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SEVERE Acute Respiratory Syndrome has the hallmark of
a modern plague. This infection has spread quickly

across the globe, causing 506 deaths in the 7053 cases
reported up to 8 May 2003 — a case fatality rate of 7%.1

Promptly given the menacing acronym ‘SARS’, it has gener-
ated fear and panic, not least among health workers who are
at particular risk of exposure. It threatens economies in the
Pacific Rim, many of which are already in a parlous state.
Despite extensive planning, efficient communication chan-
nels, rapid epidemiological analysis, and molecular diag-
nostic techniques, public health professionals are struggling
to contain the illness. 

Pathogens have evolved to take advantage of the move-
ment of people. This has been at considerable human
cost. The Black Death spread to Europe from China along
trade routes converging in Mesopotamia. It marked a his-
torical watershed between the Medieval and Renaissance
periods by killing one-third of the European population. It
took the great fire of London to halt a subsequent epidem-
ic of bubonic plague. Cholera swept through the world
early in the reign of King William IV of England, killing mil-
lions in its midst. Indeed, it was only after the second
cholera outbreak in England in 1848 that the first Public
Health Act was introduced. 

A sudden genetic shift in the influenza virus led to a pan-
demic after the First World War. Influenza was spread by the
mass movement of troops and killed more people than in
the prior four years of combat. At its onset, one prescient
general practitioner reflected: 

‘In Hull it began on a glorious summer’s day in 1918 with
the suddenness of some great catastrophe of nature. My
first intimation of something amiss was the inordinate
length of my visiting lists. I set off on my round and
began to suspect the opening phase of a major tragedy.’

What has been different and impressive about SARS is the
speed with which the problem has been recognised and its
aetiology discovered. A life-threatening acute respiratory ill-
ness was first reported in Guangdong Province, China, in
late 2002. A Chinese doctor incubating the disease infected
guests of a hotel in Hong Kong on 21 February 2003, before
he was admitted to hospital.2,3 Within days the illness had
caused deaths, infected local health care workers, and trav-
elled across the world to Toronto, Canada. It was already
endemic in Vietnam and quickly spread to Taiwan and
Singapore. By mid-March the World Health Organisation, in
conjunction with the Center for Disease Control and
Prevention in the United States had agreed a name, a case
definition, and issued advice against non-essential travel to
Hong Kong, Guangdong, and Hanoi.

The first probable case of SARS in the United Kingdom
was reported on 19 March 2003. In the next six weeks (up
to 29 April) five more probable cases were reported. Five

cases acquired their infections in the Far East, the other
from a symptomatic Hong Kong national during a business
meeting in a Heathrow airport hotel. The Hong Kong man
was diagnosed as a SARS case when he returned to Hong
Kong. In the same period, there were over 200 other
patients reported to the national Communicable Disease
Surveillance Centre, of whom about half fitted the suspect
case definition. Results of microbiological tests are awaited,
which will lead to a re-classification of patients and more
accurate counts of the cases in Britain. The case fatality rate
may be lower than reported if more cases of mild infection
become recognised.

Viral culture, serology, and polymerase chain reaction
tests on affected persons have helped determine
coronavirus as the likely principal aetiological agent
causing SARS.4 This small round RNA virus was first
discovered in 1965. It takes its name from the crown
of spikes around the virus seen on electron microscopy.
Coronaviruses are responsible for about 10% to 15% of the
annual proportion of common colds. Hardy viruses,
they may be acquired through respiratory droplets or the
faecal–oral route. There is some suggestion they may be
transmitted by environmental contamination as well as by
direct person-to-person spread. Coronaviruses are
widespread in the animal community, causing hepatitis in
mice, gastroenteritis in pigs, and bronchiolitis in birds. It is
speculated that the more virulent SARS-associated
coronavirus was produced as a result of genetic mutation
in an animal host before being transferred to humans, as
can occur with influenza viruses. The importance of
a recently discovered respiratory virus — human metapneu-
movirus — as a cofactor has been mooted.5 Although sero-
prevalence studies suggest that human metapneumovirus
has been around for more than 50 years and all children
have been infected by the age of five years, the clinical man-
ifestations and epidemiology are yet to be fully described.6

As the aetiology of SARS is completely unravelled it will be
fascinating to discover whether human metapneumovirus
has an accessory role.

