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SUMMARY The work of a specially trained nurse practi-
tioner, to whom patients had open access, was studied in
an inner city general practice over a period of six months
in 1983. A total of 858 patients of all ages and ethnic origins
sought consultations for 979 problems. Morbidity from every
diagnostic group was presented but the majority of the pro-
blems (60.4%) fell into the 'Supplementary' group: preven-
tive medicine; health instruction and education; social,
marital and family problems; administrative procedures. The
consultation room setting and the long appointment times
available (20 minutes) may partly account for this. Additional
problems, mostly concerning health education, were raised
in 46.0% of consultations. Most patients chose a consulta-
tion with the nurse practitioner appropriately and in more
than one-third of all consultations the nurse managed the
presenting problem without further referral for investigation,
prescription or other medical advice. It is concluded that
nurses have a much larger and more autonomous part to play
in the care of patients than hitherto.

Introduction
THE potential of the practice nurse's role has been the sub-

ject of many studies over the 20 years since the introduc-
tion of the 70% reimburement of ancillary staff salaries. Delega-
tion of medical tasks to nurses,'-3 and the suitability of nurses
to undertake first home visits to patients have been explored.4
Other branches of the nursing profession have regarded the
development of the practice nurse's role with suspicion, fearing
that accepting delegated medical tasks would result in nurses
becoming assistants to the physician, losing their professional
individuality and deserting the caring ethic of nursing.5

In the USA during the mid-1960s nurses who worked with
doctors in primary health care settings also began to extend their
role by undertaking clinical assessments of patients, the manage-
ment of common disorders and in some rural and inner city areas
acting as surrogates for the physician.6 These nurses were call-
ed nurse practitioners and were differentiated from British prac-
tice nurses by their level of autonomy and clinical expertise.
The care provided by nurse practitioners has been carefully

evaluated by nurses and doctors and found to be as safe and
effective as physician care.7'8 Fears in the USA about the
development of this autonomous role have largely been
allayed.9

Several factors have emerged from studies in the USA about
the effect of the nurse practitioner on patient behaviour. It was
found, for example, that patients with hypertension achieved
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better blood pressure control when cared for by nurse
practitioners'0 and that nurses were more effective at helping
patients to lose weight, keep appointments and comply with
recommendations." It seemed that it was not only the nurse
practitioners' clinical expertise that was important to patients
but also their style of care, which had its origins in their nurs-
ing background.

In the UK, some practitioners have allowed patients open ac-
cess to practice nurses. 12 McGuire, however, commented in her
report to the Royal Commission on the National Health Ser-
vice that decisions made by nurses may go unrecognized by the
doctors and even by the nurses themselves.'3 This may be
because some doctors and nurses in the UK are still ambivalent
about delegation.2
A study was designed to examine the role of the nurse practi-

tioner in a British general practice, based on the American
model. This paper reports on the numbers and types of pro-
blems which were dealt with by the nurse practitioner during
the initial stages of the study.

Method

Structure
In 1982 a nurse to whom patients had open access began work
in an inner city general practice in Birmingham. She was
employed throughout the project by Birmingham University, and
on placement in the practice.
The nurse practitioner had 10 years experience of hospital nur-

sing, and four years as a health visitor. In order for her to work
as autonomously as possible, further training was undertaken
in physical examination techniques, the significance and poten-
tial seriousness of detected abnormalities and the management
of common acute and chronic conditions in general practice.
Throughout the project the nurse practitioner was given clinical
support by a tutor in the Department of General Practice and
the general practitioners with whom she worked.

In the first three months of the study two single-handed male
doctors worked as a group (that is, not partners) but later a
woman doctor joined one of these doctors as a partner. Together
the practice had 4728 registered patients of whom 49% were
female.
At each attendance patients were asked by receptionists

whether they wished to consult the doctor or the nurse practi-
tioner. A large notice in the waiting room outlined the nurse
practitioner's work and the nurse explained this further each
time she met a new patient.
The nurse practitioner had her own consulting room and did

not wear a uniform. She consulted for eight sessions each week,
and saw patients from both practices. As there was no appoint-
ment system the length of each session varied with the number
of patients consulting but patients were offered a 20-minute con-
sultation, if necessary. Eight to 10 patients were seen during each
session. Most patients were seen in the surgery, but the nurse
practitioner made home visits to elderly and chronically sick
housebound patients, to supervise medication and monitor
physical and social health. These visits did not substitute for
the practical care provided by the attached community nurse
or health visitor. The practice did not employ any other nurse
nor was there a treatment room which, as Waters and colleagues
have pointed out, may have influenced the nature of the nurse's
work.3

Protocols were agreed between the practice doctors, the
Department of General Practice and the nurse practitioner for
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the management of common ailments, which sometimes involved
giving prescribed medication. If the nurse practitioner felt this
was necessary, she took the patient's notes and the suggested
prescription to the patient's doctor, who discussed her findings
before signing the prescription.

