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SUMMARY An inner city practice in Birmingham has
developed a new style of extended consultation to increase
patient participation in primary care, based on previous in-
itiatives in the practice, in particular allowing patients ac-
cess to medical records, adopting an open reception style,
and including consultations with a nurse practitioner. In a
three stage consultation lasting approximately 30 minutes
patients were offered a session with a receptionist for
assisted access to medical records, a session of 15-20
minutes with a doctor or nurse and a self help session with
a receptionist. This extended consultation was welcomed
by patients, who showed a marked degree of participation,
and it also increased the satisfaction and cooperation of pro-
ject staff. This type of consultation provides a model for in-
creasing patient participation in general practice.

Introduction
A NEW general practice was established in 1977 in a terraced
house in the Sparkbrook-Balsall Heath inner city area of

Birmingham. The area is multi-racial and multi-cultural with
high morbidity and mortality rates and heavy demands on
primary care resources. The aim of the new practice was to
develop patient choice and responsibility and investigate methods
of meeting patient need. Of several initiatives taken, three are
particularly relevant to this study. First, an open style of recep-
tion has been adopted to give patients informal and ready ac-
cess to receptionists. Secondly, in 1980-81 the practice piloted
the first nurse practitioner project in the UK. 1-3 Thirdly, the
practice recognizes and encourages patients' right of access to
their medical records and each patient is handed his or her
records on arrival in the waiting room.4
By 1985 the practice had a list size of 4100 and it was based

at a new health centre as well as in the original house. In June
1985 a project, supported by a grant from the Department of
Health and Social Security, was started at the house. It aimed
to achieve a higher level of patient participation and an extend-
ed three stage consultation was adopted, providing opportunities
for patient involvement and initiative. The extent of participa-
tion was assessed by questions put to patients and staff after
the consultation.

Method
The three stage consultation was allotted 30 minutes of surgery
time. It involved patients and the following project staff: doc-
tor, nurse practitioner, receptionist and interpreter-receptionist.
In the first stage patients attending the surgery were not only
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handed their records to read if they wished but were given the
chance to ask about the contents.
The second stage of the consultation was the patient's ses-

sion with the doctor or nurse practitioner or both depending
on the patient's choice. A 15 to 20 minute appointment was
available and emphasis was placed on mutual understanding of
the presenting problem, including the educational and preven-
tive aspects, and on increasing the patient's awareness of the
health choices available.

Finally, on returning to the waiting room after seeing the prac-
titioner, the patient was offered an opportunity to learn more
about self help by the receptionist. Particular use was made of
a health care manual5 and health education leaflets on a variety
of subjects. Group discussions between patients and receptionist
were encouraged and some of the topics discussed included nap-
py rash, coughs and colds, sore throats, cystitis, child birth pains,
weight problems, exercise, sleeping and eating habits of children
and contraception.
An evaluation of the consultation followed for those patients

who agreed. The procedure adopted was ratified by the sociology
department of Birmingham Polytechnic which seconded a stu-
dent as an evaluator. The evaluator interviewed patients and staff
about each consultation and recorded their responses along with
other relevant data.
Four project surgeries lasting two and a half hours in which

the doctor saw six patients and the nurse four, by appointment,
were held weekly. Standard surgery sessions took place concur-
rently at the health centre half a mile away and twice weekly
in the house. Therefore, patients had a choice between a pro-
ject consultation and a standard surgery consultation. In addi-
tion, one weekly session was devoted to domiciliary visits by the
nurse and the interpreter to consolidate project work with par-
ticular families. A further 90 minutes each week were used for
staff training and project monitoring.
From the start of the project all patients arriving at the house

had the consultation and evaluation procedure explained to them
and were then given the consultation of their choice. The first
237 patients to opt for a project consultation were eligible to
have their first and subsequent consultations evaluated and were
invited to participate in the evaluation.

Results
The 237 patients attended on 1138 occasions throughout the nine
months of evaluation. The offer of a project consultation was
accepted in 1013 (8907) cases. The commonest reason given by
patients for refusing was shortage of time (91.2%7o). Of the 1013
project consultations 467 (46%o) were evaluated. The main
reasons for declining evaluation were lack of time (73.6%), reluc-
tance to discuss matters with an unfamiliar evaluator (11.7%o)
and unavailability of the interpreter or evaluator (14.707o). Of
the 237 patients 60%o were female and 40% male. The age and
ethnic grouping of the patients tallied closely with the profile
for the practice. The ethnic distribution was as follows:
white/Caucasian 40.507o, Pakistani 25.3%7o, East African (Indian
origin) 13.5%o, Afro-Caribbean 13.17o, Indian 3.4%o, Oriental
0.80o and other/mixed/not known 3.4%.

