
Original papers

Exploratory study of general practitioners'
orientations to general practice and responses to
change
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SUMMARY
Background. Research into general practitioners' responses
to the changes in the health service has focused on the
quantifiable dimensions of workload, stress, job satisfac-
tion and mental health.
Aim. This study set out to investigate general practitioners'
practice orientations and responses to change.
Method. The study was undertaken in 1992. 'Young prin-
cipals' who had attended MSD Foundation regional courses
were invited by letter to reflect on recent change in general
practice and to give their views on morale and recruitment.
Results. Forty nine young principals responded (response
rate 45%). Responses were found to cluster around four ori-
entations to practice: collectivism, pragmatism, traditional-
ism, and alienation. These varied in terms of four underly-
ing values: autonomy, individualism, external referent and
optimism.
Conclusion. General practitioners' responses to change are
more complex than is currently understood and are influ-
enced by orientation to practice. In a relatively homogen-
eous 'enthusiastic' subgroup of general practitioners there
is striking variation in practice orientation.

Keywords: general practice; management of change; doc-
tors' beliefs; doctors' satisfaction; doctors' motivation.

Introduction
'And scribbled lines like fallen hopes
On backs of tattered envelopes.'
Francis Hope (1938-74)

U NTIL 1989 general practitioners were largely sheltered from
the changes affecting the rest of the National Health Service.

Subsequently, however, they have had to adapt to a rapid succes-
sion of reforms. The 1990 contract substantially altered their
terms of service and its imposition by govemment was highly
traumatic for the profession.' The NHS and community care act
1990 has created a new role for general practitioners as pur-
chasers of care on behalf of their patients and has considerably
enlarged the range of services for which they are responsible.
The expansion of community care has accelerated the mo-
mentum towards multidisciplinary primary care teams.'
Transition from an administered to a managed service has
opened the 'hidden garden of professional autonomy'2 to scru-
tiny by the 'corporate rationalizers'.3 These changes have coin-
cided with an apparent reduction in general practice's popularity
as a career. The extent of the reduction is disputed, as is its rela-
tionship with the changes.45 Nevertheless, many general practi-
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tioners have interpreted the decline in recruitment as external
confirmation that the specialty is in crisis.4

Research into the response to these changes has focused on the
quantifiable dimensions of workload, stress, job satisfaction and
mental health. It suggests increased stress and reduced job satis-
faction and mental health among general practitioners.6-8 Little
attention has been paid to general practitioners' orientations to
practice, although it has been suggested that these might be
important influences on their response (Calnan M, Corney R,
unpublished results).9 Further, a succession of studies from the
mid-1960s on has indicated the existence and persistence of
markedly differing practice orientations.'0-'5

This study set out to investigate general practitioners' practice
orientations as revealed by their responses to recent change.

Method
The study was carried out between August and September 1992.
One hundred and ten 'young principals' who had attended MSD
Foundation regional courses between 1988 and 1991 were invit-
ed by letter to reflect on recent change in general practice and to
give their views on morale and recruitment. They were also
asked to provide basic biographical data (sex, date and place of
qualification, current employment, and family health services
authority). These specific prompts aside, they were free to struc-
ture their response as they wished. There was no follow up of
non-respondents. Responses were subjected to iterated reading,
using the tactics for generating meaning described by Miles and
Huberman,'6 in order to identify common themes and clusters of
expressions.

Results
Of the 110 young principals 49 responded (44.5%). Thirty seven
were men (76%) and 12 women (24%). Their date of qualifica-
tion was: 1960-64, two respondents; 1965-69, six; 1970-74, 10;
1975-79, 17; and 1980-84, six (no information for eight re-
spondents).

Their written responses comprised a mean of 800 words (range
69-2200 words) and presented highly detailed, complex and
frank expressions of experiences, values and attitudes. Some
respondents found themselves confronting painful problems of
identity and self-esteem. Responses were also surprisingly
diverse, given the relative homogeneity of the sample in terms of
experience and status. Within this diversity, responses appeared
to cluster around four practice orientations: collectivism, prag-
matism, traditionalism and alienation.

Collectivism
Three respondents (6%) were classified as collectivists. They
subscribed to a public health model of practice oriented towards
the health of the collective rather than the individual. They val-
ued preventive above curative medicine and acknowledged limits
to biomedicine's contribution to community well-being. They
advocated rationalization of care and integration with social and
other community services in the systematic pursuit of health
gain. Acceptance of a diffuse role meant that they were unlikely
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to complain of increased workload. When they did, they blamed
either the government or else the profession's 'refusal to delegate
adequately'. They welcomed the collective delivery of care via
the multidisciplinary primary health care team and emphasized
team membership rather than team leadership:

'Are GPs so important and so central... or could health vis-
itors for example take a much more public health role and
could we work much closer with public health physicians?'