There was always a doctor on the premises when the nurse
practitioner was seeing patients and if she felt unable to manage
a problem, she would refer the patient to the doctor immediately,
or later, depending on the urgency. This was in part a response
to the Medical Defence Union's request for safeguards, because
they provided extended insurance cover through the general prac-
titioner supervisor for the nurse practitioner during this project.

Long-term health measures, such as stopping smoking, los-
ing weight or having a smear test, were particularly encouraged
by the nurse practitioner and longer consultations allowed op-
portunity for such health education and preventive work.

The survey
Details of consultations with 858 patients who consulted the
nurse practitioner were recorded during March to August 1983.
The data comprised patient's sex, age, ethnic group, the initiator
of the consultation, the newness or chronicity of the problem,
and whether it was a surgery consultation or home visit. The
problem(s) presented by the patient as the reason for the con-
sultation and any other matters discussed, together with details
of any further investigations, referrals or prescriptions resulting
from the consultation were also recorded. The RCGP-OPCS
classification reference manual 14 was used to classify the pa-
tients's problems.

Results

Characteristics of patients
The majority of the nurse practitioner's 858 patients (72.0%)
were women. Patients of all ages from new babies to oc-
togenarians saw the nurse and the distribution of ages was
similar to the whole practice; in both cases about 60% were
under 40 years of age. The nurse's patients were mostly (73.0%)
from the United Kingdom, although one-fifth were from
Pakistan (5.67o) or the New Commonwealth (14.2%).
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Pattern of consultations
The data indicated that in over half (53.8%) of the nurse prac-
titioner's 858 consultations the patient had chosen to consult
her. Of the remainder 16.9% were reviews initiated by the nurse
practitioner, 12.2% had been initiated by a member of the pa-
tient's family, 12.1% by the general practitioner, 2.6% by the
receptionist and 2.4% by other members of the primary health
care team.
Most of the consultations (89.0/o) took place at the surgery.

The remainder (11.00/0) took place in the patient's home. Just
over one-third of the consultations were with patients presen-
ting with new problems (37.8%), 29.4% were follow-up consulta-
tions and 32.8% were for the care of chronic ailments, for ex-
ample diabetes, asthma and hypertension.
A total of 979 problems were presented to the nurse practi-

tioner and 492 additional problems became apparent during in-
terviews with 395 (46.07o) of the patients.

Table 1 shows the distribution within the 18 diagnostic groups
in the RCGP-OPCS reference manual of all 1471 problems which
were identified. Figures for consultations with doctors from the
second national morbidity survey, the general household survey
and the Nottingham survey'5 are shown for comparison. The
nurse practitioner saw problems from all diagnostic groups, but
the majority (60.4%7o) fell into group 18 'Supplementary
classification'. compared with between 8.4%o and 18.8% for the
doctors in the three studies quoted above. Half of the problems
in the supplementary classification that the nurse saw fell under
the heading 'Preventive medicine'; a quarter concerned 'Advice,
health instruction and education', 'Medical or surgical procedure
without reported diagnosis'. or a patient consulting on behalf
of another person; a fifth were for 'Social, marital, family pro-
blems and maladjustments' or for 'Administrative procedures'
such as letters, forms, certificates and prescriptions; there were
also a few cases involving 'Maternal care'.

Activities of the nurse
Table 2 shows the 10 most common activities performed by the
nurse practitioner - a quarter of all problems first presented

Table 1. Distribution by diagnostic group of patient contacts with the nurse practitioner: comparison with patient contacts with the doctor
in the second national morbidity survey (NMS), general household survey (GHS) and Nottingham survey (Notts).

