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IMPRESSIONS OF GROUP PRACTICES

Some Rules Successfully Broken-Edinburgh
[FROM A SPECIAL CORRESPONDENT]

Most definitions of group practice, though inevitably arbitrary,
seem to imply the existence of an unwritten code of rules,
which, if broken, may mean that the group no longer really
exists. For some rules the truth of this is self-evident. For
example, a practice in which neither the work nor the pay is
shared equally is unlikely to survive the stresses and strains that
will certainly arise. Again, no partnership of doctors can be
called a group practice if it lacks ancillary help. Nevertheless,
some rules are obviously less important than others. A less
important one might seem to be working from central premises,
for provided all the doctors met most days any potential diffi-
culties could be overcome. Another might be location. Some
writers-for example, Taylor'-suggest that on new housing
estates it is folly to build isolated doctors' surgeries and local-
authority clinics, since these are the ideal places for health
centres, but there would seem no paramount reason why group
practices should not work in these areas. Yet another rule is the
number of partners in a practice. Several writers speak of the
ideal size of a group practice as three to five doctors, J. G.
Ollerenshaw2 going so far as to say ". . . above this number
[five] a slackening of the sense of unity and personal responsi-
bility is likely to occur." Thus, when I heard of a successful
group practice that seemed to have broken the unwritten rules,
in that it had three separate surgeries, was built on a new
housing estate, and comprised seven doctors, I was interested to
see how it worked. A further reason for visiting this particular
practice, in Edinburgh, was to see how its interest in research
was kept going despite a heavy work load.

The Practice
The practice serves about 20,000 patients on the outskirts

of Edinburgh. Most of the patients are in the Registrar-General's
social category 4 or 5, and work in the near-by factories or in
transport and other public services. The large housing estate has
been built in three phases-pre-war, immediately post-war, and
present-day-and to its depressing visual unattractiveness are added
the other features seen in most British cities-tall tower blocks with
inadequate facilities for children to play and cars to park, few shops,
and even fewer telephones. Such a set-up inevitably has its impact
on the practice. With the predominance of children and young
workers, and a high incidence of bronchitis, the number of items
of service per patient is high, roughly double that in the South of
England. Social problems abound, arising out of situations such
as moving away from a closely knit slum community, worry about
where the children shall play, or a large electricity bill incurred
through not understanding the new-fangled underfloor heating.
Besides taking a lot of time to sort out, such problems may initially
present as illnesses, whose true nature is elicited only by knowing
the patient and her circumstances. More mundanely, all the fitments
in the doctors' waiting-rooms have to be tough and firmly fixed to
prevent pilfering. The lack of telephones, also, means that however
much the doctors would like to make the present partial appoint-
ments system a full one this would not be feasible, and at present
it would be impossible to change the conventional times for morning
and evening surgeries.

The practice contains seven partners, all of whom do obstetrics.
There is no private practice. There is open access to the x-ray
department and the pathology laboratory of the local hospital, and
close connexions with the University and the Medical School. The
partners work the usual rota for off-duty nights and week-ends, and
take five weeks' holiday a year. The patients register with an
individual doctor rather than with the group as a whole, and they
are usually seen by him in the surgery or their homes unless he is
off duty.

Three surgery sessions are held every day, though some of the
afternoon ones are devoted to child-welfare and antenatal clinics
for the practice patients. Contact with the district nurses and
midwives is easy, and, though it has so far been impossible to arrange
for formal attachment of health visitors to the practice, it is hoped
to do this in future. In addition, the doctors can ask for help
in difficult problems from an experienced medical social worker, who
is attached to a social-aid unit on the housing estate. The partners
thought that there would be insufficient work for a full-time social
worker in the practice, though, because of the help already available
from health visitors and the local authority social worker. Neverthe-
less when I pointed to experience at Barnstaple (20 November,
p. 1234) and elsewhere they agreed that it might be desirable to
have the help in social problems available at one source all the time.

None of the doctors thought that the present practice was too
large, though they suggested that it would be unwise to take many
more partners. Indeed, one doctor pointed to the value of a large-
size group practice to the individual practitioner, observing that
if one didn't see or hear about the occasional left-sided retrocaecal
appendix-which obviously turned up once in a while with a large
list-one would tend to forget its existence altogether.