Elements, at least, of the reforms were regarded as progressive:

'I think that there may be some very good things which
come out of all this turmoil.'

Overall, however, collectivists were ambivalent towards the
reforms. Despite approving of much of their substance they mis-
trusted the government's motives:

'Most of us are still suspicious of being put into the position
of rationing health care well, I am.'

They questioned the government's commitment to public health
and were sceptical about:

'Health promotion by clinics rather than by social action eg.
income, housing, education, all proven to be more effect-
ive.'

Fundholding was singled out for criticism as professionally di-
visive and a threat to integrated care:

'Ill-considered, wasteful of administration resources and too
narrowly focused. Give me a PHC [primary health care]
budget and a PHC authority.'

Paradoxically perhaps (given their reservations about the govern-
ment's intentions) collectivists presented as surprisingly op-
timistic.
They were not greatly concerned about autonomy.

Government intervention was interpreted as evidence of the pro-
fession's recalcitrance rather than its powerlessness:

'Independent status... has to a large extent tied the profes-
sion down to a degree of stagnation... The present response
to anything suggested seems to be "no".'

Independent contractor status was either a delusion or else an

anachronism whose demise was unmourned:

'Maybe we've had it easy for too long as protected independ-
ent contractors, politically I'd be for a salaried service.'

Pragmatism
Twenty nine respondents (59%) were classified as pragmatists.
They attempted, in a variety of ways, to normalize the current
situation. Some blamed change in general:

'It has always been acknowledged that change is stressful.'

Others its pace:

'There has been too much change too quickly.'

Others emphasized that the problem was transitory:

'There are enough general practitioners who are able to see

through this period of low morale and will provide the focus
for resurgence of enthusiasm.'

Some warned against mistaking subjective perception for ob-
jective reality:

'I would say that there is a reduction in the numbers enter-
ing general practice because their perception of morale in
general practice is that it is poor.'

Some saw this as at least partly self-inflicted:

'General practitioners have been very assiduous about
informing the media... how unhappy we are.'

'Somehow the successful adaptors to the new system are

unheard...'

Adaptation was a possibility 'for those who set out to exploit the
changes'.

Pragmatists did not evaluate the reforms overall against an

explicit vision of general practice, but focused on specific pro-

posals in isolation (24 hour cover, for instance, or three-year
health checks). Their external sources of comparison were prac-
tical and concrete. Hospital medicine was a common external
referent:

'I am far more alarmed about morale and attitudes among

my consultant colleagues than I am about general practice.'

Improvements in the pay, conditions and prospects of junior hos-
pital doctors were frequently cited in explanation of the decline
in recruitment:

'While SHOs [senior house officers] can see all this going
on in general practice they are having their hours reduced
and... their income is tending to rise due to extra duty pay-
ments. I'm sure they are taking the attitude that they might
as well... wait to see if things settle down.'

They referred frequently to the inadequacy of medical education
or vocational training. Pragmatists were more likely than collect-
ivists to complain about workload, but focused on specific tasks
that were deemed particularly inappropriate or inefficient. Unlike
collectivists they saw changed patient behaviour as a factor in
increasing workload but did not attribute moral blame: wider
socioeconomic, cultural or epidemiological factors were seen as

ultimately responsible.
Overall, pragmatists acknowledged the existence of difficulties

but minimized their significance: they were specific, temporary,
minor, amenable to practical solution. The absence of references
to individualism and autonomy suggests that pragmatists were

neutral towards them. They were inclined to be optimistic:

'Time will improve the situation as we assimilate all the
changes. Eventually general practice will be an even more

attractive career.'

Traditionalism
Twelve respondents (24%) were classified as traditionalists.
They were less optimistic than collectivists and pragmatists.
Their reference point was a family practice orientation which
they felt was threatened by the reforms. Like collectivists they
distinguished between personal and public health care but pre-
ferred the personal to the collective, the curative to the prevent-
ive:
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'For me, the attraction of medicine and general practice in
particular was the individual personal nature of the caring. I
joined the profession to provide reactive care for people in
need who asked for my help and not proactive care for popu-
lations that didn't. I worry about the harm I may be doing to
patients by meddling in their health when they haven't
given me a mandate.'

They felt that rationalization of services was fragmenting and
depersonalizing care:

'Mrs Jones has her asthma treated on Monday in asthma
clinic, her smear done on Tuesday in well woman clinic, her
diabetes managed on Wednesday in diabetic clinic, her baby
son injected on Thursday in well baby clinic and her elderly
mother's blood pressure checked on Friday in well elderly
clinic. Where do they see the family doctor caring for the
whole family?'

Individual practice was contrasted with regimentation and stand-
ardization:

'General practice was always the place for characters and
individuals. The spirit is being squeezed out of us by
bureaucrats.'

