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PRACTICE OBSERVED

Essays on Practice

Publicising patient participation groups

JOHN PETRIE

Fourteen years on from its sumultancous emergence in three
different British communities patient participation in general
practice is no longer a new or controversial concept.'* Nevertheless,
though consumerism has changed much in that time, patent
little impact on general

The reasons for this failure were the main topic for discussion ata
recent workshop organised by the Royal Institute of Public
Administration. To an audience conusun; mainly of representa-
tives of Jocal health authorities, Ann

doctor or doctors—a fifth of practices with groups have more than
‘one doctor.
Groups may il parly becaus they are ot sepresenttive o l

mmyvouunmy,mmoummmoﬁmmndkcm
“committee people.” This is a self perpetuating problem when
ﬁmhnoﬁceburnsmdeﬂedlxpoodymendedmuﬂmmﬂ
me:unp As Mr Malik

Richardson, a research fellow at the Policy Studies Institute, gave an
introduction to her book, Parncipating Panents (to be pul by
the Policy Studies Institute in October), which is the esult of cight
months of research

Coming and goi

In the 1980s the number of patient participation groups rose
steadily: there were 30 groups in 1981 and 35 in 1983, 12 having
closed down.* Richardson studied 80 groups, 60 or 70 of which still
cust. In 1986, however, only 1% of practices in Britain have such
groups. The rapid emergence and disappearance of the groups are
illustrated by her finding that one third of groups were less than two
years old while only a third were over five years old. Furthermore,
few were in cities: 30% of groups described their practice area as a
small town, and 40% described it as a village.

Richardson suggested that the groups may have three functions:
providing feedback to the doctor; mobilising voluntary work; and
acting as a pressure group. most important single determinant
of success was the amount of support a group received from its

ire, pointed out, in Birmingham, whcre uu
m«nugeo(blﬂ:ko{mlwudp«wkm 18%, patient groups had
at best a “‘token black.” He believed that group members often saw
the group as the gift of a benevolent doctor rather than as a body
which can initiate change. Indeed, as Richardson said, oaly three
groups were founded by patients, and nooe has succeeded without a
general practitioner’s support. One patient in Richardson’s study
had described herself as a member of *'a nice pressure group. ™ Malik
believed that even with the best of intentions a group may
sometimes succeed only in gaining better health care for its own
members while neglecting the silent majority.

Why then have other kinds of pressure groups succeeded? Is it
because they have a rigid national structure? In 1978 the National
Association for Patient Participation in General Practice was
formed, but it specifically did not impose uniform constitutions on
groups— probably because such a move would have discouraged

peopie from starting them.

Publicising the

Reaching patients who have not joined the groups is aggravated
by the interpretation of some doctors of the General Medical
Council guidelines on adverising': “Doctors must also suisty

Universiey of Ediaburgh
JOHN PETRIE, medscai student

organisation are factual, do not improperly advertise the personal
Qqualities or services of individual doctors connected with the
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Fifty peactices were selected at random from the Lothuan Audit Group
Directory, mexlnw-mwlednml
practices. 50 peoeral practitoners who were sent

n

patients” requests were for social rather than medical reasoas. Suggestions

for improving the system included having a specific “bousing certibicate™

Mummmmmww,mmw
should

questionnaires represented oot 70 of e genert
Eimborgh. The quesconnaire was sent with 8 i of ciplanstion and s

medualcete (depurumentofgeser plcut!‘ University of Edinburgh)
were studied. Without knowing the s asscssment, the general

practitioners who had written the housing “lines” 10 the specialist were
asked to: () allocate medical pownts from 0 to 20, using their own feelings
sbou prioiyor etz top medicalprioriy; () comment on theiereamons

do bome visits, and
Mkmw-ﬂdylmwmmmmmu
Table 111
and by geveral precutioners of 20 consecutive patients who w
referred by six doctons at the medical cetre 10 the specialist unm::
bousing points. The gencral peactitioners stated their reasoas for awarding
points. Of the 20 requests, seven were for mainly social reasons, seven for
medical and medical

pﬁnummw A 95%
points awarded by he general pracitionr a0d the specalist was (1116,

for giving the lines.
mﬂmthd\kwnﬁuuﬂmmdpﬂnumm

Resuks

Thirty cight (76%) of the 50 questionnaires were recurned: two (4%) were
incomplcte. More than 50% of the answers to 10 of the factual questions were
N ular importance for

by the last year. Table | gives an analysis answers 10 some
queumu relating o the housing system. A more detailed analysis of these
that general practitioners thought that the waiting and

and for only one question did most respondents get the correct
answer (table IT)

two “open” questions atiracted comments from 25 (70%) and 23
(64%) respondents respectively. The replies to the question about bow the
present system affected general practitioners were broadly that the “lines”
en dd ot sccm <0 b Il cwing to 8 ach of eediach 1nd that e

TABLE 1—Analyns of answers 1o selected quesnons from the quesnomnaine (No of
rephes = 36

6:84),

TABLE 111—Compartsom of assessments by commumaty medicone spaciabst end geeral
pracnnoner

