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It is probably fair to say that there has never been a time of greater change in the health service in Northern Ireland – against a background of new political structures and institutions, the review of public administration, changing population demographics and resultant health needs and expectations, not to mention professional regulation and governance changes, it would be easy to be overwhelmed. 

General practice has a national profile but local delivery. Almost every town and village has their own practice and people relate to that.  General practice truly is the front door and the shop window of the NHS.
GPs might be seen, by some, as the grumpy old men and women of the health service who always either say no or ask how much it costs. The reality however is that when the time comes they rise to the challenge and deliver. 

GP led primary health care teams provide comprehensive, continuous, coordinated, and personal care for registered patient populations, and they exercise a benign gate-keeping role by regulating patients' access to more sophisticated and expensive facilities in secondary or hospital care.

There is tremendous capacity to adapt and change. Many examples of high quality general practice, enthusiastic and innovative practice teams and satisfied patients are to be found around the country.

Practices in Northern Ireland are extremely motivated and achieve some of the best scores in the nationally agreed Quality and Outcome framework in the country.
 Clearly the existing practice infrastructure and personnel offer untapped potential.

However general practice is now at a crossroads and all that is taken for granted is potentially at risk. Policies and structures can empower general practice, GPs can rise to the challenges ahead and all that has already been achieved can be built on or services can retreat, each ploughing their own little furrow, busy doing worthy things, no doubt, but never actually achieving their full potential either individually or as a service. Each surviving but not thriving!
It has been said that the future of the NHS is likely to depend, to a large extent, on the future of general practice.
 There is evidence that core skills, attitudes, values, and behaviours are under threat. For a variety of reasons, practice teams are less cohesive, there are real divides between Health and Social Care Trust provided community services and practice based services, there is increasing de-personalisation across the service and increasing centralisation of services, poor communication between services and professions, target driven rather than patient centred care, and changes in the traditional gate-keeping role of GPs.

These problems are graphically illustrated by a recent example. Following discharge from hospital after serious surgery, a patient was visited by her GP who subsequently discovered that he was one of three health professionals to call with the patient that morning. No-one knew the other was coming and there was no timely meaningful communication subsequently. At any time this would be wasteful and confusing for the patient but against a background of financial constraint it is simply unacceptable.
This manifesto is an attempt to highlight the issues to all concerned and offer solutions that will assist general practice and therefore the whole health service to thrive rather than just survive.

Four important areas warrant further exploration.

· Quality

· Value for Money

· Infrastructure

· Patient experience

Quality
“The bitterness of poor quality remains long after the sweetness of low price is forgotten”  Ruskin
Nowhere is this more likely to ring true than in the area of health care. If a safe effective high quality result is not achieved the service has failed and patients will endure the “bitterness”, in whatever form, for some time to come.

The high standards achieved by Northern Ireland GPs in the Quality and Outcome framework have already been highlighted but in addition there is much other evidence of high quality outcomes in primary care.

Work by Professor Chris van Weel and colleagues from Holland, has demonstrated the high quality outcomes for many conditions that are now being achieved in general practice. These were comparable to, and in some cases exceeded, those achieved in secondary care.

Value for money.

“There are only two ways to succeed – you either do things cheaper or you do them better”   Smith
If this is translated into health service language, it suggests that to succeed high quality care must be provided in a cost effective manner.

Nine out of ten consultations in the NHS take place in primary care.
 Cost containment in the NHS has largely been achieved through the gate-keeping role of GPs, working at the interface between primary and secondary care, providing appropriate care for patients and avoiding unnecessary investigations and interventions.

This appropriate use of services and resources is not an accident but rather the result of the careful management of patients in primary care by a skilled workforce.

It has been shown for example that experienced GPs working in accident and emergency departments perform fewer investigations, write fewer prescriptions, and admit fewer patients.

This may be puzzling but the former president of the Royal College of General Practitioners, Professor David Haslam, suggests that GPs and hospital doctors adopt different approaches.

