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SUMMARY

Background. Health needs assessment can guide the
appropriate shift to primary care by identifying the most
effective and efficient resource allocation to meet the needs
of populations. Assessing health care needs will be a con-
tinuing challenge for primary care trusts in Scotland (or
equivalent groups in other parts of the United Kingdom);
however, lessons must be learned from the experience of
needs assessment that followed the ‘internal market’
reforms of the 1990s.

Aim. To examine general practitioners’ (GPs’) awareness
and experience of needs assessment, to identify barriers to
needs assessment in primary care, and to ascertain how
better progress might be made in the future.

Method. A postal questionnaire survey of 1777 Scottish GPs
(a one-in-two sample) was combined with a semi-structured
interview survey of ‘lead’” GPs from a random sample of 64
mainland Scottish practices between May and August 1996.
Results. Sixty-five per cent (1154) of GPs responded to the
questionnaire, of which 54% (965) were completed. Over
73% (47) of interviews were completed. Most GPs were
unfamiliar with the concept of needs assessment and there
was no evidence that needs assessment had influenced
commissioning decisions. Most GPs argued that it was not
a ‘core’ activity and that they lacked training in the relevant
skills. While the attitude of the majority was indifferent, cyni-
cal, and sometimes hostile, a minority, comprising mostly
younger fundholders, was more enthusiastic about needs
assessmernt.

Conclusion. The motivation and attitude of the majority of
GPs present a barrier to needs assessment in primary care.
GPs will require more resources and training if they are to
undertake this responsibility. Most GPs believe than incen-
tives (financial or organisational) will be necessary. Primary
care trusts and equivalent structures should be aware of
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these attitudes as they seek to establish plans based on
estimates of population needs in defined locations.

Keywords: needs assessment; primary care; doctors’ atti-
tude.

Introduction

-I-HE involvement of general practitioners (GPs) in health
needs assessment was intended, as part of the National Health
Service (NHS) reforms of the early 1990®, enable fundhold-

ing GPs to shape local services by allocating resources according
to the needs of practice populations. This was to be achieved by
developing conducive working relationships among local health,
social, and voluntary agencies. Building on the community-ori-
ented primary care modg&health professionals were expected to
assume new roles and responsibilifiéscluding ‘partnerships’

with patientst

These fine aspirations were not matched by the experiences of
many GPs. The NHS reforms of 1990 brought divisiand
desponden&within general practice. Growing opposition to the
proposed expansion of practice-based fundholding schemes led
to the emergence of alternative commissioning structures and a
trend towards flexible, locality-based models considered more
acceptable to local stakeholdémonetheless, needs assessment
was also seen as a fundamental part of these locality-based
approaches8.

Following the publication of the Scottisand Englisk® White
Papers, general practice stands at the threshold of a new NHS
with alternative primary care organisations and GP groups. The
Scottish White PapeDesigned to Care, explicitly refers to the
role of primary care trusts and local healthcare cooperatives in
assessing need and developing plans that reflect clinical priorities
for health improvement of populations within their remits. How-
ever, if the mistakes of the 1990 reforms are not to be repeated, it
is essential that the attitudes of GPs (that is, all GPs and not just
a vocal minority) should be understood.

There are examples of GP involvement in practice-based
needs assessmént? but the extent is unknown. Others have
argued that needs assessment is not, and should not become, the
domain of GPs, who lack the time and expertise for this type of
activity.!® This divergence of views and experience was recog-
nised by the Scottish Needs Assessment Programme (SNAP),
which, through its primary care network, aims to develop and
advise GPs on effective methods for assessing and meeting need
within practices. SNAP therefore set out to ascertain how needs
assessment in primary care might improve the health benefits of
commissioning in Scotland. This paper describes the GP compo-
nent of the study; a health board perspective is reported else-
where!® (For the purpose of discussion, the term ‘health board’
is used synonymously with ‘health authority’).