Results from evaluation
Following the consultations patients and staff were interviewed
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Table 1. First stage of consultation - access to re

Patients' responses
Has it helped you to look at your records?
(n = 289)
Yes
No
Do not know

How has it helped you to look at your records?
(n = 228)
To see notes of other GPs/hospital doctors
and to find our my (child's) history

To understand what is happening
To see if I have been told the same as my

records
To see how serious my problem is
To see what has been prescribed

Why would it not help to see your records?
(n = 43)

Sufficient explanation already from practitioner
Do not want to know if I am seriously ill
Not interested
No reason elicited
Might upset me
Medical terminology an obstacle

Receptionist's/interpreter's responses
Could you help the patient understand the
records? (n=391)
No
Yes

How did you help the patient most with the
records? (n = 89)

Explaining the contents
Advising the patient to ask questions
Telling the patient he/she may read records
Translating the records

Why could you not help the patient with the
records? (n = 301)

Patient happy to examine records without help
Medical problem beyond receptionist's
competence

Patient not interested
Patient trusted doctor/nurse and wanted no help
Language barrier
Patient felt it was business of practitioner
Patient records missing
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Xcords. receptionists (Table 3). This tallied closely with the receptionists'
own impressions and suggests that one in four patients are ready

Number (%) to learn more about health issues from approachable recep-
of responses tionists, even after a longer than normal session with the

practitioner.
The mean total consultation time was 27 minutes when it in-

cluded a session with a doctor (mean session length 15 minutes)
238 (82.4) and 33 minutes when the patient saw the nurse (mean session
38 (13.1) length 21 minutes). Patients spent a mean of 12 minutes with
13 (4.5) the receptionist for stages one and three combined. The original

goal of a 30 minute consultation was therefore achieved.

Qualitative results
160 (70.2) Qualitative results emerged from regular staff meetings and three
43 (18.9) factors were found to be specially important. First, from the start

-7 .c of the project, receptionist, interpreter, nurse, doctor and
17
6
2

21
10
5
4
2
1

(7.5)
(2.6)
(0.9)

(48.8)
(23.3)
(11.6)
(9.3)
(4.7)
(2.3)

Table 2. Second stage of consultation - doctor/nurse session.

Number (%) of responses

Doctor Nurse

Patients' responses
Did the doctor/nurse help you
in any way today?
Yes
No
Total

What was it particularly that
helped you?

302 (77.2) Explanation given
89 (22.8) Medical treatment

Manner of doctor/nurse
Enough time

33 (37.1) Discussion
24 (27.0) Everything
IM/171 91 TotalLu

12

203

40
35
12
6
3
2

(13.5)

(67.4)

(13.3)
(11.6)
(4.0)
(2.0)
(1.0)
(0.7)

n = number of respondents.

by the evaluator about the three stages. A summary of the ques-
tions and answers are set out in Tables 1-3. The policy of ac-
cess to records was strongly endorsed, over 80%o of patients fin-
ding it informative (Table 1), and a similar proportion (88%7o)
saying that they were not shy to ask the staff for an explanation
of anything they did not understand. The receptionists felt that
they had assisted patients to a better understanding of their
records in nearly a quarter of consultations (Table 1). Almost
all the patients found the second stage of the consultation
helpful, as did the practitioners (Table 2). Considering the
reasons given for this - adequate time; opportunity for explana-
tion, advice and reassurance; discussion of medical matters -
it is clear that a far higher degree of communication and par-
ticipation was achieved than in a non-project consultation.
About a quarter of the patients interviewed said they had learned
from the self help session with the receptionist, mainly through
the use of self care literature and time spent on this with the

What was unhelpful about your
session?
No help given
Result of test(s) unavailable
Knew more than practitioner
about my condition

Not enough time
Total

Practitioners' responses
Do you feel you helped the
patient within the aims of the
project?
Yes
No
Not sure
Total

In what specific ways was the
session helpful?
Time available
Advice and reassurance
Medical discussion
Listening to the patient
Enhanced patient initiatives
Interpreter available
Total

Why was the session unhelpful?
No different from ordinary

consultation
Language difficulty
Only routine session indicated
Do not know
Total

118 (92.2)
10 (7.8)

128

33
30
23
22
1 1
0

119

4
3

1
0
8

132
28
2

162

76
22
1 9
7
4
1

129

17
7
3
1

28

(27.7)
(25.2)
(19.3)
(18.5)
(9.2)

(0)

(50.0)
(37.5)

(12.5)
(0)

