierarchy of what pat®see who. The nurse doesn’t
need to be bounded down with all the blood tesis.khow because the
receptionist does the blood tests. So she doesl ivdsd, blood pressure,
height, weight, which is quite a lot of the nursimgrkload really. Other than
that | want the nurse to deal with asthma typedhiar wounds. And the nurse,
I've got her trained within the GEMS departmend&al with minor illness

and soon she’ll be able to prescribe, so quite efulshurse.”

(GP 20, F, 3¥ye 665)

“... there are plenty of patients who would prefesee a female and
especially some of the asylum seeker with thegicels background...we’'ve
got round that by the practice nurse taking on tizdé¢, which is fine...she is
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very capable and very skilled and so she is asrale partner at times and a
lot of the patients will make [their] appointmentgh her...”

(pilot GP 1, M, 45ind 563)

In single-handed practices, although GPs delegaddin tasks to practice nurses, they
perceived that they themselves were the final detishakers, with whom the
responsibilities should lie. Therefore, the rolenafse was subservient as they merely
carried out tasks on the doctors’ behalf. For eXapmgme male doctor saw the practice
nurse as an alternative choice for his patients mitght have gynaecological problem, and
he stated that,

“...if the patient had an intimate matter, they cost the practice nurse. She
would take the history, and do an appropriate exation. And she would
consult with myself, and | will see the patient...”

(GP 2, M, 45ge 307)

“...clinical work | appropriately delegate to pracBmurses...| mean practice
nurses have quite a lot of responsibilities to chicalisease management [like]
diabetes, asthma, COPD etc., although | signethaliforms.”

(GP 3, M, 44lge 159)

With some respondents, there was the sense ofimmatthat it was necessary for GPs to
maintain control over all the running of the praetrather than delegating jobs to practice
staff given the scale of single-handed practice.example, one respondent considered
that his practice was well organized, and viewed tte had an obligation to be hands on in

all practice matters:

“Well. As | said if you want to do things appropedy, you'd better do it by
yourself. | think it is helpful in a sense. Okdye bnly problem is that if you
relied on people, what happens if, when, they wkieast year, the practice
nurse, she was off on maternity leave, so what ¢raggh then? Yes. | had a
locum nurse. But we spent three months training d&wed then what, where you
get from there? XXX she had a few problems witlphegnancy, so she
couldn’t come all the time. So | couldn’t delegsttdner. So this is the way |
felt. Okay it maybe takes a bit more time [for niejt at least | know...rather
than relying on somebody who might not be her¢hétmoment, | can manage
it. As | say, this is the way | keep on top, timepse way to keep on top...”

(GP 11, M, 50ge 399)
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As single-handed GPs were generally the only doghar provided care for their patients,
they logically felt they were entitled to have aahiover their patient care in terms of both
diagnosis and treatment, and spoke of this alsopasferable element of being single-
handed.

“l think single-handed was really [what] | wanted tio you know comparing
to partnerships. The advantage is you can pragtse own brand of
medicine. You can give consistent advice to patjesat you know antibiotics
prescribing etc...You know it [prescribing] is relagly low...”

(GP 7, M, 48ge 126)

Such control over patient care was generally maptian the context of continuity of care,

so it will be further discussed in the followingcien.

Continuity of care

Similar to the findings of Green'’s study (Green9@p respondents in this study felt that
single-handed practices represented the core vafuigemneral practice, as they were not
only familiar with their patients and knew themliybut also they saw themselves as
continuously engaging with their patients, beintgpdb provide consistent patient care.
However in this study, the concept of continuitysvpeerceived in both a longitudinal and
vertical way. Longitudinally, single-handed doctas the sole medical provider had
encounters with the same groups of patients ower iin order to deal with their health-
related problems. Such traditional one doctor te iodividual contact was reported to
enhance doctors’ incremental knowledge about hegients, subsequently making their
jobs easier. For example, one respondent proudstiated his knowledge about his
patients by saying,

“...I have said that | have been here for 30 years] bknow each one of them
that comes here. Before they come, | know whatsegwith them. | know
where to look at and how to do. | even don’t needad through the files, and
looking through previous stories now. For me itngch easier. | wouldn’t say
for everyone else. For me it is, it is Okay...| enjoyeah, | am very happy if
patients get more care in a way.”

(GP 16, M, 5bge 318)
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Also many reported a sense of contentment withr tbhegitudinal contacts with patients;

for example, one respondent cited that,

“Yes, it's rewarding in that, you know, you see slaene patients all the time
and the patients appreciate that. Because theyselhey like to see the same
doctor all the time. Then you see them when theyrgeell and you see them
when they feel depressed, and you also see themtiwngre getting better.
That’s good.”

(GP 1, M, 36ge 70)

The recognition of continuity in a vertical sensaswWinked to GPs’ accounts of their
continuous engagements with the patients, who feimved through for the whole
episode of care from their first presentation @f finoblem to investigation and onto
outcomes for the patients, even if this involva@farral to secondary care. Thus, doctors
were able to keep track of their patients’ managenihis approach to patient care
appeared to represent their notion about geneaatipe. For example, one GP reviewed
her experience being a single-handed practitionérsaid that,

“You are responsible. You have responsibilitiestfa treatment or what ever
happens to your patients. You follow that patténoagh, and you follow it
from the beginning to the end. And | think thatsxsuch easier for me. Maybe
that’s just type of the person | am. | find maylbleink general practice like a
jigsaw puzzle. You get all the bits, eventually would get answer in the end.
And | quite like that path. It is part of generahbptice. Probably this is the
reason | stay in general practice. You can getehmeces together, if
other[partners] were there[within the practice], yaouldn’'t get all the jigsaw
together. That's quite hard really.”

(GP 9, F, 5fige 269)

Another said,

“...it is the continuity aspect of quality of carewasll. It is not just you could
pick up [problems] when they [patients] came baak @ times with the same
problem...We should be doing something [with] thébfgnm. The fact is you
can see they [patients] come in complaining [th@mblems], we deal with it.
... There is also more ability to chase up secondarg.df someone repeats
representing something under the secondary catecga look for some
alternatives for secondary care to look at it.dtmore likely to happen in small
or single-handed practice than in bigger practi€es.

(GP 17, F, 36y, linet33
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Again, compared with their experience in group pica¢ some respondents believed that
single-handed practice was an environment wherodowere able to provide patients’
care in a coherent way given their knowledge abimaipatient and coupled to their

autonomy and independence over decision-makingtagatient care as discussed earlier.

“Well, as | said my experience in group practiceaay being a locum, Em,
and it was a big practice. [pause]...what | foundhat situation, you had a
number of people. You had a number of doctorsamthactice, a number of
minor and significant complaints. And everybody bpathions. Everyone
prescribed something. Everybody would do some tigegi®ns...l found that
very difficult. ... if [you were in] a small practice you know all the patients,
you know what they present with. You've got totébaomy making diagnosis,
doing investigation, treating it or referring onwgs. So every letter comes in
here to this practice, | know who is about, whagisng on with the patients... |
think it [single-handed] is very nice for the patis,[having] somebody’s
finger on their pulses all the time.”

(GP 18, F, 54y, lib@3)

While such continuity was highly valued by respamdesome raised concerns that there
was a possibility that single-handed GPs might the& insight into patients’ problem as a
result of such continuity because they could bectose to obtain fresh views on their
patients’ condition. For example, one experienagegls-handed doctor described an
episode of care with one of her patients.

“...I'look after four generations of the same famédpd sometimes even five
generations. That’s quite incredible. And | camthof one of the families |
look after five generations, which is amazing. 8o know the family, you
know all the patients, you know what problems goe, know how they
normally react. That can be a disadvantage tho@&gmetime it is nice to have
someone who doesn’t know them to come have a tdbk aituation, because
sometime | can’t pick up something under my nodenit see it you know.
Yes. | had a locum who picked up a patient whohwasthyroid. That's
something | should pick up, no problem. But thetho@icked it up, and it was
galling I hadn’t even thought about testing thei@at. 1t was galling.”

(GP10, F, 52ige150)

In addition, this single-hander also pointed oat tontinuous engagements between
single-doctors and their patient population cowdaedop patients’ dependency on seeing

only their own doctor, and could put a strain argk-handed doctors.
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“...you carry all the responsibilities yourself, aitds big responsibilities. And
also patients come to depend on seeing me. Anallynt the beginning | was
unable to take many holidays because | didn’t raueh money to pay the
locums. But as the time has gone on, | have beea ambe to take holidays
and so on. Initially patients were a wee bit reamtto see other doctors. They
would wait for weeks, seeing me when | was bacskhattever...There is
maybe an element of dependence of seeing the saoe dll the time. But
they have got the continuity. This is the big adiege for them as well.”

(GP10, F, 52ipel 98)

The scale of single-handed practice

Although most respondents spoke positively aboeit ihdependence and flexibility in
decision-making over practice business, such freesiemed at the cost of GPs’ enduring
huge pressure in their work. In general, resporsdeat that the commitment to being a
single-handed doctor imposed great demands on éhanpersonal level, and many
claimed that they tended to take less holiday costpto the standard six weeks holiday
entittement when working in a partnership. Theidifity to take time off from work was

of concern to most of the respondents, who feltais inevitable and related to the small
scale nature of their practice. This small natmrpdcted in other ways too. In the
interviews, many respondents considered that singieled practices were less likely to
gain economies of scale compared to group praaticego the costs incurred in running

their practices. One GP stated that,

“Small practices like this will never be as profila as big ones. Because you
have more cost to be able to be a doctor...I thimk|gss efficient in using
staff. Because you need a certain number of $tafinneone is on holiday. You
need to be able to manage. So | think some ofltaorially have more staff
per doctor say than in the big practices have. Bseayou still need to be able
to cover. If you were big practice, you had sixe@oonists, something like
that. If someone went on holiday, the rest of thesnmanaged with it. But for
me, if one of my receptionists went on holiday ot left alone couldn’t
manage, so the other part-time one had to come][adk more
hours...That's why the profit in single-handed preetivould probably be less
than in big practice.

(GP13, F, 49ge 248)

This view was echoed by many respondents. GivesetlGPs, on the one hand, often felt

restrained in taking time off from the practicedese of the high expense of employing
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locums; on the other hand, they were likely to thugir practice very frugally with regard
to the number of staff employed and the amounioi$ allocated to staff. This resulted in
uncertainty in doctors’ everyday practice becautmndhere was little back-up readily
available when they needed it. For example, ongoregent illustrated how staff shortages
put strain onto him as a single-handed doctor.

“Yes. There is a lack of resources sometimes. Waltificulties to get

practice nurse things at one time. But now agairhese the problem, and one
of our nurses felt sick, and she was sent to halsjoit abdomen pain last
week. And we are struggling to get someone in So@A.am struggling now
trying to do both of the work. For a short time pleéully she will come back
and hopefully we will find somebody by next week.”

(GP 16, M, 55y dia78)

In fact, staff strain as a result of the lack o&iéable economies of scale within single-
handed practice was a constant worry for some nelgrds, and there was a potential fear
that such practices might not be able to attradtratain their practice staff, becoming an

additional headache for GPs. For example, onenemt mentioned that,

“...there is no doubt that we are vulnerable becatirgeeconomies of scale,
and increasing environment of it, and would bedgath of the single-handed
practitioner. Because you have the situation wlyene always have potential
staff strain now, and as you have staff, you tthgm up, and other practices
could pinch[them] from you, because they can paynthmore. That just likes
any small business, and small co-operatives. Thatat happens. Erm, so
every time you change staff, you lose the string;lgse the continuity, and
that's unpleasant. It is difficult for patients, @it is also unpleasant for
yourself, because you do very much work as a tedmyaur staff. Your staff
are adapted resources, they know the way you vactkally that is very
important when you get new member of staff, ibigumst train them to the
basics of the job, it is also about how you work.”

(GP6, F, 45ydi252)

Also single-handed practices might be seen asamament that could not meet their
staff's needs for career development, and thatpielly could impose a challenge for

single-handed GPs to retain practice staff.

“I think clinical staff and administrative staffat in single-handed practices
perhaps with reduced work commitment, for a fewfiauveek or half-time,
[they want]to see if they like it. And if they waahto develop their career and

162



move becoming full-time, they would really haventive on...I have spoken to
other single-handed GPs who do feel that theredargger that reception staff
[who] are trained, and after all the training takgrace with computerisation,
people skills, and resuscitation, and then theyedawn to other practices. But
there isn’t any way you can get around that. Yauitdarce them continuing to
work here if they don’t want to...l can understand/whhappens. If someone
only works 25 hours a week, but they really warkigdull-time. But | can’t
afford to have a full-time worker. So obviouslyytineove on to the practice
which can provide full-time commitment...So | thiekgle use single-handed
practice to find out what is general practice ahoubhether they like or not,
then might move on.”

(GP3, M, 44ydi294)

In addition, respondents also mentioned their dolal as both a clinician and a business
manager of the practice, and recognised that thiasean increased level of administrative
and managerial tasks for single-handed GPs, phatigwas a result of on-going policy and
government directives. Many felt that single-handegttice might not have adequate
capacity to keep up with such growth demands, hisditas also becoming an important

factor, adding to a growing sense of unease aricbdss

“If | turned clock back, probably (sigh) | woulddee and move onto another
practice. Single-handed practice is too pressurisedean it is great that you
are your own captain. You are totally in contralitbhe pressure of the new
contract, not having a practice manager, doingth# financial and salary. All
non-medical work plus | very rarely have my holiddlyave one or two weeks
per year. And for example, this year | am still hetable to get a locum to
cover for me to get a holiday. So | am becoming tiezd, mentally and
physically...l like doing the medicine, and thatswehat | trained for. And |
hate sitting in my kitchen at home with a laptopndall the paperwork, the
finance, the bills, dealing with the repair of theilding...and | have very little
time off. | have very few holidays. This is patacly hard for me to go home
and doing work at home, cutting down my abilitynteract with my children
you know. | feel that it's punishment for me.”

(GP2, My4%ine 57)

Nevertheless, with respect to their small scalmescespondents indicated its potentially
positive value, for example in the way that theyaiured practice administrative staff.

One GP described that as follows,

“I have two part-time receptionists, that's kindtbey are every day here
(pause). And then | have two receptionists wholdesh promoted. | have two
older receptionists who actually have been withfonel8 years, who | have
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promoted to administrative assistant, because kiaey been so loyal, and they
have been so helpful. So | have got 4 receptiorestiyy. But two of them have
been promoted, so they are also involved in othi@igs in the practice you
know recall clinic and cervical cytology. So theyallot more than just
answering the telephones and make appointments.g Beasmall practice,

it certainly encourages us to use what is availdbteus, makes it work. In a
big practice, possibly the receptionist maybe sigghe is, and you have to
employ a healthcare assistant extra.”

(GP 15, F, 48pel 300)

Isolation

Being a single-handed doctor, it might be expethatithey would be professionally
isolated as they might lack interactions with othand this could be a potential source of
stress. The analyses of the study showed that thiesgractised from their own purpose-
built premises tended to agree with such a notf@olitude in the community having little
contact with GP colleagues; GPs who worked fronithezntres, however, frequently
disowned a linkage between single-handed doctatssmhation, suggesting that they were

not necessarily more isolated than those workingyaup practices.

Some respondents described professional isolasi@sanse of difficulty resulting from

having no immediate back-up from professional @gjlees over their concerns.

“Yes. | think this is one of the negative sidebaifig single-handed. There is
no one | can turn to, to discuss problems. Ther®isne to share my
difficulties or my complaints. Yeah. That is a riegaside of it,” and he
carried on, “To a degree, | feel isolated. Becatisere is no immediate
colleague I turn to for discussion. | certainly cdiscuss with practice nurse,
or practice manager. But it is not quite same &sdssing with another
doctor. So in a sense, it is isolating.”

(GP 14, M, 48ye 222)

From a medical skills point of view, isolation witbspect to colleagues was a concern for
a couple of respondents, who felt that single-hdratactices did not provide an
environment to share and learn clinical experieamoeng GPs. Thus, single-handed GPs

more than those in partnerships had to be truergksts:
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“...we don’t have the luxury with a larger practiceraaybe, you know this
doctor does diabetes and this doctor does minagesyrand this doctor does
gynaecology. You don’t have that luxury and yowehtawdo everything. And
you might not, we're all human beings, you mightbevery good at
something.”

(GP1, My3@ne 62)

In contrast, those respondents who shared themipes with other GPs generally objected
to the presumption of single-handed GPs beingtsd)aeckoning that the co-location of
practices under one roof provided them with opputies to engage with other GPs.
Indeed, some claimed that they were more isolateshvthey were a partner working in a
partnership than being a single-handed GP. For pleam

“| feel quite lucky to work in a health centre, isds not an isolating situation
being single-handed. In fact, | can say it is op{god here are a lot of
practices in health centre here. We have tea breakscan all go and mix
with others, other members of staff, other groupstmat tea break, chatting
over tea informally and then getting back to wakkd that is very helpful in
terms of social contact. But | would say | was meatated, | felt more
isolated at a group of nine doctors than | do asrle-handed doctor.
Because that time just | practised there, not @steried to your views, no one
else cared about you. You wondered [whether] tlotyadly cared about the
patients, of doing their jobs. | think in group ptees, probably many doctors
do feel very isolated.”

(GP 8, My4Tine 48)

Nevertheless, respondents from both settings pexdéhat isolation was a subjective
matter of choice depending on individual GP’s camsgness rather than the size of
practice GPs worked in. For example, one resporstated that despite working from
private premises, she never felt isolated as shetisat,

There are two things about that [isolation]. Onéntlnis | think group
practices do not necessarily have huge amount@f gentact anyway, and
certainly not necessarily in educational thingsyto&to do with practice
having meeting about admin things. They wouldréessarily sit around
talking about managing XXX. But the other thingtually feel is | have a lot
of contact nowadays. Maybe there are some of Gescivbose to be quite
isolated. But certainly since the late 1990s whentHCC came in, | have
been always very involved in LHCC locally, whichdeeaudit, and meeting up
regularly. So we share a lot of information. Smhi personally feel | don’t
have peer contact. If you use locums you have agsewell, if you know a
regular locum, you get to know them. There is ottritaat way you know. So |
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think in a group practice you don’t have a betteep[contact], and | don’t
think single-handed doctors necessarily have wpess contact.”

(GP 19, F, 4ty 355)

In the discussion about their experience of beingle-handed, some respondents felt that
single-handed practice had little influence onhbalth board compared to those large
practices, and felt a great deal of difficulty &t ¢he required support from the health

board or primary care trust.

“Because you're small in the health board sense, gon't have much clout.
So sometimes it is difficult to get things donee ipression is if you are in a
big practice, the health board might be more supigerand more helpful... |
have been trying to get a practice manager. Preslipil was possible to get
re-imbursement for a practice manager—a full-timagtice manger with the
list size we had at that time. (After split) wheapplied to get a practice
manager, the health board wouldn’t consider it.|®aven’t got a practice
manager.”

(GP 3, M, 4llge 85)

Several respondents also talked about a staterad alnerable, of not being able to
obtain support particularly in circumstances thatevbeyond GPs’ own control. For
example, one respondent described her experienogodction with the local primary

care trust seeking locum cover,

“...certainly | have to say | was quite surprisedtthay response from the trust
when | was unwell a couple years ago, | actuallyider my ankle, and | could
not get a locum for the first two weeks in July pgrg many hours [looking]

for locums, and | phoned the trust, | phoned LMét fiold them | had this
difficulty. And they told me phone the trust. | pad the trust and told
them...and the doctor | spoke to said, ‘Il am sorrgutlio hear about your
difficulty. You are self-employed, so the problemaurs.’...So | didn’'t get a
locum...I think that was outstanding situation, thetink it is absolutely
appalling.”

(GP18, F, 54ydi216)

As little support from the health board was offene@@dny respondents reckoned that
informally they often formed their own liaison cetwork channelling possible supports
for their practices; for example, several had madangements with other GPs locally for

cross-cover for each other, and many also mentitdredhey would contact other GPs
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colleagues as well as doctors in secondary cangrémtical support for potential clinical
problems. For example, one GP talked about heringnelationship with a neighbouring

practice as her source of support,

“I have a very good relationship with the practicext door, which came into
being when three women doctors split up quite ayleavs after | had my
dissolution. | constantly have discussion with thand if they want a second
opinion about something, they ask me. And if | veaobnd opinion and | ask
them. Sometimes | even cover for them, which &t greeredible. They have
covered for me in emergency situations.”

(GP10, F, 52y, lih&7)

Likewise, one GP suggested that she often restoteelcondary care for medical advice

when she encountered problematic patients.

“I have found the registrar in Casualty, ‘I've gesbmeone here, | am not sure
something what it is. Can you give me a clue? Dowant to see them?’ The
hospital sectors are quite happy to be phoned fivice. Certainly the one we
phone more often is the A & E Department, speatartbe registrar or
consultant to get something clinically quickly.. ihthour relationship with
secondary care is quite good perhaps because wmare ready to phone
them up to say help.”

(GP 17, F, 3bge 603)

In addition, such links between GPs and local dsdtoprimary care and secondary care
were not just regarded as valuable clinical backfop many respondents, and some also
tended to notify this as a marked feature of udiagle-handed GPs, probably

distinguishing them from those practising in ruaedas.

“I think maybe rural practice is different...the rur@Ps are adapted, and
there are probably a lot of areas they are expérifTaey probably manage
emergencies better, but | don’t have to manage caédmergencies. | phone
an ambulance, and that’s the appropriate thing ®¢o.dyou should be looking
to your secondary care colleagues and tertiary cabeagues for help.”

(GP19, F, 4fige 393)

167



Quiality of patient care

In general, single-handed doctors considered liegt provided a good quality of patient
care, and largely spoke of their providing holispatient-oriented, continuous care, as

one respondent illustrated,

“l think the number one thing is that you know ygatients. | think this is the
most important thing of all, and patients know yaAaod | think you often know
a lot of things about them from experience withrtredatives, maybe because
| have been with them for a long time as well. Bont, it is continuity of care
you give, and | think | would say this is the nsadtsfying thing...and the
patients are happy with it. They are so much happide seen by you, or
occasionally they are seen by regular locum. Bay thre not just to be passed
from post to post, and people make one decisioa &ued another decision
there. It is holistic care. | think this is the gnway | can describe it really, and
| don’t think you can get it in a large practiceatly.”

(GP 9, F, 5ige 582)

In agreement with her comments, many respondedisated that such a personal
approach to patient care was an important facsingle-handed general practice, featuring
its courtesy, pleasant environment and helpfuf,staid all these were believed to be
highly valued by their patients, yet rather harébéomeasured using standard quality
indicators. For example, one respondent mentionethtents on quality of care of single-
handed practice from his patients’ point of view,

“Happiness and politeness, because a number oflpd@ye said to me,
‘Doctor, your staff are great.” You know there iprade within the practice.
The girls [receptionists] are all very pleasant,chtiney are very helpful. They
bend over backwards to help the patients. | thiakgmts get a degree of
tenderness care. People can see the girls are guaten and welcoming rather
than put [up] a barrier...So | think there is a frilg atmosphere, patients feel
part of it, and | would like to think that way. Raits feel that they are not just
a number. That certainly is the case in a 17,00€talopractice, where you can
see a patient in there for 7 years, and you hawemnseen before. They don’t
know you. They just feel like number.”

(GP8, M, 4%ige 634)

So, many believed that single-handed practice tsaattractions to their patients, as it
satisfied their patients’ needs for the personatho and GPs assumed that patients would
not choose to register with them or would leaveptaetice if they were not satisfied with

their services.
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“...patients come here because they’ve heard abaupthctice. | think when
you are one doctor, there tends to be more persoeadls into place. People
know me, and patients call me by my first name,sangeople like that, like
that approach, and will say that, “You should gartg doctor.” But equally |
understand if people don't like, just go to somawledse. So you tend to self
select patients who want to be in this kind of pcac’

(GP19, F, 4fiye 288)

In some way, continuity of care not only enabledyk-handed GPs to feel a sense of
professional fulfilment as discussed previouslyt, was also believed to relate to their
patients’ satisfaction. Some claimed that througé  one contacts between the doctor
and the patient, GPs accumulated their knowledggrdéng patients’ clinical condition
and social circumstances, and likely patients gtdacquainted with their GP, and felt the

doctors to be approachable.

“People [patients] know you. Okay, | am not saythgt everybody on our list

is happy with the care they’ve got, because wetgdease everyone all the
time. But people get to know the way you worknm tef this type. If they know
that coming with their problem [they] would be éstd to, they maybe need no
more than your listening to them for 5 minutes.yTkmeow they only get

listened to. It is the continuity aspect of quatifycare as well.”

(GP17, F, 36ye 432)

Such familiarity embedded within the single-hangeattice applied not just to doctors,
but also extended to other members of the pratde@ such as receptionists and practice
nurses, and that could endorse patient satisfafttitimer with the practice. That is

exemplified by the following excerpt of one intexwi.

Int: “How good is the quality of care in your prace?

GP: “I'm absolutely flattering myself here, butHibk they (patients) get a very
good quality of care. | know the patients.

Int: “In what ways?

GP: “Well. There’s the patient, and there’s subjeetthings. The patients like
seeing the same doctor all the time and obviodisigu’re a single-handed
practice and you’'ve only got one doctor. You'velyaialy got only one nurse
as well. They like to see the same nurse all the.tAnd if you're a small
practice you don’t have twenty receptionists, yauehtwo or three
receptionists. So when your patients walk in ther dihvey see a familiar face
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when they see the receptionist and the chancethaneceptionist also knows
them. That makes life more efficient because thait Have to say, ‘Who are
you?’ She knows. ‘Here is your prescription or wbybu like an
appointment?’ and they come in and they see thodaoknd again because |
know the patient, you don’t have to spend a ldinaé looking through the
notes and such like. So | think they get that sutivjely good care here with
people they know and people who know them.”

(GP1, M, 36ge 137)

Consistent with previous studies, some respondenk®ned that a mutual understanding
developed between patients and GPs based on tintinging contacts, and suggested that
such relationship-based care could make the prafesse more transparent and
consolidate the doctor-patient relationship in¢betext of honesty and trust. For example,
one respondent mentioned that,

“...in a practice with three or four doctors, patisnnaybe not completely
satisfied, and they can make an appointment witthaar doctor to see how
they feel. In the single-handed practice, if theg @ot happy with you, then
they come back and just be honest. And you cariRgit, you are not happy.
What's problem? Let’s look at it.” Sometime it adty strengthens the doctor-
patient relationship.”