Tripartite Problems
Because it was impossible to enlarge the original practice's

premises, or to build a new central surgery, the group practice is
based on three separate surgeries, each of which is about half a mile
from the others. One of these is purpose-built and another is an
adaptation of two bungalow-type buildings. Six of the doctors
practise exclusively in one or other of these, while the seventh has
sessions in two. Though it might seem cumbersome, this tripartite
arrangement obviously works well, even if it requires a lot more
organizing than most centralized group practices. Thus, time-tables
(see Fig.) have to be prepared (and kept to), so that doctors, ancillaries,
and patients all know who should be where at any particular time.
More ancillary help is needed than in a centralized practice of the
same size. The practice employs three caretakers (two of whom
also act as receptionists) and six full-time workers-two nurse-
receptionists, three secretary-receptionists, and a filing-clerk-
receptionist. Four part-time workers are also emploved-a relief
caretaker, two receptionists, and a jobbing gardener. When I asked
whether they found paying fo'r all this help a burden, the doctors
said that their outside job<;-such as posts as industrial medical
officer and regional medical officer, and insurance medical examina-
tions just about covered the cost of the excess staff they would have
to employ if they worked in one building. Even so, they thought
that in ideal conditions they would prefer to devote their whole
energies to general practice.
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Because of the doctors' interest in research, particularly in the
familial incidence of disease, all the patients' records are co-ordinated
in one surgery. Hence duplicate records have to be made for the
patients who regularly attend one of the other surgeries.

Potentially the most damaging feature of a tripartite arrangement,
however, is the lack of communication between doctors, and doctors
and their staff. The partners realized this early on and have
combated it in three main ways. First, all the doctors meet every
morning, when the day's correspondence and any immediate prob-
lems are discussed and drug-firm representatives are seen by appoint-
ments, when required. Second, regular business meetings, with

register has been used in studies of chronic bronchitis, duodenal
ulcer, and rheumatic diseases. The incidence of chronic bronchitis
in the practice in men aged 55-64 was found to be virtually the
same as that established by surveys elsewhere in Britain, while
duodenal ulcer showed a significant familial incidence-male and
female children of parents with duodenal ulcer having 3.3 and 7.2
the number expected respectively. Furthermore, duodenal ulcer was
found to be twice as frequent among patients with chronic bronchitis
than those without this.

Another subject the practice is looking into is what laboratory
investigations a family doctor can usefully carry out for himself.

proper minutes, are held rather more frequently than in most group
practices. Third, everyone in the three surgeries, whether doctor
or ancillary, is linked by an internal telephone system-useful, as one
doctor pointed out, for informing colleagues about patients who in
high dudgeon were going to switch their demands to another partner,
besides its other obvious advantages.
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Schematic representation of deployment of staff at the three surgery buildings.

Research
Though a lot is written about research by general practitioners,

it is all too rare to find anybody outside a special unit who is
actually engaged on a comprehensive, long-term programme-for
obvious reasons. One solution to the problem of lack of time
would be to let the work of the practice dictate the type of investi-
gation, rather than to decide on a set formal project and then try
to find the time to pursue it. Thus, several years ago, realizing
that the family doctor has " an unrivalled opportunity to study
families and their diseases,"3 and that the population structure of
the practice (with two or three generations of a family often avail-
able for study) was ideal for studying the incidence of chronic
diseases, the partners started a " Family Index." This record,
which has been described in detail elsewhere,4 is separate from the
N.H.S. cards, and every household in the practice has its own
sheet recording the age, sex, and relationship of its members. In
addition, there are cross references to other sheets if members of
different families are related to each other by marriage. In some
ways the principle of this is similar to the family folder system used
in both the health centres in Bristol (26 June, p. 1662), though
there are obvious advantages in having records that are completely
separate from the N.H.S. cards.
From the outset it was decided to record only the conditions

that produced permanent changes in the individual-such as con-
genital abnormalities or chronic diseases-or those that could be
substantiated objectively, such as radiological evidence of a peptic
ulcer. The code used was that of the International Classification
of Disease, and though compiling the register was hard work-
taking 14 months and the services of a research secretary-it now
takes comparatively little time to keep it up to date. So far the

As in many practices, haemoglobin concentration and erythrocyte
sedimentation rates are measured frequently, but in addition one
of the partners likes to assess the type of anaemia in patients by
looking at a blood film himself. Another is trying to assess the
place for simple biochemical tests in general practice, and has
modified the grey-wedge photometer to estimate blood bilirubin,
acid and alkaline phosphatase, transaminases, and urea. Besides
their use as screening tests, he has also found that the results may
sometimes throw fresh light on a condition. For example, in
a recent small outbreak of abdominal pain in children some were
found to have raised serum alkaline-phosphate levels; some of these
later developed jaundice,5 while others did not. The practice also
undertakes some of its own bacteriology. In pregnancy the incidence
of urinary infection has been found to be about 10%, though
follow-up examination has shown that most cases subsequently get
better by themselves. At present an outbreak of " winter-vomiting
disease "6 is under investigation. Specimens are sent to the labora-
tory for both virological and bacteriological tests, but the idea that
this is not a single disease was confirmed when, with well-deserved
satisfaction, one partner showed me his own'culture-plate that had
grown Shigella sonnei from the faeces of two patients.

But fundamentally, as with the family index, all these investiga-
tions stem initially from their direct relevance to clinical problems
in the practice firstly, and for their research aspects secondly.
Moreover, none of the doctors thought that they got in the way
of other work or that they or their families grudged the time it took.

I wish to thank the partners at the Edinburgh practice for their
kindness and help in the preparation of this article.
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