Method

The research was conducted by a GP principal studying for a
Master of Public Health degree at the University of Glasgow.
The study comprised two separate parts: a postal self-completed
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questionnaire survey, primarily to ascertain the extent of needls A swebulous concept’, ‘poorly thought out’, “all things to all peo
assessment activity in general practice; and face-to-face semi- pile’, ‘implications are not spelt out’
structured interviews with GPs to obtain more textured informa- « A political ‘banner’, a ‘sop’, ‘lulling GPs into believing they had
tion, including their views on the shift to primary care, GP com influence’
missioning, and health needs assessment. Fundholding stafus, The ‘dumping’ of services o _
sex, year of graduation, and membership of Royal College ¢f* Antagonism and instability within the NHS, ‘getting rid of the sick
General Practitioners (RCGP) were recorded. Other variablgs ©/d woman of the NHS’

. - N < A transfer of purchasing ‘power’, ‘resources’, ‘teeth’, ‘we have
were compiled from key themgs identified in an exploraj[ory su been led long enough’
vey of GPs, developed following a succession of meetings With, New opportunities’, a ‘new contract
executive members of SNAP and refined after pilot studies i&
Lanarkshire. Box 1.Comments from GPs about the shift in the balance of care (a pri-

Half (1777) of Scotland’s GP principals in post on 1 April mary care-led NHS).
1996 were sent questionnaires between May and June 1996; — - -
while interviews were conducted with a randomly selected sanj-* The ‘status quo’, ‘clinical generalist', patients’ ‘advocate’
ple of 47 GPs. They were the ‘lead’ GPs in each of a randofn’ V’;If?if:JF‘IUSte?) f'lléevrvitl‘l)”ss‘iggpdary care’, a greater voice', ‘a voice t
sample of 64 ma'”'a?”d practices that mdu.ded all three major ¢ L An ‘ex;r))ert‘? not perceived as ‘a lower caste’, not ‘professionall
egories — fundholding (FH), nonfundholding (NFH), and prima: undervalued by consultants’
ry care purchasing initiative (PCPI) — in equal proportions. « A ‘power structure’, possessing ‘budgetary control’
Questionnaire data were analysed using the Statistical Packgge ‘Executive’, ‘manager’, director’, ‘negotiator’

for Social Sciences (SPSS) with chi-squared tests of associatiorT: - — -
Interviews were taped and analysed by rapid modified transcrié%o;rizrhi?ymcn;fgtlsecfir%ﬂ SG)PS about their role within the reoriented NHS
tion, in which key points were clarified, condensed, and linke ) ’
via categories by the researcher, weighting both intellectual and
emotional dimensions. Transcriptions and their interpretation$able 1. Reported needs assessment by fundholding status.
were assessed for validity by two lecturers in public health.

Fundholding status Number (%) of responders (n = 423)
Results FH (n = 230) 145 (63)
- . .PCPI (n = 115 57 (50
Overall, 1154 (65%) GPs participated in the postal survey. Thigg (57= 600)) 221 §37;a

comprised 965 (54%) who returned completed questionnaires
and 179 (11%) who supplied alternative responses, of whom 1582 = 56.6, df = 4, P<0.001
(9%) expressed their reasons for non-completion on reply slips
provided. Those who had completed questionnaires were repraeeds assessment. The concept provoked antagonism in a pro-
sentative of purchasing activity (25% FH, 63% NFH, 12% PCPIportion of interviewees and apathy in others. Moreover, with the
and sex, but had a small excess of younger doctors (year of graskception of practice annual reports, the focus of health needs
uation was used as a proxy for age). There were significant posivas very much on the individual patient and not the intended
tive associations between fundholding and graduation during thehole practice population.
years 1975 to 197%¢ = 17.8, df = 2,P<0.001) and 1980 to Four (three FH, one NFH) out of 47 GPs interviewed had
1984 (2 = 7.8, df = 2,P = 0.02). Response rates varied amongadopted a formal approach to needs assessment. These four prac-
health board areas of origin, ranging from 45% (Ayrshire andices had used a combination of methods, such as postal surveys,
Arran) to 72% (Highland). practice profiling using routinely collected data (sources: Com-
Forty-seven (73%) face-to-face interviews were completedmunity Health Index, Registrar General Office, Census data, and
Those who agreed were more commonly purchasers (16 FH, Stottish Morbidity Record), and practice-held data. Other meth-