The GP tries to exclude the presence of serious disease. Hospital colleagues, on the other hand, aim to confirm the presence of serious disease. Both approaches are correct because different populations of patients are being cared for but if the hospital approach was adopted for every patient presenting in general practice the system would soon be overwhelmed.

As the noted physician Sir William Osler said “Medicine is a science of uncertainty and an art of probability.”

The work of Starfield
 demonstrated that the stronger a country's primary health care system, the better the health outcomes and the more cost-effective the system as a whole. Clearly general practitioners are the key to value for money in the delivery of quality services.
Policy makers and commissioners not only need to appreciate the important role that general practice has in demand management, cost containment and quality outcomes but they also need to understand the complexities that lie behind general practice and the potential pitfalls that accompany an over-simplified view of primary care in the NHS.

Infrastructure.

“We can’t solve problems by using the same kind of thinking we used when we created them” Einstein
Currently there is a view that there are “parallel health services” even at community level. In some areas Health and Social Care Trust based and GP practice based services have little contact and even less coordination. GPs feel excluded from the system and are unable to see their role in the greater scheme.

The vision should be general practice led primary care working in partnership with Trusts to deliver the most effective, efficient and appropriate high quality services that every patient in Northern Ireland deserves.

A "bottom-up approach" not only promotes the empowerment of staff and the stimulation of innovation it also reduces the risk that areas of health care not identified as national priorities will be neglected.
To achieve this there must be effective commissioning arrangements at practice or at least groups of practices level. Commissioning will be too important to be left to a 
few enthusiastic practitioners and so structures must encourage effective involvement of GPs at all levels in commissioning and budget holding and not simply have them as passive participants in a distant process.

Tenacity, commitment, and imagination will be required and this will not be achieved by simply putting people into a building or an organisation in which they have no professional, emotional, or financial investment.

The Royal College of General Practitioners have suggested a model which may be helpful.
 So called federations or groups of practices which come together to perhaps share clinical, administrative, educational, or governance resources, while retaining their individual identities. Such groupings would be voluntary, flexible and organic.

As the majority of GP practices in Northern Ireland have three or fewer GP partners it is our view that groups of practices working together with hospitals and community services to build networks of care for patients offer a mechanism for effective commissioning.

The RCGP (Northern Ireland) vision would be federations of practices feeding into Local Commissioning Groups (LCG), which in turn have direct representation at the Health and Social Care Board (HSCB) level. Federations of practices would also be better placed to build meaningful relationships with local Health and Social Care Trusts. In this way an individual GP can clearly see their part in the service and the resultant mutually developed shared goals, will help to enhance the service at every level.
Patient Experience

“The real voyage of discovery lies not in seeking new landscapes but in having new eyes” Proust
Berwick’s Triple Aim is a concept developed by Donald Berwick, and colleagues at the American Institute for Health Improvement.
 It is defined as the simultaneous pursuit of improving the experience of care, improving the health of a defined population, and reducing per capita costs of health care.

This sounds odd but there are examples where, by investing differently, or redirecting resources better value for money and an improvement in health outcomes and experience can be achieved. Space limits opportunities to explore this further but chief among the solutions is investment in “family practice” as Professor Berwick might call it.

In September 2009 a survey demonstrated that 92% of adults in this country trust doctors to tell the truth – this trust factor is at a 25 year high.
 Patients trust their GPs and rely on them to act as their personal advisers and advocates. Understandably patients are concerned by talk of “cuts” or perceived “cuts”. Now more than ever the service needs GPs and there is nothing more important than ensuring the continuance of a strong doctor-patient relationship.

A “continuum of care” should be created whereby patients move backwards and forwards along a seamless pre-planned pathway according to their need. The Royal 
College of Physicians and the Royal College of General Practitioners together produced an excellent document on this topic which promotes the notion of “teams without walls.”
 This is a stimulating mental image and in stark contrast to so much of the “pass the parcel care” that sometimes happens.