(GP15, F, 48ge 230)

Also from the organisational sphere of quality, ssingle-handed GPs acknowledged that
they provided easy access for patients, which wamportant component of good quality
of care. They also believed this was an essertti@rgage of single-handed practices over

large practices. For example, one respondent kaid t

“...[the ] majority of time they [patients] book ohd day. Okay, they can book
if they want in advance, but majority of them thegk on the day or the day
before...most of time as | said we get appointrf@rthe same day. So people
don’t have to wait a week before they get the agpwents...| know people
keep telling me that, ‘I can’'t get the appointmerth my GP. | have to wait for
two weeks or one week.’ All these problems. Thatygpts] don’t have these
problems here.”

(GP11, M, 50ge 280)

Likewise, several respondents emphasised thatatagssibility was a priority for many
patients, but yet was being downgraded in big prest For example, one GP accounted

her perception about her patients’ needs from thetjge and stated that,
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“Access—to be able to get hold of you easily, He &bgive appropriate and
up to date treatment advice. | think that's prohapVvhat they want]. You

know | think with the list of 2,500, | have the saappointments everyday, and
you know group practices with six partners, withOD® patients, relative
fewer patients per GP, each can’t provide that knaw.”

(GP19, F, 4Rge 274)

In discussions about quality of care, respondesitg much emphasised the benefits that
single-handed practices offered to their patieadtipugh some pointed out certain
limitations in term of service range, as singledethpractices were considered unlikely to
have the capacity to provide a the full rangeesfice that appeared to be possible in

large practices.

“l can see the disadvantage. | cannot provide arahge of services that the
big practices can provide. For instance, | don'tmdnor surgery; | don’t do
joint injection; whereas in a big practice, theynchave some sub-speciality in
their practice. So there is disadvantage in thayvva

(GP14, M, 48ge 589)

Many thought that the scale of practice itself dedithat single-handed practices were not
able to provide a comparable range of servicekdse found in large practices due to time
constraint on GPs, GPs’ professional skills, pasiesiemands for services, and readily
available resource within the practice. For exammhe GP explained her reason for not

providing certain services and said that,

“Obviously time. You only have a certain amountimie, and you can’'t do
absolutely everything. | don’t do minor surgerystjgimply because | don't
have enough time.”

(GP10, F, 5ige 586)

Similarly another respondent said that,

“We don’t offer some things partly because we dea# the number of
patients required to keep skills up to date. Bhirik that's something if you
are in extremely large practices, it's probablyidaMe don’t do... cut the
lumps for instance, because | haven’t seen enotigiem. | see one or two
every couple of months. It's not enough to keepayp skills well, to keep
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yourself safe. That's one thing we don’t do papiizause of the size of the
practice, partly because of patients.”

(GP 17, F, 8fe 535)

Besides service ranges provided by practices, ritfdepof the patient population also

could put additional strain on single-handed pcagtito meet their patients’ needs for care.
In the study, there was a mixture of respondents mdd different types of practice
population. In the areas serving deprived populatithe GPs mentioned patient demands
with respect to the amount of work involved lookadter such a group who tended to be
more ill and were likely to have, in combinationthvhealth problems, a wide range of
social problems. For example, one GP indicatethbapractice had the highest level of
deprivation within its local area, having a lessitible population compared to its

neighbouring practice.

“We’ve got more or less desirable [patients] suppgsyou would put, more
drug addicts and alcoholic type of population, vawually migrate to places
relatively frequently. So we have a big turn oWhen there is a big list with
big turn over, there is a lot work.”

(GP17, F, 36ye 362)

Several respondents also had certain groups ofigiigpusuch as ethnic minorities as well
as asylum seekers, and that presented additioalénfes for GPs as language barriers

and patients’ expectations for their healthcare.

“...because I've got an asylum seeker population, gétdanguage difficulties
mostly. And the difference in expectations for tiesgrvice from what we
normally provide. | find that quite difficult in fyuage and cultural
differences.”

(GP 13, F, 4fige 433)

The new GMS contract

The new GMS contract was a major issue for allgedpnts. Respondents largely talked
about the impact of the Quality and Outcomes Fraonkewn both patient care and general
practitioners’ work. With respect to patient calesre was a general consensus that the
design of Quality and Outcomes Framework (QOF)edia positive influence on

promoting chronic disease care, particularly tmederonic diseases covered by the QOF
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at that time. As far as quality point achievememder the QOF was concerned,
respondents reckoned that single-handed practedeskbd a satisfactory quality of care,
which was facilitated through their relationshipsed care, knowing patients better. For

example, one respondent said that,

“It is not difficult to get the points just becaugeu’re single-handed. In some
ways, it might be a bit easy because you know mtatlgetter. You know which
one exactly to target; whereas if you had 20,000epé#s, it could be a lot of
harder to target them. | don’t think it is partieuly [difficult] to get points for
single-handed practice. | think it is arguable wiestit is harder or easier to
smaller practices, and | am not convinced thas iharder for single-handed or
small practice.”

(GP 14, M, 48 394)

Yet, despite being content with their attainmengudlity points, some respondents in
particular those working with deprived populatiotadked about a tension between
targeting patients with specified QOF conditionsider to achieve quality points and
managing patients with medical problems that wetdnctluded in the framework, and
believed that it could potentially be detrimentattie quality of care for those with such
un-incentivised medical conditions. For examples @spondent exemplified that as

following,

“Although we’ve got some contract specific are&e lasthma, COPD of which
prevalence are high, we also have a lot of non+amtworkload. There are
huge depressions, anxiety, or the stuff going degbrived areas. There are
minor stuffs, [children with] chest infection besautheir parents smoke, all
that kinds of stuff is big part of our workloadidtnot accounted for under the
contract,”

and later she added that,

“...you spend your time chasing people for ten diseaeas. | don’t know
what new areas they put in this year, but you igrtbe fact that maybe you
should bring your asthmatic patients to check tipaiin control is okay, or you
should review your osteoporosis patients whethey tire actually taking
osteoporosis medication. You don't have time teseha other things;
whereas before you would be able to have a moieagjloverview of your
patient population...So this has negative impactuadity of care overall. Not
the quality of care in those disease areas. We'atieait bad anyway. We're
now probably a bit better but negative impact asrtige broad quality of
care.”

(GP17, F, 36ye 381)
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In a similar way, several respondents were awakthiere was a possibility of eroding the
personal element of relationship-based patientwarking under the new contract, as
they increasingly felt they had less time for diremntact with their patients, instead

spending a considerable amount of time dealing QI@0F related paperwork.

“I think clinical care has improved in some ways ébronic diseases, and it is
definitely improved. For ischaemic heart diseasabetes etc... It [care] is
definitely improved. In terms of acute conditiomay tb day running, | think
doctors have a lot less time to see them now. &freegiot interested to see
acute conditions. Because as soon as they [pa}ieatse in, you want their
blood pressure, weight, smoking status checked¢ste [conditions] suffered.
Also we have a lot of less time to see patients-fadace now. Because |
spend more than 50 per cent of my time on papek.Widrere is no doubt |
spend time on paper work than seeing patients now.”

(GP 14, M, 48ge 377)

The process of implementing the new contract mghtonsidered relatively easy within
single-handed practice because of GPs’ autonorga@sion-making over the changes;
yet there was an increase in workload in both cdihand managerial tasks putting single-
handed doctors under a huge amount of stress. tizdsenhey felt they were subjected to
a great level of additional pressure particularguad financial matters, because single-
handed practices were financially penalised forr ji@ctice list size and disease
prevalence under the reformed payment system afdtecontract, and that had a
negative impact on their existence as a single-e@duldctor. For example, one respondent
described that,

“...we probably feel the impact more because we hawe to get the
maximum points. If we didn’t get the maximum povts potentially would go
bankrupt, as the value per point is so tiny for\We got in the first year of the
contract, we only got £31 per point something tha. The list size is so much
below average list size. The new contract worklas you get your global
sum, which is a historical figure, which how theyrked it out and how it is
corrected is another story. But the value per péantthe quality framework of
£75 per point is for per average list size of 5,18§ou have less than 5,100,
your point’s value—pound goes down.

Then you get your disease prevalence knocked doeordingly as well. So if
you are small, you only have three patients withegailepsy, and two of them
refused to get monitored. You lose your pointss&hmmints might be worth
£20 per point, but that £60 or £90 what ever youl@et from that

particular job is valuable to that practice. Becausithout it, that can make
the difference for us to sink or swim. Becausenméyg out here, the global sum
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covered the staff wages just, and what we’ve guoh fyquality framework pretty
much what was left for profit, which isn’t much wipgeople bending their
fingers earning eighty or hundred thousand pous. hang on a minute, we
get more patients. Because average single-handactipe have higher
number of patients per doctor than in group pragtscenario, but you earn
less and a lot less.”

(GP17, F, 36ye 110)

Such a viewpoint was particularly vocalised by msfents working with deprived
populations. They stressed that they were nottaltigke advantage of any financial gain
because of the calculation formula of the QOF paymehich did not truly reflect the

workload involved with looking after a high propiort of patients with ill health.

“... because of the sort of morbidity of my patiests) see them more often...
of the new contract is that weighted Carr-Hill farta, and if you have areas
having significant mortality and morbidity, you sihd actually have high
payment for that.

...Carr -Hill formula and weighted list size ararfg negative. That makes a
big difference [for single-handed practice]. Ane theculiar thing is the
formula when it comes to the figures for the disem®as, and prevalence is
square rooted. So if you got four times the nati@varage of asthmatics, you
only got twice as much as the money for it rathantfour times as much for
it. So I think if [these] two things [Carr-Hill fonula and weighted list size]
change that would make significant benefit for me.”

(GP3, M, 4ligie 529)

Reform of the new contract was thought by manyaedpnts as having increased
government’s control over GPs, whose professiaiaélis appeared undervalued, and
turning into a box-tick exercise which threatend@sGautonomy in daily work. For

example, in reply to a question about the new eattone respondent cited that,

“l don't like the new contract. | hate it. We ari&é puppets. Do the blood
pressure, putting on the computer. Do this, do,that like puppets. Just to get
the points to get money. And | don't like it. | &ostrated often. | feel that
some of the things we must put on the computealarest insulting you know.
Some of new enhanced services, say to do witrettreskion. You must tick
the boxes, you have to ask the patient this spegistion you know. You must
ask them this question. I think | don’t like. Wewdl be trusted to look after
patients in an appropriate way without having todmecked up, to see whether
we’re asking them specific questions. | don't tikat kind of thing.”

(GP13, F, 48ye 373)
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The government’s control of the profession was esognised as part of the growing
demands on doctors in general practice, shiftingkvaavay from secondary care to
primary care, and that single-handed doctors mnmghthave required infrastructure and

skills to cope with such changes in the future.

“It is getting more and more frustrating and stregdecause of all these
points chasing. The points chasing is becoming rancemore difficult
because the new GMS contract places too much exjwerst on GPs now, too
much expectations on the GPs from the governmieasjreg all [points] of the
new contract. They expect us to know all and doyéveg. It is not possible
for GP as one person. If you worked in the hospitafly gynaecology, you
were working in gynaecology, and you would knovgghiaecologic problems.
If someone asked about a gynaecologic problemyaud know what to do
with them. But if you were sitting in general pieethere, | would be expected
to know all gynaecologic problem, sorted them éilltheart problems, all
diabetes problems, all respiratory problems, aniikés | must specialise in all
these specialities. Now that | find it is more s#fel now.

That's not like it used to be. Before when you dasgd somebody with
diabetes, you could just send [them] to hospitald #hey can decide to take or
how to treat the patient in that speciality...But neeshave to manage
everything in the community, and that | think ibismore stressful. They [the
government] put some upper limit on how much wesapected to do, that’'s
fine. But | think they are pushing more and morgeneral practice, probably
to save money for the government from the hospital.

(GP16, M, 5bge 260)

As previously discussed, there were felt to be éeanomies of scale within single-handed
practices. Thus, several respondents spoke oktimesof mounting stress laid on them
being a single-handed doctor from the resources pbiview - they felt it was growing
difficult to adapt to the constant changes broumyhthe new contract without additional
staff support.

“There is always paper-work and workload is accated because of the new
contract. | mean | have to attempt reading all tiesv contract, definitions,
trying to set them up in the practice. | can’t dglee it to my receptionists,
particularly with the new contract. | have got thall rolling, seeing what
happens in a year, and trying to understand myssfifre | can teach it to
others.

Then this is the end of the second year of theaoetvact, they’ve changed the
goal posts and they’ve changed targets. So | dhcktising my
tail...Unfortunately the first year of the new cormtsany practice nurse had a
reaction to flu vaccine, so she was off for founths...It was depressed for
everybody. So, yes, | would love to practise iglsimanded practice 10 or 20
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years ago, when that’s purely the medicine. | etij@ypractice, and | don’t
have problem with the objectives of the new comtiabink it is good, raising
standards of medicine. But it has raised stressrferpersonally, in term of
computerised, all the information and there is g&paperwork, computer
headache for me because we still have same nurb&fb | don’t have
practice manager and | don’t have additional staftope with it...it has been
headache for all, we all struggle. | just wish keéle@ same goal posts for next
a year or two instead of giving us increasing tdsge

(GP 2, M, 45ge 169)

One respondent raised his concern about the chadrije new contact regarding service
ranges, which have already been discussed easlefimitation on single-handed
practices. The possibility of expansion of servidekvered in general practice would

increasingly challenge single-handed practicebeénfiture, as he mentioned that,

“..there are some things such as enhanced ser@acesmore difficult to go for
when you are single-handed. ... | mean | haven’egon for instance drug
abuse Methdone prescribing enhanced service he@asgow. It would be
more difficult for me to go for that as single-haddoractice.”

(GP5, M, 46ge 415)

In order to cope with the changes under the newraciy mainly in relation to QOF, some
mentioned that they had increased their staff'skimgrhours and delegated a considerable
amount of administrative and clinical measuremasig to their practice staff. One
respondent spoke of his approach to manage inageagirkload by offering an incentive

to his practice staff.

“What | have done is top slicing of QOF points gpio receptionist staff,
based on their interests. When | talk about themiive scheme, the bonus
scheme at the start of the year. ‘Look, | am go@ppy with 950 points, so
anything else over 950, that’s yours.” This methesgirls will always be
vigilant putting data on and they will always bgilant to send letters out. So
if  am only going to take 950 points at the engexdr. | am certainly not
getting much less than that, they [the staff] areero stress under the QOF
because they know 950 points would be retainedrdégss of what | do. Also |
think giving them the incentive to their work rattigan just be lost in day-to-
day humdrum. Actually it's worked out very well.”

(GP8, M, 4%ige 440)

A few GPs also talked about their approach, tanggparticular indicators in the new

contract taking account of the organisation ofgrectice and the amount of work that
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would be required for the smaller number of poifts. example, one respondent talked
that,

“...I don’t think anything is difficult to achieveo8e thing are not worth
achieving, a lot of administrative things in lasiays. You only got one or two
points for, which would be worse for me if one poimy worth £25, and it
took me a significant length of time to do someghinat is not worth doing,”

and he illustrated further that,

“if  am going to meet the prescribing advisor,dve to get a locum to do that,
and it costs £160. So to get £100 doing the thivigereas in a big practice of
10 doctors, they would get £1,000, even if a dogets a locum in, they still
get profit of that. So there is the economies afeswithin the new contract,
that makes it worth doing things in big practiceisinot really worth doing in
small practices. They change around that this ydaut there was the odd
point here and there, which wasn’t particularlyfii@lt to get, but financially

it is not worth driving me to do that.”

(GP3, M, 4ligie 439)

The prospects for single-handed practice

Most respondents were not optimistic about theréutd single-handed practice,
acknowledging that policy appeared to be discomgagf single-handed practice and,
instead, promoting “mega-practices”. For exampie mespondent gave his view about the
future of single-handed practice saying that,

“It is going to disappear slowly. The governmenli wiake sure they all
disappear slowly. Given more group practices, beegorobably economically
for the government it is cheaper to have group pcadike big company. Erm,
for me | can see a gradual deterioration of singéded practice, slowly
disappearing one by one. If | retire, | am sure pinactice will not be given to
single-handed practice. This will disappear. Thiggtbbably ask another
group practice here to take over. Right, this’d paped before. Another
single-handed practice on the same road, whiclo&yaards away. He went to
London, and they didn’t advertise it, and they gete to another practice. So
that single-handed practice disappeared. That's wthay want. So the same
way, when | retire, my practice will probably digegar, they would give to
someone else.”

(GP 16, M, 5bge 589)
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In addition to the government’s financial concesoime respondents were aware that
single-handed practice was thought to be “a headdobm the perspective of NHS

management and administration, and that is illtesiray one respondent,

“l can see we've talked about all the problems thffeeing] single-handed, as
being sick or broken legs and all these things. Atihk all those headaches
become the headaches for the NHS board. | thinkas the NHS board and |
had fifty GPs in an area, | would much rather ifdd ten practices of five than
if I had fifty single-handed practices. Becausefiity single-handed practices,
the chances are at least once every week you ingylet one of them unwell
and it's responsible for a health board to makeestire patients get care, how
you are going to do that. Getting locums in or ybpiobably have a whole
office just dealing with these issues. Whereagufue got fifty GPs in ten
groups or five, it may well be a GP is off sickrgweeek but you don’t know of
it because it’'s taken care of at practice level.”

(GP1, M, 36y, l4@4)

As well as a growth in partnerships, many alsodotber changes that have occurred in
general practice such as the development of GPssp#cial interests, the increased use of
salaried doctors, and the introduction of privaeeqroviders. All were thought by at least

some respondents to threaten the existence oksiregided as well as small practices.

“I mean if you look at comments, if you look at fpedtions, and if you look at
the BMJ, always taking about mega-practices, wiitessive doctors and
nurses. How that model will work, I honestly ddaibw. Within the health
centre, there will be between 20 or 30 GPs withgimepractices. The notion
of it I expect what they want to do is to provideycheap secondary care.
There will be a doctor dealing with diabetes, atdodealing with
dermatology, once folk turns up at surgery. If thathat they want to do, they
would fund them. | suppose we have to accept ttif Bhat does happen, | am
quite sure where is the place for single-handed,®®Pere is the place for the
generalist of general practice.”

(GP 3, M, 44ige 775)

The likelihood of general practice organisation mgvaway from single-handed practices
was perceived to be inevitable. This was of contesome GPs, who thought it would be
to the detriment of quality of care, eroding theecealues of general practice, as illustrated
by the following comments of one respondent.

“Challenges for us would be to survive | supposalye | think the whole
concept that they really want is this health cemréecome one practice
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really. | think ultimately this is really what tlgovernment really wants. But |
don’t think they really understand how that dilutks doctor-patient
relationship. They really don’'t know what thatThat is something really we
lose that. You would have got to GEMS somethimgthikt, which works in
certain part of it. But | don’t think there is aegntinuity of care. | think this is
probably one thing single-handed practice has. Thontinuity of care, and |
think we lose that. Then I think we lose sometbirguality. How we can
survive? | don’t know. If the government says, ar@tde general
practitioners, then | don’t know, we probably gd and demonstrate.”

(GP 9, F, 5tge 721)

Despite a general consensus that single-handetigeré&edying, several respondents
thought that it still could be possible to retdirsttype of practice, for instance by working
in collaboration with other single-handed and srpedictices, which could offer economies
of scale such as sharing their practice resoupresjises and staff but still maintaining
their independence over their own practice, angikgecontinuity for their patients. For

example, one respondent commented that,

“I don’t think it [single-handed practice] shouldedocked out. | think there
will always be doctors who prefer to work by thelvesand there will always
be patients who prefer to see a single-handed dbecause they can
guarantee that they can be seen by the same d&udrdon’t think we should
ever outlaw it. | think it would be possible to pu¢chanisms in to make it
easy, so there is no reason why you couldn’t hawgle-handed doctor]. |
think if you offer me the choice, as | am in te@ated surgery all by myself or
| could be a single-handed practice in a big preetiyeah | think there’s big
difference there. There’s no reason why you cotilda'it if you share the rent
of the practice, and there is no reason why yoddidushare practice staff as
well. | think that would make a world of differerma you would still have one
doctor practice. You know, if people phoned lookorgan appointment with
your practice, there would only be one doctor and would still get your
appointment with one doctor.”

(GP1, M, 36y, ling15

In fact, a couple of the respondents already opdrat such a structure. Although they
both were financially and organisationally indepemidfrom their neighbouring practices,
they shared surgeries, and one respondent alsedpmctice staff. One GP accredited

such an arrangement as “the best of both worlasf,lee mentioned that,

“I think this is a very nice system you know. l&iy@ant to be single-handed,
and not having most of the disadvantage of beinglsihanded. | think there
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are more gains of this to be honest. There are radk@ntages in this set up
being single-handed without being necessary tagwa partnership.”

(GP 7, M, 48y, line $03

Some respondents also viewed that patients’ preterfor single-handed practice might
protect such practices from being completely abelis and so single-handed practice
might survive for the time being. For example, oegpondent gave this overview about

the future of single-handed practice.

“l think basically we are here to stay, basicallg \Wwave patient power.
Obviously the government would like them [singledea practices]
abolished. If they could overnight, they would. Ehalon’t know whether that
would cut costs or not. Obviously they look at dzstis, also they have the
impression the quality is not there. But if you asbst of the patients, they get
far higher satisfaction than most group practicelsaven't got figures, but |
am sure the majority of the practices they woulcheap higher in term of
satisfaction rates than group practice. So | thattwiously a lot of health
boards are not replacing single-handed practiceihk they tend to go for
somebody if they want to take it. ...they can’t aboland it would be very
difficult. Certainly there won’t be many new stagias single-handedly.”

(GP11, M, 50g¢e 611)

Similarly, one single-handed GP working in Glasgmted that there remained a
considerable number of single-handed practicelsarhealth board, which might show its
local tolerance to this model despite the overiafiadion of UK policy.

“...1think single-handed GP may not be encouragethieygovernment policy,
but Glasgow generally single-handed GPs have beppasted by the health
service administration. Yeah, looking at your figethow many single-handed
GPs in Glasgow compare to Edinburgh, Dundee, anetdden, and there are
far more we should have, don’t we [laugh]...| domiblkv why so much here in
Glasgow. | think it must be the policy of the hiedlbard in the past. Because
single-handed GP retired, the health board coulgd@pt another doctor to
take over, like they did in my case or they copleéad all these patients in the
practice nearby. So | think Glasgow must take #&sgilon to support the
single-handed practices, by appointing another dotd take them over rather
than break them up. | don’t know why they do that they don’t do it in other
cities. But | think it is still good for single-hded practices.”

(GP13, F, 48ge 710)

181



Most GPs felt that single-handed general practias hkely to have a limited lift-span, yet
the majority denied the possibility of enteringatpership, and wanted to remain as
single-handed or recruit a salaried GP as additsuaport. One reason for this was that
there was a fear of losing their autonomy over mgthe practice if they joined a
partnership, in particular those who previously baperienced partnership problems as

well as those long-serving single-handers.

“Would I join another group practice? Erm, | dorrgally want to leave my
patients | have here. And | suppose | am littlgHtened to join another group,
because then | lose control [laugh]. Erm, losing thfluence, maybe |
wouldn’t like the way they want to do the thingsnEso | don't really want to
do that. I think if | choose someone to come henkiwg part-time here. |
suppose | still have more control, that soundke tio be in charge of
everything. | don’t think | am as bad as that. | aat ready yet just to be one
of 3 or 4 or 5, 6 of big practice, and that woularfible.”

(GP 13, F, 49ge 227)

By contrast, single-handed GPs who were in theddtei thirties clearly affirmed their
intention of seeking a way out of single-handectfica, and one had already merged with
another local single-handed doctor. One GP alsdioresd that her practice intended to

recruit another partner.

“We have just got in last a few months, concreteeament to provide two
years funding, so we are now looking for a bodfjlitthe job. So hopefully, by
the end of summer, there will be two doctors hane, that makes life a lot of
easier. Because there are 2,000 patients, it igydigt for one person.”

(GP17, Fy36ne 20)

8.4 Discussion

The research studied a purposively selected samhgliagle-handed GPs practising in the
urban settlements of West Scotland, describing firactice, experience, and concerns in
today’'s NHS. The balance of findings indicated siagle-handed GPs see themselves as a
group of autonomous individuals, who uphold theugealand ideals of general practice:
readily accessible for their patients, and dealitg them in a continuous way. Yet such a
traditional model of practice has few economiesaafle, putting a strain on the GPs, who
are feeling increasingly challenged by the growitdemands and expectations on general
182



practice. While such a traditional model of praetmay be tolerated in the short-time, the
growing emphasis on value for money in a resouaesitained environment means that

they may have to be adaptive to developments ilNthS.

The application of a qualitative approach enabledondevelop an understanding of a
group of single-handed GPs from their viewpoinicig for themselves matters of
concern to them. Unlike quantitative analysis, giaave inquiry does not specifically
search to offer generalisations referring to ao$éiked variables such as performance
indicators, but instead explores issues relatesihigle-handed doctors in a holistic way
and shedding light on complex issues. Apart froreg@ts earlier studies, there was little
qualitative research about UK single-handed GRBariterature addressing their needs. In
particular, the recent reforms under the new GM@8reat had not been explored, thus this
study has important implications for the futureanigation of healthcare services in
primary care in relation to single-handed praati¢ics.

In this study, a total 22 GPs were interviewed dath saturation was achieved during the
data collection, in that by the final interviews, mew issues were emerging or being
discussed. The application of a purposive samirggegy suggested that this selection of
sample was broadly representative of existing ugdagle-handed GPs. However, a
possibility of bias should also be considered hbreing recruitment, only four of the

final total of twenty single-handed GPs immediateijunteered to be interviewed; the
other sixteen participants were recruited withdhsistance of Professor Watt, Head of
Department of General Practice, University of GtaggOne respondent acknowledged
that Professor Watt's role in the recruitment hatlenced his decision to participate,
although no similar feedback or comments were veckirom others. Despite none of the
respondents declined to be interviewed, it is wadting that those who responded
voluntarilywere more likely to be female, and practising isaarof high deprivation. One
possible explanation could be that, provided tlieereimbursement for GPs’ time spent on
the interview, doctors serving deprived populationight be more readily motivated to
participate; alternatively, it may be there wene fgpportunities for such a type of GPs to

voice their views and opinions.

