
EDITORIALS

The primary care

THE Royal College of General Prctitioners has long been
1La supporter of the general practice ary care

team,'2 recognizing that if a group of profio Dool their
skills and work together effectively then not only shonld the pa-
tient benefit, but team members should enjo greater job
satisfaction. Looking to the futi it is ahu*t itposlbli to
consider the effective delivery of primary care other than thirogh
teamwork.

Recent government reports emphasize the importance of
primary care and see a bigger role for it.3-5 This, together with

the relentless movement of care into the community and the fact
that general practitioners take on the management of most
chronic disease and carry out preventive medicine, should be
enough to make us stop and reflect on teamwork.

In 1974 Gilmore and colleagues described the essential features
of team workers.6 The members of the team share a common
purpose which binds them together and guides their actions.
Each member of the tean has a clear understanding of his or
her own functions and recognizes common interests. The team
works by pooling knowledge, skills and resources and all
members share responsibility for outcome. The effectiveness of
the team is related to its capability to carry out its work and
to manage itself as an independent group of people.
A recent paper by Gregson and colleagues entitled 'Inter-

professional collaboration in primary health care organizations'
concluded that little collaboration existed.7 If teamwork is to
become the norm then we have to expose and tackle issues pre-
judicial to its achievement. One of the most obvious is that
general practitioners are responsible to the family health ser-
vices authority yet virtually all other disciplines which make up
the primary care team are accountable to the district health
authority. These differing lines of accountability obviously pre-
judice teamwork.
One of the reasons behind the RCGP's championing of

primary care authorities was to try and secure unification of
all the disciplines which make up the primary care team under
one management structure.8 While it is accepted that the for-
mation of primary care authorities would require primary legisla-
tion, it would be possible to achieve a much greater degree of
functional unity by transferring existing community resources
and responsibilities to family health services authorities.9

Leadership of the team is an issue which is discussed peren-
nially but when one looks at the actual delivery of care it is often
provided by mini-teams of two or three individuals. Thus, at
any time, leadership rests with the person taking the main in-
itiative in caring for the person or family, so that different
disciplines will take the lead at different times. Indeed, in big
group practices there could well be a case for splitting the
primary care team into two or three functional teams.

Perhaps the most important issue to be considered is not
leadership, but effective management and here we can learn
much from industry and public service. One method of address-
ing the basic principles of teamwork has been well thought out
by Rubin, Plovnick and Fry of the Sloane School of Manage-
ment for the Massachusetts Institute of Technology in the
1970sl' and has since been well tested in both the United States
of America and the United Kingdom. However, how many voca-
tional training schemes place education for teamwork and

management as a high priority?
This naturally leads to the issue of multidisciplinary educa-

tion, which must be one of the most effective ways pf promoting
teamwork. The principles of prevention, of effective communica-

tion, of management no different for any of the disciplines
whichmake up the primary care team and could well be learnt
together.

Thi value of multiprofessional education was highlighted by
the World f.th g study group on mutiprofessional
eduiatioii of 1t prsonnel whiehnstated that:

'it deelopsthe ability of students to share knowledge and
skills collaboratively and thereby provides individuals in
the community with health care more efficiently'

and helps to:
'develop mutual respect and understanding and more com-
petence in teamwork!"

Furthermore, Jones showed that it was possible to run effective
interdisciplinary courses on a continuing'bai`s. 2 It is sad that
his pioneering work has not been more widely adopted.

Confidentiality is often the altar on which effective com-
munication is sacrificed. At present several disciplines may keep
their own records about one patient and a shared system to which
all would contribute and have access must be seriously con-
sidered. However, all professionals would have to respect the
wishes of the patient who imparted information which was for
their ears only.
Communication and courtesy go together. Formal and struc-

tured meetings are time consuming but will be needed from time
to time. However, rapid day to day contact is vital and all pro-
fessionals should try to avoid keeping another professional
waiting for longer than they would find acceptable
themselves.13
The differing remuneration of members of the primary care

teams can cause resentment among team members and this is
an issue which will not go away until the situation changes."3
It should be possible to see that the contribution of all disciplines
is fully appreciated and the most effective way of doing this is
to see that they are adequately remunerated.
The impact of fundholding general practices on teamwork