This vision can only be achieved by positioning GPs firmly at the heart of care coordination.

By way of example, the near exclusion of GPs from “out of hours” care in parts of England has had predictable results. Politicians there have said, “GPs should be collectively responsible for commissioning out-of-hours services. They are best placed to ensure patients are treated properly.”

The same could be said for so many areas of healthcare; end of life care, chronic disease management and mental health services to name but a few.

GPs must play a central role if we are to have affordable, quality services that are valued by patients.

Conclusion

"True excellence is a constant and endless journey, it is not a destination” Schubert
General practitioners throughout Northern Ireland have shown a commitment to the ongoing journey towards total quality and excellence in the pursuit of the best possible care of their patients.

GPs need to be self-confident about their role and about how they serve their communities. They deliver high quality, patient centred care and in the end they will be judged by what they do.
Politicians and policy makers need to be persuaded of the potential and true value of general practice. So much of what GPs do is intangible but nonetheless essential to the success of the health service and perhaps most importantly it is highly valued by patients. Clearly a truly modern health service should enhance the GP surgery not abolish it.
Promoting, empowering and investing in General Practice is the key to providing an effective, high quality, patient centered health service that is fit for purpose in the 21st century.

If we are to move forward and genuinely improve patient care in Northern Ireland we must recognise that general practice is the solution.

Adapted from address given by David J Johnston, Chairman RCGP (NI) at the launch of “The Future of General Practice in Northern Ireland. A 10 year strategy” document.

Parliament Buildings Stormont 20th January 2010

RCGP (Northern Ireland) calls for the following priority areas to be addressed:

1. Infrastructure

General practitioners are best placed to ensure patients are treated properly. The effective involvement of GPs at all levels in commissioning and budget holding will be essential if optimum outcomes in terms of quality of service, value for money and patient outcomes are to be achieved. RCGP (Northern Ireland) call for the development of structures that actively involve every GP practice in a real and meaningful way.

2. Out of Hours services
Following the introduction of a new contract in 2004 General Practitioners are no longer personally responsible for the care of their patients in the evenings and at weekends. A number of models have been adopted to provide so called “Out of Hours” care since this time. 

RCGP (Northern Ireland) calls for the development of locally responsive services that will command the confidence of the communities which they serve. Such services should involve all stakeholders and develop links with the local health economy while adhering to regional standards for quality and governance. GPs are best placed to ensure patients are treated appropriately by such services and they should be involved in the commissioning of these services.

3. Alcohol

Inappropriate and excessive use of alcohol results in significant demands on limited NHS resources. RCGP (Northern Ireland) calls for a review of the price structure of alcohol. In our view alcohol use should be cost neutral to the NHS. The purchase cost of alcohol should be increased to reflect the NHS “cost” per unit of alcohol consumed. This is likely to add approximately 5 pence per unit of alcohol to the purchase price and generate £2.7 billion for the NHS.
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A prescription for Health!








“And finally, whatever [Health] reforms we implement should provide strong incentives for improved quality, prevention, and more efficient delivery of care. 


…examine which existing health-care programs deliver the best care in the most cost-effective manner. In particular, the model plan would emphasize coverage of primary care, prevention, catastrophic care, and the management of chronic conditions like asthma and diabetes. Overall, 20 percent of all patients account for 80 percent of the care, and if we can prevent diseases from occurring or manage their effects through simple interventions like making sure patients control their diets or take their medicines regularly, we can dramatically improve patient outcomes and save the system a great deal of money.”








from “The Audacity of Hope” 2006  Barack Obama.
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For further information please contact:
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T: 028 9023 0055
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While every effort has been made to ensure the accuracy of the facts and data contained within this publication, no responsibility can be accepted by RCGP Northern Ireland for errors or omissions or subsequent consequences.
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