Although overseas doctors, particularly those whaliied from South Asian countries,

have been recognised as a major group within simgheled doctors, only one was
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included in the study because of the decisiondtude only GPs aged 55 or under as the
study was interested in not just single-handed ®iesis regarding their current practice
but also the future of such a model of practickhenNHS. Thus, the views of single-
handed doctors who qualified outside the UK wergenrepresented in this study, and that
subsequently also reduced the possibility to Ik findings from the qualitative

interviews basing on purposively selected sampl#s tive results from quantitative
analyses, which indeed included all general prastio urban areas. Nevertheless, the
purposive sampling approach adopted in the studyativesulted in a wide coverage of
currently serving single-handed doctors in termgheir age, gender, and patient’s socio-

economic status.

This study indicated that the choices behind bengraisingle-handed doctor were often
unintentional, largely accounted for by previougmership problems and/or accessible
career opportunities. Despite some having a pneferéor smaller practices, none had
actually planned to work in a single-handed practiaring their career. This seems
different from single-handed GPs working in rurgttsgs, where some doctors had
expressed the clear intention to practice alonen@an and Bain, 2000). Many of the GPs
interviewed in the study made the decision to jgadingle-handedly when their
partnerships did not work well. In their view, thietion amongst partners concerning
workload allocation and practice financial arrangeis could be seen across general
practice, and they saw single-handed practice adtamative, which could avoid such
partnership conflicts, allowing them to accommodatd cultivate their own ways of
practicing without being denied or having decisiorierfered with. One thing which, to an
extent, facilitated GPs’ decisions to become a poéatitioner was the ability to take their
patients with them, under the previous GP-basettatmal arrangements. However, the
changes in the new contract, to a practice-basetiazt, may make such a choice less
accessible as GPs are no longer able to take fsatigth them if they leave the practice,

leading to the possibility of further decline irethumber of single-handed practices.

GPs have been defined as an independent contsigterthe establishment of the NHS,
and that means that they are entitled to discretr@hfreedom in the running of their
practices. This autonomy is still clearly importémpractitionerswith respect to everyday
practice, there are several components of clidndl managerial autonomy including

control over the nature and volume of medical tas&atrol over diagnosis and treatment,
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control over evaluation of care, and control ovitaeo professionals (Schulz and Harrison,
1986).Indeed, such work-related autonomy is essentialadical professionals in both
primary and secondary sectors, and positively tatae with their professional satisfaction
(Kapuret al, 1999). In the context of single-handed generatfice, GPs not only had
overall control over the structure and contenheirtwork, in the selection of practice
staff, in the scheduling of working hours and inn@aging their own workload but also
enjoyed clinical control in their patients’ diagmoand treatment. Of these elements, the
managerial and clinical control, were considereskrsal to their ideal notion of being a
GP, making them feel more in control of their piaes. Many had experienced both
partnerships and single-handed practice, and leglithat GPs’ ability to exercise their
own independent decision-making over both praciwd patient management was easier
to attain when practising single-handedly than wiverking with other GPs in
partnerships.

Such a view has been alluded to by Metcalfe, whygssted that given the status of the GP
as an independent contractor, GPs tended to fegbnsible only to themselves and to
instinctively shy away from the surveillance of @th He also suggested that such a notion
of GPs’ autonomy however, may have been breachiédtiae formation of partnerships
(Metcalfe, 1982). As reviewed earlier, partnershijgse reported to be a source of
problems in general practice, causing GPs gretrtedis especially those working in inner
cities (Ashworth and Armstrong, 1999). However,goisang alone, single-handed doctors
were able to exert a relatively greater level adbaomy, allowing them to determine their
own working and practice arrangements without hgitinaccount to other GPs. Thus,
professional autonomy, as discussed here in thiysand derived from Engel’'s concept
of professional autonomy, could also be identifrgérnally and externally at the practice
level, with reference to the source of control dsGIn general practice, professional
autonomy, external to the practice, refers to ttiereé of GPs’ independence (influence) to
control the content and quality of their care ilatien to external regulations such as the
Government policy. Such control could be in aligningith Engel’s occupational group
autonomy. In the UK, as noted earlier (Chapter@ 3n although GPs have maintained
their independent contractor status, there has de@ncrease in the state’s involvement in
general practice, and the Government has brouglegulations and measures to exercise
more control over the profession since the earB0s9For example, a series of White
Papers was proposed by the Government settingfispeeality standards for health
services such &@rimary Care Delivering the Futur@doH, 1996)the New NHS: Modern
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dependabléDoH, 1997) and he NHS PlarfDoH, 2000b). Reforms such as these
represent the state’s growing intervention in tlagidhal Health Service, and required
general practice to take on health promotion a$ ageasks that were previously carried
out in secondary care, and having to become inicrglgiefficient and accountable.
Recently, the scope of general practice has beteméed further under the new GMS
contract, which has categorised GP services astesadditional and enhanced services,
and brought fundamental changes to the GPs’ reratiorrsystem—Ilinking quality to pay
based on performance indicators. To an extent, shi@hge potentially presents a close
scrutiny of the standard of care provided by gdmaectices, specifying clinical and
organisational tasks that GPs should focus on. ,Tthessphere of GPs’ professional
autonomy is influenced by the Government’s agewnttéch could represent a source of
counteracting forces, putting constraints on th@ression of GPs’ professional power as
analysed by Freidson (1986).

Internally, GPs’ autonomy within the practice regmets their individual control with
respect to the pattern or style of their own practirhis level of autonomy could be in
agreement with Engel’'s professional autonomy andividual level, and with the clinical
freedom suggested by Schulz and Harrison (198@)adtsuch a level of control that has
been described as an important and attractive éda@hgle-handed practice, in which GPs
valued being able to exercise their own judgemetinical performance and practice
management with no intervention from other partnet® often were seen as a potential
problem in general practice when working in parsh@s. This study however, has not
examined the views of GPs working in partnershapsl there could be potential for
further study to understand the relationship betwtbe collective and individual
autonomy among GPs partners within the partnershiips would help us to develop an
overall understanding of the idea of professiondbaomy in general practice, particularly
under the 2004 contract.

Schulz and Harrison (1986) have suggested that tkero absolute autonomy, which
would entail unlimited resources for doctors andildalso imply the right for one doctor
to contradict the autonomy of another. In this gfude balance of GPs’ accounts of their
control over their practices indicated that, altpothey were still internally exempt from
being monitored by immediate medical colleaguesénpractice, they were, like all GPs,

subject to a reduction in external professionabaainy by the growth of controls and
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monitoring imposed by the Government as discusadoke Furthermore, these increasing
demands on general practice were crucially linketheir perceived financial and time
constraints, exacerbated by the limited econonfissale within single-handed practice

(e.g. sharing staff), and were seen as potentialbatening to their freedom.

An earlier study by Green noted that single-har@dPd tended to adopt a model of the
small business, often just employing a few staffrafrom family (Green, 1996). Such a
small business model has remained in many existmgle-handed practices, with the GP
keeping their practice team small. This arrangemeay offer opportunities for personal
control within their own practices, but such a itiaddal model of practice appears
structurally and organisationally fragile, bringingcertainty for the GPs at work
particularly in relation to workforce planning. lnahe point of view of NHS policy
makers and managers, this kind of small businestehad general practice, on its own, is
not sufficient and sustainable for the developnoémirimary care in today’'s NHS
(Corrigan, 2005). Over the last decade or so, igépeactice has been subjected to
extensive NHS re-organisation and become increbsoaognplex, which together with the
reforms directed at making GPs more accountabte|dthsingle-handed GPs to believe
that their professional autonomy is circumscritzed straining their sense of
professionalism. There was a clear tension betweginprofessional status as clinicians
concerned with continuity and holistic care andilmother hand, an extended managerial
role imposed by the government’s growing bureaucantrol. The GPs interviewed
increasingly felt it a struggle to manage theirdjrim the face of a considerable amount of
paperwork, and felt that the time spent on patiant was reducing. However, in spite of
such strain on single-handed practices, some Gitd not or would not hand over
managerial tasks to others such as a practice mmgr@agaccount partly of their financial
strain, but also, for some, based on the percefpiainthey as the owner of the practice,

must retain overall control over practices.

Of all the reforms in the health service in the Wi new GP contract and the Quality and
Outcomes Framework have radically altered the vemerpl practices work, emphasising
performance-related pay and offering incentives3&s’ and practice work. Now GPs are
paid for the services and quality of care they mtevather than just the number of patients
on their practice list. Responding to such inceag)\GP practices were reported to have

achieved high quality scores since the first yédahe introduction of the new contract and
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to have received considerable financial rewardsidy not be a surprise to find that QOF
scores were positively related to practice sizer(y\é al, 2006), as historically larger
general practices were more strongly motivatedadtah better placed to be able to take
advantage of the contract through whatever meaowed (Green, 1993). To some
extent, single-handed doctors, particularly thosekimg in areas of high deprivation,
perceived that they were not in a position to enf@yfull benefits of the new contract, and
stressed that such benefits were likely to be oisuribed due to the payment system of
the contract rather than their own practical caists. Although embracing the changes of
the new GP contract was perceived to be a challemggle-handed doctors were content
with their QOF performance, believing that theyyided good quality of care which was,
in some ways, better than that of group practidé vaspect to continuity of care and
access, both which might not be truly attainedoimes large practices. Clearly QOF has its
emphasis on targeting quality in chronic diseaseagament, which may favour group
practices who could employ a wider range of heaitiiessionals; however, single-handed
doctors argued that their relationship-based agbra@ght facilitate their performance in
the management of patients with chronic conditigimen their in-depth knowledge about
many of their patients. This was seen to demorsta&iey strength of single-handed
practice maintaining the role of GPs as a persdoetior and providing patients with
continuity of care. On the other hand, althoughticanity remains a core value of general
practice, such holistic personal aspects of quabgm to have been eroded with the
growth of practice size and multi-disciplinary teamrking, and a real concern with the
new contract was that, given the emphasis on diabié quality, interpersonal care
seemed to be neglected, and possibly could haegatine impact on single-handed

doctors, undermining their professional values.

In general, NHS reforms have brought bring far-néag changes in general practice, and
there is a continuing trend in the growth of largeits. Although there is no written
Government policy against single-handed practiomesrecent Government plans for
super-surgeries or polyclinics clearly indicates filture place of single-handed general
practice in the NHS. Single-handed doctors havaesged such change in primary care
before, and recognise that their position as agodundividuals is perceived as a
“headache” to the NHS, and inevitably belonginghi® past. Many felt that the
Government’s long-term agenda was to squeeze oulvgee away single-handed and
small practices altogether, yet such a move mightduntered by patient choices and

localities’ needs for health services. Single-hah@®s believed that they have their
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supporters, particularly among those who favolatr@hship-based care and who value the
easy access and continuity of care that this typeaxtice offers. There has been evidence
to suggest that smaller practices are preferalderder practices for patients because of
their access and continuity of care (Rolab@l 1986; Baker and Streatfield 1995;
Campbell 1996). However, this study has not expl@a&tients’ experience of single-
handed practice, and it could be a potential aseéufther research, comparing patient
experience from small and large practices to peadull picture of patients’ experience
with general practice by practice size and offeangbjective evaluation of the care
provided by practices.

While the term “single-handed GP” continues to bedj it is worth noting that, today,
very few doctors actually practise alone as maeynarking with the support of salaried
GPs and some have adopted new ways of workinguotemct the potential impact of
isolation. Some had established working partnesshigh other local GPs usually
providing cross-cover, and with some community seis/to expand their practice service
ranges with respect to the potential needs of ffeients Others were operating their
practices collectively with other GP practices bgrgng practice premises and staff. In
such ways, single-handed doctors were able to meptfee structural and cost efficiency of
their own practice, but also keep control of thactice and maintain their own identity.
Similar arrangement has been proposed in an ingidty the NHS Alliance, suggesting
that small practices working in co-ordination wach other could be the model for the
future survival of this type of practice in the neodised NHS (NHS Alliance, 2005). Yet,
at the moment, the number of single-handed dogtorking in such arrangements is
relatively small. The findings presented here ssggeat the need to maintain individual,

professional autonomy might be one explanatioriferlack of uptake of such a model.

8.5 Summary

It has been widely recognised that the numberrafilsthanded and small practices is
likely to decline in the next few years. Howevéie debate about modern super-surgeries
versus traditional family practice is continuinghvihe development of general practice. In
this study, a group of single-handed doctors reacettieir perceptions of working in the
current NHS. When they described what is good drdisut their experience, they

focused on the nature of such traditional modelsra€tice which enabled them to
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maintain their personal autonomy, free from paghgr problems or monitoring within the
practice; however, this offers them few economiescale, which is becoming a factor of
distress as they try to cope with the growing damisamposed by the Government.
Responding to recent NHS reform, and despite atasatisfactory QOF performance,
GPs are concerned about the future possibilitgtaining single-handed status in the face
of cost control within the health service, a fooamsvalue of money, expansion of services
and possibly changing contractual arrangementseftte¥ess, some are trying to find
ways of working within the changes by developintiadmrative approaches to provide
patient care while maintaining their own professicand managerial autonomy.
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Table 8.1: A summary of key characteristics of inteviewees

Characteristics of interviewees

% female 41%
Average age 46 years
(range) (36-55 years)
% minority ethnic 23%
% Scottish qualified 86%
Average length being a single-handed GP 12 years
(range) (3-30 years)
% of GPs working in deprived areas 55%
Average list size 1,981
(range) (1,300-3,000)
% GPs being a partner previously in group 73%

practices

Type of premises

Health centre (9)
Purpose-built (11)
Shared purpose-built (2)
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Table 8.2 The details of characteristics of partiggants of the interviews.

Gender Age Ethnic Country of Length being Deprivation Partnership List size Type of
(years) qualification single-handed of practice experience premise
(years) population (years)
Pilot GP 1 M 45 White Scotland 11-12 Deprived 5 2,069 health centre
Pilot GP 2 M a7 White Scotland 9 Non-deprived 16 2,652 purpose-built
GP1 M 36 White Scotland 5 Non-deprived while training 1,400 purpose-built
GP2 M 45 White Scotland 8 Non-deprived 9 2,100 medical centre
GP 3 M 44 White Scotland 12 Deprived 3 1,500 health centre
GP 4 M 53 White Scotland 20 Deprived 2-3 2,100 purpose-built
GP 5 M 46 White Ireland 12 Non-deprived 5 2,310 purpose-built
GP 6 F 45 White Scotland 16 Deprived 2 2,209 health centre
GP7 M 48 Asian Scotland 14 Non-deprived as a locum 1,600 shared
purpose-built
GP 8 M a7 White Scotland Non-deprived 8 2.070 health centre
GP9 F 52 White England 3 Deprived 10+ 1,800 health centre
GP 10 F 52 White Scotland 18 Non-deprived 4 1,470 health centre
GP 11 M 50 Asian Scotland 15 Non-deprived as alocum 1,850 purpose-built
GP 12 M 38 Asian Scotland 4 Non-deprived 4 1,975 purpose-built
GP 13 F 49 White Scotland Deprived 14 1,750 medical centre
GP 14 M 48 Chinese Scotland 18 Deprived 2 2,000 purpose-built
GP 15 F 48 White Scotland 8 Deprived 2 3,000 purpose-built
GP 16 M 55 Asian India 30 Deprived Less than 1 2,500-2,700 purpose-built
GP 17 F 36 White Scotland 4 Deprived while training 2,000 health centre
GP 18 F 54 White Scotland 10 Non-deprived as alocum 1,500 shared
purpose-built
GP 19 F 42 White Scotland 11 Non-deprived  while training 2,331 purpose-built
GP 20 37 White Scotland 7 Deprived job sharing 1,300 purpose-built

192



Chapter 9

Discussion

9.1 Introduction

The aim of this thesis was to explore the naturerbén single-handed general practice in
Scotland in the context of current developmentgeneral practice. Over the past sixty
years, the traditional organisation of general ficacfounded on smaller practices, has
been increasingly challenged by an expansion aftigeasize, and a general perception of
policymakers and professionals that smaller prastare not conducive or sustainable to
deliver effective and efficient health care in adam NHS. As group practice has become
the norm, little attention has been paid to exgsimgle-handed doctors who remain an
important feature of primary care service provisionaddition, little is also known about

the impact of current policy changes on this groli@Ps.

This thesis argues that single-handed generalifioaetrs tend to be disadvantaged in their
organisational position and challenged by the gngvéxpectations on GPs, while
representing a bulwark against the erosion of petstoctoring in general practice. In
Chapter 5, a cross-sectional analysis describedrtifde of single-handed general practice
in mainland Scotland with a focus on urban arezganding practice activities and the
demographics of GPs as well as their practice @jouls, illustrating the characteristics of
single-handed practices in comparison with thagrofip practices, and identifying
contributory factors that could be associated wWithdifferences in their practice
performance. Chapters 6 and 7 presented quangitatialyses using routinely collected
data to detect possible associations between peagitie and standards of care in general
practice. The quality of coronary heart disease paovided by various sizes of general
practices was examined and compared in Chapterdgyactice performance under the
Quality and Outcomes Framework of the new GMS e@mttwas explored in Chapter 7. In
Chapter 8, single-handed doctors’ own views anae&pce were added to illustrate the
strengths and weaknesses of single-handed praghisethe impact of organisational

reform on them.
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In this final chapter, the findings of the studaee brought together. | will summarise the
main issues which emerged from the analysis, dssegghe status of single-handed
general practice in the context of today’s NHS;glation to the quality of care, GPs’
satisfactions and frustrations, the impact of tbe gontract, and the future prospects for
this type of general practice. Then | discuss nahagical issues, including the strengths
and weaknesses of the study methods. Finally lineutome implications of the findings

of the study and make suggestions for future rebear

9.2 Summarising the main findings

In this section, | summarise four main findingsnfr¢the data chapters, including the impact
of practice size on quality of care; the statusinfjle-handed practice regarding its
advantages and disadvantages; single-handed gsaticler the new GMS contract; and

the future of single-handed practice in the NHS.

Practice size and quality of chronic disease care

Aiming to explore the quality of care provided lpan single-handed general practice in
comparison with that of group practice, the thegismined the impact of practice size on
guality of care in relation to chronic conditiofi$ie evidence from the data presented
leads to the conclusion that practice size hds litipact on the quality of clinical care,
although single-handed practices were associatédhigher CHD morbidity and
mortality. This was largely accounted for by thghwr level of deprivation in their
practice population, indicating that the extehpatients’ needs for care was higher in
single-handed and small practices than in largactmes. These results are consistent with
findings from an earlier study carried out in EmglgHippisley-Coxet al, 2001). In their
study, they selected sets of quality indicatordefshed by the NHS executive, and found
that there was little difference between singled®ahand group practices in their clinical
performance once practice and patient charactsistere taken into account. This study,
in the context of Scottish general practice andisotgy on indicators in relation to the
clinical care of coronary heart disease, one ottimecal priorities for NHS Scotland,
suggests that the socioeconomic deprivation op#tent population rather than practice
size has the most important impact on practiceoperdnce.
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This thesis has demonstrated that single-handedv@Rsng in urban areas of Scotland
have larger proportions of patients with greatexdsefor care, in relation to the higher
levels of deprivation. In the analysis of second#ata, patient populations of single-
handed practices generally had poorer generalhesadtwell as higher levels of morbidity
and mortality than those from larger practices (&5, 6 and 7). This greater level of
patient need determined that single-handed GP<loax was likely to be heavier than
that of individual GP if working in partnershipsorAnstance, according to QOF data,
individual GPs’ caseloads for asthma, cancer, COREntal health and CHD were
significantly higher in single-handed practicestivagroup practices. These results are in
agreement with the qualitative data, in which GBe aaid that they could extend
themselves daily dealing with patients’ deprivatietated social and health problems. This
was particularly true for those practising in areasing a great concentration of deprived
populations. Tudor-Hart (1971) has previously diégect the mismatch in morbidity and
mortality in relation to the distribution of medicasources, especially in industrial areas.
His “inverse care law” has also been demonstrateaimerous studies (Payne and Saul,
1997; MacLeockt al, 1999; Hippisley-Cox and Pringle, 2000; Majextal, 2002). The
work presented here shows that, although patientsore deprived areas had a higher
burden of disease, there was little evidence adf teeeiving poorer quality of care from
GPs working single-handedly compared to patientggaup practice. In spite of this, the
fact that urban single-handed doctors faced higwals of workload could still arise an
uncertainty regarding their standards of care.

In general practice, the amount of workload is atered to have an influence on GPs’
performance. Howie and his colleagues (1989) stlidie association between quality and
GPs’ use of time, suggesting that GPs with highenkiead tended to spend less time with
patients in the consultations and, seemed to sgglesd in handling patients’
psychological problems, which were less likely eodetected and dealt with in the

consultations. Findings such as these led Hetvad to conclude that,

“qguality is a function of how competing demandsiimie are met rather than a function of
inherently clinical insights and behaviours.

(Hevet al, 1989)
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If this interpretation is accepted, single-handétsthigher workloads associated with
larger list size and a composition of a higher prtipn of deprived patients could mean
that those doctors might have to compete their toreeccommodation patients’ needs,
perhaps less time being available for individudlgras, which might affect the quality of
care. One implication of this lack of time emerdexn the quantitative analyses which
demonstrated that there was fewer presence ofesirajyided practices participating in
most of voluntary quality initiatives such as PAIZQPA. This might suggest time
pressure on this group of doctors as a result alirtpwith increased levels of morbidity,
leaving them little capacity to take on additioaetivities. In addition, although single-
handed GPs attained comparable quality of patea t those in group practices, given
the higher level of patients’ needs, it may be &hla to follow the extent to which such
patients’ needs are met within single-handed prestiThis was not possible within this
thesis. On the basis of existing evidences a mi@maas observed between the trends in
the levels of patients’ needs for CHD care andékiels of uptake of surgical interventions
among patient groups. In reference to the diffezsrdetected in CHD morbidity and
mortality across practices, little variation wagatbin the amount of statin prescribed and
hospital admission rates for surgical interventisnsh as angiography and
revascularisation. Such patterns may representippessirecognised or unmet need in
single-handed practices, and additional data indbion on patients will be required to

explore this further.

Within the spectrum of clinical care, chronic cdrahs such as coronary heart disease,
hypertension and diabetes have a significant impageople’s health, and the
management of chronic disease places a huge bard®iiS resources (Wilsaet al,

2005). As the majority of chronic disease care sgiace within general practice, the
effective management of patients’ conditions witbirmary care should then reduce the
use of secondary care resources (Canghal, 2004). Here, this thesis found that patients
of smaller practices with fewer than 3 WTE GP parsrnwere more likely to be referred to
secondary care (Chapter 6). The interpretatiohisfapparent effect of practice size was
problematic, but one possible explanation is tHas @orking in smaller practices may not
be able to contain their patient care within thecfice due to a lack of specialist skills and
knowledge required to deal with specific patienithyparticular diseases. Qualitative data
helped to understand this observation, as GPsaa@keut a lack of practice-based
colleagues with whom to discuss clinical issues, @ted this as a possible contributory

factor to their inclination to use secondary ca@aource of professional support
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referring patients on for further investigation andnagement (Chapter 8). This seems to
be in agreement with the evidences of Wijkel's gtodrried out in the Netherlands, which
investigated variations in differences in referetbs among GPs in different practice
settings since single-handed GPs showed persigtagtier referrals rates than GPs
working in collaboration with other GPs. They fouthdt professional co-operation rather
than structural variables such as practice sizeamamportant contributory factor to lower
referral rates (Wijkel, 1986). In addition to thesance of colleagues, higher referral rates
seen in single-handed practices might simply reprietheir patients’ needs for secondary
care in association. As discussed earlier, witheesto the profile of practice populations,
single-handed GPs encounter patients who tendrty caultiple health problems and
severe conditions, which may not be able or swetabimanage only in primary care, but

requiring specialist care from secondary care.

In view of the importance of managing chronic dsewithin primary care, UK health
policy has encouraged general practice to imprbgeotitcomes for patients with chronic
conditions, offering GPs financial incentives fock improvement. As such, a new GP
contract was introduced in 2004, setting the reaments for the management of ten
common chronic diseases, and linking practice irectmtheir performances in these
disease areas (Roland, 2004). In general, therdittl@sssociation between practice size
and overall quality point attainment in the clididamains, supporting the observation that
practice size has little impact on quality standasticoronary heart disease care. However,
when examined in greater detail, there were vamnatin practice performance in

individual clinical indicators contained within tiqguality and Outcomes Framework, as
single-handed practices were marginally bettemaple processes of care measurements
and comparable intermediate outcome measures ipason with group practices
(Chapter 7). This is at odds with other studiesctvifiound that large practices achieved
better quality in process (Milledt al, 2007) and also intermediate measures (Sageal
2007) than smaller practices. The argument forrthight be that large practices, which are
well resourced, are more likely to achieve highgaldy. On the other hand, GPs in single-
handed practices know their patients well, whicly im@p them to target specific patients
for some QOF indicators. This possibility was pastlipported by the qualitative data
presented in Chapter 8, showing that single-haddetbrs viewed that their knowledge
about patients had a positive effect on cliniciiatment, as they could more readily target

patients with specific conditions.
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The analysis of QOF data indicated that based @migasurement of payment quality
(which allows for exceptions), single-handed pi@diappeared to out perform larger
practices in 22 out of 32 clinical indicators; thegre better in 8 indicators when measured
by delivery quality (which includes all patients evbould be treated). Absolute
differences, however, were relatively small acqasstices (Chapter 7). As such, on the
face of it, single-handed practices seemed to elebetter care than group practices, but
such patterns regarding payment quality and delt/guality could also suggest that the
true quality of care provided by practices mightveéed behind the exclusion and
exception system of the QOF. There was a possiltilégt more patients might be
exception reported from the calculation of QOF p®in single-handed practices due to
socio-economic deprivation and its related poottheanong their practice population,
and single-handed practices might also use exeeptiomaximise their payments that
otherwise could be penalised for their small pcachist and higher morbidity under the
QOF. Indeed, the design of QOF payment calculasidess favourable towards practices
in deprived areas and with small number of patigfds example, the calculation firstly
downgraded the value of each quality point (S€f7&t per point) for those practices with
an average list size of fewer than 5,891 patiemdls mm case of single-handed practices, a
proportion of £ 75 was paid per point achieved.o8dty, the application of QOF payment
formula and adjustments for disease prevalence ntleainsmaller practices and especially
those serving deprived population were unlikelpédinancially rewarded as much as
larger practices regardless of workload. Theseesstere a concern for the single-handed
GPs interviewed (Chapter 8), but the function afeption reporting in QOF performance
was actually rarely mentioned by the GPs. In thesig) recognition of the potential impact
of exception reporting on practice performance r#aat the quantitative analysis
adopted an estimation of delivered quality takingoaunt of possible exceptions since
there was no information on practices’ exceptigroréng in the first year of the QOF
dataset. Although detected the pattern of paymealitg and delivered quality of practices
as discussed earlier, there is an important liniadf such method as mentioned by
McLeanet al (2006), suggesting that a tendency of overestimggiractices’ delivered
guality, in which the extent of inequality betwgaactices could be underestimated.
Applying to this analysis, a further investigatiom the effect of exception reporting
therefore may be valuable in uncovering true vemmin QOF clinical performance

between single-handed and group practices.
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Overall, the evidence of this study indicates thality is at least as good, and possibly
better than larger practice with respect to deideQOF achievement; nevertheless, the
effect of practice size on the quality of care @amgral practice could remain open to
debate. On the one hand, there was little variahd®HD mortality and morbidity after
adjusting for deprivation, yet it is unclear thia¢ extent to which patients’ needs within
single-handed practices has been met. Then tharshdgt moving towards a primary-care
led NHS, and this means that GPs are encourage#éamn more patient care in primary
care; however running against this trend, singledied practices were found to refer more
patients to secondary care. While the reasons margilly explained, patients’ health care
needs may contribute to that pattern. Under thecmvract single-handed practices
attained care comparable to that of larger pragtigénin the clinical domain, but possible
differences between practices might remain undeddotcause of a lack of relevant data
in the analysis. Thus, these issues need to bessklt in order to obtain a better

understanding of the association between pracdizeeasd the quality of clinical care.