To fulfil the case definition (see Box 1 for clinical symp-
toms), patients must have a history of contact with an infect-
ed individual or travel to an affected country. Once SARS
becomes more widespread, this history will become less
clear and the diagnosis more challenging, nowhere more so
than in primary care. Most clinical descriptions are from hos-
pitalised individuals and the clinical characteristics may be
very different in a primary care population. In the early
stages of illness SARS may be difficult to differentiate from
other viral respiratory infections. Careful observation of clin-
ical signs, like fever, dry cough, and breathlessness the in
the absence of upper respiratory symptoms, such as sore
throat and earache, could be important. The development of
a rapid antigen test is underway, with a prospect of a near-
patient diagnositic kit. The performance of this test in
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primary care will be crucial. To control SARS, it may not be
sufficient to make a diagnosis of a ‘viral infection’.

So, today, what action should general practitioners take
when they suspect SARS? First, ensure the protection of
their staff, other patients, and themselves by visiting high-
risk individuals at home whenever possible, wearing protec-
tive masks and gloves. Then telephone a hospital chest or
infectious disease physician to discuss whether hospital or
home management is more appropriate. It will depend on
the severity of illness. Some patients deteriorate rapidly and
require assisted ventilation, but the results of intensive ther-
apy with ribavirin, corticosteroids and broad-spectrum
antibiotics have been disappointing. If the patient is admit-
ted to hospital then the ambulance crew must be fore-
warned. If managed at home, then blood should be taken for
acute and convalescent antibodies to secure a future diag-
nosis, and the patient advised to remain at home until fever
free for 48 hours. Daily telephone contact asking of any
increasing breathlessness would be prudent. It is important
that surveillance is as complete as possible, and suspected
cases should be reported to the local Consultant in
Communicable Disease Control. Advice to institutions, such
as schools and colleges, should be to say that there is no
reason for exclusion for those with no symptoms. This guid-
ance has significant resource implications for primary care.
Additional funding through primary care organisations may
be required.

There remain many unanswered questions about the first
global epidemic of the 21st century. There is uncertainty

whether coronavirus is the sole cause or another viral cofac-
tor is important. The latent period, infectious period, and ser-
ial interval of the virus are unknown. Some individuals may
be genetically susceptible to severe illness and some may
act as super-infectors. The speed by which the scientific
community develops a vaccine could be of huge impor-
tance. The true case fatality rate remains uncertain. We have
become used to feeling in control of our own destinies. In his
great novel La Peste, Albert Camus wrote: ‘They fancied
themselves free, and no-one will ever be so long as there are
pestilences.’

ANTHONY HARNDEN

Lecturer in General Practice and Fellow of St Hugh’s College,
University of Oxford

RICHARD MAYON-WHITE
Consultant Epidemiologist, University of Oxford
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‘The art of medicine remains an imperfect science.’1

PATIENTS have reservations about drugs generally and
these are marked when the drugs are prescribed for

long-term conditions, such as hypertension.2 We prefer to
take antihypertensive drugs if we perceive benefits of med-
ication but also if we have positive experiences with doctors.
When we decide not to take antihypertensive medication,
we do so in a way that makes sense for us personally.3 This
decision to take or not to take is complex and involves the
doctor–patient relationship generally. Can it be improved by
decisional analysis?

This would involve the physician in identifying the patient’s

perspectives on certain outcomes and then sharing the
probability of those outcomes in such a way as to compare
the choice of taking or not taking medication. The usual
method for this is for the patient to allocate a numerical
score (utility) for each outcome and then multiply this score
by the probability of that outcome. With medication having
positive and negative outcomes a total ‘score’ can be
achieved by adding all these together for the decision to
take medication and the decision not to take medication.
The process is more important than the actual overall
scores. Altering the utility adds to the process so that the
patient can see what effect lowering or raising their utility has
on the overall score.

British Journal of General Practice, June 2003 435

• Fever >380C, cough, shortness of breath with or
without new pulmonary infiltrate on chest X-ray.

• Other symptoms associated with SARS: headache,
myalgia, diarrhoea, malaise, dizziness or confusion.  

• Less common symptoms include loss of appetite,
nausea or vomiting, coryza, sore throat, non-specific
rashes.

Box 1. Clinical features used in the definition of SARS.

