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Middle Articles

IMPRESSIONS OF GROUP PRACTICES

Teamwork-Barnstaple and Winchester
[FROM A SPECIAL CORRESPONDENT]

Many writers have pictured the future of general practice in
Britain as a group of doctors working in central, purpose-built
premises with full ancillary help. But to say that the doctor
should become a leader of a domiciliary-care team inevitably
raises more questions than it answers. How many and what
kind of ancillary workers should there be ? Who should pay
for them ? And if the answer to this is the State, or the local
authority, how will this affect the family doctor's position as an

independent contractor ? To try to answer these and other
questions, I visited two practices which have both employed a

number of ancillaries for some time-at Barnstaple, in North
Devon, and at Winchester, in Hampshire.

The Practices

The group practice at Barnstaple was founded in the 'thirties,
with ancillary help. At present it has six partners. Five of
these do obstetrics, 75% of deliveries occurring in the local 13-
bedded general-practitioner maternity unit. One doctor has a

once-weekly sessional appointment in ophthalmology at the North
Devon Infirmary in the town, one does four obstetric sessions
a week, and another does six sessions a week as a consultant
anaesthetist. Apart from one branch surgery, where three
sessions are held every week and which may soon be closed,
all consultations are held in a single building, which is more
or less in the centre of the town. An appointments system has
been going now for three years. Its type of use depends on the
individual doctor's preference, some preferring to book small blocks
of patients at set intervals, and others to book individual patients at
an interval based on mean consultation times-but in all cases a
built-in allowance is made both for non-attenders and for urgent
cases without appointments. Because there are only five surgeries
for six doctors, and because some of them have hospital appoint-
ments, the consulting hours are staggered and the patients are
provided with a time-table of these. The practice serves 14,500
patients, half of whom live in Barnstaple and half in the surround-
ing countryside. Despite the large area covered-roughly ten miles
in each direction from the town-the doctors prefer not to visit a

single geographical zone but personally to care for any patient or
family who wants them ; thus patients register with an individual
doctor rather than with the group. Despite the considerable diffi-
culties of travel in country districts, unreasonable requests for visits
are rare, and the ratio of surgery to home consultations compares
favourably with those reported from towns.

At Barnstaple there is open access to diagnostic facilities at the
local hospital. While the family doctors enjoy excellent personal
relations with the local consultants, the well-known extreme pressure
on the North Devon Infirmary inevitably means that they do not
always get the service they want. For example, the waiting-list for
"cold " operations such as cholecystectomy may be over three years,
and it is often quicker to refer a patient to a London teaching
hospital, 200 miles away. Again, in ideal circumstances some would
feel that a middle-aged man with acute, severe " indigestion " should
always have an electrocardiogram taken-since the chances of an

atypical myocardial infarction are said to be about 1 in 8-but
it is impossible to ask for this kind of service in Barnstaple at the
moment. This'particular problem could be tackled by the family
doctors' replacing their old electrocardiographic machine and training

somebody to take the records. This would cost a lot of money,
however, and not all doctors feel happy about interpreting electro-
cardiograms-particularly in the borderline case.

The St. Clements partnership at Winchester (Fig. 1) is also
one of the oldest group practices in Britain-even before the second
world war it practised from central premises with a team of ancillary
workers. Many people have seen the practice, among them repre-
sentatives from the Ministry of Health and the Scottish Home and
Health Department and visitors from Canada, Australia, New

FIG. 1.- The St. Clement's practice.

Zealand, Holland, and the United States of America. All the
partners gave evidence to the Gillie Committee, which sent a

deputation, including the chairman, to visit the practice. At present
there are seven partners, together with a trainee assistant who comes
under the so-called Wessex Scheme (a two-year training course for
general practice, during which half the time is spent in hospital
jobs relevant to general practice and half in the practice itself).
There are about 17,500 patients on the doctors' lists, half of whom
live in Winchester itself and half in the surrounding countryside up
to about five miles away. Because there are several private schools
and institutions in Winchester the doctors see more private patients
than the average British general practice; all fees for this are paid
into a common pool and shared. As at Barnstaple, patients register
with the doctor of their choice and not with the group as a whole,
and there is no geographical zoning.

All the St. Clements doctors do obstetrics, though because there
is no general-practitioner maternity unit this is domiciliary only.
There is full access to the laboratory and x-ray department of the
local hospital, and generally the clinics and wards there seem to be
under much less strain than at Barnstaple. There are no branch
surgeries, and at present a part appointment system is worked, some
surgery sessions being reserved predominantly for patients who make
an appointment and other sessions being held on a first-come,
first-served basis.