The status of single-handed general practice

In the thesis, a selection of single-handed GPsintas/iewed regarding their experience
of working in such a traditional model of practidéis is the first study in Scotland that
specifically looked into this group of GPs in urkeeas, although there have been a few
similar studies carried out previously in Englatiden, 1993; Lungt al, 1997). Based on
findings from the quantitative analysis and of 8rg literature, a purposive sampling
strategy was used with the aim of recruiting a spet of solo GPs with respect to their
age, gender, country of qualification, and deprorapf practice population. The
characteristics of participants were presentetienprevious chapter (Chapter 8), and was
noted that most GPs interviewed qualified in Seutlavith only one qualified overseas.
This was different from Green’s study (1993), iniethl3 out of total 25 interviewees
gualified outside Britain. One explanation for sactifference may relate to our decision
to include only GPs aged 55 and under so as t@ex@Ps’ views of their future as
single-handed practitioners, and as a result of jhst one Indian GP who came to the UK
in the 1970s was included. Such a sample of irder@es, however, allowed us to explore
the views of a new generation of home-grown sitgieded GPs, which can complement
those studies which have sought the views of alelered GPs or those approaching

retirement.
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Historically the older generation of overseas dacteere forced to take on single-handed
practices because of a restricted choice of pe{8mith, 1980), while here, most if the
single-handed doctors actively chose to work ia tipe of practice. In this thesis, all the
single-handed doctors acknowledged that they weaenninority of individuals, whose
pattern of service provision is at odds with thaegal direction of the development of the
health service in the UK. Although single-handedegal practice seems not as an instant
career choice for most GPs, it has provided a cangi@on for some doctors in particular
circumstances, for example, breaking away fromngaship conflicts or changing their
career status at a particular time. Whilst the migjof GPs continue to be inclined to
work in partnerships, single-handed practitionesxgiaed a number of benefits to their
style of practice, including a considerable degreeontrol over their own pattern of work,
and maintaining a traditional role of the GP aespnal doctor providing patient care in a

continuous way.

In her studies of single-handed practitioners, 61@993, 1996) noted that personal
control was cited as a positive feature of beimgle-handed. In this thesis, GPs also
talked about their monopoly over practice orgarseand clinical patient care. It was
clear that the single-handed GPs interviewed htadl descretion and control in decision-
making over their patients’ diagnosis and managénaewl in organisational arrangements
within the practice. They found it easier to impkrhchanges within their practices, had
great flexibility in tailoring their own hours awdorkload, as well as their style of practice,
and therefore could mould practice organisatiosuibtheir professional needs. The
flexibility in working hours and practice arrangemh@ppeared to be of particular benefit
to the female GPs interviewed, who valued the obittgave them over their work-life
balance. Single-handed general practice, in tlasishemerged as an organisational setting

which has great scope for professional autonomysatidfaction.

Research suggests that for medical professionatishamy is an important determinant of
job satisfaction (Lichtenstein, 1984), and the @R#is thesis pointed out that their
enjoyment of “being one’s own captain”, which wasceptualised as satisfaction in their
ability to maintain personal control, with greafieredom to exert a monopoly over
managing and organising their practice in the vy tpreferred, without having to consult
with or be interfered with by others, in contrastheir experience of partnership working

arrangements. It was not possible to determine tranthesis whether such satisfaction is
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greater among single-handed doctors than GPs upgymactices, but GPs working single-
handedly tended to have a lower level of peer obrteing free from the supervision of
other GP colleagues within their practices. Sudm#nsioned autonomy was most likely
fulfilled by single-handed GPs, who reiterated tladiility to exercise greater control over
their own practices. Single-handed practice, tloeegfwas perceived as an environment
that could enhance GPs’ opportunities to satiséyrtbwn professional values, which at an
individual GP level, may not be possible betweaenghrtners practising in a group. A
number of the GPs interviewed felt that differirejues amongst partners in partnerships
that they had previously worked in had led to fratsdbn and stagnation, with negative
effects on GPs’ morale and job satisfaction. Ositedies have also found that the pressure
of workplace relationships in general practice wasurce of stress for GPs, who felt
dissatisfied having to deal with conflicts withiarnerships (Branthwaite and Ross, 1988;
Simoenet al, 2001).

With little supervision from colleagues, single-dad GPs, at an individual level, had a
great degree of autonomy over their own decisiokingain organisational and clinical
matters within their practices. However, such aatoypwas, to an extent, circumscribed
by a lack of economies of scale and additional tbmrestraints on GPs, both of which were
talked as particular sources of stress and frustratbout being a single-handed GP. In the
interviews, many GPs felt under a considerable arhofitime pressure, which was due
more to the burden of managerial and administratisks than clinical workload,

mirroring the findings of a study about single-hadgbractices after the 1990 contract was
introduced (Luntet d, 1997). Not only was the overall increasing votuof paper-work in
general practice felt to be a challenge, singlededriGPs also believed that the limited
resources available to them further increased tegspre on them, including the ability to
employ only a relatively small number of practitafs While single-handed GPs felt
clinically competent in dealing with patient cassues, there was a feeling that such non-
clinical work involving practice management and adstration was especially stressful,
requiring skills that were largely beyond GPs’itrag, and without the ability to employ
additional skilled staff. This was becoming worseler the 2004 GMS contract, with an
increased amount of administrative workload. Thtklof organisational “stretch” may
explain why single-handed practices achieved fé\@F points overall, as the shortfall
was due to lower point achievement in the orgalisat domain of the QOF not, as
previously discussed, the clinical domain (Wat@l 2006). GPs also felt increasingly

frustrated about having to spend a considerableuatrad their time on paperwork instead
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of on patient care, and consequently felt they Wesse in control of their own time in daily

practice.

Despite the feelings of stress in relation to iasexl workload, it is worth noting that few
single-handed GPs mentioned pressures generatagabents in terms of their demands
or expectations, which has been reported as a reajoce of job stress among general
practitioners in general (Coopet al, 1989; Sibbalet al2000; Edwardst al, 2002). Two
possible explanations are put forward. The firsy tn@ the establishment of a mutual and
understanding doctor-patient relationship in thasetices, which some felt supported
patients’ compliance with GPs decisions. Indeeckaty study on patients’ compliance
with prescription in general practice showed thpatient’s feeling of identification with
his/her own GPs resulted in better complianceifigitr and Freeman, 1981). Ideally it
would be the case in single-handed practice, wakpatients are registered with one
particular doctor who therefore is denoted as tteeun doctor” rather than the “usual
doctor”, which is a term generally used in relatiorgroup practices. Secondly, patients
with different socio-economic status may have déife patterns of seeking and utilising
health services. In single-handed GPs’ views, paiprs with low socio-economic
deprivation, despite their high morbidity, weredbbt to be more likely to comply with
GPs’ advice and such compliance was thought to @&sefeelings of pressure from
patients. In contrast, populations in more affluengas, regardless of their good general
health, may place higher demands on GP servicetodyreater self-concern for their
health. Indeed, research has found that patietdariasuch as their health awareness,
knowledge, previous experience and expectationenited on how patients used health
services, and noted that deprived patient groudsaitendency for a lower utilisation of
the services (Todt al,2001; Richarcet al, 2002). The results from this thesis alternatively
suggest that it may be arguable whether patientsbseconomic deprivation could be an
apparent predicator for GPs’ pressure in theirtpes, as either type of patients could
represent a source of stress for GPs becauseioh#dezls as well as demands for care.
However, few single-handed GPs interviewed comntehé&ze on a possibility of under-
presentation of health problems in those deprivedmaunities as other studies have
discovered (Toet al,2001; Richareet al, 2002).

Continuity of care was a dominant aspect of theacfices, offering the single-handed GPs

greater job satisfaction. In single-handed practtas self-evident that it is easier to
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deliver continuity of care to individual patientchftom the GPs’ viewpoint they felt
rewarded by being able to see the same patieiésingf them consistency of care, and
establishing a mutual and understanding doctoepatelationship through continuous
one to one interactions. While this is not necelysanique to GPs working single-
handedly, the GPs interviewed believed that sihgleded practice was a setting in which
GPs were more likely to maintain a high level ofsomal continuity. These accounts were
supported by evidence from previous research, wilicjgested that many large group
practices provided less continuity of care thanhhlge desirable (Freeman and Richard,
1990). Moreover, GPs in this thesis conceptualibechotion of continuity of care as
encompassing two elements: longitudinal continaitgl vertical continuity. As illustrated
earlier (Chapter 8), longitudinal continuity wadleeted through single-handed GPs’
knowledge about their individual patients resultirgm an interaction between the same
doctor and the same groups of patient over timeicat continuity was identified as a
GPs’ consistent approach to patient care througth@journey of care. These two
elements of continuity of care were interrelatethimi single-handed practices, as patients
were routinely seen by the same doctor, who thadilsefollowed through individual
patient’s every episode of care. Such an interpogtaf continuity of care in this thesis
combined two aspects of continuity—that of longihad and relationship continuity
(Freeman, 2003). Therefore, continuity of caresingle-handed practices, was provided
by the same GP to the same group of his/her pat@r a long period of time, during
which an ongoing therapeutic and interpersonatiogighip was built.

Continuity of care has long been understood abdlckbone of general practice, but has
been increasingly weakened and under-valued wghrosational changes in the NHS,
such as the expansion of practice size, the groigrger teams with greater skill mix
plus the running of shared patient list. Freem#&0&} argued that, of the different aspects
of continuity, the element of relationship contiguwhere doctors develop an
accumulated and often unrecorded knowledge of gagients, had been particularly
challenged with in the increased sharing and awdithaof patient information across
medical settings and across different health ceofegsionals. While this may be
important at times, it should not substitute far importance of knowing a patient through
an interpersonal relationship. In such way, sirtgleded practice has retained a key value
of general practice, most readily maintaining ongatontacts with their patients and
having good knowledge about them. Indeed, in tksi#h such continuity of care was cited

as a key representation of the value of single-bdmmiactices. Despite some recognition in

203



the importance of interpersonal relationship inegahpractice, Freeman (2003) noted that
there is still a lack of comprehensive evidencshow its influence on quality of care—
“whether interpersonal continuity makes a differehteke raised the possibility of a GP
missing the diagnosis of a patient’s problem dulentmving the patient too well and, in

this thesis, several GPs did comment on this, alkeéd about it as one of limitations of
this type of practices. As such, it will be valugalds Freeman (2003) suggested, to further
study could be to investigate how interpersonalti@hships relates to important diagnosis
making in general practice. In addition, continwfycare in the context of single-handed
practice has here been viewed from the GPs’ petigpepatients’ views were not

explored partly because of my choosing an emploassngle-handed GPs’ own
experience and partly a lack of time in this stusdleip to include both perspectives.
However, if we are to understand the value of ety of care in this group of practices,
patients’ views will be invaluable, and likely tave a greater implication for the future

development of health service organisations.

This thesis also identified a clear frustration agnthis group of GPs in relation to the
adverse publicity surrounding such a traditionablelaf practice. In particular, the
conviction of Dr. Harold Shipman was generally agkéo have damaged the image of
single-handed practices, resulting in tighter aardand scrutiny from the Government.
GPs in the interviews indicated that they had neaton to such monitoring measures,
but they were concerned about the developmentgstie attitudes towards single-
handed practices within some health boards, whigheal little support for this type of
practice, putting additional pressure on GPs. Iddsech attitudes have also been noted in
English health authorities, where single-handedtpras were thought more difficult to
manage and to cost PCTs more (Smith, 2004). Afidlmeay have influence on their future
place in general practices, and that will be disedsn a later section. However, it does
suggest that in the cost-constrained NHS as thtesBeconomy downturns, single-handed
practice may be seen as a burden on expenditunenwiite health service rather than

valuing its contribution to patient care via enhethpersonal continuity.

Single-handed practice in the context of the new co  ntract

The new GP contract as a major re-organisatiofatmeof the NHS, has brought
fundamental changes to general practice. In relabdhe changes, single-handed GPs
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foresaw that there would be fewer opportunities3®s, to practice alone in the future. In
relation to the impact of the new contract, singgeded GPs were satisfied with the QOF
points they had achieved, which they used as abgeevidence of the quality of care they
delivered; however, the feeling of pressure fromrtbw contract had been felt by all of
them, as a single-handed doctor.

The QOF was introduced as an important componethieofiew contract and was
specifically designed to remunerate practices foviding high quality of care to all their
patients. Its notion of “payment by results” wadawened by single-handed doctors, who
believed that such incentives had promoted impr@regmin relation to practice
infrastructure and staffing. For example, someihathlled new IT systems, increased the
number of practice staff employed as well as theirking hours, and provided additional
training for administrative staff to undertake e@ntcontract-related tasks. In the
interviews, such improvements were often talkeduals a response to the
implementation of the new contract, and withousthehanges, single-handed practice
would probably struggle to exist. Even so, singdedied GPs felt they were disadvantaged
in obtaining the incentives offered by the new cactt feeling that smaller practices, as
well as practices serving deprived populations ewbiscriminated against through the
mechanism of the QOF payment calculation, whiclemklly could widen the gap
between practices by practice size and deprivasind,further reduce the possibility of
single-handed GPs obtaining the maximum rewardthfar work. Yet, as discussed
earlier, the impact of deprivation on practiceiatteent is not clear from the quantitative
analysis in this thesis when comparing the perfowcaadetween practices (Chapter 7). It is
noted that such concern amongst the GP aboutuhtvourable position under the new
contract has been identified in Gutheieals study, which showed that there was a
variation in practice payment under the new comtiadicating an inequality in the
relationship between practice rewarded paymentlaeid workload, with smaller practices
being penalised for their small patient list (Gighat al, 2006). Indeed, such concerns have
also been raised in the discussions with respdtietanpact of QOF on general practice
(Lipman, 2006; Roland, 2007). Despite the QOF hare intention to offer the

incentives to all GPs who provide good quality afe; the design of the QOF within the
new contract appears similar to some previous aontal reforms such as the 1990
contract, with financial and workload changes peiral single-handed and small
practices.
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The QOF has been represented as a radical chaki€ general practice, but few GPs
actually thought the content of the framework wasovative. Rather, the changes were
perceived more as a means of exerting bureau@aticol over GPs than as an effective
measure to improve patient care. One of the stted of the new contract was to give
GPs greater control over their work, but singledeathGPs in this study believed that their
personal clinical autonomy was under threat, ais tleedom to choose their own way of
practising had become increasingly circumscribeddntractual targets. Such feeling of
loss of autonomy among general practitioners #fieimplementation of the 2004 new
GMS contract has been reported in other studiasinstance, a survey of GPs’ views on
the impact of the new GMS contract reported thattfajority of GPs surveyed (71%) felt
less able to control their workload compared toyd®% who thought their control had
improved (Lovett and Curry, 2007). Likewise, inw@atitative study, McDonaldt al

(2007) explored the attitude and patterns of behavof health professionals including
both GPs and practice nurses in two general pescimce the introduction of the new
contract. From the GPs’ perspectives, the impleat@mt of the Quality and Outcome
Framework was thought to be leading to an increéeses of scrutiny in their work, with
constant internal surveillance by their colleaguethe practices. Of the two practices in
their study, both were large group practices, sovitbws of GPs working in smaller
practices did not feature. Nevertheless, the peeddinreat to GPs’ professional autonomy
under the introduction of the new contract is int@ot, and consistent with the views of
single-handed GPs in this thesis, who emphasisegditeived increased contractual
control over their work from the Government anchirexternal agencies, such as the
Health Board; whilst GPs working in large groupgtiges spoke of an increased scrutiny

internally by their partners within practices (Matxdd et al, 2007).

The findings of this thesis suggested that profesdiautonomy, with reference to the
source of control upon GPs, could be viewed in dimsensions—GPs’ monopoly in
relation to external agencies and internal supenvis hese two aspects of autonomy
appeared to be in agreement with Engel’s interpogtaf autonomy, represented at group
and individual level (Engel, 1969). Thus, clinigagérsonal autonomy within practices, as
exemplified by the freedom to make decisions alpatient care, workforce distribution or
administrative workload in the practice remainshallenged, with single-handed GPs
continuing to enjoy their monopoly over such demisi without other GPs’ involvement
within the practice. However, wider professionabup autonomy is being challenged by

external rules, regulations and scrutiny from tle&@nment and/or Health Boards. In
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time, these external challenges on GPs’ autononaypmefession may, inevitably, impact
of personal autonomy as GPs are forced to maksidasiabout patient care and practice

administration in order to meet the government'gdts such as the QOF.

Comprising a range of quality indicators, the Q@B the stated intention of improving the
guality of care in general practice. In practic®3elt that chronic disease care might
have been improved, but speculated whether thalbegrality of care was any better after
the implementation of the new contract. Single-leah@Ps thought they provided a good
guality of care in the sense of having attainetsfattory QOF scores, with few having
negative comments about the evidence-based quadigures included in the framework,
although the feeling of strain on GPs was cleadyesl, largely derived from the increased
workload associated with data collection and reicgr.dSuch stress could also apply to
GPs working in group practices, but perhaps is egpeed to a greater extent by single-
handed GPs, who have to take full responsibilitypi@ctice performance themselves.
Indeed, such constraints in relation to practic®ueces were raised by single-handed GPs
previously after the introduction of the 1990 cantr(Green 1993; Lurdt al, 1997).
Responding to contractual requirements, these &#sfore adopted their own approach,
for instance, many maintained and concentratedh@in ¢xisting services rather than
expanding services which might be difficult to ange within smaller practices (Green,
1993). Likewise, in the context of the new contragth its extensive range of quality
indicators, single-handed GPs indicated that ther® some organisational requirements
which were harder for smaller practices to meetesthe workload involved to gain the
points, such as administration of patient survess likely to cost more than the potential
financial gain for their practices. In contrashigde-handed GPs had little problem in
achieving the clinical standards of the framewéilam their point of view, larger

practices might benefit from employing a largergawf practice staff but single-handed
practice could make the most of GPs’ knowledge tpatients to attain their quality
points, effectively targeting patients with spexifonditions according to the defined
criteria. This is borne out by quantitative findsn@hapter 7). Single-handed GPs seemed
to understand, however, that they were likely teha&llenged further to sustain their
performance as the QOF criteria evolve and so éurgantitative research could examine

the performance of practices in the QOF by size tiee.
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Thus, the QOF may bring opportunities for singleded GPs if they can continue to
provide satisfactory quality of care, with theirintaining a high level of personal
autonomy coupled with their knowledge about pasighoth of which allow them make
strategic decisions on how to maximise their rewavdhin the practices. Alternatively,
single-handed practices without adequate resoumegse threatened under the increasing
demands imposed by the QOF and the extended charmeaght by the new contract, with

the consequence that they may not be able to subkir attainments in a long run.

The future of single-handed general practice

Many single-handed doctors suggested that thelitivaal model of practices would
disappear in the next decade or so, since governmadny had been continuously pushing
general practice towards large practices, whichligevould comprise a wide range of
health professionals such as GPs and nurses, and@@an extensive range of services, so
achieving economies of scale that are unlikelygg@imvided by single-handed practices.
Concern about the efficiency of practices was peeckas one of the main reasons why
the government has been strongly advocating lgngetices over the past forty years in
the NHS.

It is no surprise that GPs felt fatalistic abouditlprospects in general practice, as the
Government apparently has made clear that neithgleshanded nor small practices have
a place in the future of service provision. Ratiseiper-surgeries” having a group of at
least ten GPs have been described, in combinaiibrvwalk-in centres and specialist
clinics representing a new model of modern princane (Golding, 2005). The first super-
surgery was opened in London, providing a ranggeofices that traditionally have only
been available in secondary care, as well as ate€3Bs and other community health
professionals. In some ways, the development afrssrgeries has promoted an
improvement in primary care facilities, especiatiydeprived areas; yet many have argued
that this approach to patient care underminesahe alues of general practice, and
threatens continuity of care. Meanwhile, the Gowent, in spite of opposition, still
believes that the best solution for delivering gatticare is through a model of GP
collaboration. The prospect of super surgeriesifeatprominently in Lord Darzi’'s plan
for creating large-scale polyclinics (Darzi, 200@hich can house up to 25 GPs. In the
plan, Darzi states that,
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“...in the future we are going to see a critical saof general practitioners
working together, rather than what we used to sabe past which were
practices with a single-handed clinician.”

(BBC03)

Comments such as this overtly indicate the positiiosingle-handed GPs in the modern
NHS, and represent the future direction of gengrattice. In fact, in the same year that
Darzi’s plan was published, the RCGP also propaseew model of care, advocating
collaboration between practices, so as to deligenyder range of services in primary care,
to meet the needs of patients and to address #ikeiches of an increasing market
approach in the NHS, a particular concern in Ergyjidrakhaniet d, 2007). Such a
federated model of care seems to conform to thee@ovent’s plan for super-surgeries as
stated earlier—moving towards the developmentrgfdarganisations in general practice;
nevertheless, the RCGP as a representative bd@®ef unlike Government bodies,
recommended a flexible “joined up” approach tgitsposed organisational changes, and
did not rule out the existence of single-handedsandll practices, which instead were
suggested to work together and to pool their ressufLakhanet d, 2007). It seems that
the RCGP denoted its consideration for smallertpes, indicating support for the

continuation of such practices, albeit within afietion working with other practices.

Having recognised the future direction of generatpce, single-handers in the interviews
also noted that the concept of GPs with a spediatest (GPwSI), signalling a trend away
from generalism toward specialisation. Single-han@®s thought that such development
of the role of GPs was aligned with the “super-sayfymodel of general practice, aiming
to maximise GPs’ skills to contain patient carenmitprimary care, and reducing the
utilisation of resources in secondary care. Tivewr tnain concerns were, firstly, the GPs
thought that patient care could be at risk of baogrfragmented since individual GPs
would begin to see the patients as individual \waiinge of specific problems rather than
the patient as a whole person who suffers frorngeaf problems; and secondly, GPs
were concerned about the effect of GPwSI on thé&epstmonal role of a GP, who
traditionally has had comprehensive responsitslitee patient care dealing with variety of
health problems including both acute and chronie,cas well as promoting their well-
being. By becoming a GPwSI, they suggested tha¢ tlvas a possibility that GPs might
be distracted from the full range of patients’ lle@roblems, and merely concentrate on a
particular clinical area. Single-handed GPs fedt the nature of general practice as a
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generalist discipline could be eroded, while thiarmge might not necessarily achieve its
intended objective of reducing patients’ demandd$aspital services. Their reservations
about the effectiveness of GPwSI are in agreeméhtfindings of Coast and colleagues
who suggested that GPs with special interests alié@ase the burden on secondary care
(Coastet al, 2005). Another study found that the service mtediby GPs with special
interest made little improvement in patients’ hiealtitcomes (Salisbumst al, 2005).
However, both studies were focused on dermatolich is one of clinical areas that
GPs with special interest services have been deedldn addition, although there is no
information on whether any single-handed GPs hdoptad the role of GPwSI, the
speculation is that they are the least likely groti®Ps to adopt this role due to the

aforementioned constraints faced by single-handesl €kich as time.

The continued existence of single-handed GPs hars &ehallenge to government policy.
At an individual level, many of the GPs suggestet they would remain as single-
handed, having no imminent plans to join partngshA major reason for this stance was
concerns about autonomy. Many feared that a chahgfatus from a single-handed GP to
be one of several partners within a group practozéd lead to the loss of a sense of
ownership of the practice as well as autonomoussid@cmaking over practice matters.
This loss was thought unlikely to be compensatedyahe potential benefits of
partnership working. Likewise, Green (1993) fouhdttfew single-handed GPs wanted to
join with larger practices, with some viewing sieglanded practice as an alternative to
those who were not team players.

In spite of concerns over the Government’s polsgme GPs were optimistic about the
prospects of single-handed practices. Such a viasviwwline with existing research
evidence showing that smaller practices are preddoy patients. However, it is worth
noting that GPs’ comments were often presenteddief@nsive way, with an emphasis on
the positive attributes of single-handed practine®lation to continuity of care and access
while criticising the perceived impersonal natufgatient care provided in large group
practices. Perhaps it is understandable that patigreferences were highlighted as a way
of drawing attention to the virtues of smaller piaes within a dominant culture of large
practices in general practice. In addition, somatinaed the specific Scottish context
with its different political imperative comparedtivihe NHS in England, and the fact that
single-handed GPs in Scotland might not face theesanminent threat of super surgeries
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which, by and large has been seen as a part &rtgksh style of reform. Such optimistic
views about Scottish single-handed practice mayased on the fact that there will always
be a need for single-handed GPs working in rurdlramote areas of Scotland. Small
scale practices were thought most likely to beimethin rural areas, remaining as an
important feature of primary care provision in 3aod. However, in spite of GPs’ views,
it is worth noting that although there has bedlelemphasis on super surgeries in
Scotland, the development of Scottish general pead consistent with the overall trend
toward large practices, as witnessed by the huge @5%) in the number of single-
handed practices between 2004 and 2005, and tbenpenying with 16% increase in
large practices, having seven or more GPs, indheesyear (RCGP, 2006a). Also, as
reviewed earlier (Chapter 2), an integrated moélskovices has been outlined in the
context of health services in Scotland, to whictgle-handed GPs will have to adapt to,

for example working in collaboration with other hbgrofessionals.