could be double edged. On the one hand nurses and health
visitors could be freed from the restrictive practices of nurse
managers and allowed to operate more freely in meeting the
needs of the practice population. On the other hand, purchas-
ing the services of a member of the primary care team may
discourage teamwork. At present it is not known which result
is more likely, but it is an issue which will have to be looked
at carefully.
Whether or not fundholding becomes the norm, the very real

benefits of extending the team by incorporating the skills of
physiotherapists, occupational therapists and dietitians should
be pursued with some urgency, as should developing links bet-
ween the ptimary care team and social seryices. For example,
it should not be acceptable that people with acute
musculoskeletal problems should have to be referred for
physiotherapy via an orthopaedic surgeon with all the waiting
that this entails. A study from Exeter has shown that early refer-
ral of acute conditions to physiotherapists results in fewer treat-
ment sessions and an earlier return of the patient to work.'4
The professions allied to medicine serve the community, not the
hospital. Their presence in primary care is essential, especially
with the implementation of the community care legislation15 in
April 1993.

All of the factors highlighted here could be given priority
status in the vocational training period which, with imagina-
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tion, could be used to promote interdisciplinary learning, not
just on day release courses but with the use of recognized train-
ing practices for the education of nufses, health visitors and
social workers. In the field of continuing medical education all
members of the primary care team should be encouraged to at-
tend meetings. Certainly the study days held at the RCGP on
such topics as diabetes and asthma have been enriched by the
participation of team members other than general practitioners.
The system of primary care in the UK is undoubtedly effec-

tive but could be improved. It is effective because it is based
on general practice. If primary care is to remain the foundation
of the National Health Service and if this care is to be delivered
through primary care teams, then surely securing effective team-
work should have a higher place on our agenda.

COLIN WAINE
Chairman of council, Royal College of General Practitioners
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Undergraduate medical education: the challenge
of change
AMONG the list of aims at its inception 40 years ago, the
t1.fledgeling College of General Practitioners gave high
priority to the promotion of a general practice contribution to
undergraduate education.' This first found expression in the
1950s in the pioneering efforts of the Edinburgh general practice
teaching unit under Dick Scott. David Morrell at St Thomas's
Medical School in London and John Walker in Newcastle upon
Iyne were both influenced by their Edinburgh experience and
took up the challenge in England. In Manchester, Pat Byrne was
laying the foundations of his general practice department. All
these and other pioneers were College personalities whose efforts
during the 1960s and 1970s achieved so much. Having been
associated with these early initiatives, the Royal College of
General Practitioners gave a high priority to vocational training,
before turning to other important issues such as the quality
assurance initiatives of the 1980s.
Now, it is appropriate once more to take stock of the

undergraduate scene, and to consider how best to promote a
much needed re-orchestration of medical education in order to
equip future doctors for their tasks in the year 2000 and beyond.
There is widespread agreement that present curricula are grossly
overcrowded with factual information which soon becomes out
of date and which inhibits students from developing into crative,
critical thinkers and problem solvers. Factors which should
govern change include not only reduction in factual infoxmation
but also increased attention to such principles as active learning,
integration of basic sciences and patient care, early -linical
contact, and a proper balance between hospital and the
community and between curative and preventive care.

These and other issues have been clearly set out by the General

Medical Council2 and in an influential report from the King's
Fund.3 Each reinforces the other, emphasizing the need in
undergraduate medical education for critical thinking, good
communication - especially between doctor and patient - and
an holistic approach to the care of patients and their problems.
Both reports recognize that a shift of teaching into the
community isi inevitable. A greater emphasis on teaching in
general practice is implicit in the recommendations and raises
important issues such as the resources necessary to create an
appropriate environment for learning and provisions to ensure
that high standards of clinical teaching are maintained.

Student perceptions of the teaching offered by general
practitioners are uniformly good. They welcome the teacher's
enthusiasm, often more readily communicated in the one to one
relationship characteristic of this learning setting. The
encouragement students receive is sometimes in marked contrast
to the teaching by humiliation still encountered in some hospitals.
Though the days are gone when some professors of the
traditional disciplines of medicine, surgery and obstetrics
ingenuously enquired of general practitioners 'What can you
teach that I cannot? there is still much ignorance among
faculties about what goes on outside the hospital, and there
remains some confusion between community medicine and
medicine in the community. Nevertheless, general practice
undergraduate teaching has now come of age. The assumption
by the National Health Service of some of the financial
responsibility for reimbursing practice based teaching under the
new contract for general practitioners is but one recognition of
this.

In a changing medical world, it is becoming more difficult
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