NFH, 18 PCPI), male, and members of the RCGP. ods employed were a nominal group technique (employed by one
NFH) and a health alliance approach, involving social workers,
General tenor of responses community nurses, and patient representatives. Despite this

The main reasons identified for non-participation in needgffort, only two of the four practices (both GP fundholders) had
assessment were the same in both surveys: ‘no time’, ‘nislentified priorities following needs assessment, to which neither
reward’, and ‘no interest’. Replies suggested that morale waad yet committed financial resources. The remaining two were
low and that some GPs were stressed, with many complaini eptical about any perceived benefit resulting from their efforts;
about an unacceptable workload. GPs admitted feeling disent?€ nominal group approach produced an unrealistic ‘wish list
powered and disillusioned, especially older GPs, several oand another needs assessment had exposed the need for ‘substan-
whom were anticipating retirement. It was clear that, in theal investment' outwith current resources.

minds of GPs. needs assessment was linked to the 1990 reform<>eneral practitioners remained to be convinced of the practical

and, as such, was not value-free. While most comments regari@lué of needs assessment. While a needs-based approach was

ing the reorientation of the NHS were negative (Box 1), a minorconsidered the ‘ideal’, most GP fundholders admitted that the

ity welcomed a transfer of power (5/47) and executive role (4/47pUrchasing process was being driven by a desire to confront

to the GP (Box 2). ssues of service quality (e.g. waiting times) as a means of
improving the process of care.

Awar ience of needs assessment .
Tha enefslEmdrvexp(ir vealed that 423 (44% of responders) GFWno should be responsible for needs t?
© posia’ Survey reve > p }']Sable 2 summarises the views of GPs in the postal survey on the

claimed that their practices were currently measuring the healt e
b y g rganisation of needs assessment. ‘Health boards’ were selected

care needs of patients, this being strongly associated with pu?—
chasing activity (Table 1). However, the face-to-face interviewépost frequently (57%) and central government least often (13%).

suggested that a larger majority of GPs was unfamiliar with he choice of agency was associated with the age, sex, fundhold-
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Table 2. GP selection of agencies that should have responsibility for
needs assessment.

Two-thirds of GPs considered needs assessment a ‘non-core’
activity and almost all (41/47) GPs wanted additional payments

Agency

Number (%) of responders (n = 953)

or funds, depending on the time required for the task. There was
general support for broad-based ‘on-site’ training for needs

assessment, but advanced skills were considered necessary only

Health boards 541 (57) for GPs directly involved in commissioning.
Primary care teams 517 (54) Practice-based barriers included inadequate information sys-
Iﬁﬁ%ﬂt{]g;ﬁmsoctors 2?; 22‘3 tems, Iack_ of time and staff, and_ poor communica_ltion. Local
GPs 371 (39) problems included poor organisation, lack of coordination, and
Scottish Office 303 (32) poor collaboration among GPs and with health boards.

(13)

Central government

124

Interviewed GPs demonstrated a divergence of opinion regard-

ing the role and responsibilities of public health doctors in needs

The provision of health care on the basis of need underpins th
losophy of the NHS, primary care, and public health policy.
Most GPs are unsophisticated in their understanding of health
assessment and very few have experience of assessing popul
need.

Barriers to health needs assessment are:

GP-based: disinterest, scepticism, resistance, lack of kno
and skills;

practice-based: lack of time, staff, and communication, an
inadequate information;

locality-based: poor organisation, coordination, and collab
tion; and

health board-based: professional boundaries, role conflict,
‘token’ representation.