Problems presented to nurse Problems presented to doctor (%)

% of all
No. of problems

problems in presented NMS GHS Notts
Diagnostic group each group (n = 1471) 1970/71 1971 1974
I Infections (incl. intestinal) 34 2.3 3.7 5.6 5.2
11 Neoplasms 3 0.2 1.5 0.5 1.4
III Endocrine and metabolic 5 0.3 2.2 1.6 2.5
IV Blood and blood-forming organs 3 0.2 1.0 1.1 0.9
V Mental disorders 55 3.7 9.9 4.9 6.3
VI Nervous system and sense organs 40 2.7 6.9 5.2 7. 1
VIl Circulatory 7 0.5 8.5 7.5 10.9
Vil Respiratory 53 3.6 18.9 19.6 18.8
IX Digestive 21 1.4 5.4 6.1 4.8
X Genitourinary 53 3.6 5.1 4.2 4.2
Xi Pregnancy 4 0.3 1.1 1.3 0.7
XII Skin and subcutaneous tissue 34 2.3 6.5 4.2 5.6
XiII Musculoskeletal 84 5.7 6.8 4.9 8.2
XIV Congenital anomalies l
XV Perinatal diseases 2 0.1 0.1 0.4 0.2
XVI Symptoms and ill-defined conditions 154 10.5 6.7 6.8 6.8
XVII Accidents, poisoning and violence 30 2.0 5.3 7.4 6.0
XVIII Supplementary (incl. prevention and family

and social problems) 889 60.4 8.4 18.8 11.4
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Table 2. The 10 most common activities of the nurse practitioner.

Percentage of
all problems

No. of times first presented
performed (n = 979)

Physical examination 137 14.0
Special screening for hypertension 102 10.4
Issuing letters, forms and

certificates 75 7.7
Medical or surgical procedure
without reported diagnosis 69 7.0

Oral contraceptive advice 32 3.3
Advice about upper respiratory

tract infection, acute non-febrile 32 3.3
Cervical smear 31 3.2
Advice about cough 25 2.6
Health instruction and education 19 1.9
Diphtheria/tetanus/pertussis
immunization 1 5 1.5

involved a physical examination or screening for hypertension.
The majority of the 492 additional problems and requests
discussed during consultations (25.40o) were for health instruc-
tion and education.

Other additional requests or problems that the nurse dealt
with were occupational (3.77o), housing (3.0%) or marital (2.601o)
problems, advice about contraception (2.6%) and cervical smears
(2.4%).

Outcome of the consultation
Data regarding the outcome of the consultations showed that
the 858 patients had a total of 210 investigations - 153
laboratory tests, 42 cervical smears, eight X-rays (mostly
miniature mass X-ray) and seven others such as electrocar-
diogram and peak flow. A total of 167 patients (19.5%) were
referred to other workers, of which 103 were to the general prac-
titioner, 25 directly to a consultant and 25 to the social services.
In 127 (14.8%o) consultations the patient received a prescription
(signed by the general practitioner).

In 45.0% of cases the nurse practitioner managed the patient's
problem without referral, prescription or investigation.
Discussion
In this paper we describe the quantity and nature of the nurse
practitioner's work within one practice. The study did not at-
tempt to compare patients seen by the nurse practitioner with
those seen by the general practitioner and it is not therefore possi-
ble to say whether certain groups of patients were over- or under-
represented in her clientele. The nurse practitioner, however, saw
a wide range of patients from every age and ethnic group.
The nurse practitioner saw patients who presented problems

from each of the RCGP-OPCS diagnostic categories. Most pa-
tients chose a consultation with the nurse practitioner ap-
propriately and in more than one-third of all consultations the
nurse managed the presenting problems without further refer-
ral for investigation, prescription or other medical advice. There
were no complaints from doctors or patients about standards
of examination or treatment, and no reported cases of serious
illness going unnoticed. Adequate training for this extended nur-
sing role and effective supervision and communication between
doctor and nurse is clearly essential.
The experiment differed from previous studies of nursing in

general practice in several important respects. At each visit pa-
tients were offered a choice between medical and nursing care,
whatever their presenting problem. The nurse practitioner did
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not wear a uniform and worked in a traditional consulting rather
than treatment room setting, so perhaps laying more emphasis
on supportive counselling and health teaching. This may account
for the high percentage of patients whose presenting or discussed
complaint concerned social, marital or family problems, or
preventive medicine. Cartwright'2 found in 1977 that patients
felt less able to discuss family or relationship problems with their
general practitioner than in an earlier survey of 1966, and that
general practitioners felt it less appropriate for them to do so
than in 1966.

Although the nurse practitioner dealt with the patients' presen-
ting problems, she was also concerned with long-term preven-
tive strategies, such as measuring blood pressure or carrying out
cervical smears, when appropriate. Patients responded readily
to prompting about life-style changes and they raised many con-
cerns of their own. Again, this reflected the large proportion
of consultations (46%) in which patients introduced additional
problems, many of which concerned health advice or instruction.