The doctor as an educator
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Decisional conflict occurs when the patient feels unin-
formed, lacks clarity about the values of outcomes, and has
a general feeling of lack of support. Decision analysis may
improve knowledge about treatment options, make patients
more realistic in their expectations, reduce decisional con-
flict, and increase active involvement in decision making.4

In this month’s BJGP, Montgomery et al5 have compared
‘simple’ information (30-minute information video and
leaflet) with decision analysis that took one hour. In newly
diagnosed hypertensive patients aged from 30 to 80 years,
both are effective in reducing decisional conflict, but deci-
sional analysis more so. Forty-one per cent of all patients
were unsure whether to start treatment at the beginning of
the study. Decisional analysis resulted in a 10% reduction in
total decisional conflict. The greatest reduction was in being
‘uninformed’. 

There was no difference between groups in terms of the
actual decision on whether to take medication at the end of
the study (67% had been prescribed blood pressure-
lowering medication). More knowledge came with the video
and leaflet, compared with decisional analysis. 

This is the first time that this process has been studied in
patients with hypertension in primary care and only one of
the 52 patients allocated to decisional analysis could not
complete it. A similar study examining decisional analysis in
patients with atrial fibrillation faced with the choice of antico-
agulation also confirms that this approach is effective within
primary care.6

So how does this work fit into the context of other research
on decision analysis? What is clear is that we only discuss
uncertainties in a very small proportion of consultations.7

There is evidence of the effectiveness of the impact of infor-
mation and decision in many areas of health care, including
cancer8 and management of spontaneous miscarriage in
the first trimester.9 Shared decision making can influence
many treatment outcomes for the better.10

The major objection (acknowledged by many authors in
this field) is the time that it takes both to deliver information
and to help with decisional analysis.

Is this therefore a cost-effective intervention? On average,
patient education saves three to four times as much as it
costs.11 A recent Cochrane review of 15 decision support
tools found 87 decision aids (http://www.ohri.ca/pro-
grams/clinical_epidemiology/OHDEC/decision_aids.asp) for
31 types of condition, all of which shared some of the com-
plexity of health care with patients.12 These improved knowl-
edge in 19% of cases. There was a 48% improvement in the
proportion of people with realistic perception of probability
of outcome. What was especially important was the fact that
participants often made different decisions when knowledge
and expectation was improved.4

Patients may vary in their desire for involvement in deci-
sion making in consultations. Although this variation seems
to depend on the presenting problem, age, social class, and
smoking status, these associations are not absolute.12

Patient preference was found to be independently predicted
by the type of problem that they presented with. For exam-
ple, patients presenting with physical problems more fre-
quently preferred a directed approach, with the doctor
telling them what to have done.

The issue, then, is not really ‘should we do it?’ but ‘how we
are going to change practice to enable this to happen?’. The
process is not intuitive and clinicians may need education in
developing competencies for involving patients in health
care decisions. A useful framework for this has been devel-
oped by Elwyn et al:13

1. implicit or explicit involvement of patients in the deci-
sion-making process;

2. explore ideas, fears, and expectations of the problem
and possible treatments;

3. portrayal of equipoise and options;
4. identify preferred format and provide tailor-made infor-

mation;
5. checking process — understanding of information and

reactions (e.g. ideas, fears, and expectations of possi-
ble options);

6. checking process — acceptance of process and
decision-making role preference, involving the patient
to the extent they desire to be involved;

7. make, discuss or defer decisions;
8. arrange follow-up.

The idea that a 30-minute video and the British
Hypertension Society booklet is ‘simple’ is in itself question-
able. Even establishing the presence of this sort of informa-
tion within practices, and then ensuring that all patients who
need the information receive it, is challenging. This is an
area where the government could assist us in the provision
of more detailed patient information, in contrast with the mul-
titude of limited small leaflets.

A full-time personal physician may have 2000 patients that
they are responsible for. There maybe 40 diabetics, 60
patients with heart failure, 25 with atrial fibrillation and 400
with hypertension (200 they know about). In addition, one
patient may have three or more decisions to make. It is not
appropriate to suggest that primary care physicians be
expected to undertake personally such a long period of
decision analysis for each patient with multiple decisions to
make.

This paper, and research similar to this, is showing us that
we need to explore novel methods of sharing knowledge
with patients. This responsibility may be shared with other
health professionals and be as effective with the same ben-
efits. Before undertaking decision analysis for our patients
we also need ways to identify those in whom this would give
added benefit.