Stresses and Strains

At both practices the doctors gave the reasons one would expect
for their contentment with group practice-the-stimulus of working
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Impressions of Group Practices

with colleagues, both medical and ancillary,' the privacy of their
own homes, and the duty rosters for time-off, holidays, and post-
graduate courses. Recently at Winchester the partners were told
that they would have to vacate their freehold premises to make
room for an access road to the new Assize Courts. This situation
at once highlighted the virtual impossibility to-day of building new
group-practice premises from scratch-even with the compensation
received for the present building. Thus, buying a site and building
at their own cost as central a site as possible would have cost about
£47,000; if the county council had built premises and rented
them at 8% of cost the loss of income to each partner would have
been about £460 per year; if a new building had been financed by
the compensation from St. Clements and a medical- group-practice
loan the yearly additional cost to each partner would have been
£591. Moreover, under the last scheme when any partner retired
a new one's share would be about £7,000-so that the paramount
criterion for selecting a new partner might be financial. A similar
situation is likely to arise at Barnstaple quite shortly when two
partners retire, and no solution can be seen unless the new contract
is priced satisfactorily. Fortunately at Winchester-owing to con-
siderable publicity about the practice's plight and good will all round
-a satisfactory compromise has been reached. The Hampshire
County Council is now to provide the practice with new, purpose-
built premises in a building that incorporates a caretaker's flat for
the practice and a local-authority child-guidance clinic (Fig. 2) at
a satisfactory rental. Thus, as at present, none of the doctors will
have to keep house telephones manned-a feature that they con-
sider is a vital part of their organization.

The Teams
At both practices there is an impressive amount of ancillary help.

To take Barnstaple first, because the practice is a rural one it
employs twp full-time and one part-time dispenser, and just about
breaks even financially on this. Though convenient and efficient,
appointments systems require several people to run them-and
usually a separate telephone line as well-and there are two full-time
and two part-time receptionists and a part-time bookkeeper. Besides
getting out and Mfling notes for appointments and visits, they make
appointments, file hospital and other reports, deal with repeat pre-
scriptions, and maintain an age-sex register of the patients. There
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is also a full-time shorthand-typist and a full-time nursing sister;
two part-time health visitors are attached from the department of
the county medical officer of health, and for the last 18 months an
experienced medical social worker has been attached to the Barn-
staple practice as a pilot trial, sponsored by the Nuffield Provincial
Hospitals Trust. In addition, a resident caretaker and his wife
provide a 24-hour manning service for the telephone and are also
responsible for the cleaning of the premises and-of the doctors' cars.
Another service that has been found particularly valuable is that of
a part-time messenger, who is available twice daily for such duties
as taking specimens to the hospital laboratory, parcels to the post,
and putting repeat prescriptions on to the country buses for delivery
in remote areas.
The St. Cltments practice has two resident receptionists, who

run a 24-hour telephone service, two non-resident receptionists,
a records clerk, and a full-time secretary. The fact that
the practice is in Hampshire, the county that has pioneered
the attachment of local health authority workers to individual
general practices,' has meant that it is well supplied with ancillary
help, though even before the National Health Service began the
practice itself employed two nurse-midwives to treat private patients.
At present the practice has two health visitors, two district nurses,
and two midwives. Apart from the occasional school clinics and
holiday-relief duties, these workers are assigned exclusively to the
practice, and similar attachments are now in operation in well over
150 practices in Hampshire.

How the Teams Help
As J. A. S. Forman has pointed out,' based on his experience at

Barnstaple, there are three main components of ancillary help-
receptionist-secretarial, nursing, and medico-social. No large group
practice can function well without its records in apple-pie order,
particularly if it works an appointments system. Indeed, it is
surprising that of all professional men doctors have been so late to
realize how much the dictaphone, the typewriter, and the secretary
can lighten their load and free them for their special skills. Though
one may admire the energy of the doctor who stays up late writing
his own letters or filing his own case-notes, such feelings are really
misplaced: it is not a doctor's job; he usually does it badly; and
the time would be better spent in reading the journals, playing