Asessment of peveat's
‘problem by peneral
Amesment by pracunoner
Assessment by communty
Case peneral medicine  Dafference (d)* Modical
No peactioner specalen (GPCMS)  Socul and social Medcal
) 0 1 Y] X
2 » i 5 X
3 T™P ™ 0 X
4 s 8 3 X
s s s o X
6 ™F 15 “10 x
7 " 1 .3 X
s ™P ™P o k3
9 0 15 .8 x
10 T™P 15 10 X
T™P ™P ] X
i 10 1 -8 x
13 10 0 10 X
" 0 s s
i » H .15 3
i s H []
7 3 ] .10 X
i 2 H s X
I » ™F s x
0

% Of doctors sarwering
Queston Amwer  Coet  lacomect Doo't kaow
() Maxsmum No of medscal
powrs 0 0 n o
31 Toul Noof council housing
85000 u n “
@ ‘peopte on waitiag| 13000 7 n %
) Noof peopk oa transler st 10 000 . ) ®
.  sssensed for
‘medhcal pounts last year 000 " [t o
7 Noof top medscal prionity
rehoused last year 0 s ] o
111 Noof Edunburgh wards open
‘only 10 1op medscal pronty x 3 " n
12) Wards where no council
» 3 » “
13 Lowest Noof pounts required
for 10 " 2 o

TABLE (1 ~AuNm of the froe quesnoms i whick more. IMI half the respondents
hemuod 15 amse ot thn o s N of repe -

% Of docton answering.
Question Asswer  Comrect  lacorrect Don't kaow.
21 Whosmenes docions” Comaeury
00 and
pwards ponts?  specialist “ . s
(3 Toul Noof counci how
55000 n n “
(8 Who vius apphcants’ homes Environmental
f they complaia of health offcer
g o » »
9. Who vists applicans one
they claum medical prsonty” 3 0 8
10" ®hat'n top med
A category over
and above 20
meducal pounts 25 » »

*For the purpoe o comparaca top medicl prory (TMP~ 25 pos. Meso deence
it e of 4 (e 6. 5 conldoc imerra for iference= 1 16,

estimate patients’ chances of obtaining a 1mub|¢ewnul house, and
they think that waiting and transfer Lists are smaller than they are.

1gs also indicate that general practitioners tend to award
more points than the community medicine specialist. This may be
due mh« to general practitioners knowing their patients better and
being more sympathetic to their needs or to the specialist being
more aware of the constraints on

The importance of medical points varies from obe authority to
another,’ but awarding points accelerates rehousing or transfer to
some extent.' The number o”nuung applicants who have medical
problems s increasing, and an increasing proportion is elderly," so
general practitioners need to know how the housing system works.
Therefore I offer the following suggestions:

(1) A certificate (to be provided by a social worker, health visitor,
o general practitioner) should categorise social priority and include
a top social priority category. Thus these major elements should be
recognised in dumum housing priority: the physical structure
of and priocity;
and medical pnomy

(Z) General practitioners could help 10 identify the patients who

uire medical priority “medical certificate” which
Tught have the following cmgoms m Present housing unsuitable

370

organisation, and do pot man wnvidious comparisons with the
services of other organisations.”
The interpretaton of “improperly” depends on the inter-
pretation of such phrases as “‘currently accepted standards” and
“customary limits,” which are used elsewhere in the guidelines. Itis
also stated that “thy 1 do not wish to hunder thy
of relevant facrual information about individual practitioners” (my
emphasis). The wording of these guidelines is 50 hard to interpret
that doctors should surely follow the more intelligible recommenda-
tion of the BMA's central ethical committee that advertising bona
fide health education meetings can be construed only as being in the
public interest.** The pat on the back that participation groups
received in the government's discussion document on primary
health care could also be taken as support for publicising them. "
Richardson stated, however, that many groups had been told by
general practitioners that they could do no more than display a
newsletter in the surgery. She cited the case of a woman not being
allowed to join a practice because the existence of a patient
participation group was her main reason for applying.
Thus an important reason why there are not morc patient
is that doctors fear that them might
be interpreted as advertising for the practice. The debate on general
practice advertising is, however, a separate issuc: if guidelines were
clear groups could publicise themselves whether or not advertising
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in general practice was allowed. This is illustrated by the Associa-
tion of Community Health Councils’ support for patients having

“enough information to choose the practice with which they wan to
register”” but reicction of general practice advertising. * The General
Medical Council's committee on s of professional conduct
and ethics is due to make new recommendations on advertising in
November. The onus is now on it to provide clear guidelines on the
publicising of patient participation groups.
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Practice Research

Medical housing “lines”
HARPREET S KOHLI

Abstract

General practitioners are often asked for medical certificates
(housing ‘hm") by applicants for council bousing who claim to

alurv:ybquwoume

Ediaburgh do not know bow the housing system works and that

they seem 10 overestimate their patients’ chances of obtaining
housing.

suitable council General practitioners aeed to know
hvvthelo\un(tyue--uh aad communication between
general i and should be
improved.

A comparison was also made between the number of medical
points awarded by a community medicine specialist and a group
general i

of practitioners who had written housing “lines” for their
patients. The geseral tended to award more points
the specialist. Social for bousing should be recog-

nised as aa independent factor and a new category of top social
priority added.