9.3 Methodological issues

The overall aim of the thesis was to develop arewstdnding of GPs who remain working
single-handedly under the prevailing developmernaxfer practice in the NHS. Two
methodologies were used to achieve this aim: reuwdata analysis and qualitative
interviews. The overall methodology of this theésés been described in Chapter 4, and the
methods used in quantitative and qualitative stiti@ve been illustrated in individual
chapters. Some strengths and limitations of theiesthave been discussed throughout this
thesis. This section will bring the methodologisslues together to provide an overall

view of some of the strengths and limitations ilatien to combining quantitative and

qualitative data in the thesis.

The rationale for including both quantitative andlitative aspects centred on the
complementary nature of the two methods, providiifigrent sorts of information to
broaden our insights into the phenomenon undeysiithin the thesis, the quantitative
study contributed in two ways. Firstly, the findgnfyjom routine data analysis documented
some key attributes of single-handed general mest-how they differed from group
practices regarding the demographics of practigriladions and practitioners, as well as
some practice activities such as their participatioquality-related schemes, and also

revealed patterns of practice performance in watatid practice size together with practice
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characteristics. Secondly, the findings of the djtative study provided a sampling
framework for the qualitative study, and an oppuoitiuto use qualitative interviews to
explore possible explanations for the patternstitied in the quantitative analyses; for
example, exploring the perceived strengths and nessdes of single-handed practice in
relation to the provision of high quality of cafidhe analysis of the qualitative data helped
to refine and add GPs’ own perspectives to explerpatterns of quality of care provided

by practices.

One of main strengths of the quantitative studpas it covered all general practices in
urban areas of mainland Scotland. Practice data agained from ISD, which produces
high quality data on health services, but the firature of the secondary data can restrict
the analysis. For instance, prevalence data ass$ied previously in an early chapter
(Chapter 6) were estimated figures which did novjole the actual number of patients
with specific conditions, and also were not linkedhe demographics of the practice
patients, so comparison of CHD prevalence betwegctipes could only be based on
crude rates. These may be misleading if the cortipnsif the practice population cannot
be taken into account. This problem was also appanehe analysis of QOF
performance; there was no patients’ demographi idaorded with QOF disease
prevalence, and also no information on exceptiponténg in relation to the clinical
indicators in the first year of the introductiontb& new contract. The possible deprivation
effect seemed to be understudied. Even though Giamented on the effect of
deprivation on QOF achieved in the qualitative migws, to which extent that practices’
performance has been influenced was not possitdertolude from the thesis due to a lack

of availability of related data collection in theanptitative analysis.

One of the main objectives of the thesis was tdagghe quality of care provided by
single-handed GPs, and pragmatic decisions wees tiaised on the availability of data
sources, selecting a range of quality indicatoas telated to the clinical aspects of quality

of care in general practice. As noted earlier, siafla selection provided a national
coverage on almost all general practices, but tivaiea limitation of the availability of the
data in relation to its age of the data. Most efdlata used in the desk-based analyses were
from the early 2000s, including a mix of data cdtilen from the year 2001 to 2003: CHD
related clinical data (2001/02); general practicaracteristics such as practice size (2002);

general practitioner census (2003); and practigeifadion generated from CHI data
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(2003). Based on such a selection of data, sonstigganformation was technically
missed when different years of data were mergeethey (stated appropriately in the
individual result sections); however the numbepaictices with missing data was
relatively small with little impact on the analysiedeed, results from this thesis with
respect to the association between practice sieaality, were in agreement with others
studies carried out around the similar time (HifgyisCoxet al,2001; Majeeckt al, 2003).
All suggested that practice size was not a contoityfactor to the quality of care, but
these findings generated from the early years taf oy, by now, not necessarily reflect
recent trends in the quality of care provided bacpices.

The results from the qualitative analysis showed, tim discussion of the quality of care,
single-handed GPs put greater emphasis more apéng®nal care than on clinical care.
This raises the possibility of response bias, winesingle-handed GPs in the interviews
might have behaved or talked in a way they consttispcially desirable, and concentrated
on merely presenting a positive image of themselVes may affect the reliability of the
qualitative study. Triangulation of quantitativet@&ocusing on interpersonal aspects of
guality measurement may enhance our understandiqggaditative results; however, no
such information was available at the time of thulg.

One of the purposes of using mixed methods wagjtiattative data can be used to
capture possible explanations for the variatiomtbin quantitative analyses. In this thesis,
one of the important findings in the quantitatitedy was that of smaller urban practices
referring more patients to secondary care tharetgotactices. Most respondents in the
interviews struggled to offer explanations for tbisservation, often citing that they lacked
relevant knowledge about their own referral praciicrelation to others. Therefore, little
substantive insight on referral behaviour was ghinem the qualitative interviews. One
possible explanation is that the respondents mawlage that single-handed practices tend
to have higher referrals in general practice, aag try to normalise their own behaviour

in utilising secondary care services. For exangneje GPs directed their emphasis
towards the appropriateness of referrals, and/arepeed patient-initiated referrals
particularly in affluent areas, rather than addrestheir own pattern of referral. In
addition, the referral process itself in generalctice is a complex and challenging issue

that will require more future research.
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As suggested previously, based on key attributesngte-handed GPs including gender,
country of their qualification and deprivation st&bf their practice population, a sample
of GPs was selected for the interviews. The samggteamework aimed not only to identify
a group of GPs who were representative of the lerofisingle-handed GPs, but also to
compare and contrast GPs’ perceptions of issuaterkto single-handed practices in
respect of their key characteristics. Althoughghhproportion of single-handed GPs in the
quantitative analysis originally qualified overseasly one could be included in the
interview study because many had retired or wepeagehing their retirement. Indeed,
such a group of older GPs were traditionally seea stereotype of single-handed doctors,
who have been an important provider of inner cégeyal practice. At the time of this
study, they accounted for nearly 17% of urban si#iginded GPs, and the exclusion of this
group of GPs in the interviews could potentialtyili the linkage of the qualitative and
guantitative findings since practice and perforngadata of this group were included in
the quantitative analysis but their views wereatde to be represented in the qualitative

data.

In addition, with deprivation being an importaniterion of the sampling strategy, a
selection of single-handed GPs located in urbaasanéWest Scotland was recruited from
both deprived and non-deprived areas based on Siddies at a practice level. Given the
high concentration of this type of GPs in Glasgtwq thirds (14 of total 20) of those
interviewed GPs were from the Glasgow area withréisé spread across Lanarkshire,
Ayrshire & Arran and Forth Valley. Despite the medkdeprivation gradient between
Glasgow and other areas of mainland Scotland, Gi?king in the areas having high
deprivation appeared over-represented in the atigktstudy. Although GPs recruited
from outside Glasgow tended to be categorised asdeprived based on quantitative data,
half of them were found also to serve relativelprdesd populations. This skewed
distribution of deprivation is an important aspet.the qualitative analysis as there was
little patterning of GPs’ accounts in relation beir deprivation status. Perhaps it would be
better to recruit the sample according to the leegrivation, taken into account of
disparity within and between local areas.

Although there are some limitations to use botmtjtetive and qualitative approaches,
the methods used in the study have helped to artbeeesearch questions and have

provided an opportunity for me as a researcheet@ldp my skills in both areas.
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9.4 Implications and recommendations of the study

This thesis has explored the current provisionaoédn single-handed practices, adding the
views of the GPs themselves. In general, they peoai comparable level of clinical

quality of care as larger practices, in the facgrehter levels of population needs. On a
personal level, GPs enjoyed a high degree of amgneithin practices, offering patients
both continuity and easy access. However, witle ldpportunities to benefit from the
economies of scale possible in larger practice$y meigards to the employment of staff and
workload distribution, single-handed practice isl@einthreat in an increasingly resource-
constrained NHS, and also has been challenged timel@rcreasing demands and
accountability that are associated with the newc@ftract. In this section, | consider some
of the implications that can be made from this gtdadr service delivery in general

practice and for further research in the future.

Service delivery and practice size

The health service in the UK has experienced @seifi organisational reforms since 1948.
Whilst general practice remains at the centre efrtbalthcare system, the expectations
have changed from all points of view, includingippimakers, patients and GPs
themselves. In the context of health policy, tHeaee been deliberate incentives to
encourage group practices so as to achieve theesidf economy of scale, greater
efficiency, greater skill mix as well as increasedountability. Traditional single-handed
and small practices are particularly challengedhege changes and may seem to have no
future within primary care provision. However, wistusually not taken into account by
policy makers and NHS managers is the effect df shange on the doctors themselves,
and the benefits of smaller practices, which am@dgat continuity of care and access, both

of which are highly valued by patients (Getlal, 1999).

In the thesis, the single-handed GPs’ interviewedevelear that they believed that their
patients prefer to see the same doctor, and tblee¢@access their GPs at the time they
most need them. In addition, GPs themselves fefarded by some aspects of their work
largely concerned with professional autonomy, irtipalar having the ability to exercise
their own decision-making over the running of picag, and also providing consistency of

care for their patients. Many of the GPs intervida this study expressed their intention
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to continue practising on their own. To this exténeir views are consistent with the
overall opinion of GPs working in smaller practicAsreport published by the NHS
Alliance suggested that single-handed GPs gendrllliess stressed, while a survey of
single-handed GPs in London showed that less th@ofssingle-handed GPs would prefer
to return to a partnership (NHS Alliance, 2005)isTiimay be the reason underlying the
persistent existence of this type of practice degpie changes in general practice to the
contrary. However, there are likely to be fewer apppnities in the future for GPs who
want to practise single-handed, although the etiEstich change will probably take time
to develop.

The evidence presented in this thesis regardintitgé care suggests that practice size
has little impact on the clinical care provideddrgctices, but that deprivation represents a
key determinant associated with populations’ needére. The thesis notes that a large
proportion of single-handed GPs remained workingragas with high levels of
deprivation, contributing to a range of health andial problems among patients, which
then imposed needs and demands for care on GRst®egidence suggested that they
provided comparable standard of care to group iges;tsingle-handed GPs recognised
they were in disadvantaged position due to thelssnale nature of their practices. On the
one hand, single-handed GPs have been an imppeenf service provision in deprived
areas, and made important contributions to proaatess to health care for those patients
but, on the other hand, regardless of the qualibace provided, there is a feeling of a
discouragement amongst this group of GPs. In réspdalth policy, given its intention
to improve the quality of services in deprived arghe Government should consider the
needs of GPs working in these areas, to suppart thesustaining a high quality of care,
and also to ensure they are meeting the needgiehfsatraditionally served by single-
handed or small practices.

It emerged from the interviews that, despite thmtef “single-handed”, few urban single-
handed GPs now worked solely by themselves. Madyeh#ployed salaried GPs on a
regular basis and/or some worked collaborativeth wther local GPs from smaller
practices providing cross-cover while they were ®ffis pattern of working may simply
meet the practical needs of single-handed praciing the benefits of this are
demonstrated in two aspects. GPs felt they weretaleffectively engage with other

colleagues so avoiding professional isolation, gbing that has been a main concern
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about single-handed practice for many policy makeis professionals. Also a few single-
handed GPs worked under the same roof with othgteshanded or small practices, and
cited having achieving economies of scale thatadook be achieved by working alone,
such as sharing practice premises and staff. Saltdboration between these single-
handed GPs represents a relatively small-scale Inobéederations of small practices as
proposed in the RCGP roadmap (Lakhetral, 2007), and is also similar to the model of
“nested small practices” outlined by the NHS Alkan(NHS Alliance, 2005). Such
arrangements seem more likely to achieve and maiat@nomies of scale, which are
thought to be an essential factor in determiningtvér single-handed GPs will sink or
swim. Although GPs may benefit from working togatin such collaboration, it is not
clear what impact such arrangements have on patidrfederated model of general
practice may be practicable within the localitiesirban areas but may not apply to single-
handed or small practices in rural settings.

Future research

More research is needed into the use of performigdeators in the assessment of quality
of care. This thesis has evaluated quality of paogided by urban single-handed practices
using available performance indicators, which haeen widely accepted as a quality
measure to monitor health service use and card¢di®. Nhere is, however, an important
limitation to performance indicators in that thegasure only certain aspects of quality—
in particular those related to structure, processautcome. For instance, referral rates
(regarded as an outcome measure) were persistegklgr in smaller practices than larger
practices, but without knowing the severity of pats’ conditions or case mix, observed
differences in referral rates cannot arguably odélé true differences in the quality of care
between practices. Similarly, statin prescribingsavere lower in single-handed practices,
but without case mix adjustment, the value of pibstg rates in reflecting true

differences in quality of care is unknown. Outcomeasures, as acknowledged earlier
(Chapter 6), are likely to be influenced by factous with the control of GP practices; for
example, patient-related factors like age, gerst®rio-economic status, as well as co-
morbidity; and secondary care related factors sischdmission policies and the
availability of services can all be possibly alegime explanations for a variation in
outcomes. If outcome measures were to be usediagdioators of quality of care, careful
considerations should be taken of these factor®righing the findings of my research,

future research on quality of care requires mophsticated analysis—referral,
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prescribing and operation rates as a proxy of ené&cmeasure that incorporates patients’
demographics as well as morbidity could be usdtktp identify and distinguish practices
that have high referral and prescribing rates duehiigh burden of diseases from practices
that have high rates due to inappropriate refemaisefficient prescribing; and also could
detect practices that are under-treating patierdgtaat have inappropriately low referral,

prescribing, and operation rates for their patiemrbidity burden.

In addition, performance indicators are commonlystaucted from routine data, for
example, QOF data, due to its easy accessibilgyblean used in many studies as a
measure of quality of care in general practicduighing this one. It has been noted that
most general practice achieved high quality sconeker the framework, but as indicators
within QOF change and thresholds for achievemeat,ajreater variation between
practices in measured quality of care may becomarapt (Majeeet al, 2007). Analysis

of this study suggested that although there weteatly significant differences in point
attainment, payment achievement, and delivery aehient of indicators, the absolute
differences between practices were often very smallertheless, a wider spread of mean
distributions for quality indicators was noted ingle-handed practices compared to larger
practices, and future research assessing qualdsrefusing QOF indicators will need not
only to acknowledge that the distributions of gtyadicores and percentage achievement
for all indicators were, on the whole, clustereddads the upper limit of their maximum,
but also to identify how the underlying distributgvary within and across practice
groups, and to map out which type of practices mawee variable quality attainment with

a tendency to have lower maximum thresholds.

Single-handed GPs’ viewpoints on their quality afecwere included in this thesis. It was
not feasible, however, to seek patients’ perspestof what constitutes high quality care
and how well care that matches the care they redeivn their GPs. Reviews of evidences
showed that smaller practice were associated vigth patient satisfaction and preferable
to larger practice for accessibility and continwfycare (Curtis, 1987; Baker and
Streatfield 1995; Baker 1996; Wensiegal 2002). Patient satisfaction surveys have
commonly been considered a valid measure of obigipatients’ assessment of quality of
care, yet as most surveys report high levels adfaation, the interpretation of satisfaction
as an valid measure has been called into quesimmhincreasingly reports of patient

experience are advocated to replace assessmaudafiaft satisfaction (Williamet al
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1998). Future research on quality of care in refato practice size is needed to evaluate,
from the patients’ point of views, their experierafecare from different sizes of practices.
For example, qualitative studies which use intergi®r focus groups to ask patients their
experience of care received from GPs. This woulg teedevelop and inform a further

understanding of the strengths and weakness desirajnded practices, and may provide

insights into future development of service moaeldolicy makers.

At the same time, given the fast growth of largeugr practices, which allow GPs share
workloads and practice resources, my researchngheshanded GPs indicates that
partnership working arrangements could contribate tlecline in GPs’ autonomy at an
individual level; yet little is known about the imgt of changes moving toward large
practices on GPs’ job satisfaction and autonomghSuoformation could be important for
the future recruitment and retention of the GP viande in general practice and, again
would be amenable to further qualitative work.

9.5 Conclusion

In conclusion, this study has demonstrated thafiesihanded GPs in urban areas remain a
small, but important, component of primary careszeerdelivery, particularly in areas of
deprivation. To completely lose such a model oéaany have unintended consequences
for both patients, in terms of reduced choice o¥ise provider, loss of continuity of care
and of interpersonal care, and for GPs, in termreadiced professional autonomy and job
satisfaction and may force a small, but highly aotoous, group of individuals into less
suitable working conditions within partnershipsiditinesis has shown that the quality of
care provided is comparable to that of larger gnotgetices and, where care may appear to
be less good, this is largely explained by the posocioeconomic profile of the
populations served. Nevertheless, GPs are findtiagtheir internal professional autonomy
and professionalism is being squeezed by exteerabhdds, in particular the increased
monitoring and accountability inherent with the @yaand Outcomes Framework and
they fear that the increasing drive towards spetraivithin general practice may
disadvantage them. In the discussions of futund@configurations within general
practice and primary care, their unique positiorstmot be ignored. However, some are
already developing methods of collaborative workiith other practices which suggest
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that models of collaboration and federations, egfigavhen located within health centres,

may present a viable, alternative future for siftgd@ded GPs working in urban areas.
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Appendix 1

A description of selected QOF indicators

1. Clinical indicators in coronary heart disease, fpertension, stroke, and diabetes.

Coronary heart disease

Points

Target range (%)

CHD 03

The percentage of patients with coronary heart
disease whose notes record smoking status in the
past 15 months, except those who have never
smoked where smoking status need be recorded
only once since diagnosis.

7

25-90%

CHD 05

The percentage of patients with coronary heart
disease whose notes have a record of blood
pressure in the previous 15 months.

25-90%

CHD 06

The percentage of patients with coronary heart
disease in whom the last blood pressure reading
(measured in the last 15 months) is 150/90 or
less.

19

25-70%

CHD 07

The percentage of patients with coronary heart
disease whose notes have a record total
cholesterol in the previous 15 months.

25-90%

CHD 08

The percentage of patients with coronary heart
disease whose last measured total cholesterol
(measured in last 15 months) is 5 mmol/l or less.

16

25-60%

CHD 09

The percentage of patients with coronary heart
disease with a record in the last 15 months that
aspirin, an alternative anti-platelet therapy, or an
anti-coagulant is being taken (unless a
contraindication or side-effects are recorded).

25-90%

CHD 10

The percentage of patients with coronary heart
disease who are currently treated with a beta
blocker (unless a contraindication or side-effects
are recorded).

25-50%

CHD 12

The percentage of patients with coronary heart
disease who have a record of influenza
immunisation in the preceding 1 September to 31
March.

25-85%

Hypertension

BP 02

The percentage of patients with hypertension
whose notes record smoking status at least once.

10

25-90%

BP 04

The percentage of patients with hypertension in
whom there is a record of the blood pressure in
the past 9 months.

20

25-90%

BP 05

The percentage of patients with hypertension in
whom the last blood pressure (measured in the
last 9 months) is 150/90 or less.

56

25-70%
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Stroke

Points

Target Range (%)

Stroke 03

The percentage of patients with TIA or stroke who
have a record of smoking status in the last 15
months, except those who have never smoked
where smoking status need be recorded only
once since diagnosis.

25-90%

Stroke 05

The percentage of patients with TIA or stroke who
have a record of blood pressure in the notes in the
preceding 15 months.

25-90%

Stroke 06

The percentage of patients with a history of TIA or
stroke in whom the last blood pressure reading
(measured in last 15 months) is 150/90 or less.

25-70%

Stroke 07

The percentage of patients with TIA or stroke who
have a record of total cholesterol in the last 15
months.

25-60%

Stroke 08

The percentage of patients with TIA or stroke
whose last measured total cholesterol (measured
in last 15 months) is 5 mmol/l or less.

25-60%

Stroke 09

The percentage of patients with a stroke shown to
be non-haemorrhagic, or a history of TIA, who
have a record that aspirin, an alternative anti-
platelet therapy, or an anti-coagulant is being
taken (unless a contraindication or side-effects
are recorded).

25-60%

Stroke 10

The percentage of patients with TIA or stroke who
have had influenza immunisation in the preceding
1 September to 31 March.

25-90%

Diabetes

DM 02

The percentage of patients with diabetes whose
notes record BMI in the previous 15 months.

25-90%

DM 03

The percentage of patients with diabetes in whom
there is a record of smoking status in the previous
15 months, except those who have never smoked
where smoking status need be recorded only
once since diagnosis.

25-90%

DM 05

The percentage of diabetic patients who have a
record of HbAlc or equivalent in the previous 15
months.

25-90%

DM 06

The percentage of patients with diabetes in whom
the last HbA1C is 7.4 or less (or equivalent
test/reference range depending on local
laboratory) in last 15 months.

16

25-55%
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Diabetes

Points

Target Range (%)

DM 07

The percentage of patients with diabetes in
whom the last HbA1C is 10 or less (or equivalent
test/reference range depending on local
laboratory) in last 15 months.

11

25-85%

DM 08

The percentage of patients with diabetes who
have a record of retinal screening in the previous
15 months.

25-90%

DM 09

The percentage of patients with diabetes with a
record of the presence or absence of peripheral
pulses in the previous 15 months.

25-90%

DM 10

The percentage of patients with diabetes with a
record of neuropathy testing in the previous 15
months.

25-90%

DM 11

The percentage of patients with diabetes who
have a record of the blood pressure in the past
15 months.

25-90%

DM 12

The percentage of patients with diabetes in
whom the last blood pressure is 145/85 or less.

17

25-55%

DM 14

The percentage of patients with diabetes who
have a record of serum creatinine testing in the
previous 15 months.

25-90%

DM 16

The percentage of patients with diabetes who
have a record of total cholesterol in the previous
15 months.

25-90%

DM 17

The percentage of patients with diabetes whose
last measured total cholesterol within the
previous 15 months is 5mmol/l or less.

25-60%

DM 18

The percentage of patients with diabetes who
have had influenza immunisation in the
preceding 1 September to 31 March.

25-85%
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2. Organisational indicators within 5 areas.

Organisation

No. of indicators

Points

Example

Records and information
about patients

19

85

Record 08

The practice has up-to-date clinical
summaries in at least 80% of patient
records. (points available 1)

Communication with
patients

Communication 03

The practice has arrangements for
patients to speak to GPs and nurses
on the telephone during the working
day. (points available is 1)

Education and training

29

Education 07

The practice has undertaken a
minimum of twelve significant event
reviews in the past 3 years which
include (if these have occurred): Any
death occurring in the practice
premises; Two new cancer
diagnoses; Two deaths where
terminal care has taken place at
home; One patient complaint; One
suicide; One section under the
Mental Health Act. (points available
4)

Management of medicine

10

42

Medicine 07

Where the practice has responsibility
for administering regular injectable
neuroleptic medication, there is a
system to identify and follow up
patients who do not attend. (points
available 4).

Management of the
practice

10

20

Management 05

The practice offers a range of
appointment times to patients, which
as a minimum should include
morning and afternoon appointments
five mornings and four afternoons per
week, except where agreed with the
PCO. (points available 3)
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Published paper

Wang, Y., O’'Donnell, C.A., Mackay, D. and Watt, (2006) Practice size and quality
attainment under the new GMS contact: a crosses®dtanalysis. British Journal of
General Practice, 56: 830-835.
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Practice size and quality attainment

under the new GMS contract:
a cross-sectional analysis

Yingying Wang, Cathermne A O'Donnell, Daniel F Mackay and Graham CM Wait

ABSTRACT

Background

The Quality and Cutcomes Framework (QOF) of the new
General Medical Services contract, for the first time,
incentivises certain areas of general practice workload
over others. The ability of practices to deliver high quality
care may be related to the size of the practice itself.

Aim

To explore the relationship between practice size and
points attaned in the QOF

Design of study

Cross-sectional analyses of outinely avalable data.
Setting

Urban general practice in mainland Scotland
Method

QOF points and disease prevalence were obtained for
all urban general practices in Scotland (7 = 638) and
linked 1o data on the practice, GP and patient
population. The relationship between QOF point
attainment, disease prevalence and practice size was
exarmined using univariate statistical analyses

Results

Srrialler practices were more likely 1o be located in areas
of socioeconomic deprivation; had patients with poorer
health: and were less likely to participate in voluntary
practice-based gualily schemes. Overall, smaller
practices received fewer QOF paints compared to larger
practices (P= 0.003), due to lower point attainment in the
organisational domain (P = 0.002). There were no
differences across practice size in the ather domains of
the QOF induding clinical care. Smaller practices
reported higher leyels of chronic obstructive pulmanary
disease [(COPL) and mental health conditions and lower
levels of asthma, epilepsy and hypathyroidism. There was
no difference in the reported prevalence of hypertension
or coronary heart disease (CHD) across practices, in
contrast to CHD mortality for patients aged under
70years, where the mortality rate was 40% areater for
single-handed practices compared with large practices

Conclusions

Althouah smaller practices cbiained fewer points than
larger practices under the QOF, this was due 1o lower
scores in the organisational domain of the contract rather
than 1o lower scores for clinical care. Single-handed
practices, in common with larger practices serving more
deprived populations, reported lower than expected
CHD prevalence in their practice populations. Cur results
suggest that smaller practices continue to provide
clinical care of comparable quality to larger practices but
that they may need increased resources or support,
particularly in the organisational domain, to address
unmet need or more demanding QCOF criteria

Keywords
health services research; practice management,
medical, primary health care; quality indicators,

INTRODUCTION

The UK government’s latest white paper for
England Our Heafth, Our Care, Our Say outlines a
new vision for general practice in which care will be
increasingly delivered thiough laige group practices
and confederations of practices.' While it has been
argued that such developments will improve the
ability of general practice to deliver healthcare fit for
the 21st century’ current evidence suggests that
small and single-handed practices provide clinical
care of comparable quality to that of larger group
practices.™ In addition, patients rate smaller
practices more highly in terms of access and
satistaction =*

Smaller practices remain a significant feature of
general practice throughout the UK. In 2004, single-
handed and small two or three partner practices
accounted for 56% of all partnerships in England,
53% in Wales and 52% of all practices in Scotland ®
The majority of these smaller practices are located
in urban areas and are the most likely to be affected
under the government’s new vision of primary care,
as small practices will continue to be the norm in
remote and rural areas."”

While designed as a payment system, there is
now an explicit linkage of qualty attainment with
financial incentives and monitoring within the new
General Medical Services (GIMS) contract under the
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Quality and Outcomes Framework (QOF).' This
raises the possibility that smaller practices” or
practices seiving deprived or rural areas may be
disadvantaged.” Using recently released data on
the points attained under the QOF we have
examined the performance of urban general
practices in Scotland comparing the QOF points
attained by practices according to the size of the
practice.