SURGERYE
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FIG. 2.-Preliminary sketch for the plans of the new premises at Winchester.
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Impressions of Group Practices

golf, or devoting more time to each patient. On the whole, at
Winchester the doctors feel that they have enough secretarial help,
but those at Barnstaple said that they still found themselves doing
this kind of work.
A nursing sister has now been with the Barnstaple practice for

fifteen years, and on the average she has rendered about 10,000
items of service to the patients a year in her own surgery. These
include dressings, immunizations and injections, taking of blood and
other specimens, ear-syringing, and laying-up trolleys for minor
operations. Even with help on this scale, one doctor told me that he
still finds himself doing work that a sister could do, particularly on
his visits. Ideally he would like this service provided in the patient's
home as well. At Winchester there is no similar help, principally
because there is no room for a sister's surgery ; in 1962 it had been
planned to build an annex for this, but the redevelopment scheme
put a temporary halt to this, though room has been allocated in
the new building (see Fig. 2). Conversely, at Winchester the
attachment of the two midwives and two district nurses gives this
practice several advantages that Barnstaple at present does not
enjoy. The midwives deal with patients for the practice only and
hold their own clinics on the practice premises. These are separate
from the clinics held by the doctors, and usually the patient sees

the midwife and doctor on alternate visits. The role of the district
nurses is the usual one, but everybody thinks that their close contact
with the doctors and their responsibility for a given number of
patients, whom they eventually get to know, gives a better service
than the usual, looser attachment to several individual doctors or

practices. At Barnstaple no such attachment has yet been possible.
The family doctors there hope that it soon will be, particularly
since there is considerable duplication of care of a particular patient
by both midwife and general practitioner.

Even now many family doctors know little about the qualifications
of health visitors or how they can help their patients. Much of
this ignorance is due to poor teaching in our medical schools, but
many writers about health visitors in general practice confess to an

added initial mild antagonism (" . . the two rather pleasant ladies
in uniform who run round the town with a bag "),' which was

replaced by a corresponding degree of appreciation when the two
groups had worked side by side. Certainly none of the doctors at
either Barnstaple or Winchester would echo the conclusions of an
article from Leeds,4 which claimed that (at Leeds) the attachment
of a health visitor to a practice or a group of practices was neither
feasible nor desirable. Both at Barnstaple and Winchester health
visitors undertake well-baby clinics (some on the practice premises
itself), school clinics, routine visits to mothers and babies and the
welfare of young people and the elderly. At Winchester the well-
baby clinic also deals with some easier paediatric problems, and one

session a week is always attended by a partner. At both Barnstaple
and Winchester the health visitors screen all babies for conditions
such as phenylketonuria, and in future this principle could be ex-

tended to include women for cervical carcinoma and elderly patients
for conditions such as anaemia and physical disability. Both prac-

tices welcomed the close contact with the health visitor, since not
only could the doctor's work load be reduced considerably but such
contact avoided the common complaint of different advice from
doctor and health visitor, which irritates both groups and confuses
the patient.

Medical Social Worker

Three years ago, discussing the gaps in his ancillary help, Forman'
instanced the paramount need for physiotherapy and a medical
social worker. Like other professions supplementary to medicine,
there is a great shortage of physiotherapists- particularly in the
hospitals-but there also seems to be some underlying opposition to
the principle of their helping general practitioners, possibly owing
to a fear that they would be used wrongly. The health centre

might seem an ideal place to try the attachment of physiotherapists
to family doctors, but in 1960 none of the 2I heal h centres visited
by Sluglett' provided this service, and I know of only one newly
opened centre (at Huntly in Aberdeenshire) that does it to-day.
The attachment of a medical social worker, on the other hand,

is less revolutionary, for at least four such schemes have been tried
in Britain-at Professor Richard Scott's Unit in Edinburgh, and in
practices at Rugeley and Carditi,' and at Barnstaple. The schemes
in the tlxee general practices have all been sponsored by the
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Nuffield Provincial Hospitals Trust, and at Barnstaple an experi-
enced medical social worker, who was formerly almoner in charge
of the students at the Royal Infirmary at Edinburgh, has now been
attached to the practice for 18 months. Patients are referred to her
only by the partners, and she then sees them by appointment at the
surgery or in their homes. She has full access to the patient's
records, but her own notes-of personal data, action taken and time
spent, particular limitations found in the existing social services,
together with the partner's comments-are regarded as strictly
confidential between herself and the doctor concerned. Periodic
meetings are arranged for progress to be discussed by the doctor and
the medical social worker.