'There's no longer the place for creativeness that there was

in general practice. Everyone round the country is having to
do the same kind of health promotion.'

The multidisciplinary care team was felt to be threatening:

'I think a lot of practitioners feel very threatened by the con-

cept of working in a team and the threat to their personal
status.'

Government imposition of change slighted their professional
standing:

'Our craft of the profession (sic) has suddenly found that

instead of being accountable to our patients and colleagues,
we are now accountable to managers... and ultimately to the
political dictates of the current administration.'

Paperwork, bureaucracy, administration and management were

seen to be reducing job satisfaction and frustrating the practice of
medicine:

'Our contract with patients is of great interest and import-
ance, but... we often regard paperwork and filling in forms
and doing other bureaucratic things most tedious and soul
destroying.'

The problem was not just increased workload but the extension
of their role:

'This feeling of wanting to be everything to all men and
being stretched in every direction at once.'

Patients were blamed for becoming more unreasonable:

'I often make the parallel of children demanding... as many
sweets as they would like.'

Some found limited grounds for optimism in fundholding as a

defence against encroaching bureaucratization:

'Only if they attach themselves to a fundholding GP prac-

tice as a trainee do they appreciate the innovative and entre-
preneurial spirit.'

'I think that... fundholders... now feel that their views are

being listened to and that they have more control over the
development of their practices and... the range and quality
of services for their patients.'

Overall, though, traditionalists were not optimistic.

Alienation
Alienation exists when workers are unable to control their imme-
diate work process, to develop a sense of purpose, to belong to
integrated communities and when they fail to become involved
in the activity of work as a mode of personal self-expression.'7
Varying degrees of alienation were discernible in many

responses and in five respondents (10%) it was fully developed.
These respondents, classified as alienated, voiced expressions of
powerlessness, meaninglessness, isolation and lack of personal
involvement. Alienated general practitioners presented as victims
of external forces which they were unable to comprehend or

resist:

'Over the years as a GP I have felt increasingly threatened
and potentially overwhelmed.'

In the absence of an external referent, individualism was trans-
formed into dysfunctional isolation:

'I seek a solution to the sense of professional isolation...
there are too many tensions and conflicts for partners to be...
supportive.'

Where others were able to discuss low morale as a general prob-
lem, for alienated doctors it was a personal trouble:

'My morale is low.'

'I reply to your letter with some misgiving... for to question
the morale of GPs inevitably raises personal issues.'

Personalization of the problem meant that they could envisage
only personal solutions to it:

'My current strategy (in theory) is to concentrate on per-

sonal survival.'

Demands from patients, from administrators, from the state
were felt to be limitless:

'We are often abused by patients as a free, open-all-hours
service.'

'I would like patients to be more responsible (less selfish) in
the way they use me... I don't want gratitude: I want
respect.'

The possibility of disaster was constantly present:

'Somehow it is in the nature of general practice that I am
more conscious of mistakes; the potential for things to go
wrong.'

'I feel I won't be able to keep going indefinitely under the
current pressures.'
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They were deeply pessimistic:

'I frequently wish I had chosen a different career... I often
think of finding some other work, but financial and do-
mestic constraints compel me to continue.'

Discussion
This study was not intended to poll opinions in the specialty.
Instead, its purpose was to explore in depth the 'cognitive ter-
rain' over which general practitioners' perceptions of change
were distributed and to develop hypotheses concerning the
underlying factors (values and practice orientations in particular)
which structure it. Nor, given the size and non-random mode of
recruitment of the sample, is any claim made to representative-
ness. Statistical representativeness of the kind associated with
probability sampling is irrelevant in a study whose purpose was
description and hypothesis formation. What is required is suffi-
cient heterogeneity of response to model the spectrum of opin-
ions likely to be encountered in the profession. Testing the
hypotheses and measuring the empirical distribution of practice
orientations in the profession at large is a task for subsequent,
appropriately designed, research. Moreover, although MSD
Foundation alumni cannot be claimed to be representative, they
can reasonably be assumed to be doctors who are enthusiasts
about general practice and currently exercise some sort of leader-
ship (or have the potential to do so). Any variation in their prac-
tice orientations, therefore, is likely to be particularly important
for the future of the service. They thus constitute a 'theoretical
sample' 18 rather than a random one.
The four orientations to practice identified appeared to vary

along four underlying dimensions: autonomy, individualism,
external referent and optimism. Collectivists valued autonomy
and individualism negatively, possessed an external referent (a
public health orientation to practice) and were relatively optim-
istic. Pragmatists were neutral towards autonomy and individual-
ism, possessed an external referent (a variety of practical sources
of comparison) and were mid-range among respondents in terms
of optimism. Traditionalists valued autonomy and individualism
positively, possessed an external referent incorporating those val-
ues (a family practice orientation) and were relatively pess-
imistic. Lacking an external referent, the alienated respondents
experienced autonomy as meaninglessness and individualism as
isolation and were deeply pessimistic.