METHOD

We obtaned data for the year 2002 from
Information Services, NHS Mational Services
Scotland on practice and GP characteristics for all
general practices in Scotland. Data included
practice list size, the number of GPs, the proportion
ot female and South Asian qualiied GPs, personal
medical services (PMS) practices and training
practices {defined as those practices with at least
one GP who is an approved trainer). The
percentage of Indian, Pakistani and South Asian
patients in the practice was estimated using
ethnicity data at output area level from the 2001
census. To this was added a database of practices
that had received Practice Accreditation (PA) or the
Quality Practice Award (QPA) or who were
participating in the Scottish Programme to Improve
Clinical Effectiveness (SPICE), supplied by the

w this fits in

tudies have rated that aingle-handsac

418 8 ACTs Jhly in tan
shows i ded and small pr

QOF than but that this w

Royal College of General Practitioners. Practices
were categorised according to the number of WTE
{whole time equivalents) GP principals: single-
handed practice {up to 1.0 WIE GP); small
practices (1.01-3.0 WTEs); medium practices
{3.01-5.00 WTEs); laige practices {(=5.01 WTEs).
The level of sociceconomic deprivation in the
practice population was defined using a modified
measure of the Scothish Index of Multiple
Deprivation, based on income, employment and
education.'** The eight category Scottish Executive
Urban Rural Classification measure (SEURC)' was
used to identify urban practices by assigning
practices to the category which contained the

Original Papers

n. This work
under the

Table 1. Gharacteristics of urban practices returning QOF data in September 2005 by practice size.

Number of WTE GP principals

Small practice

Single-handed Medium practice  Large practics

1.00WTE GP) (1 01-300WTE GPs)  (301-5.00 WTE GPs)  (5.01 GPs) P-valug

Practices located in urban areas 2 (%) 701) 216 (34) 212133} 138 (22)
Female GPs, % (SD) 19.0(32.3) 408 (26.1) 40.2 (15.5) 393129 =0.001
GPs aged 265, % (SD) 252434 14.0 (23.8) 13.0014.9) 133 (124 =0.001
South Asian qualified GPs®, % (S0) 148 (35 5) 50(174) 1459) 04(24) =0.001
List size per GP, mean (8D) 2033 (687) 1548 (421) 1510(281) 1633 (268) <0.001
List size per WTE GP. mean (SD) 2033 (687) 1655 [394) 1603 (257) 1607 [266) =0.001
Yoluntary practice-based activities

Practice accreditation, n (%) 7000 40 [18.5) 44 (20.8) 48 (34 8) =0.001

Quality Practice Award, n (%) 0 209 1E 150109 =0.001

Personal Medical Service, # (%) 6 (8.5 14 B.5 15 (7.1} 1073 0948

SPICE, n (%) 16 (22.9) 27 (125) 28132 26(18.8) 0.091

Training practice, »n (%) 101 4) 28130 B4 (30 2) 70 (50.7) <0001
Patient charactenstios

Number of registered patients 129951 821 397 1406 569 1423129

mS MO, mean (S0 31.3(14.8) w8 NE7 23.6(11.8) 27 (11.0 =0.001

Indian patients, % (S0) 061 (076) 050 (0.52) 041 (0 46) 023 (0.35) 0.002

Pakistani and other South Asiar® patierts, % (500 236413 1.33 (183 0090142 083(1.77) =0.001

{except Indian)

Patients aged over 65 years, % (SD) 125 (5.1} 127 (3.8 135(3.2) 132@31) <0.001

SIR 84 * mean (S0) 1225 (33.9) 120.2 (34 .9) 104 6 (26 8) 299 (27.0) =0.001

GHD morality <70, mean SARTSD) 141.9(118.0) 1136 (84.8) 100.2 (58 4) 102.3 (81.0) =0.001

There were & fofal of 638 urban practices; data missing from fwo prachices. Alf resufls were population weighted. ®Defined as Bangladesh, India, Pakistan or Sri
Lanka. "Age:sex standardised rafio. Modified Scoftish Index of Muifipie Deprivation. SIR 64 = Standardized fimiting long-ferm iiness for under-64s.
SPIGE = Scoffish Programime for Inproving Clinical Efectiveness. WTE = whole-fime equivalents.

British Journal of General Practice, November 2006 831



Y Wang, CA O’Donnell, DF Mackay and GCM Watt

Table 2. Median QOF points obtained in each domain by practice size.:

Number of WTE GP. principals

Single-handed Small practice Medium practics Large practice
[1 DD WTE GP) (1.01-3. 00 WTE GPs) (3.01-5.00 WTE GPs) [5.01 GPs) Fvalug?
Total QOF points, median range) 44 1 S Es 9530 9704 0.003
(703.2-1000.0y (505 2-1000.0) (598.2-1000.0) (505 2-1000.0)
Clinical points, median range) 5343 5312 534 9 534 6 0382
[394 5-E50.0) {309 4-£60.0) (327 3-EB0.0) (278.1-550.0
Crganisational peints, median {range) 172.0 171.0 1725 1790 0.002
[9E 5184 .0) (70.0-184.0) (94 .0-184 0) (70.0-184.0)
Patient experience points, median {range) 100.0 100.0 100.0 100.0 5
[30.0-100.0) {30.0-100.0) {40.0-100 0) {30 01000
Additional services points, median {range) 36.0 36.0 360 360 v
(13.8-36.0) [25.0-38.0) [26.0-38.0) (13.8-36.0)
Holistiz carg points, median (range) 95.4 94 2 964 9B 5 0104
[50.0-100.0) (34 5-100.0 (32.6-100.0) (32 6-100.04
CQuality practice payment, median {range) 271 284 anao 0.0 °
[9.3-30.0) [10.7-30.0) [12.4-30.0) {9 3-30.0)

*There were a fofal of 638 urban practices; data missing from 1 single-handed practice. Mot alf praciices refumed dafa in every domain, thus median difference
for fofal QOF points is groafer an the sum of the ndividuat domains. “edian was compared 80ross practice size ysing the median fest *Wiere medians are
close fo being identical, or are identical, the median fest mcosmotated in STATA 9.2 wilt not report a fest stafistic or P vaue. WTE = whole fime equivaients.

largest proportion of their registered population as
at September 2002. Patients’ self-reported health
was used as a proxy for healthcare need. This was
captured using the 2001 census based indicator of
limiting long-term illness for those aged under
64 years {SIR 64). Data on coronary heart disease
mortality for under-70s was also obtained from
Information Services and standaidised for age and
sex of the practice population.

From this dataset, we identified practices
returning QOF points and disease prevalence in
Septernber 2005, linking both datasets to obtain a
comprehensive description of practice, GP and
patient characteristics for every urban practice
returning QOF data.

We used the o* test as a measure of association
between practice size and categorical variables. As
the distribution of QOF data was skewed and not
corrected by loganthmic transformation, the
median point attainment in each domain was
compared across the four practice groups using the
median test incorporated in STATA 9.2. This tests
the null hypothesis that the samples were drawn
from populations with the same median
Comparison of QOF prevalence data was
conducted vsing univariate ANOVA in Stata 9.2.

RESULTS

Single-handed and small practices accounted for
45% (n = 286) of all urban practices (Table 1).
Sinaller practices, in particular single-handed
practices, had greater list sizes than large
practices. Smaller practices were less likely to
participate in voluntary quality practice schemes or

GP training. GPs in single-handed practices were
significantly older, more likely to be male and to
have qualified in South Asia than those working in
larger practices.

Almast 1 million patients were registered with
single-handed and small practices (Table 1). These
patients lived in areas of greater socioeconomic
deprvation, had poorer health and higher rates of
premature mortality from coronary heart disease
than those from group practices (single-handed
practices: mean age:sex standardised ratio = 141.9;
large practices: mean age:sex standardised ratio =
102.3). Smaller practices had a higher percentage
of patients from minority ethnic groups.

Only one single-handed practice did not return
QOF data. There was a statistically significant
difference in the total number of QOF points
obtained by practices, with larger practices
obtaining more points than smaller practices (Table
2). When the individual domains contributing to the
overall QOF points were examined, only the
organisational domain showed a significant
difference across the practice groups, with larger
practices again obtaining more points than smaller
practices (Table 2). There was no statistically
significant difference in the clinical or holistic care
domains. The median values of the other domains
{patient experience, additional services and quality
practice payments) were the same, or similar,
acioss the four groups.

Within the clinical domain, the only statistically
significant  differences  in  median points
achievernent were for COPD and CHD, although
the absolute differences in points were very small
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Table 3. QOF points and disease prevalence in each clinical domain by practice size.

Number of WTE GP principals

Original Papers

Single-handed Small practics Medium practice Large practice P-value®
1.00 WTE GPF) (1.3 00WTE GPs)  (3.01-5.00 WTE GPs) (5.01 GPs)
Asthma points, median {range) 717299720 7020198720 70.0 (288-72.0) 52.9 (24 £5-72.0) 0164
Asthma prevalence (%) 504 521 528 552 0017
Gancer points, median (range) 120 (0-12 0} 12.0(0-12.0) 12.0(5.0-12.0 120 (B.0-120) i
Cancer prevalence (%) 0.50 048 050 051 0.087
COPD points, median {range) 44 7 {(15.1-45.0) 432{131-450) 445 (14.7-45.0) 439 (11.0-45.0) 0.020
COPD prevalence (%) 212 229 1.84 182 <0.001
Diabetes points, median {range) 2.1 (76.4-99.0) 975 (83.3-99.0y 97 .5 (63.4-90.0) a7.0 (64.7-99.0) 0288
Diabetes prevalence (%) 3zz 318 313 314 0935
Epilepsy points, median {range) 150 (2 0160 141 20160 144 (2 2-16.0) 1423 20160 0112
Epilepsy prevalence (%) 0.65 075 069 072 0.028
Hypertension points, median range) 1060 (721-1050) 1050 (404-105.0) 106.0 (67 6-105.0) 104.9 (60.1-105.0) &
Hypertension prevalencs (30) 10.54 1127 1133 107 0487
Hypothyroidism points, median (rangs) 807080 B0 (6.1-8.0) B.0(B2-8.0 B0 [24-8.0 &
Hypothyroidism prevalence (%) 213 251 271 279 <0.001
Mental health poirts, median (range) 38.8(7.0-410) 408 (0-41.0y 41.0 (7. 2-41.0) $1.00144-41.0) £
Mental health prevalence (%) 077 080 0%3 053 0.008
Stroke points, median (range) 304 (156-31.0) 306(123-31 0y 307 (14 1-31.0) 308 (15.2-31 0} 0486
Stroke prevalence (%) ijia 172 1.78 et 0226
CHD poirts, median {range) 1195 B42-121.00  1M7.9(724-121.0) 1199 B09-121.0) 1205 (63.8-121.0)  «0.0001
CHD prevalence (%) 378 374 370 375 0.960

fdedian was compared across prachice size wsing the median fesl “Resuits for test of mean prevaience were popuwiation weighted. “Whero medians are close fo
being idenfical, or are idenficsl, the median fest incorporated in STATA 8.2 wit not report & fest staffsfic or Pyae. GHD = coronary heart disease.

COPD = chronic obstruchive puimonary disease. WTE = whole time equivalents.

(Table 3). There was a significant ditference in the
repoited prevalence of some conditions. Smaller
practices reported higher levels of COPD and
mental health conditions, but lower levels of
asthma, epilepsy and hypothyroidism. However,
the higher rate of premature mortality from GHD
shown in Table 1 was not reflected in reported CHD
prevalence (Table 3).

Although the results for disease prevalence were
adjusted for population size, they were not adjusted
for socioeconomic deprivation within the practice
population. However, as shown in Table 1, smaller
practices had higher deprivation scores indicating
that they have more deprived practice populations.
To further explore the possible impact of
socioeconomic deprivation on QOF achievement,
we compared QOF point attainment and prevalence
in the 120 practices located in the most deprived
decile of the Scottish general practice population. A
significant difference in points was still only
apparent in the organisational domain (single-
handed practices: median = 167.0; small practices:
170.8; medium practices: 177.0; larger practices:
179.9; P = 0.002). There was a non-significant
difference across the other domains, including the
clinical domain {data not shown). Within the clinical
domain, there was weak evidence of a difference in
mental health points achievement, with larger

practices obtaining more points (single-handed
practices. median = 33.0; small practices: 40.7;
medium practices: 41.0; larger practices: 41.0; P =
0.045). Prevalence patterns were similar to those
observed with all practices, although only cancer
and epilepsy achieved statistical significance with
smaller practices reporting higher levels of cancer,
but lower levels of epilepsy.

DISGUSSION

Summary of main findings

This study adds to recent work exploring the impact
of the QOF™* but with particular reference to the
relationship between point attainment and practice
size. The study concentrated on urban areas, as
small practices will continue to be a major feature of
health care in remote and rural areas. Smaller
practices received fewer QOF points compared to
larger practices, due to lower points attainment in
the organisational domain. There were no
differences across practice size for the other
elernents of the QOF, including clinical care.

Sirengths and limitations of the study

There are lirnitations with the data. For example, the
practice and GP
characteristics available to us was from 2002, thus
practices returning QOF data in 2005 had to be

most  recent data on
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matched to the 2002 dataset with a resultant loss of
a small number of practices from the analyses,
although this was spread equally amongst the
practice groups. Some practice and population
characteristics, for example ethnicity and self-
reported health, were derved from census-based
area level data and assumed to be representative of
the practice population. In some cases, patients on
a practice list may not be truly representative of the
general population of the area, as some patients
ray choose to travel to attend a particular practice.
However, as there are no sources of practice-
derived data for these variables, census-based area
data is the accurate and available proxy.

Single-handed and small practices in urban areas
continue to have larger list sizes per GP principal
than larger practices and to provide care for
patients living in greater socioeconomic deprivation
and with poorer self-reported health. As reported in
previous studies, the GPs pioviding this care were
more likely to be male, older and to have qualified
abroad.*"® Smaller practices were also less likely to
participate in voluntary practice-based activities
such as quality practice accreditation and GP
training, perhaps related to their location in more
deprived areas.'

Comparison with existing literature

While smaller practices obtained fewer QOF points
than larger practices overall, there was no evidence
to suggest that this was due to poorer clinical care.
Single-handed and small practices performed as
well as larger practices in the clinical care and
patient experence domains, as well as in holistic
care {as defined in the QOF), additional services
and guality practice payments. This observation
rernained true after contiolling for socioeconomic
deprivation and indicates that while, as previously
reported,”™ single-handed and small practices
provide clinical care of comparable quality to larger
practices, they may lack the organisational
resources and structures required to fully maximise
their QOF point attainment.

The lack of effect of deprivation is at odds with a
recent study, which found that incentivised quality
increased with deprivation.” However, that study
was based on data from only one area of Scotland
and did not include the large socioeconomically
deprived conurbation of greater Glasgow, which
accounts for 50% of the 10% most deprived areas
in Scotland® A study utilising data from 8589
practices in England demonstrated that deprivation
was Inversely related to QOF achievernent, with the
most deprived practices receiving around 11%
fewer QOF points compared to the most affluent.”

Prevalence figures for Scottish urban practices

were generally similar to those recently repoited for
practices in England® There was an unexpected
flatness in the reported prevalence of most of the
clinical conditions in smaller practices, given that
smaller practices had higher levels of depiivation
within their practice populations. Overall, smaller
practices reported a higher prevalence of mental
health problems and GOPD. The finding that there
was no gradient in the reporting of either
hypertension or GHD contrasts with data presented
in Table 1 on CHD mortality for patients aged under
70 years, where the mortality rate was 40% greater
tfor single-handed practices compared with large
practices. Possible explanations include unmet
need and differential exception repoiting of patients
in practices serving different types of population.
Howvever, as no data were available on the levels of
exception reporting within practices, this could not
be explored. It was also not possible to explore the
impact of a practice’s population in terms of age
and sex, as QOF prevalence data were aggregated
to practice level and could not be standardised for
these variables. If smaller practices have different
populations compared with larger practices in
terms of demographics, this may also contribute to
the flatness observed due to unmet need in
particular types of practice.

Implications for clinical praciice

While there were statistically significant differences
in point attainment across different domains, the
absolute difference was often very small. We also
acknowledge that quality, as measured by the QOF,
may be as likely to reflect quality in data recoiding
as guality in delivered care. There may also be a
ceiling effect, which will not become clear until at
least 1 or 2 more years of data are analysed. We
conclude that small practices generally performed
as well as larger practices in this first exercise of the
QOF but the suggestion of organisational
weaknesses may make it more difficult for them to
repeat this success, for example with larger
caseloads of CHD patients, or with more
dernanding QOF criteria.
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Appendix 3

Sample Framework

Urban single-handed GPs (locate at West Scotland) a

ged under 55 years old

Male, deprived, UK qualified (10) Female

Male, deprived, hon-UK qualified (0) Female

Male, non-deprived, UK qualified (11) Female

Male, non-deprived, non-UK qualified (0) Female

, deprived, UK qualified (8)

, deprived, non-UK qualified (0)

, hon-deprived, UK qualified (4)

, hon-deprived, non-UK qualified (0)

Urban single-handed GPs (locate at West Scotland) a

ged 55 years old and over

Male, deprived, UK qualified (8) Female

Male, deprived, non-UK qualified (7) Female

Male, non-deprived, UK qualified (8) Female

Male, non-deprived, non-UK qualified (1) Female

, deprived, UK qualified (0)

, deprived, non-UK qualified (0)

, hon-deprived, UK qualified (1)

, hon-deprived, non-UK qualified (0)
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Appendix 4

Ethical Approval Letter

North Glasgow University Hospitals
Division H

— e’/

Greater
Glasgow

West Glasgow Ethics Committee 1
Western Infirmary

Dumbarton Road

Glasgow. G11 6NT

Telephone: 0141 211 6238
Facsimile: 0141 211 1920

07 September 2005

Dr Catherine O'Donneli

Senior lecturer in Primary Care
University of Glasgow

General Practice & Primary Care
1 Horselethill Road

Glasgow G129LX

Dear Dr O'Donnell

Full title of study: An exploration of urban single-handed general practice in
Scotland

REC reference number: 05/S0703/96

The Research Ethics Committee reviewed the above application at the meeting held on 06
September 2005 and thanked you for attending the meeting to discuss your study.

The Committee had one or two questions which you answered to their satisfaction.

The Committee did however draw to your attention that you would require to have your
honorary contract renewed in order to continue to run the study.

The Committee also required the Participant information Sheet to be amended to read that
the "data collected would be held for 5 years and then destroyed".

An amended Information Sheet should be returned to me for filing.

Ethical opinion

The members of the Committee present gave a favourable ethical opinion of the above
research on the basis described in the application form, protocol and supporting
documentation.

No local investigator status

The Committee agreed with your declaration that this is a “no local investigator” study. Site-
specific assessment is not required for sites involved in the research and no information
about the study needs to be submitted to Local Research Ethics Committees. However, you
should arrange for the R&D Departments of all relevant NHS care organisations to be
notified that the research will be taking place before the research commences.

01811

234



Appendix 5

Interview topic guide

Overall aim:

To investigate the experience of being an urbagiesihanded GPs in current NHS.

Section 1: Being a single-handed GP, starting witasking about some GPs’ career

background details.

-How long have you been a general practitioner?
-How long have you been a single-handed practitidne
-How did you become a single-handed GP?

-Did you always want to be a single-handed GP?
-What have you enjoyed being a single-handed GP?
-What don’t you like about it?

-How does it compare to be in a partnership (ifingbeen worked in group practice)?

Section 2: Can you tell me about your practice an@atient population?
-How many practice staff have you employed?

-How does the team work together in the practice?

-How is service range in the practice?

-What is the size of your population?
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-How could you describe your patient populationeinms of the distribution of their age,

gender, ethnicity and socio-economic status?

-What do you think advantages and disadvantagegofarpatients in a single-handed
practice?

Section 3: How do you feel about the new GMS contc#?

-In general, how is your working since the introtie of the contract? How has your

practice performed in term of QOF?

-What have been the difficulties or challenges alio&i new contract (QOF) for you?

- Have things changed in the practice? If so, wanatthese changes?

-Has working with the new contract changing fortéebr worse?

Section 4: What do you see the future of single-hded general practice?

-What's your plan? Do you stay as single-handed?

-How do you see the future of single-handed pradtigeneral practice?
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Appendix 6

Coding Framework

1. Being a single-handed GP
Personal choice

Partnership split

2. Benefits
Autonomy of decision

Continuity of care

3. Limitations
Clinical: professional isolation; time commitment

Organisational: locum cover; administration worklpaervice range; staff retention;

4. New GMS contract

Quality and outcomes framework: advantage; disatdes
The impact on patient care

The impact on doctors

Financial impact
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5. Patient population

General description

Socio-economic status

Need (disease prevalence)

6. Practice team

Employed practice staff

Use of practice staff

7. Support

Internal: family; colleagues

External

8. Quality of care

Clinical: QOF, chronic disease management, referral

Organisational: Access; QOF; service range

9. Future of single-handed general practice

Personal

Policy
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Appendix 7

Participant information sheet

Urban single-handed general practice in Scotland

What is this about?

There are many changes taking place in generaligegoday, for example the new GMS
contract and the likely implications of the Kerrg®et. However, in Scotland, 17% of
general practice is delivered by single-handed iggpeactices. While much attention has
been paid to the issues affecting single-handectipomers in remote and rural areas, there
has been less attention paid to single-handedifoaets in urban areas. We are interested
in redressing that imbalance. This information sloe#lines a PhD project which aims to

explore the nature of this particular style of gaheractice in primary care.

This information sheet tells you about how you belp us, if you want to. Please take
time to read it and feel free to ask us of themnighing that is not clear or if you would

like more information.

Who is doing this?

The research team is based in General Practicen8a®r Care, University of Glasgow.
The researcher is Dr Yingying Wang and she is bsimgrvised by Dr Kate O’'Donnell
and Professor Graham Watt. The study is fundedhgfGcientist Office, Scottish

Executive Health Department.

Why have | been chose?

Initially we have conducted quantitative desk-basealyses which suggest that single-
handed practices in urban areas are likely to sgopelations with higher socio-economic
deprivation, and these GPs tend to be older, nraldikely to have qualified outside the
UK. Furthermore, 89 out of total 154 single-hangedttices in mainland Scotland are
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located in West Scotland region, and 87% of theemraurban areas. We would like to
interview a group of single-handed GPs in thisaagto explore some important
characteristics of single-handed practices andv@fsh we found in quantitative study.

For that reason, we are now contacting you.

What will happen?

We are interested in hearing your views and expeeg of being a single-handed GP. We
would like to interview you. This would last abaute hour and take place at a time and

venue suitable to you. You will be reimbursedtfore spent on this interview.

What will we talk about?

We would like to talk about your motivation and erpnce of becoming a single-handed
GP and the strengths and weaknesses of beingle-biagded GP in the current NHS.
Other issues would include the impact of new GM&tiaet on single-handed practices,
and their prospects.

Do | have to say yes?

No. Whether or not you decide to take part in ehtiyour choice and you do not have to.
Even if you initially decide to take part, you camange your mind at any time and

withdraw.

How wiill this be used?

The interview will be tape-recorded, with your p&smon. This is only because we need
an accurate record of the discussion. Howeverydvag you say during the interview
will be confidential. No one, other than the resbaeam, will listen to the tape. When the

results of these discussions are reported, thdréevho mention of individual GPs.

When the research is finished, it will be writtgmas a PhD thesis and published as a
report and in journals read by other researcherthd thesis and those reports, we may
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guotations from your interview. However, these @l anonymous and it will not be

possible to identify you or any of other GPs whoktpart in the research.

What do | do now?

If you would like to take part, please read anah shge attached form and return it in the
envelope provided to the research team. A membireafesearch team will contact you in

2-3 weeks time to arrange the interview with you.

I'd like more information

If you would like to know more about the study,gde contact:

Dr Kate O’Donnell Prof. @ham Watt
Email: Kate.O’Donnell@clinmed.gla.ac.uk G.C.M.Watt@clinmed.gla.ac.uk

General Practice & Primary Care
University of Glasgow
1 Horselethill Road
Glasgow G12 9LX
Telephone: 0141 330 8330

Many thanks for taking time to read this.

General Practice & Primary Care .p

University of Glasgow EUNIVERSITY

GLASGOW
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Appendix 8

Consent form

Title of Project: Urban single-handed general prac tice in Scotland.

Name of Researcher :

Dr. Yingying Wang
Dr. Kate O’'Donnell
Professor Graham Watt
Professor Sally Wyke

1. | confirm that | have read and understand the information sheet
dated

2. | understand that my participation is voluntary.

3. lunderstand that | can withdraw from this research at any time,
without giving any reason.

4. | understand that the interviews will be tape-recorded.

5. lunderstand that what | say may be used in the thesis and reports
(quotations), but that | cannot be identified from these.

6. | would like to take part in this study.

Please tick box

Your name

Date

Signature
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Appendix 9

A sample of thematic charts

In this section, a sample of thematic charts iatieh to theme 1 (experience being and
becoming a single-handed GP) and theme 2 (advantddeeing a single-handed GP) was
presented, and the thematic charts related to athar themes generated from the analysis

were not included as under consideration of thgtleof the thesis.
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Theme I: Experience being/became SHP

Length of being single-
handed

How/Why

Preference (ideal size of practice)

“Role model”

Emerged issues

GP1 About 4 years. He went “Personal choice” Group practice “.when | wan student in Glasgow my | He mentioned there was no entire 24/7

Male straight into SHP after his “t would have preferred to work in own GP is single-handed. ....he commitment when he applied for this post,
36years oid, training year. The job vacancy came up at that time. group practice but no large group ticked all the boxes he was the otherwise he wouldn't have done it.

Scottish qualified, (“l think the opportunity presented itself which is why | | practice.” (line21-24) archtypcal single-handed practice.” Note: might indicate 24/7 commitment of SHP is
1,400 patients went for it."-line 22) (line 464-471) not attractive to young doctor?

(deprived with socia! problem in Ayrshire,
and relative isolated setting)

non-deprived

It is a PMS practice.

GP2 8 years. “Partnership split’—discrepancy of practice Others’ influence Patient factor

Mate, workload. “...the single-handed doctors | spoke | “..Patient are good and loyal patients...”

45 years old, “hopeless decision...” (line 20) to who were also members of (line31)“...majority of doctors and staffs were

Scottish qualified (11 years)
List of 2,100, mix spectrum of deprivation
Non-deprived

partnership had split, and moved on.
They didn't regret it. So | went for it.”
(line 70-71)

behind me my decision”  line33)—extemal factors
might influence the decision.