Besides the actual load of work done for the practice much of
the value of this attachment at Barnstaple has been to find out
just what a medical social worker can and should do in a general
practice. This is a particularly difficult task when her role anyway

tends to resemble the pre-war situation on the Balkan frontiers-a
meeting of the realms of administration, psychiatry, and physical
illness-and the jargon concerned tends to alienate many doctors,
who dismiss it as " wishy-washy sociology." At Rugeley it was
found that the medical social worker formed an invaluable link
with the local social services to bring practical help and advice to
families faced with financial, housing, and employment difficulties
at the worries of looking after aged and sick relatives. At Barnstaple
the conclusions were similar. A typical problem is of an

elderly couple where the husband has a stroke affecting him
physically and mentally. Besides looking after a difficult old man,
the wife may suddenly be forced to cope with the problems of
running the home single-handed, and the sudden strain may even
drive her to attempt suicide. The medical social worker can help
by getting the woman to adjust herself to her new circumstances, by
applying for new housing or " meals on wheels," or both, for them,
and by arranging such things as convalescence, -a holiday, or a

piece of special equipment.
This approach demands at least three attributes, and few family

doctors have them or can be expected to have them. First, it
needs time-time to establish rapport, time to assess the situation,
time to find and apply the right answer. On average the Barn-
staple medical social worker has spent about four and a half hours
over each patient, and each patient has remained on her books for
about five months. Thus the help given may relieve the doctor's
work load enormously, particularly since it often concerns patients
classed as " persistent attenders." The second attribute is the
right training, in casework or the skilled assistance necessary for
resolving some material, emotional, or character problem. In the
analysis of the first 152 cases at Barnstaple such training was found
essential in just under one-third of cases and helpful in rather over
another third ; the problem did not call for casework training in
about one-quarter of the cases. The third attribute, which speaks
for itself, is experience in this field.

Medical Social Worker or Health Visitor ?
One obvious difficulty is what should be referred to the medical

social worker, and where the boundary between her work and that
of the health visitor should be drawn. Initially at Barnstaple it
was decided not to refer three types of duties to the medical social
worker-simple administrative (e.g., arrangements for home helps),
major psychiatric, and problem families-since these were already
well catered for. Apart from this no other limitations were made.
The work and training of the health visitor tends to be orientated
more towards nursing and preventive medicine than to casework,
and moreover routine clinics and visits take up a lot of her time.
Nevertheless, the doctors at Barnstaple thought that whether a health
visitor could tackle social problems depended on the actual person
concerned. On the other hand, the doctors at Winchester argued
that virtually any health visitor could do almost all the almoning
needed in a practice, calling in " specialists," such as children's
officers, probation and welfare officers, in the same way as a family
doctor calls in a consultant: they did not consider that a health
visitor would ever have a satisfactory career if all social work was

taken away from her. They also pointed out that the year's extra
training recently introduced for heaith visitors may make their skills
virtually the same as those of the medical social worker. In time,
therefore, it might seem possible to employ a number of people who
can do both jobs.
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Conclusions

In neither the Barnstaple nor the Winchester practice was there
any evidence that a team reduced the quality of medicine or made
the doctor more remote from his patients-indeed, very much the
opposite. Both groups picked or had a say in the employment of
each ancillary, and indeed cited this feature as the reason why
ultimately they preferred group practice to practice in a health
centre. It was always easy for the doctor to contact the ancillaries,
and vice versa.
The experience at both practices, therefore, shows that a full

ancillary team can do a lot to make general practice easier-and
better. On the assumption that appointment systems are used it is
difficult to see how the size of the team established as worth while in
both practices could be reduced. As always, however, somebody has
to pay for it, and at present most of this must come out of the
family doctor's own pocket. The health visitor, district nurse, and
midwives are, of course, all paid by the local authority. It would
be unreasonable to expect the medical officer of health also to
provide medical social workers, but instead these might be based on
the hospitals. Admission to hospital is, after all, only an episode
in any individual person's life, and it might seem better to have
medical social workers following their patients-whom they know
well-into hospital, rather than a bipartite system of care.

This leaves the secretary-receptionists, bookkeeper, and caretakers
(as well as the room to house them) to be paid by the practice. The
crippling burden that this can be can be imagined from the salaries
that most ancillaries have to be paid at the present time, besides the

overheads, such as heating and lighting. Indeed at one time the
Barnstaple practice thought that they would have to abandon their
present set-up. Though things now seem likely to get better very
soon and this lamentable possibility is unlikely, it is a sad comment
on the profession, its representatives, and its administrators that
such obvious excellence should have been penalized so heavily. As
Robert Smith of the Guy's Hospital General Practice Unit recently
said in a broadcast discussion on general practice': " The future of
medicine . . . should be undertaken by the future general practi-
tioner working in modern, purpose-built premises, with all the aids
he needs to do his job. I think society should have this. If people
are made aware of it they may even demand it."