It should be noted that this typology simplifies the complex
reality from which it is abstracted. It emphasizes the internal
consistency of each type as well as the discontinuity between
them. In reality, individual responses were invariably amalgams
of (sometimes contradictory) elements from a number of types
(but usually with one predominant). They formed a spectrum,
with collectivism merging into pragmatism, pragmatism into tra-
ditionalism and so on. Respondents also varied in the degree of
certainty with which they expressed their opinions.

Stress, job satisfaction and morale in general practice have
been chronic concerns since the inception of the NHS.19'20 They
persisted into the 1960s'l and despite the charter for general prac-
tice2' and the associated initiatives to raise the status of the spe-
cialty, research conducted 20 years later found little had
changed.'3'2223 Stress and dissatisfaction were reported as con-
tinuing at high levels during the late 1980s624 and may have
risen further following the new contract.7 The present confirma-
tion that stress and dissatisfaction remain problematic among
doctors who might be regarded as enthusiasts for general practice
raises the possibility that they may be even more severe among
'rank-and-file' general practitioners.

More importantly, the study suggests three important deficien-
cies in our current understanding of job satisfaction and morale
in general practice. First, it reveals the existence of different
evaluative strategies among general practitioners. Those who
articulated an orientation to practice (collectivists and traditional-
ists) sought to arrive at a definite judgement of the reforms
against the absolute yardstick of their preferred model of general
practice. Pragmatists appeared to experience no such obligation
(while the alienated were incapable of doing so). The long-term
adaptive value of these strategies remains uncertain although
research into the coping strategies of head teachers found prag-
matists were physically and psychologically healthier than abso-
lutists.25

Secondly, these findings suggest that the determinants of job
satisfaction and stress in general practice are more complex than
has been recognized. In particular, they confirm the earlier sug-
gestion that orientation to practice and values are components in
the experience of stress and satisfaction.9"3"9

There remains the finding of striking variation in practice ori-
entation and values in a relatively homogeneous 'enthusiast' sub-
group of general practitioners. The significance of this also is
uncertain. The role of the general practitioner has undergone
repeated redefinition since the 1920s,2627 even though reserva-
tions have remained over the extent to which 'rank-and-file'
practice has been affected.'2 Variation in general practice has
tended to be seen as variability in the performance of the role,
with definition of the role itself regarded as unproblematic. The
fact that enthusiasts (who might be presumed to subscribe to the
'official' definitions of the role) are in disagreement suggests
that variation within the specialty at large may be even greater
than in this sample. Instead of regarding general practice as a
single occupational culture, perhaps it is more appropriately
viewed as a series of sub-cultures. To exaggerate slightly, it
could be that general practitioners are not doing the same job dif-
ferently but are doing different jobs.
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RESOURCES FOR AUDIT
Eli Lilly National Clinical Audit Centre

Department of General Practice, University of Leicester

The Lilly Audit Centre, an integral part of the Department of General Practice
at the University of Leicester, produces resources for those involved in
clinical audit.
The audit protocols include sets of criteria prioritised according to the
evidence of research, and full instructions about data collection and analysis.
They are for use by primary health care teams and have been issued to
medical audit advisory groups (MAAGs). If you would like any of the
protocols you may contact your local MAAG. Alternatively you can purchase
protocols directly from the Centre at £4.50 each including postage. The
following protocols are available:
Monitoring Asthma, Monitoring Diabetes, Monitoring Lithium Treatment
Prescribing Benzodiazepines: Withdrawal and the Monitoring ofLong Term Users
Patient's Charter protocols Set 1: Routine Non-Urgent Appointments

Urgent Appointments
Surgery Waiting Times
Telephone Calls

Patient's Charter protocols Set 2: Comments, Suggestions and Complaints
Home Visits
Repeat Prescriptions Systems
Patients Who Do NotAttend TueirAppointments

The Centre also publishes a quarterly journal Audit Trends for all those
involved in audit in primary health care or at the interface between primary
and secondary care. It contains original papers, reviews of audit methods and
information about sources of support for audit. The annual subscription is £30
(Overseas £40).
For further information about Audit Trends, audit protocols or other resources
provided by the Centre please write to:

Eli Lilly National Clinical Audit Centre
Department of General Practice
University of Leicester
Leicester General Hospital
Gwendolen Road
Leicester LE5 4PW

Tel No: 0116 258 4873 'Until 16.4.95: 0533 584873'
Fax No: 0116 258 4982 'Until 16.4.95: 0533 584982'
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