Resource implications of health needs assessment include fin
organisational, training, and educational methods appropriate
needs of GPs.

jation

‘assessment. Some saw no role, while the majority felt that,
e phiglthough GPs and public health doctors should share responsibil-
jty, most public health doctors were remote from the realities of
aily practice. Some GPs were suspicious of public health doc-
tors who, they argued, were required to take corporate responsi-
bility for health board decisions. Instead, some GPs advocated an
ledgtndependent public health body.

The interviewed GPs expressed reservations about engaging
their health visitors in tasks such as needs assessment, or for
involving patients. Only one-third of GPs among either group

a8 had surveyed consumer opinion, the use of which was strongly
associated with a later year of graduatigh= 21, df = 2,P =
0.007) and fundholding statug?(= 21, df = 2,P<0.007).

hncial,
0 theyiscussion

nee

Given the unfavourable climate of ‘questionnaire fatigfuahd

Box

3.Summary of main findings.

the political turbulence of 1996, the number of completed ques-

.

GP training: supported by protected time, professional advice,
support network

Incentives: financial rewards and/or organisational enhancemsq
for practices

Team-building: delegation of tasks, integration of all stakehold
‘democratisation’

Research: evidence-based approach to assess health benefitg

tionnaires was predictably low. Hostile comments from those
who returned the questionnaire uncompleted suggest that the
nts high levels of negativity and hostility from those who did com-
plete it are likely still to be an underestimate of the antagonistic
brs, mood.
A likely explanation for the higher response rate to the inter-
of view survey is that the researcher made personal contact with

and

needs assessment.

practices. The discrepancies in findings between the two parts of

Box

ing status, and health board of the GP. Younger GPs more oft
selected ‘public health doctorsy¥= 29, df = 8,P<0.001) and
older doctors selected ‘Scottish Officet?(= 16, df = 8,
P<0.043) as their choice of agency to organise needs assessm
male GPs favoured ‘health boardg® & 6.7, df = 1,P = 0.009)
and ‘Scottish Office’ 2 = 4.8, df = 1,P = 0.029). Female GPs
were more likely than their male colleagues to choose the ‘pr
mary care team’x? = 8, df =1,P = 0.005). Fundholding was
strongly associated with the choice of ‘primary care tearh=(
23, df = 2,P<0.001) and ‘GPs"? = 12, df = 2,P<0.003). Geo-
graphically, there was a marked difference in preference f
‘locality groups’, which was highest in Dumfries and Gallowa
and lowest in Grampiarx{ = 42, df = 15,P<0.001). GPs who
reported having experience in assessing need were more Iikely&?
choose primary care structures, such as ‘primary care tgam’ (

4.Key points.

33, df = 2,P<0.001) and ‘GPs")¢ =26, df = 2,P<0.001).

Barriersto involvement in needs assessment

the study raise the possibility of flawed questionnaire design in
terms of agreed definitions, specifically the term ‘needs assess-
ment’, which is subject to different interpretatidns.
ena picture emerges of disillusioned and disenfranchised GPs,
whose opinions are diverse and disparate, as are their practices.
Parallels can be drawn between the diversity of opinion
scribed and the pattern of heterogeneity identified by Petch-

ley’s study of GPs’ orientation to practiégThis research
.demonstrates the difficulty that some GPs experience in reconcil-
I|'ng their traditional role as patient’s advocate with a wider public
health concern. The risk associated with the individual perspec-
tive in general practice is that the provision of health care is
Osometimes inversely related to né€ddowever, given most
Eps’ unfamiliarity with health needs assessment and their failure
Yo adopt the population approach, their estimation of its potential
ntribution to health care must be interpreted with caution.
esults from the parallel study of health board officials empha-
sised the perceived importance of GP involvement in needs
assessment but recognised that all but a few GPs were committed
to the planning process.