For now, the message must be to improve the information
that we give to patients to make them more knowledgeable.
Sites, such as the database of individual patients’ experi-
ence (www.dipex.org), may be helpful at identifying the
major concerns a patient may have before discussing with
the doctor the value of treatment. I will change my practice
in initially arranging for videos and more detailed information
to be available for all my new hypertensive patients. 

MARTIN DAWES
Chair of the Department of Family Medicine, McGill

University, Montreal, Quebec, Canada.



British Journal of General Practice, June 2003 437

References
1. Tuckett D, Boulton C, Williams A. Meetings between experts: an

approach to sharing ideas in medical consultations: Routledge
Kegan & Paul, 1986.

2. Weinehall L, Ohgren B, Persson M, et al. High remaining risk in
poorly treated hypertension: the ‘rule of halves’ still exists. J
Hypertens 2002; 20: 2081-2088.

3. Benson J, Britten N. Patients’ decisions about whether or not to
take antihypertensive drugs: qualitative study. BMJ 2002; 325:
873.

4. O’Connor AM, Rostom A, Fiset V, et al. Decision aids for patients
facing health treatment or screening decisions: systematic review.
BMJ 1999; 319: 731-734.

5. Montgomery A, Fahey T, Peters TJ. A factorial randomised con-
trolled trial of decision analysis and an information video plus
leaflet for newly diagnosed hypertensive patients. Br J Gen Pract
2003; 53: 446-453 (this issue).

6. Protheroe J, Fahey T, Montgomery AA, Peters TJ. The impact of
patients’ preferences on the treatment of atrial fibrillation: observa-
tional study of patient based decision analysis. BMJ 2000; 320:
1380-1384.

7. Braddock CH 3rd, Edwards KA, Hasenberg NM, et al. Informed
decision making in outpatient practice: time to get back to basics.
JAMA 1999; 282: 2313-2320.

8. Jefford M, Tattersall MH. Informing and involving cancer patients
in their own care. Lancet Oncol 2002; 3(10): 629-637.

9. Geyman JP, Oliver LM, Sullivan SD. Expectant, medical, or surgi-
cal treatment of spontaneous abortion in first trimester of preg-
nancy? A pooled quantitative literature evaluation. J Am Board
Fam Pract 1999; 12(1): 55-64.

10. Kaplan SH, Greenfield S, Ware JE Jr. Assessing the effects of
physician–patient interactions on the outcomes of chronic dis-
ease. Med Care 1989; 27(3 Suppl): S110-S127.

11. Bartlett EE. Cost–benefit analysis of patient education. Patient
Educ Couns 1995; 26(1-3): 87-91.

12. O’Connor AM, Stacey D, Rovner D, et al. Decision aids for people
facing health treatment or screening decisions. Cochrane
Database Syst Rev 2001 (3): CD001431.

13. McKinstry B. Do patients wish to be involved in decision making
in the consultation? A cross-sectional survey with video vignettes.
BMJ 2000; 321: 867-871.

14. Elwyn G, Edwards A, Kinnersley P, Grol R. Shared decision mak-
ing and the concept of equipoise: the competences of involving
patients in healthcare choices. Br J Gen Pract 2000; 50: 892-899.

Address for correspondence
Professor Martin Dawes, Department of Family Medicine, McGill
University, 517 Pine Avenue West, Montreal, Quebec H2W lS4. E-mail:
martin.dawes@mcgill.ca

THE Bristol paediatric cardiac surgery case1 centred on
local failures of professional self-regulation to respond to

known problems in quality of care, and therefore to save
children’s lives. In some people’s eyes, the Shipman case2

has also illustrated a failure in local oversight and account-
ability.3 These two different and difficult examples chal-
lenged the assumption that initial registration should be for
life. Other examples — Ledwood, Green, Ayling, and so on
— increased the momentum for change, for the public to be
protected through regular re-certification of doctors’ compe-
tency — in the jargon, a periodic summative assessment.

Revalidation, as it became known, was conceived by the
General Medical Council (GMC) to protect the public by re-
affirming at intervals each doctor’s fitness to practise.4,5

Continuation on the full GMC register, and thus in indepen-
dent practice, was to be dependent on a successful revali-
dation. Members of the public were to be involved in the set-
ting of standards and the assessment of the material sub-
mitted.