GP3 10 years, and previously he “Partnership split” “| don't think { have much preference Personal impression A fear of losing patients

Male, was in a two partner practice. ...” (line 668) “maijority of single-handed When practice split, he expressed his concem

44 years old “Professional differences”. (line 18)—work balance practitioners | know are straight about keeping his patient list, “fear female patients
Scottish qualified (15 years) issue (unfair share of workload) forward” (line 598) would move away from him” (line 189).

List of 1,500, deprived population with
high morbidity and mortality.

“...itisn’t my life time ambitious to be a single-handed

Deprived GP, it just happened.” (line 669)

GP4, 20 years since 1986. He had in | “Personat choice” A sense of own achievement

Male, a partnership for just a few “I did feel | have the option. But the work

53 years oid, months, and spent 2/3 years in | “| want to be a GP. | always did. When | came back, commitment to get a single-handed practice up
Scottish qualified, Kenya. the job just came up....1 was looking for a job and this running is very great.” (line 42-43)

List around 2,000.
Large proportion of elderly population and
tend to be deprived.

job was come up and advertised, and | applied and
got it, and took it on.”
(tine 35-37)

Deprived

GP5, 12 years since 1994. “Partnership split"—different view about financial After the split up, “...1 wasn’t keen to The negative influence of unhappy Family factor

Male, Previously he was in three status of the practice. He was asked to leave go into another partnership” (line 53- partnership he had experienced. He mentioned he settled down in the area where
46 years old, partner practice, the other two | because the practice lost fund from looking after out- | 54) he practised, i like there and didn't want to move,
Irish qualified, is a couple—husband and wife | of-hours care from local psychiatry hospital. (line 24- so after spiit, he stayed the area. (Line 47-54)
List around 2,310, which is closed at that partnership. 30)

time of the interview.

Working class population.

Deprived

GP6 About 16 years. Before that 2 “Partnership split” Smaller practices. A friend of her practised The role of female partner in the partnerships
female years experience in a group of "...I mean ideally | think it is to have single-handedly, who gave advice under 1990 contract. ( the role of femaie and the
45 years old four. a combination of factors: small group practice, maybe one or initially. (line 93-96) finance of practice.)

Scottish qualified, Graduated in 1983, and “Practice dissolution” (line 26) two partners, but | realty don't ever

1,400 patients, deprived population
Deprived

started general practice in
1988.

-Financial decision resulting from 1990 contract. (line
31-48)
-Personality issue (clinical governance) (line 49-56)

*_.it wasn't something | set out to do in the first place.
it was in fact a force respond. it has to with a bit of
me that kind of terror spirit on me. | didn’t particular
want to be forced out in this way, that kind of
happening..."(line 96-99)

have more than that...people do get on
weli, all get common interests,
common source or everyone more or
less common in a degree, and people
aggress to defer if the get difference,
..."(line 133-136)

the reason to stay:

"..the group | was leaving, it had been in health
centre fro a quite long time...so "big brother" works
that way So no other practices would take me.."
(line86-88)

*..something was forced on me by those
circumstance...” (line 90-99)

“Shy away"”
"...1 suppose you also feel, it was such difficult

experience, you do become a bit shy of, parallel to
divorce, you became shy of whole idea of working

{in partnership)...." (line 102-107)
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Length of being single-

How/Why

Preference (ideal size of practice)

“Role model”

Emerged issues

GP7 Graduated in 1980, and spent | Career path (second option) Appeal Locum experience Attraction of this single-handed practice
Male, 10 year in hospital specialities; | wanted to be speciafised in surgeon, but failed the There were no direct comments. But After his training, he worked as a He mentioned the reasons why he applied for this
48 years old, 14 years of being single- Royal college membership examination, decided to he mentioned that through his focum in a single-handed practice, | post. “ ...a very nice practice...” in term of population,
Scottish qualified (26 years; Pakistan handedly (from 1992). enter general practice. (line 17-20) experience as a locum in a single- which he described as its catch-ment area, and the set up of “group of three
origin) 1 year experience in group handed practice, and working single- “dysfunctional practice”. (for 4 SHPs".
List of 1,600 practice as trainee. Competitive job market (line 20-21) handedly, he felt he liked the set up of | months) (fine 57-61)
Non-deprived (sample framework) the practice. (line 92-94)
GP8 17 years (from 1989). “Partnership split” (internal affair) A fried was a single-handed GP in | Gaining experience in partnership
Male, 7 years in a 10 partner *...if you need a half day off for something for your Glasgow at that time. (“He was “It was very good been in a group practice to gain
47 years old, practices. kid, or something connected with kids at school, you loving it.") (line 90-93) experience of general practice, and have colleagues
Scottish qualified look for partners quite understand of that. in big around you speak to. It was good (for) a new GP, an
List of 2,070 practice, you will generally find a descent un-experience GP been in a group practice...But |
Non-deprived (sample framework) voice...."(line 27-45) would prefer to in the practice for a year or two once
you gained that benefits and experience.” (line 11-13)
“Stress” in partnership. (line 15-20)
61170 "...thing back, | don’t remember | have conscious
Unhappy plan to become a single-handed. | think if there was
*.. was very unhappy. | must say towards the end of another practice had been available | would have
my time in group practice. | was very unhappy. | was gone to. It wasn't conscious efforts to become single-
almost set myself a date, if | didn't get a chance to handed; but on the other hand, | didn’t want anything
move, then | would become a locum. | was that else now." (line 79-81)
unhappy..." (line 39-45)
GP9 3 years since 2003. “Partnership split” Doctor-staff relationship
Female, Previously practising with other She suggested that she had been offered job to join
52 years old, two partners, as three partner | Mutual split (line 7-11), a combination of: another practice, but she stated that, “ ...basically
English qualified, practice. because | have staff here, who have been working
List of 1,800 unfair share of practice workload +financial with me for long, long time. | didn’t really want to sort

Deprived (sample framework)

management of the practice (line 147-152)

“Gang culture”
“l think basically (we) didn’t get on, | suppose
possibly personality wisely really...” (line 24-29)

reason to stay

*...| mean | wasn't going to leave anyway, because |
know my patients for long, long time, | worked hard
with them my self. | wasn't going to run away.” (line
45-46)

of walk away from them, also the patients | have. |
mean not you built up particular relationship, but
there are people you know well, it is easy to work with
people, you have dealt with (them) for a long time. |
think that's one of the main reason why | though |
stuck with here, to see how | can do really.” (line 51-
56)

GP 10

Female,

52 years,

Scottish qualified (since 1978)
List of 1,470

Non-deprived (sample fi ork)

18 years, and previous 4
years as a partner in a two
partner practice.

“Partnership split”

partnership dissolution. (unequal partnership)

“...1 think basically | came to called parity. ...so the
senior partner decided to get rid of me, as |
approached parity, and unknown to me, he also did to
lots of other people before..." (line 13-17)

reaction

"...| decided that | was not going to be got rid of and
stood on my ground...and he dissolved the practice.”
(line 17-19)

"...} worked extremely hard...| felt he had no right to
do this. This is no way { was going to take (leaving)
without put into a fight..." so | think it's just
determination | wasn't going to push around and
eventually | might have to get another job. But |
determined to he wasn't going to force me." (line 61-

PN

She mentioned that, “l am very wary
about ever going into another
partnership, because it was such a
horrendous experience.” (line 21-22)

Impact on the future

"...Iwas in two and half doctors practice in health
centre here. And | was in that practice for three and
half years. Then the practice was dissolved
acrimoniously. It was very, very bad experience for
me..." (line 11-13)

“Desperation”
Fight to survive, prove herseif (line 34-44) +line 48-49

Lesson to be learnt

“...the biggest stumbling was | did not have a
contract. Basically the senior pariner could do what
ever he wanted because | didn't have a contract..”
(line 49-51)
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Length of being single-
handed

How/Why

Preference (ideal size of practice)

“Role model”

Emerged issues

GP 11, Qualified in 1984. The second option being general practice He prefer group practice. Worked as locum in both single- Near the end of interview, he summarised
Male, " 1 would prefer obvious group practice. | handed and group practice. (line | that,
§0 years old, Finished training in general Initially tended to specialise in general surgery, but think it is basically easy for in terms of 36-37 Who can be single-handed? Someone is
Scottish qualified, practice in 1986. failed to pass the Royal college examination (3 holiday cover, sickness. | suppose you get special
Non-deprived (sample framework) attempts), then changed to general practice. (line 6-9) | people to talk about various aspects of ".. I think it is obviously takes special kind
Single-handed since 1691. medicine. Not just medicine | suppose, of person. YOU should have adequate
Practice location (West Scotiand), then job came up | social aspecls as well." (line 48-50) clinical knowledge, and it is no point doing
of one single-handed practice. the basis. ...and you have to have your
“| "...I think the ideal choice would be 3 or 4 organisation skills and social skills, so you
doctor practice. that would be ideal.” (line could have everything to make it works.
53-54) Basically it is not for everyone...” (jine 648-
653)
GP 12 Having been single-handed 4 | Personal reason (travel point of view) He admitted that he prefer single-handed. He said that he had worked.as a Confidence
Male, years; prior lo that, he worked | He stated that,” ...not just one reason. One if the (line 56-57) locum in this single-handed “...l mean some doctors they need
38 years old, in a partnership for 4 years reasons is further from the house(where he lives). practice previously.(line 93) somebody (be) told to be re-assurance. |
Scottish qualified. (1998-2002) Ayrshire is 35 miles out of Glasgow, a lot of feel confident in my abilities. So | don't feel
List size: under 2,000. traveliing...as | said that there are a few reasons, one I need ask somebody...I know mysetf. |
Deprived (sample framework) is travelling, petrol and time to travelling. Secondly, 4 could do right thing .. | feel comfortable
(doctors), more than one doctor you are not atways with myseff...” (line 43-49)
eye-to-eye, People do things differentiy you know. So
there are some sort of friction you know in partners Problematic practice historically
you know. So that was factor as well...” (line 13-17) The practice he took over, the previous
one had been suspended from GMC due
to misconduct. (line 112-124)
GP 13 8 years being single-handed "Left partnership” (partnership dispute) Female GPs' family/work balance;
Female, (total 22 years practices in She wanted full-time commitment while there was a Changing of priority of her life. (line 22-
49 years old, general practice, previous 14 | vacancy in the practice; however, she wasn't offered 24)
Scottish qualified, years working part-time in the post. (line 6-14 +iine 28-30)
Deprived (sample framework) partnership)

“...| felt that way about | had unfair share of that side
of the work (she seeing more patients with emotional
problems). And | found that quite stressful. And in
that practice, the fuil-time doctors they warked for five
momings, and one or two aftemoon a week, which |
think, they could work a little harder | suppose...” (line
130-134)

Personal decision/choice

“...1 could maybe say stay there and broke up the
practice, and tried to carry on myself. But that would
be very, very difficult to do. ... so | thought I'd better
leave that practice, looked for a full-time practice post
somewhere else, SO that's what | did, and this is
more by chance | ended up in a single-handed
practice.” (line 31-34)
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Length of being single-
handed

How/Why

Preference (ideal size of practice)

“Role model”

Emerged issues

GP 14, 18 years. 1. Partnership split--partners didn't get on. “at that time. | am not sure....if | have the Smaller practice experience His origin is Asian, he mentioned that,"
Male, ( 2years’ experience in (previously working in a husband-wife choice between big partnership and single- even though | am Glasgow graduated.
48 years partnership, which was a partnership practice) handed practice, | think it would be 50-50.. | "1 think maybe because the bad You look different. You look different
Scottish qualified, Chinese (ethnic) | husband-wife partnership) 2. competitive workforce market at the time. (line am not sure...” experience in the partnership. | from them(other native peopte)...”
Deprived (sample framework) 9-10) thought | maybe should work my (line 148-150)
"But now is a different story, now | would go to | own, be my own boss, don’t need to
partnership anytime.” (line 40-43) speak to anyone to fight with." (line
71-72)
GP 15 e 1982, graduated from | The availability of job at the time. “| think | would like to be a partner maybe 2 or Practice composition
Female, Glasgow; "...to be fair, | did not want single-handed practice, but | 3 doctor practice...” (line 31) “about 1999, .. moved into the premise
48 years, e 3 years GP rotation, really wasn't be offered the partnership at that point. So which was a lot bigger, and at that points
Scottish Qualified e 1988 became single- | the job came up, and | got it.” (line 18-20) | employed 6 sessions salaried GP and 2
Deprived (sample framework) handedly. sessions lady retainer, so really since
“...1 have applied for many jobs, | applied for several, 1999 | haven't been on my own...”
that's the one | got, to be honest. Sp | just got on with (line20-23)
the job basically because | have been a locum for a
year, but | applied on and off through that year for posts, “... at that time | had 3,000
1 wasn't getting very far.” (iine 48-50) patients...when you iooked at the
demands of patients fro appointments.
....particularly following the kind of
govemment's requirement of 24 or 48
hours access, one person on his own
would not provide 48 hours access and
appointment easily without probably
(having) longer hours or extending your
day. So you need two doctors provide
that for 3,000 patients onwards.” (line
68-72)
GP 16 « graduated in 1972 The second option. No preference. (line 48-50) Locum experience Initially he joined a single-handed
Male, from South India. “because in those days, very honestly, it was very “...because | did locum quite a lotin | practice, and then the other doctor left
55 years, s Joined in general difficult to get a job in general medicine, or in general Then he said, "...1 prefer personally single- England for a quite tome, the | joined | for India, and he became single-handed
Indian qualified, practice 1976. surgery or Paediatrics for overseas doctors....some of handed practice if there is adequate help this practice....” (line 36) himself. (line 36-40)
Deprived (sample framework) e Eversince being words could be harsh, but | would rather than be for holidays or for sickness, and | have
single-handed. (1977) | frank...my intention was to do general medicine. It was managed now to practise single-handed Partnership split
difficult to get into the medicine at that time. So | decided | practice for 30 years." (line 56-59) "..my partner originally in a group
general practice was next option.” practice, then they all split up. They
all have personality crash. They all
split up. They all became smaller
and smaller...." (line 86-88)
GP 17 1. Finishing her GP trainingin | Local to a principal "...with the intention not to stay as single- Working as locum in a number of Just starting the interview, she
Female, 1999. (line 8) handed for quite as long as | have been, single-handed practice previously. expressed that she has no intention
36 years old, 2. After that, | locummed for 2 | "..this job came up | got, putting here by health board because | have just been here for just 4 (line 9+line 14) being single-handed at all, and using her
Scottish qualified, years, which in that 9 months | | initially as locum for 2 months when the previous doctor | years..." (line 15-18) own words "...we've spent 4 years

Deprived (sample framework)

did in single-handed practice.
(line 9)

left. They hadn't filled the post, | decided to apply for the
job...” (line 14-15)

Although she has no intention staying single-
handedty, she stated that "...i don’t like big
practices. | prefer smaller practice. | think 2 or
3, maybe maximum 4 doctors..." (line 27-29)

basically fighting for another doctor.”
(line 18)
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Length of being single-handed How/Why Pr (ideal size of practice “Role model” Emerged issues
GP 18 Being in general practice since 1992. Practice cir hanged Her preference might as a result of her patient | She trained in single-handed practice Although she admitted she had choice to join
Female, one retired and one became ill and retired, left population previously. partnership, she was unwilling to change her
54 years, her, and being advised by health board, "I didn’t "..I have been in that situation before, it | financial status being a single-handed GP.
Scottish qualified, have enough number to have any more than one was very nice as well. Patients were (line 36-42)
1,500 GP." (line 23-27) very nice...". (line 324-330)
Non-deprived (sample Her family circumstance also is an importance
framework) factor.
She had worked as locum previously in the
partnership, she found that "too
unsatisfactory” , "it wasn't the practice
appealing to me in a partnership” (line 65-72)
GP 19 1990 finished postgraduate GP training. Family Business Family influence—father and mother Initially when she started, she took a part-time
Female, were husband & wife partnership (line partner, but the partnership did not work out.
42 years, "This practice was founded in 1950s by my father, 7-14) (29-30)

Scottish qualified, 2,500
Non-deprived (sample

and he was a GP in Glasgow....then in 1990 | had
finished my postgraduate GP training, and | came

Training in partnership

framework) in to work with them(both her father and mother "....but that practice, because | worked
were GPs)" (line 6-14) with them and | know them well through
the years. terrible, terrible tension they
had within the partnership. they are all
good doctors, and all nice people, all
hard worker, but still a lot of tensions..."
(line 171-177)
GP 20 Since 1999. Initially job-sharing in two partners practices, and "I would be open to joining a small practice up | Working as locum in various sizes of
Female, then the other partner was off ill, did not come to about two or three doctors but not anymore | practices, from single-handed to group
37 years back to the practice. (fline 7-13) than that.” (line 35-36) practices. (line 22-24)
Scottish qualified,
Deprived (sample Not intended to do but fancy (it) Impression of partnership
Framework) "I hadn't set out to do that but by the time | was " from my experience of going around
fed up locuming, and 1 quite fancied single- other practices, there were always
handed or small practice anyway.” (line 29-30) quarrels between doctors and | couldn't
be bothered.” (line 40-41)
established relationship
“...by that time | had established relationship with
patients and staff and | could see a lot of
opportunity to improve the health of the area. So |
found it a bit of a challenge and | quite like that.”
(line 55-57)
Pilot GP 1 Graduated in 1986, and became single- “it wasn’t my active decision to set up as single- influence from his training experience “...I decided to stay here with my patients as
Male handed in July 1994. handed. | was told | had leave the practice and (line §5). a single-handed doctor rather than try and

45 years, Scottish qualified,
2,069
Deprived (sample framework)

Previously worked in 4 partners practice.

then | made the decision | would carry on working
on my own rather than trying to join another
practice.” (line 120)

Note: the interviewee was unwilling to disclose
the reason behind practice dispute. (line 111)

join another group practice so it was my
decision.”

Pilot GP2

Male,

47 years, Scottish qualified
2,652

Non-Deprived (sample
framework)

Qualified for 25 years. 9 years being
single-handed; (line 9-14)

“different philosophies"

He mentioned about the pressure on GP after the
previous 1990 contract, and he felt had fittle
influence on other partners within the partnership
(line 35) Hine 84

The partnership experience (in 2 group
practices) had a negative impact on
him. (line 58)

Service need in the area at the time
“...there is no premise and surgery in this
area itself, so the health board was keen to
establish a practice in the area since there
was no practice here already...” (line 17)
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Theme 2: Advantage of being a single-handed GP.

Length of being single-
handed

Autonomy

Continuity

Flexibility
(work/family life balance)

Emerged issues

GP1 About 4 years. He went straight | Get things done. “I's rewarding in that, ...you see the same patients all Continuity can be interpreted in both ways:
Maie into SHP after his training year. | “...the big advantage of single-handed practice is that, the time and the patients are appreciated that 1.doctor’'s continuity with their patients (cite as
36 years, you know, you don’t have nine other partners to argue because they tell us they like to see the same doctor “advantage”) line 77-80

Scottish qualified, with. /t’s very easy to get things done and so there is all the time.” (line 70-73)

1,400 patients
(deprived with social problem in
Ayrshire, and relative isolated
setting)

It is a PMS practice.

Non-deprived (sample framework)

an advantage.”
(line 35-36)

in control knowing everything

“...perhaps again one of the advantages of being single-
handed because any interaction between the health
board and the practice has to be me. ... .bigger practice it
might be that the finances are handied by one GP and
maybe the QOF stuff is handled by another GP..."

(line 309-311)

Then he stated that the potential problem could face
working in partnerships, “...obviously you've got to
respect your partners' point of view, like marriage you
have to do things sometimes you don’t necessarily want
to do...” (line 620-635)

GP2

Male,

45 years old,

Scottish qualified (11 years)
List of 2,100, mix spectrum of
deprivation

8 years.

*...1 foliow the persons patient progress and sort of
things so if someone comes to see me with chest
pain | see them, they have their ECG, it's me that
looks at their ECG, they come back to me and this
point I've got their ECG..." (line322-332)

He also mirrored the same situation which might be
happened in bigger practice to reflect “episode” of
care in the practice. (line 340-353)

Note: patients’ jourmnal of care may be shortened in
single-handed practice (line 340-353)

2 .patients' continuity with practices (doctors and
practice staffs, including receptionist and nurse),
which can be seen as “Quality of care”. (line 143-153)

3. Patients would compromise some disadvantage of
SHP for continuity. (line 218-233)

4. Consistency of providing care for patient between
the partners, like prescribing.

(line 619-637) may can be used to mirror the
advantage of “autonomy” in SHP.

Note: GPs in partnership should be consistent in term
of providing patient care (i.e. prescribing) line 629-
637.

Infra-structure of the practice

“I mean we have a nice practice,...we have a nice
purpose built practice.... The surgery they are
enjoyable.” (line 88-93) (a sense of ownership of the
practice)

“I am totally open with my patients, ....| am quite
good at judging their anxieties. Just because | know
them all very well. | mean | can go through 2,000 of
my list, { see them in my head and | see them out
there in the community...makes job easier actually...”
(line 346-354)

He focused that he enjoyed medical side of practising
single-handedly, may imply change in general
practice—the increase managerial role of GP in
general practice.

He touched advantage of “urban SHP", who does not
have on-call commitment like rural ones.

Non-deprived (sample framework)
GP 3

Male,

44 years old,

Scottish qualified (15 years)

List of 1,500, deprived population
with high morbidity and mortality.

Deprived (sample framework)

10 years, and previously
he was in a two partner
practice.

“The good thing about being single-handedly, is your
independence, you can make decisions for yourself and
your staff without having to at length to discuss with other
partners...” (line 83-85)

“I think there is a significant benefit being single-
handediy, because you tend to know your patients
much better, and you can find out patients and
search them very easily, and remember patients’
things...." (line 424-428)

“...get a relative small list size, on the whole, you can
remember them and you can remember history
things. Whereas in group practice, you get quotes
from patients, you see different doctors every time...."
(line 602-605)

His wife is his practice nurse, they tended to not talk
about issue at home, and he also mentioned he is
kind of doctor who doesn't like to mix with other
doctors outside his working hours.

GP4, 20 years since 1986. He had in | “You are your own boss, you buy new kettle when you Although there was no direct comment in term of “When | walk out the surgery, it He thought the ownership of the practice was very
Male, a partnership for just a few want,...| am quite happy to be my own boss. It allows me | “continuity of care”, he mentioned “human element of | goes out of my mind...” important for him, as he mentioned that, “| could not
53 years old, months, and spent 2/3 yearsin | to set the standards...” (line 98-103) personal care” in SHP, which | indexed it under work in the health centre....You are QUEST,...
Scottish qualified, Kenya. “Quality of care™. whereas your staffs are not employed by your...”,
List around 2,000. “Almost ir diately | tried to d the (line 295-304 +line 456-460) which reflect autonomy of being single-handed GP,
Large proportion of elderty service...brought nurse into the practice, and | had allowing him having the ownership and control over
popuiation and tend to be retainer doctor... .also arrange bringing a physio- practice organisation. (line 174-179)

deprived. therapist...” (line 103-109)

PMS practice

Degrived gsamgle framework)
GPS5,

Male,

46 years old,

Irish qualified,

List around 2,310, which is closed
at that time of the interview.
Working class population.

Non-deprived £ )

12 years since 1994. Previously
he was in three partner
practice, the other two is a
coupte—husband and wife
partnership.

“...1 mean | still get the autonomy, enjoyment of single-
handedly | can do what ever | like in the practice
management...” (line 76-88)

He talked about situation in group practice if somebody
was off, which could put pressure on other partners, “..|
would rather than do DIY, just personal preference.” (line
207-215)

Continuity of care also mentioned in his interview as
“Quality of patient care”.