Mackeazie Medical Cestre, Edinburgh EH3 9DX
HARPREET § KOHLI, s, MacoP,

Iatroduction

Using the World Health Organisation’s definition of ill health,
anyone who lives in bad housing is thereby in a state of ill health
Gny and Yarnell have outlined three elements of madequale

ing: physical structure (dilapidation), socioeconomic factors,
and ovmrmﬂduu (defined by statute).! Applicants for council
housing or tenants who live in inadequate housing may turn to their
general practitioners for medical certificates (housing “lines™) 10
help them to change to other housing. Certificates are given to
patients who claim medical priority to obtain a council house of to
transfer from one council house 10 another. In Edinburgh the
information on housing “lines” is assessed by a community
medicine specialist, who awards medical points from 0 t0 20 and a
top medical priority over this.

"This paper reports on a study of the level of knowledge of general
practitioners in Edinburgh about the council housing system and
what they think of it. A comparison was also made of how patients’
problems were assessed by the community medicine specialist and
by general practitioners.

Methods

A questionaaire (sppendix 1) was sent to 50 Edinburgh gencral
n(l7quuxxu 15 of which were factual, sbout the housing

Correspondence to: Deparment of Community Mediane, 23 Lilybaak
oo, Glasgere 12 80Q

“loa't know" exiegory wes includd. mmmqwm
open questions regarding general practitioners’ thoughts about the system.

n

owing 0 patient's severe locomotor disability. (5) Present housing
unsuitable owing to patient’s severe cardiorespiratory disability.
(¢) Present housing a major factor in militating against the pauent's
physical well being. (d) Present housing a major factor in militating
against the patient’s psychological well being.

3) C ion between general iti and the local
authority housing department should be improved and  include
feedback regarding “lines” written by general practitioners.

(4) A medical officer who has appropriate training could be used
to assess medical needs and priorities of patients in their own

environment.

The extent to which general practitioners should help to change
people’s environment (in this case to better and more suitable
council housing) is debatable, but if they ar medical
and social problems owing to housing it is something that they
cannot afford to ignore.

I thank the Edinburgh Health Council, who inspired this project, Dr
Upton, community medicine specialist, for her tume and help, and everyooe
at Mackenzie Centre (department of general practice, Universiry of
Edinburgh) for their encouragement and belp.
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Appeadix
Housing “line” queshomnarre

(1) What s the maximum number of medical points that can be awarded to
applicants for council houses in Edinburgh when the applicant is clauming
medical pnority?

10,20, 30, 40, 50, Don't know

(3) The total number of bouses controlled by Edinburgh District Housing
Department s:

15 000, 35 000, 55 000, 75 000, 100 000, Don't know

(4) The number of applicants on the waiting list for council houses in
Edinburgh is:

3000, 5000, 9000, 13 000, 17 000, Don't know

($) The number of council tenants who wish to change to another council
Edinburgh and are oo the transfer list is:

500, 5000, 7500, 10 000, 12 500, Don't know

(6) Last year the total number of applicants assessed centrally for medical
points was:

200, 500, 1000, 2000, 5000, Don't know
(7) Last year the number of applicants classified as having top medical
priority who were boused or transferred was:

200, 400, 600, 800, 1000, Doa't kow
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(8) If in hus submussion for a change of house, an applicant claums that his
present house is damp, he will be visited by

Health visitor

Social worker

Housing visitor

Environmental health officer
Community medicine specialist
Don't know

(9) Most applicants 10 the housing department who claim 10 have medical
problems are visited by

Health visstor

Social worker

Housing visitor

Community medicine specialist
None of these.

Don't know

10) Top medical prionity for bousing is:

Specially assessed by the environmental health officer
ally assessed by the housing visitor

Given only to patients awaiting discharge from hospital

Given only to patients over 65 years of

A category over and above the medical points system

Don't know

¢11) In Edinburgh District's 62 wards the number of wards where access (0
h yis

5,10, 15, 20,25, Don't know

(12) In Edinburgh District’s 62 wards the number of wards where no council
house is available (because there are no council houses or for other reasons)
is
5,10, 15, 20, 25, Don't know

13) The lowest number of points required by an applicant 0 be housed ina
council house n Edinburgh is

10, 20, 40, 70, 100, Don’t know
(14) How many points are awarded for the following on application for a
s

) Bedroom deficiency (for each bed space deficient :
1 2,3,4,5, Donl

1,2,3,4,5, Don't know
(re) Each two months on waiting list:
1,2,3,4,5, Don't know

(15) How many points may be awarded for the special circumstances listed
below.

(1) Children attending special school:

1,2,3,4, 5, Doa't know
(u) Member of family at special institution.
2,3,4, 5 Don't know

1,

(i) Shift

1,2,3,4,5, Donl
1 wuhold:mwﬂlntizhnmmdlwn)mlhchiumumlo
l.l.),‘d.Don'llm

(16) Please List below any comments sbout how the present system for
rebousing patients affects you

(17) Please list any suggestions you have to improve the system.
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