I wish to thank the doctors at Barnstaple and Winchester-parti-
cularly Dr. J. S. Forman and Dr. George Swift, respectively-for
their kindness and help in the preparation of this article. Figure 2
was based on plans prepared by the Hampshire County Architect,
and I am indebted to the Clerk to the County Council for permission
to reproduce this.
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Postgraduate Medical Centres
[FROM A SPECIAL CORRESPONDENT]

A conference on " The Postgraduate Medical
Centre " was held at the Medical School of
the University of Birmingham on 10-11
November. It was arranged by the Associa-
tion for the Study of Medical Education
(A.S.M.E.) and sponsored by Messrs. Smith
Kline and French Ltd. Some 200 delegates
took part, and the chairmen were Professor
D. V. HUBBLE (Birmingham), Dr. A. G. W.
WHITFIELD (Birmingham), and Dr. J. G.
MCCRIE (Sheffield), vice-chairman of the
association.

Dr. J. R. ELLIS (London), secretary of
A.S.M.E., spoke of the tremendous growth
of postgraduate education in the last five
years, together with its most obvious sign, the
postgraduate medical centre. These were
springing up all over the country, and there
was considerable variation in design, facilities
provided, organization, and finance. In most
cases there were links with official bodies, both
local and national ; and while activity was the
keynote at the periphery he could assure the
meeting that much thought was being given
to the matter by central organizations. The
time had come to try to define the aims of
these centres and to see if it was possible to
co-ordinate their activities. This was the
purpose of the conference.

Vocational Training
Professor L. P. LEQUESNE (London) spoke

about the training of interns, though he
objected to the use of the word for pre-
registration housemen. The main emphasis
of pre-graduate teaching was now accepted

to be academic, while the purpose of the pre-
registration year was to put that knowledge
into practice and to learn to accept responsi-
bility. Formal educational activities would
play only a minor role, though housemen
should be encouraged to read the literature
about the diseases they encountered. The
important thing was where the job was done
and not what it was. This led Mr. M. R.
WILLIAMS (Canterbury) to suggest that all
pre-registration posts should be in regional
rather than teaching hospitals. Dr. A. A. G.
LEWIS (London) registered a strong protest,
which not everyone supported, against pre-
registration housemen doing casualty work.

Dr. A. PATON (Birmingham) said that the
intending consultant should recognize that
specialization was a narrow and time-
consuming discipline. Adversity in material
terms might not be so bad as was currently
suggested, but talents should be encouraged.
At present there was difficulty in obtaining
senior house officer appointments, though
registrar posts were easier. The latter would
almost certainly be in a regional hospital, the
right place from which to take higher exami-
nations. The principle of a month's study
leave for each year of service and a half-day
off a week to attend courses was increasingly
accepted. Once higher examinations were
passed there was time for research, which
should be mandatory whatever the specialty,
and for teaching and travel. These could not
be encompassed by anything so narrow as a
postgraduate centre, and closer integration of
regional and teaching hospitals was needed.
One of the most important functions of the

postgraduate clinical tutor was to give honest
advice to young men intending to specialize.

In the discussion Professor F. A. R.
STAMMERS (Birmingham) gave details of the
Royal College of Surgeons' pilot scheme of
regional surgical tutors to stimulate local
educational activities. The United Birming-
ham Hospitals allowed their senior surgical
registrars a year " off service " in which to do
research or to work in special units.

Dr. J. P. HORDER (London) said there was
no obligation for the intending general prac-
titioner to stay in hospital, and some form of
special vocational training was long overdue.
The College of General Practitioners had
recommended three years of hospital work
followed by two years' training in general
practice. Such a course, for local doctors
already in practice, h id been started at
Canterbury, with a syllabus similar to that
suggested by the College. Sessions were
held mainly at the postgraduate centre and
attendance rates were high. There were, of
course, other schemes, notably in Wessex, but
a national plan would have to cater for 500
candidates a year. Finance was a problem,
and there was a need for general-practitioner
teachers.

Continuing Education

Dr. J. W. PAULLEY (Ipswich) stressed the
importance of the library and of proper
teaching in continuing education. Every
doctor should spend at least an hour a week
reading the journals, and group discussion
was preferable to lectures and didactic teach-
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