He also mentioned “urban SHP” had other GPs
around, not subjective to the same professional
isolation like rural SHP. (line 84-87)

Team player

As asking “whether it is important to be own boss”,
through years experience of being SHP, he thought
he didn’t team-player skills (junior partner skills).
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Length of being single-handed Autonomy Continuity Flexibility Emerged issues
(work/family life balance)
GP6 16 years. Previously 2 yearsina | Quantify workload *__you see what you get—you get awful lot of She suggested that it should be creative | “I suppose anther thing about single-handed is, if you
Female group of four. *...by working single-handedty, you do your workload...if continuity. You invest yourself a lot time with your referring to work/family life balance. got something you feel you need to be up-to-date on
45 years old, you didn't do it, which would come back to you... so you just | patients...” (line 107-110) that, you can have to it. Because you don’t do it, you
Scottish qualified, get on with it, and you do it. (line 145-147) find you can't deal with your patients. it can force you.
«...and where you get personal list. What | mean by It comes quite clearly to you."—professional
Deprived (sample Decision-making that where patients come to see “YOU", patients development (also see under the code “quality"—
framework) She mentioned the time she reached the decision to be a come back to see “YOU" as a preference if you were service range)
SHP, her friend gave advice suggested that,” ...atleast you | there, so you have got the continuity,...” (line 136-
single-handed, you just make your own decision, you don't 138)
have to consent with all other acrimony which is everyone
else’s agenda..” (line 94-96) +line 208-210 «...if something goes wrong or you haven't done as
well as you would like to do for the patients, the
“By working single-handed, you do your workload and you patient would come back again. Because it's your
do it, and if you don't do it, which would come back to you. responsibility...” (line 156-162)
So you just get on with it, and you do it.”
Leaming curve
“...the continuity is a great learning experience...if
you see a patient from A to Z, there is not better
leaming experience. You get all these notes, you see
them so you know what exact what happen. It is a
phenomenal leaming curve just being single-handed.”
(line 211-14)
Follow through
"You see you don't miss the continuity. The thing is if
you are in a group practice, the reality is what can
happen is, you see patient at point A, you may not
see him again, where until getting the point F, and
how they went and what happened, you missed that
atall..." (line 227-234)
GP7 14 years of being single- Preference Deal with it (“buck stops with you”) Instead of talking about advantages of single-handed
Male, handedly (from 1992). «...1 think | prefer be my own boss, and | think single-handed | *..and the other thing is you get to know patients and practice, he mirrored some disadvantage of practising
48 years old, 1 year experience in group was really | want to do...the advantages you can practice you got to deal with the patients. ...you can't pass on in partnership, including financial linkage with each

Scottish qualified (11 years)
List of 2,100, mix spectrum
of deprivation

South Asian Origin

Non-deprived (sample
framework)

practice as trainee.

your own brand of medicine, you can give consistent advice
to patients...” (line 126-128)

“Own brand medicine”

«_.if | want to extend the surgery or cut back the surgery or
add another surgery in if my appointment get suddenly
booked up that something can happen...so there is nota
problem. | can do that and | can make my decision.
Workioad distribution is not a problem. * (line 139-148)

Workload distribution

«...if you do your work, you get paid for it. So there isn't sort
of you did the work, and leaving your bed at night for house
visit, and it is going to a community pot, maybe others had a
very easy night...| think that s the advantage of it, you work
hard as you want to, from the income of view, you get
income...” (line 148-156)

Note: he stated that this was one issue why all single-
handed GPs stay separately rather than joining together.
(line 218-227)

the buck, because it comes back you. “ (line 129-134)

other (line 139-142), and practice organisation in term
of running the practices (surgery hours and
consultation length: line 156-160

Because he was one of three SH GPs located in one
premise, so one of advantage of they had over other
SHGP is their sharing all the premise and staffing
costs, one third each, also cross over for each other
when one of them is away. (line 161-165)

Also sometime informally discussed problematic
patients (reducing professional isolation) —further
asking why they can't work as a partnership, he
contributed to the distribution of workload and
different way of running the practices. (he had a
degree of autonomy but to some extent may be
limited by other two SH GPs.)
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Length of being single-handed Autonomy Continuity Flexibility Emerged issues
(wo ly life )
GP8 17 years (from 1989). One chain of command for staff “...patients usually are very understanding, “... you know the degree of flexibility | He tended to mirror his unhappy partnership experience
Male, 7 years in a 10 partner practices. | There was no problem in term of running the practices. .. because they have got more personal service. mentioned, | enjoyed the job, enjoy general to illustrate advantage of SHP.
47 years old, have able to hand to pick my staffs,...there is one chain of ...they know me, and | know then better. The practice, and look after your patients, but also “...if you need a half day off for something for your kid,
Scottish qualified command....” (Line 133-143) phrase uses as "continuity of care” in single- enjoy my family life, that is important.” (line or something connected with kids at school, you look for
List of 2,070 handed practice.” (line 221-222) 102-105) partners quite understand of that. in big practice, you

Non-deprived (sample

It's good to know
“Itis good to know what ever the practice is, the problem is,

Holiday taking {flexibility)

will generally find a descent voice...."(line 27-45)

framework) and | deal with it." (line 177-178) “For several year now. People ask, and | don't | He described that,” ...it was big, big blessing when |
know how many holiday | had, ...Because | became single-handed practitioner, as | said that it was
un-measurable don’t account. If | need a holiday, | take a the best thing even happen to my life..."(line 45-48)
"...it's un-measurable. Sometime | think | have to get a big holiday. If | don’t need a holiday, | don't
full-length mirror in the surgery, so | get someone to fight take....” (line 316-319) Marvellous
with. You know the degree of flexibility | mentioned. | Note: he thought the setting of arrangement Both holiday taken and running of the practice.
enjoyed the job, enjoy the general practice, and look after enable him to take holiday whenever he prefer | “...if | drive in the morning, there is a traffic jam, |
my patients, but also enjoy my family life. that's just and without causing conflict in the partnership phoned in to say | am sorry that | would be 10 or 20
important. ... something come up for my kids, you want to be as he experienced before. minutes later. | don’t have to worty......you got
there, | feel | am able to go to that without being haunted by receptionist staff (in partnership) given doctor a row for
partners..." (line 203-222) “able to fly" doctors coming for lat...."(line 363-368)
"... thing to be able to fly. Because the degree
Sharing the similar view as GP 7, it is easy for SHGP to alter of freedom, to be able to run your life without In particular, he mentioned the practice team, the
the surgery hours. (line 210-220) someone is putting obstacles and obstruction relationship between GPs and other staffs, and which
in your way... is like being able to fly.” (line may have impact on patients. (one chain of
746-751) d)
GP9 3 years since 2003. To mirror the difficult to quantify workload in partnership, What is about general practice? She said that her children are grown-up, butif | “unhappiness in partnership”
Female, Previously practising with other showing the advantage of SHP. female GPs with young children would be “I didn’t realise that how unhappy | was at that time until
52 years old, two partners, as three partner “...you are responsible. You have responsibilities | difficuit. we split up..." indicating unfair share work and
English qualified, practice. “Much easier” for the treatment or what ever happen to your responsibility she took while in the partnership. (line 34-
List of 1,800 “..now you know yourself, you do it yourself, and you know patients. You follow that patter through you 46)
you have done it.” (line 29-30) follow it from beginning to end. And | think that's
Deprived (sample so much easy for me... | think general practice Dilute responsibilities in the partnership (line 118-
framework) Good working relationship between doctor and staff. like jigsaw puzzie, you get all the bits, eventually 131)
(line 82-85) you would get answer in the end..."” (line 268-
275) Leaming curve
Quantify workload (deal with now rather than later) She felt she developed her skills in practice
“...the workload as single-handed practice is different. | think management in term of delegation and time
when we were working in a joint practice, the workioad is management. in a sense, she managed herseff to do
difficult to quantify, because you don't realise what were the all the work, not like before, she may have different
doing... now you know yourself, you do it yourself, and you ways of working from the other two partners. (line 408-
know you have done it. ...you come to sort of conclusion. ..” 423)
(line 118-131)
“...the advantage of it you can make the decisions suits
you, and | think that works.” (line 173-174)
GP 10 18 years and previous 4 years as | quantify workload “continuity of care. Family Meanwhile she mentioned any patients who had
Female, a partner in a two partner “you know what work is, you know there is no one else is The fact seeing patients as people, and often When being asked about her experience being | objection with her son presentation in the surgery were
52 years old, practice. going to do it. So you know your workload is, you just get on | some families | look after 4 generations of the single-handed, she replied that,” | have no left. ~whether the status of SH gave her autonomy over
Scottish qualified (since with it.” (line 94-95) same family. ... That's quite incredible...so you regrets what so ever. | have marmied. | have the patients???
1978) know the family, you know all the relatives, you son. | brought him to work ...in a way |
List of 1,470 Decision-making know what the problems are, you know how they | probably couldn’'t have done that if | haven't Drawback of continuity

Non-deprived (sample
framework)

“You can make decisions how you organise without having
to refer to other people. You can make decision about
changing, structure of practice, how it works,
computerisation...there is no one to say,” Don't do that.”
(line 95-97)

nommally react. (line 150-154)

Pati know me (| parent)

“...patients know that(her priority is family). If
there is a problem with my family, or with my
son, or with my husband, it involves me having to
give up the practice. | would do it tomorrow.
Patients know that." (line 485-487)

been single-handed. Because maybe there is
other partner to object.” (line76-83)

"...I1 think that is the advantage of my case
because (it) allowing (me) to bring my son to
work. while | probably couldn’t have done that
if | had been in partnership. others would
object.” (line 120-121)

“...that (continuity) can be a disadvantage although,
sometime it is nice to have someone who doesn’t know
them to come having a look at the situation, because
sometimes | can't pick up something under my nose. |
don't see it you know."(line 154-156)

Less emphasis on p previously
“There wasn't so much emphasis on management
when | first started. ..."

Often the lack of organisational skills has been seen as
disadvantage of being SHGP, but during the time being,
GPs tended to quote it as a great “leaming curve” for

them to develop their organisational skills.
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Length of being single-handed

Autonomy

Continuity

Flexibility
(work/family life balance)

GP 11,

Male,

50 years old,
Scottish qualified,

Non-deprived (sample

Qualified in 1984.

Finished training in general
practice in 1986.

Single-handed since 1991,

persp: .
1. easy to make change within the practice. (line 126-131)
2. setup own system running of the practice. (line 131-133
+line 140-141)
3. "control workload™ --l am not getting too stressed about it,
because | kept the list size to a level where | feel

"they (patients) know they would be seen anyway. So
they are less likely to call you...."

This indicates building upon the relationship there is
an element of understanding between doctor and
patient.

Emerged issues

Balance workioad by arranging
appropriate surgery hours which
he thought suiting his working
pace.

Avoid partnership probiem

“...if in group practice, got meeting etc. then
someone doesn't pull their weight, that could cause
partnership problems... So | don’t have partnership
problem... | know there is work need to be done, and
nobody else would do but me..." (line 141-145)

framework) comfortable with. (line 183-196)
Computerised has been perceived be helpful in term
Stay on the top of practice management.
.. divide the system basically staying on the top..” (line 156) “..now computer makes a bit easy. | have my sort of
system to deal with..."
GP 12 4 years. “...being single-handedly, the positive is you are on your own, you Get in the way
Male, are your own boss.... There were not major disputes, just a slight “sometimes the politics of the group practice can get
38 years old, dispute...”(line 18 +line 28) in the way being a good doctors you know™???(l am
Scottish qualified. not sure what he meant by that)
“...if you are by yourselff, you get autonomy. You are your boss. No
Deprived ( p ) one told me to do that, don’t do that you know. You can do what By you own
you like you know. So it is quite positive that side.” (line 47-49) “...even when you consulted in the group practice,
+line 233-234 when you are in the room, you just by yourself.
Maybe 80% of day are by yourself. You only see
When | asked whether it is important for him to be own boss, he other partners at practice meetings once a month
replied that,” | think it is definitively take me on.” (line 242) while lunch time. Otherwise you are by yourself
anyway..." (line 204-207)
GP 13 8 years being single-handed Control "...but you know the patients better when it is a small | Not much difference Job satisfaction
Female, (total 22 years practices in "...and it's nice to have the control of what you did, you can make practice too." "l very much enjoy the fact | saw patients anything
49 years old, general practice.) decision quickly, you don't need to persuade someone eise if they "l don't thing it gives that much wrong with them. Because when you are in the
Scottish qualified, agree or don't aggress. So that was quite nice.” (line 43-45) =..I think you get to know the patients and the patients | flexibility. Not really. | suppose if group, the woman (Female GP) might get more
know you. You probably get more readily a situation my children school early, you are | women patient, more children, more of gynaecology,
Deprived (sample rik) Control practice isati for cor 1 length. of trust developing between the doctor and patients welcome to come work with me. and see fewer male patients, and | were seeing a lot
(line 113-120) relationship. | think it is more trusting relationship, You can do that, but you can do of patients with psychiatric problems as well, and it
- because if they recon they know the doctor, going to that in the group maybe if the was very refresh to move just everything you know.
Save the conflict see the same doctor most the time they come to the child would behave alright SO 1 like that quite a lot..." (line 38-43)
“...sometime | feel pressurise but it (single-handed) also saves surgery...." anyway..." (line 265-271)
conflicts | know. If you are in group practice, and if you think one of She agreed that she felt happier than she was in the
partners didn’t work as hard as they should, and you get ali the .l like to know what happening to the patients as partnership.”...because | did before in last practice. |
work, the you got angry and upset, and but with here, this is my well. ...1 feel better not lose the track of what's going felt we had too many patients for the number of
work you know. | have to do it....” (line 201-207) on. So | like the continuity.” doctors, and not enough time for each patients...”
(line 113-120)
Also reflecting "I am a little frightened to join another group, "...1 think | like my job, Sometimes it is too busy, but |
because then | lose control, lose the influence, may | wouldn't like like my job, but | get good job satisfaction from the
the way how they want to do the things...." patients, and having a good relationship with staff
here, so overall | have no regret about it..." (line 667-
669)
GP 14, 18 years. "_..1 have been very happy single-handed practitioner. | think there *...there was a very good continuity of care. The The difference regarding the contractual
Male, { 2years’ experience in are a lot of advantages being single-handedly. Because you are patients like it. .." arrangement. (old contract and new contract)
48 years partnership) your own boss, you fight with nobody other than your shadow.”

Scottish qualified,

Deprived (sample framework)

(line 26-28)

He expressed he enjoyed the first 8 years practising
single-handedly under the old contract, and with
increasing organisational demand he felt less
satisfied. (line 51-59)

GP 15

Female,

48 years,
Scottish Qualified

Deprived (sample framework)

Graduated from Glasgow in
1982. Becoming single-handedly
since 1998.

Although her overall perception is not keen on being single-
handed, in the final part of interview, she stated that, “...certainly |
heard colleagues' experience (partnership), which is not it 1

St doctor-p v ip
“..in a practice with 3 or 4 doctors, patients maybe not

certainly don't like to put myself in that situation. Such different
views, creating the atmosphere. | certainly don’t like that. ..."

From this statement, we can see single-handed practice does offer
here a sense of autonomy, and she pretty much can run the
practice in a way she likes.

P . They maybe could make
appointment with another doctor, see how they feel.
In the single-handed practice, if they were not happy
with you, then they either come back just be honest.
‘right. You are not happy. What is the problem? Let ‘s
look it.” Sometimes actually it strengthens the doctor-
relationship..."” (line 230-235)

“...I think in smaller practice, it is no doubt patient
satisfaction is greater. Because in the big practice,
patients would tell you, they (patients) may not see
the same doctor twice. There is no continuity .
Whereas small practice there is continuity, simply
because you see the patients regulardy. We all know
that is what patient want.” (line 241-244)

Job satisfaction
“...1 stared to develop my practice, and | was getting
great sati ion from d i practice. |
started off with the practice of 1,800...built up to
3,000 now. You know it is great satisfaction to see
your work progressing.” (line 60-63)

“l never found it was difficult. I'm always very
enthusiastic. | like people, so | always highly
enthusiastic. And | just enjoyed it so much, so it
wasn'’t a problem. Never a problem.” (line 153-154)

IN conclusion of the interview, she said that,

"...there is satisfaction, you really know your patients.
you know your patients very, very well. If anyone ask
you any questions, you can give them the answer like
that (she click the finger). That's great...."
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Length of being single- Autonomy Continuity Flexibility Emerged issues
handed {worl/family life balance)
GP 16 Freedom Knowledge Good patients
Male, "Freedom. Don't need to answer to anybody else. We are "...I have said that | have been here 30 years, "...my patients are excellent. We don’t have
55 years, quite happy to get along. What my decision | made is all my | and | know each one of comes here. Before they complaints here, Nothing at all., 30 years hardly any
Indian qualified, responsibility not somebody else. And there is no come, | know what's wrong with them. | know complaints. Patients are extremely friendly, ...what

Deprived (sample

parinership personal problem here at all. Because | have
been seen quite a few group practices splitting up, because

where to look and how to do. | even don't need
to go through the file and look through previous

more do you need."

framewark) personal crash. So | think it is much easy here." (line 67-70) | stories now.” (line 317-320) Income
*...the practice is not big enough for two people.
He answered that he though having total control of the “...F enjoy it (continuity) anyway. .1 am very Then you have lost a lot of income, then you have
practice is very important for him. *...that's problem | see in | happy if patient get more care in that way. .." problem started with your partner. When the money
other practices. (line 86-92) (line 324-326) comes, there is always a problem. So | just
manage..."(line 137-139) These problems might in
group practice mirror the advantage of single-handed
practice.
GP 17 Finishing her GP training in “from a doctor’s point of view, you've got the ability to run Although she mentioned that population is not She apparently defined clearly between work Too big to care (discontinuity in partnership)
Female, 1999. the practice how you like, which if you are critical, that's desirable, she continued that “...there are a lot of | and family life. ... the work doesn’t go home. :
36 years old, great....you can pretty much run the ship the way you like, family tiers, but there are also the continuity, the | Work stays here, and home stays home.” (line She stated that, with an increase in practice size (up

Scottish qualiified, 2,100

Deprived (sample
framework)

nobody argues with 8 or 10 other people to get things done
or changed...” (line84-92)

Less politics within the practice

“there is less politics within the practice. That sounds silly,
but if there were 10 doctors, there will be two or three who
agree, two or three who disagree, and arguments and
political game gets played, and it is not a nice place to
work...."(line147-150)

continuity for staff, administration staff as well,
Because it is small, they tend to know, they can
see..."(line78-83)

“There are huge paositive too. Because you know
your patients, you know who they are...”

“there are a lot of family tiers, the continuity for
staffs, the administrative staffs as well. Because
itis small...” (line 75-82) °

Everyone is Different & same principles
“...each practice is unique, every single practice
i unique no matter how many doctors have got
in there...the principle of single-handed is the
same, the continuity of care, the individuality, the
intention to details isn't always there in big
practice...there is a bit more from their point of
view, a bit more job satisfaction than in large
practice.” (line 173-179)

244)

to 5 doctors), “...practice is too big to care, and
doesn't actually care about the outcomes what
happens to the patients. we are luck, (if) the patients
come back if they no get better...” (line 151-161)

GP 18

Female,

54 years,

Scottish qualified, 1,500

Non-deprived (sample
framework)

Being in general practice since
1992

Working arrangement

"...I have open surgery every moming, so all patients wish
to be seen should be in by half past ten...although we have
appointments at night, really for those can't come during the
day...you know it is very nice quality, so if | see all the
patients in the moming and | am here till one o'clock, then |
can do all the house calls....it just was quite nice just seeing
a few patients." (line47-59)

Knowing everything

“...1think it is quite nice, knowing all going on with the
patients. if | am responsibility for them. It is nice to know
what's going in, it is nice to know only | deal with it or Dr.
XXX (locum) deal with it. ..."(line 146-149)

"Finger on the pulse"

"...itwas big practice, ..what | found in that
situation, you had a number of people, you have
a number of doctors in the practice, a number of
minor and significant complaints. Everyone has
opinion, everybody has prescribed something.
Everybody would do some investigation... |
found that very difficult... .if a small practice, you
got total autonomy making diagnosis, doing
investigation, treating it or referring on-warding,
s0 every letter coming here o this practice, |
know who is about, what's going on with the
patients... think it is very nice for the patients,
somebody’s finger on their pulse™(line 103-116)

A good balance

"..i can't say | feel pressure...| am working all
day, but the pace | am quite happy with. |
suppose | dedicate the pace. ..." (line 295-297)

"...I ended with a quite nice practice. | am
running by myself and | have managed running
that quite well, with my children being at school. |
can drop off my children at school in the
moming. | could go home and pick them up three
o'clock... | can make them something to eat, and
if | have to come back to practice, it should be 4
aftemoon a week, | can do 2 aftemoon week as
well...you know that's quite nice balance..."(line
417-427)

"pop in on the way home"

°....because | am the only person. They (patients)
would be a bit muff about putting that through out-of-
hours. You know that a bit nuance. If | am going out
on Friday at quarter to six, you want to go home get
ready to go out and someone just rang,” Would you
just pop in on your way home." That's very irritating. |
don't really want to pop in on the way to home at
all..."(fine 304-311)

Her job satisfaction & patient demand

"...1 am quite happy with that lot (patients). ...| am not
happy if | have different patients load. If | have high
demand, a lot of deprivation... that | couldn't deal
with. | couldn’t want single-handedly like that...." (line
334-341)
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Length of being single-

Autonomy

Continuity

Flexibility
(work/family life balance)

Emerged issues

GP 19 1990 finished postgraduate GP | Mirror the problem in partnership Basic of the job "...I have three matemity leave within about | Compatible working style

Female, training. “...1 am very comfort with the basics of the | 3 years, so | just camry on working on my "...1 think the thing about partnership in general

42 years, *...because the workload in general practice is very hard to job. | know the patients very well and | own, because that's easy to manage...." practice is you have to find somebody who you are
Scottish qualified, quantify...| know my friend has a practice, who making a lot of know the area and the staff. So a lot of (line 56-58) compatible with, not necessarily working in the same

Non-deprived (sample framework)

noise, nothing is too much trouble for many patients, seeing a lot
of patients, doing a lot of housing calls. While other people
applauding away the work, get practice work done, get bone of
job done, at background not be seen at public face of the
practice...there would be resentment things building up that sort
of thing..." (line44-49)

"do things in own way"

"...I suppose when you do work alone, you get very used to you
are able to do things in your own way. If you want to change
something, you do. You know if you are in group practice, you
can't be like that, everything has to be done by discussion. So in
a group practice, you can do your own things within your own
nature of setting in the practice, but beyond that, you have
practice policy, protocol things, got to be decided by the whole
number of GPs." (line 96-101)

A sense of own-ship

"... | have a sense of ownership of this practice. if | was looking
for a partner, that could be quite hard. Because partners just
come in, and they don't have to bring anything, nothing tangible
atall..."(line 187-190)

things are very comfort. ." (line70-72)

Balance

"..1 think any working woman has trouble
with that sort of work/life balance...but you
see what | can do here, say for example, the
school phoned me now, | can go now and
bringing the wee one back here. Like it had
happened before....she (her daughter) just
sat in the surgery during the baby clinic until
my husband came to pick her up. SO | know
you would do that in the group practice, but |
feel | could do these things much more
easily. ...because it's my place, | can do
that. it's not such an issue...."(line 115-127)

"...1find that, and continuing find that{ can
be more control of in kind of balancing family
and work than | would be in group practice.
So maybe women like to have that facilitate
and like to have that. | know several women
single-handed in Glasgow, seeming happily
being single-handedly. | am sure
they(single-handed) are stilt predominately
male, large number of female in general
practice would work part-time, ...I think there
are definitively plus for women because that
control you have over your workload.” (line
494-500)

ways as yours, but some work in a compatible way.
..." (line 41-43)

Platform for leaming

*...it (single-handed practice) probably my skills in
admin, leaming how to run things....I leam how to
work with people, you know that kind of things
working as tea,..." (line 479-482)

GP 20 Since 1999. Immediate reaction *..I've had great experience here Invol tin the Y

Female, . "...if | decide that it would be important to look at how we deal establishing relationships with the families "..I've been involved in community events, that kind of
37 years with. I'm trying to think of ..for instance, the health promotion in the areas. It's a close knit community things, and I've been included to the Social Included
Scottish qualified, people had approached me to ask how I felt about teenage ..." (line 82-84) Partnership meetings...so l've blished

Deprived (sample Framework)

pregnancy, that kind of thing, and they had an idea of holding a
clinic for 15 years old... so rather than take that to practice
meetings. You know where | had to persuade other doctors that
this was a good ideal, | was just able to implement it, you know,
it went ahead within the month...."(line 137-150)

“...it (implement) is much quicker, much more reactive to what
(patients) needs.” (line 154)

"...because | know the work that has been done , has been done
by myself. | know what I've done. | am control freak (laugh)" (line
747-749)

Personal touch

“I think the benefits from knowing the
patients can approach me. They're very
grateful that they can just offload their
problems that kind of thing. | can hear
their saying, ..'my auntie told me to come
and see you' that kind of thing...that the
whole family feeis that this is an
approachable set of staff really. It's not
just myself, it's the staff that make all the
difference.” (line 95-99)

“...(in group practice), they (patients)
would go to a certain doctor with a kind of
physical complaint or maybe a different
doctor with an emotional complaint and
feel that would split their care up. i feel as
though it (patient's problem) should be
dealt with a whole."” (line 123-125)

relationships, working relationship with them
{community) as well, so | feel as though !'m really
integrated in the community. * (line 82-87)

Not too close

Although she admitted there was a close relationship
with her patients, she continued that "..i wouldn’t let
my guard down and ... I feel as though | would have
to be on the ball trying to make a balance between
being their friend and being their doctor." (line 110-
114) it may be different from rural ones.

Tension in partnership & personal commitment
"...by going around other practice, You can hear
Doctor gripping about other Doctor, ‘they are not
doing as much as work as me'. .when | look at them |
think you are lazy so and so and that would drive me
up the wall ..." (line 751-759)
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Length of being single-
handed

Autonomy

Continuity

Flexibility
(work/family life balance)

Emerged issues

Pilot GP1

Male

45 years, Scottish qualified,
2,069

Deprived (sample framework)

Graduated in 1986, and
became single-handed in
1994,

Flexibility

"...if there is a problem, you can fix it yourself. If there is a
problem with appointment times or whatever, you don't need four
people o agree to fix it, you can do something different...” (line
145)

workload management

*...you can dedicate your own workload and work in a way that
suits you rather than having to work in a way that other people
dedicate.” {line 150)

Personal element

“I like the patient contact and the fact that
| know the patients well and they know me
well. It's really the amount of contact |
have with patients. That's the best thing
about the job.” {line 130)

Consistency

*...in a group practice, you don't know
what's happening all the time. You might
see a patient and make a decision then
and another doctor might se¢ a patient
and make a different decisioz so there is
difficulty knowing exactly what's
happening so the benefits of single-
handed practices is that you know
everything that is going in and you know
all the decisions that you can make.” (line
139)

“the thing that comes that makes me feel
best is when patients are grateful for what
you have done for them, and that happens
a lot more now because it's more personal
service...” (line 251)—"it didn’t happen to
me as often in a group practice” (line 257)

Team working

“...I mean there are other people | work with but |
don't work have other doctors to work with and by
large the other people | work with are receptionist,
managers, and nurses, who are far easier to work
with than other doctors who would tend to be very
single-minded and inflexible at imes.” (line 155)

“Itis for me and | think DOCTORS and probably
particularly GPs are very difficult people at time,
(they) are very difficult people to work in teams...”
(line 222)—implying an element of freedom in SH
practice.

Accountability

“I've always thought I'm a good doctor. | don't have
any doubt that I'm a good doctor. | don’t need people
to (tell me)..."(line 266)

Pilot GP2

Male,

47 years, Scottish qualified

2,652

Non-Deprived (sample framework)

9 years

Owner-ship

“I think the big thing about general practice for me is the
ownership of it. | don’t mean the physical ownership of the
building, but the ownership of the organisation,... as a owner of
this business and the owner of this service. You really feel
obligated to do the best you can for start and also to be fair bit of
control of the development. | don't mean total control, but you
know you've got the responsibility for the changes within it. “ (line

Alack of consistent approach in patient
care in group practice. (line 409)

“... you feel you know the patients and
what has been happened to them. For me
it (continuity) improved a lot.... Thin the
consistency, probably patient do better but
itis hard to approve. | think they know
who you are, hope they frust you better.
Even when it is routine things, people
would come for very trivial stuff that really
isn't terribly important and exciting some
points they might develop quite
important... you don't start from
scratch...” (line 424)

Politics in group practice

“...1 do think a lot of group practice, a lot of them
trundle along, a lot of them just react all the time.
They always seem to be trying to catch up. They
always seem somebody who is dragging them
behind...” {line 120)

He weighted advantage and disadvantage being
single-handed practice, comparing to previous
partnership experience and suggesting that,

“I just remembered the ife before, You just felt
frustrated, unhappy, professionally unsatisfied. [ think
{now) we manage quite well. “ (line 185)

Professional satisfaction generated from the contacts
with patients. (line 295)
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