(81.5)
(17.3)
(1.2)

(58.9)
(17.1)
(14.7)
(5.4)
(3.1)
(0.8)

(60.7)
(25.0)
(10.7)
(3.6)

135 (98.5)
2 (1.5)

137

36
29
31
27
8
4

135

0
1

0
1
2

157
10
0

167

53
63
25
4

11
0

156

6
3
2
0

11

(26.7)
(21.5)
(23.0)
(20.0)
(5.9)
(3.0)

(0)
(50.0)

(0)
(50.0)

(94.0)
(6.0)

(0)

(34.0)
(40.4)
(16.0)
(2.6)
(7.1)

(0)

(54.5)
(27.3)
(18.2)

(0)
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Table 3. Third stage of consultation - self help session with
receptionist.

Number (%) of
responses

Patients' responses
Did you learn anything about your health in
this session? (n = 289)
No 211 (73.0)
Yes 77 (26.6)
Do not know 1 (0.3)

What helped you to learn more? (n = 72)
Use of self care literature 28 (38.9)
Time spent on literature with receptionist 20 (27.8)
Receptionist's manner 13 (18.1)
Social services contact arranged 11 (15.3)

Why did this session not help you? (n = 211)
Doctor/nurse helped sufficiently 116 (55.0)
No help required 87 (41.2)
Receptionist unable to help 5 (2.4)
Unfriendly manner 3 (1.4)

Receptionist's/interpreter's responses
Do you feel you improved the patient's
understanding of their health or health issues?
(n = 373)
No 287 (76.9)
Yes 86 (23.1)

What was particularly helpful? (n = 79)
Use of the health care manual 28 (35.4)
Information about help available from social

services 26 (32.9)
Enabling patients to relax and talk with
confidence about their problems 25 (31.6)

Why were you not able to help the patient?
(n = 287)
No help wanted 189 (65.9)
Sufficient help from doctor/nurse 78 (27.2)
Unable to help 6 (2.1)
Patient not interested 6 (2. 1)
Not enough time for patient to stay and talk 4 (1.4)
Language difficulty 4 (1.4)

n = number of respondents.

evaluator worked together to design a protocol which clarified
the aims of the project both for themselves and for colleagues
in the practice not involved in the project, and to secure its im-
plementation. This required a high degree of professional in-
terdependency and personal trust which we achieved and found
rewarding.

Secondly, it was recognized that the project roles of individuals
expanded through the exploration of health issues with patients.
The effect and implications of this role extension, as perceived
by members of the team, have been described in a project
report.6

Thirdly, many spontaneous comments from patients indicated
that they appreciated the project and were interested in it. For
example, non-English speaking patients frequently told the nurse
that the project made them feel more trusting about their health
care and much dismay was expressed in the neighbourhood when
the project ended.

Discussion
In this study the three stage consultation gave patients the op-
portunity to explore health issues with the project team. The
following case history helps to demonstrate the relevance of the
extended consultation. On Wednesday afternoons in winter 1985

Fatima, a 14-year-old Pakistani girl, visited the surgery to talk
with the nurse about her problems of acne and obesity. This
was unusual because having reached the age of puberty Fatima
was not normally allowed to leave home alone. Her family let
her come because they felt the surgery was a safe place. Until
she was 12 years old Fatima had been a swimmer but for cultural
and religious reasons she had had to stop going to the baths
and she no longer took any exercise. At the surgery she became
friendly with the receptionists and she learnt from the nurse
about diet, relaxation, breathing and what exercises to do at
home. Fatima, and others like her, had chosen to take part in
a project with a distinctive approach. We postulate a direct link
between the style of consultation Fatima found at the surgery
and the trust and initiative she displayed in coming here.
The results of the study support two related conclusions. First,

the project provided patients with opportunities for participa-
tion which they opted for and found helpful. Secondly, the pro-
ject enhanced the roles of the staff and gave them a rewarding
sense of cooperating with patients and each other. Our ex-
perience suggests that the general practitioner should be aware
of the potential of other team members for responding to
patients' needs.
At the start of the project it was assumed that health is pro-

moted by conditions of trust, participation in learning and
opportunities for choice. This study points to one model for
achieving such conditions. While it was not our aim to assess
the effects of increased patient involvement, for example in terms
of therapeutic outcome of surgery attendance, it is probable that
a consultation process which gives patients a more responsible
role could be shown to result in benefits to health. Our findings
confirmed that patients welcomed the extended consultation and
that the satisfaction and cooperation of the project staff was
increased. We therefore believe our consultation has much to
commend it and we propose to incorporate it as a regular feature
of our work.
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