Undoubtedly, the 20 minutes available at each consultation
influenced the behaviours of both the nurse and the patient.
Listening to patient's complaints and providing health educa-
tion were important components of each consultation. Health
education was based on what the patient felt to be relevant and
was given in a comprehensible form (for example, hand-drawn
diagrams or verbally for patients with poor literacy skills). Mor-
rell and colleagues'6 found that doctors who had 10 minute
consultations with patients were more likely to advise on preven-
tion and health education and to spend more time talking and
listening to patients than those with five minute consultations.
It seems therefore, that these important components of consulta-
tions are directly related to the time available, whether it is a
doctor or a nurse practitioner who is being consulted. Hull and
colleagues in an earlier paper also found that positive patient
satisfaction with a consultation was associated with longer con-
sultation times.'7
The report of the community nursing review has recommended

that 'the principle should be adopted of introducing the nurse
practitioner into primary health care.18 Having scrutinized the
varied work of community nurses here and abroad, the com-
munity nursing review concluded that the nurse practitioner's
'key tasks would be to interview patients and diagnose and treat
specific diseases in accordance with the agreed medical protocols;
refer to the general practitioner patients who have medical pro-
blems which lie outside the written protocols; be available for
all patients who wish to consult the nurse practitioner; give
counselling and nursing advice to patients consulting her direct
or referred to her by a general practitioner; conduct screening
programmes among specific age- or client-groups; maintain
patient-care programmes, particularly to the chronic sick; refer
patients for further nursing care to the neighbourhood nursing
service'8 It is noteworthy that this job description exactly mat-
ched our experimental structure.

If this role is to be developed there will need to be a revision
and examination of the way in which nurses are legally covered
to provide care for patients. The Royal College of Nursing have
so far supported individual cases of nurses extending their role,
but have not declared a policy about this. Just as American nurse
practitioners have become accountable for their work and the
safety of their patients, nurses here who elect to practise in this
way will have to accept the need for professional responsibility
for the care which they give. If Project 2000, 19 a projected new
pattern of training, is adopted it should facilitate the develop-
ment of personal accountability for nurses. It will release nurse
education from the hierarchical supervisory framework which
has for so long stultified initiatives.20
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Given these conditions, we conclude that nurses have a much
larger and more autonomous part to play in the care of patients
than hitherto, that patients are capable of selecting complaints
appropriate for nursing care and will consult a nurse if given
the chance to do so. Further papers will explore the attitudes
of patients, doctors and other health professionals to the nurse
working in this way and will compare and contrast the work
of the nurse and the doctors within the practice in an attempt
to study the effect on total practice workload.

References
1. Reedy BL, Metcalfe AV, de Roumaine M, Newell DJ. The

social and occupational characteristics of attached and
employed nurses in general practice. J R Coll Gen Pract 1980;
30: 477-482.

2. Bowling A. Delegation in general practice. A study of doctors
and nurses. London: Tavistock Publications, 1981.

3. Waters WH, Sandeman JM, Lunn JE. A four year prospective
study of the work of the practice nurse in the treatment room
of a South Yorkshire practice. Br Med J 1980; 280: 87-89.

4. Weston Smith J, O'Donovan JB. The practice nurse - a new
look. Br Med J 1970; 4: 673-677.

5. Skeet M. Health auxiliaries: decision-makers and
implementers. In: Skeet M, Elliot K (eds). Health auxiliaries
and the health team. London: Croom Helm, 1978.

6. Reedy BL. The new health practitioners in America: a
comparative study. London: King Edwards Hospital Fund for
London and Pitman Medical Publishing, 1978.

7. Spitzer WO, Sackett DL, Sibley JC. The Burlington
randomized trial of the nurse practitioner. N Engl J Med
1974; 290: 251-256.

8. Nurse practitioners: a review of the literature 1965-1975. ANA
Publ 1980; NP-62: 1-24.

9. Molde S, Diers D. Nurse practitioner research: selected
literature review and research agenda. Nurs Res 1985; 34:
362-367.

10. Ramsay J, McKenzie J, Fish D. Physicians and nurse
practitioners: do they provide equal health care? Am J Public
Health 1982; 72: 55-57.

11. Watkins L, Wagner E. Nurse practitioner and physician
adherance to standing orders criteria for consultation or
referral. Am J Public Health 1982; 72: 22-29.