The consensus view among GPs was that they lacked the time,

In the interviews, perceived barriers to involvement in needgyilis, and the inclination for health needs assessment. These
assessment were resistance, disinterest or scepticism, and lack,gfy real practical barriers, coupled with the perceived futility of
training, additional resources, and remuneration. GPs resentggentifying unmet need for which resources cannot be found,
dictatorial ‘top down’ approaches, particularly if this required make GPs understandably hesitant about involvement in needs
additional administration, the benefits of which were, in theirgggessment.

opinion, unproven. Nonetheless, some GPs, particularly younger fundholders,
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were more positively disposed towards assessing patient needlat
population level. Indeed, there was a clearly identified minority
of GPs who saw great opportunities in the reforms and wergs
stimulated personally and professionally. Health needs assess-
ment at locality level was less strongly supported in areas of high
levels of fundholding compared with areas with well developed14'
locality structures. 15.

While strengthening of professional relationships was an inte-
gral component of the reforms, this research shows that effective
collaboration between general practice and public health is stift
limited and its potential for development compromised by suspiq7.
cion, poor communication, and conflict.

18.

Conclusion

19.
This paper provides valuable insight into the current debate, &9.
there must be real doubt that the majority of GPs are ready
accept the challenge of needs assessment or take a major rol t
strategic planning. This finding has important implications for

Ruta DA, Duffy MC, Farquarson &t al. Determining priorities for
change in primary care: the value of practice-based needs assess-
ment.Br J Gen Pract. 1997;47: 353-357.

Gillam SJ. Assessing the health care of populations - the general
practitioner’s contribution. [Editorial Br J Gen Pract. 1992;42:
404-405.

Scottish OfficeHealth in Scotland 1997. Edinburgh: HMSO, 1998;
193.

Hanlon P, Murie J, Greganed al. A study to determine how needs
assessment is being used to improve heithlic Health 1998;
112:343-346.

McAvoy B, Kanor EFS. General practice postal surveys: a question-
naire too farBMJ 1996;313: 723-723.

Stevens A, Gabbay J. Needs assessment needs assddsatignt.
Trends 1991;23(1): 20-23.

Petchley R. Exploratory study of general practitioners’ orientations
to general practice and responses to chaBigéGen Pract 1994;
44:551-555,

Tudor Hart J. The inverse care laancet 1971;1: 405-412.
Department of Healti©ur healthier nation: a contract for health.

[Cm 3852.] London: The Stationery Office, 1998.

Scottish OfficeWorking together for a healthier Scotland. [Cm

3584.] Edinburgh: HMSO, 1998.

discussions about the contribution of GPs in directing the neviqgress for correspondence
primary care trusts (or equivalent structures) and their capacity {g, y Murie, The Health Centre, South Vennel, Lanark ML11 7JT.

deliver this major plank of the Government’'s White Paper on
health!® By the same token, the contribution of GPs towards
delivering the aims of the Engli&hand Scottistt Green Papers

on public health must also be questioned, since health inequali-
ties — the stated target of both Green Papers — have, by defini-
tion, a population rather than an individual perspective.

To reverse the situation, motivation, training, and rewards
might ameliorate negative views of needs assessment, but, as
past experience of health promotion payments has shown, incen-
tives alone do not change doctors’ attitudes. Research directed
specifically at identifying the tangible health benefits of needs
assessment might counter scepticism and disinterest. Considera-
tion might also be given to the creation of an independent public
health agency or commission.

Nor should it be assumed that health needs assessment is the
exclusive remit of GPs (or even doctors). Effort should be made
to involve all stakeholders in health needs assessment, including
patients, without whom ‘democratisation’ of the NHS cannot be
achieved. Finally, a shared vision, common language, under-
standing of professional roles, and closer working relationships
might, in time, substitute partnership for alienation.
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