12. Cartwright A, Anderson R. General practice revisited.
London: Tavistock Publications, 1981.

13. Department of Health and Social Security. Report of the
Royal Commission on the National Health Service. London:
HMSO, 1979.

14. Royal College of General Practitioners and Office of
Population Censuses and Surveys. Morbidity statistics from
general practice. Diagnostic classification reference manual.
Titchfield: RCGP/OPCS, 1981.

15. Office of Population Censuses and Surveys, Royal College of
General Practitioners and Department of Health and Social
Security. Morbidity statistics from general practice 1971-72.
London: HMSO, 1979: 13.

16. Morrell DC, Evans ME, Morris RW, Roland MO. The five
minute consultation: effect of time constraint on verbal
communication. Br Med J 1986; 292: 874-876.

17. Hull FM, Hull FS. Time and the general practitioner: the
patient's view. J R Coll Gen Pract 1984; 34: 71-75.

18. Department of Health and Social Security. Neighbourhood
nursing - a focus for care. Report of the Community
Nursing Review. London: HMSO, 1986: 32.

19. United Kingdom Central Council for Nursing and Midwifery.
Project 2000. A new preparation for practice. London:
UKCC, 1986.

20. Stilwell B. Evolution not revolution. Senior Nurse 1986; 4:
10-11.

Acknowledgements
We thank the doctors and staff in the practice for their support and
the West Midlands Health Authority for financial support.

Address for correspondence
Professor M. Drury, Department of General Practice, University of Bir-
mingham, Birmingham B15 2T1.

COMPUTER APPRECIATION COURSES
FOR GENERAL PRACTITIONERS

AND PRACTICE MANAGERS/SENIOR
PRACTICE STAFF

The RCGP Information Technology Centre is pleased to offer
a series of computer appreciation courses for general practi-
tioners and their senior practice staff. These events are held
at 14/15 Princes Gate, where overnight accommodation is
available if required.

The course content and presentation assume that
participants have either only superficial or no knowledge of
computing. The principles, language and technology of com-
puting are discussed in lay terms, with particular emphasis on
the problems of, and potential solutions to, the introduction
and management of the new technology in the practice.

The cost of the course for members and their staff is £160
(inclusive of Friday's residential accommodation) and for those
not requiring overnight accommodation, the cost is £135. For
non-members, the course fees are £180 inclusive of Friday's
accommodation, and £155 exclusive The fee includes all meals,
refreshments and extensive course notes.

These courses are zero-rated under Section 63. Under
paragraph 52.9(b) of the Statement of Fees and Allowances,
practice staff attending the courses may be eligible for 70%
reimbursement. Staff should confirm eligibility for reimburse-
ment with their FPC.

The dates for 1987 include: 15-16 May, 19-20 June,
31 July-1 August.

Application forms and further details are available from:
Course Administrator, Information Technology Centre, The
Royal College of General Practitioners, 14 Princes Gate, London
SW7 1PU. Telephone: 01-581 3232.

Risk factors for HIV
To elucidate risk factors for seroconversion to human im-
munodeficiency virus (HIV) 2507 homosexual men who were
seronegative for HIV at enrolment were followed for six months:
95 (3.8%) seroconverted. Of men who did not engage in recep-
tive anal intercourse within six months before baseline and in
the six-month follow-up period, only 0.5% (3/646) seroconverted
to HIV. By contrast, of men who engaged in receptive anal in-
tercourse with two or more partners during each of these suc-
cessive six-month intervals, 10.60o (58/548) seroconverted. No
HIV seroconversions occurred in 220 homosexual men who did
not practise receptive or insertive anal intercourse within 12
months before the follow-up visit. On multivariate analysis recep-
tive anal intercourse was the only significant risk factor for
seroconversion to HIV, the risk ratio increasing from 3-fold for
one partner to 18-fold for five or more partners. Furthermore,
data for the two successive six-month periods show that men
who reduced or stopped the practice of receptive anal intercourse
significantly lowered their risk of seroconversion to 3.2% and
1.81o, respectively. Receptive anal intercourse accounted for near-
ly all new HIV infections among the homosexual men enrolled
in this study, and the hazards of this practice need to be em-
phasized in community educational projects.

Source: Kingsley LA, Kaslow R, Rinaldo CR, et al. Risk factors for
seroconversion to human immunodeficiency virus among male homosex-
uals. Results from the multicenter AIDS cohort study. Lancet 1987 1:
345-348.
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