Royal Colleges consulted widely with doctors and the
public, and produced frameworks for assessment based on
the GMC’s Good Medical Practice,6 the RCGP’s being
developed with the General Practitioners Committee of the
BMA as Good Medical Practice for General Practitioners.7

Methodologies for assessing against those standards were
developed with the support and input of the GMC8 and, in
the consultation exercise, general practitioners were very
supportive.9

Appraisal was conceived and delivered as a complemen-
tary activity, but one that was designed to encourage reflec-
tion, self-awareness, continuing professional development,
and quality enhancement.10 It should be a peer review, in
which an open and honest discussion of strengths and

weaknesses leads to a shared understanding of the educa-
tional and quality agenda for the next year.11 This is a for-
mative, not summative, process.

The link between the two had always been explicit. The
evidence gathered for appraisal would, with extra evidence,
such as that concerning probity and health, be submitted for
revalidation.12 All doctors would submit a revalidation folder
with their accumulated evidence showing, overall, fitness to
practise. Same evidence; two purposes; two assessments;
two outcomes.

However, the situation has been changed radically by the
GMC’s realisation of the complexity and the cost of such a
system of revalidation. It is now supporting the original line
of the British Medical Association, that ‘five satisfactory
appraisals equals revalidation’.13 This is less radical in hos-
pital care than general practice, since consultant appraisal
has been seen as a managerial performance review, in
which poor or underperformance should be identified.
General practitioner appraisal, however, is truer to the edu-
cational, supportive principles of formative appraisal.

This decision may be welcomed by those who always
regarded revalidation as an over-response to two cases.
Good clinical governance mechanisms should detect and
deal with Bristol-type problems; revalidation was conceived
to detect unacceptable clinical performance, not a medical
murderer.

The two elements that have been lost are both related to
the public. Unless appraisal is radically changed to include
a robust assessment of competency, then five appraisals will
not offer the public protection from poor or underperforming
doctors. It will only create an illusion of protection that will be
revealed to be such at the first subsequent scandal. And the
second loss is of public involvement in revalidation. Instead

Re-evaluating revalidation and appraisal
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of being part of panels assessing revalidation folders, the lay
input will be restricted to an undefined role in the quality
assurance of the appraisal process.

There are two solutions, both far from ideal. The first is that
general practitioner annual appraisal will have to migrate
towards being a performance management assessment,
including of minimum competency. 

As the article by Lewis and colleagues in this issue of the
BJGP demonstrates, many doctors only agree to appraisal
because they see it as a positive support to quality and
career development.14 The authors show that changing the
nature of appraisal towards performance management will
seriously erode its support, making recruitment of apprais-
ers, and openness by those being appraised, much more
difficult to achieve.

The second parallel solution concerns quality assurance
of the appraisal (and thus revalidation) process. This could
be done by local audit of appraisal, requiring the currently
confidential appraisal documentation to be scrutinised. The
GMC sees the Commission for Health Improvement, and its
successor organisation, doing this auditing of appraisal
processes; there are those who see this as a distancing by
the GMC of some of its responsibilities for professional reg-
ulation. Whichever local audit processes are chosen, this is,
at least, a way in which the public can be involved.

The most likely outcome is the worst of all worlds. In this
scenario general practitioner appraisal loses much of its
formative, educational context and attempts to become a
mini-examination of competency, with its whole content
open to scrutiny and audit. And revalidation depends on the
flawed belief that appraisal can reliably identify poor perfor-
mance.

It is almost, but not quite, too late to argue that we can
have the best of both worlds. We could have appraisal as an
effective formative way to give the public the better care that
it deserves, through supporting the education and profes-
sional development of all doctors. And we could have the

summative assessment that was always intended to be
revalidation — a process to identify underperformance, to
protect the public and to certificate good performance to
encourage doctors. If we don’t achieve this, the threat to
medical self-regulation may be profound.

MIKE PRINGLE

Professor of General Practice, Division of Primary Care,
University of Nottingham.
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Introduction

THE government has introduced a policy of development
of ‘general practitioners with special interests’ (GPwSIs),1

in the hope of expanding effective clinical services while
reducing waiting times. This will build on the current esti-
mated minimum 16% of the GP population of England (over
4000 GPs) already undertaking sessions to serve a particu-
lar clinical interest,2 who are thus using their professional
generalist expertise to the full and giving their practice depth
as well as breadth. The collective management of primary
care services through Primary Care Trusts (PCTs) now sup-
ports the possibility of using such expertise at a locality,
rather than practice, level, thus making investment in service

provision, equipment or training more cost effective.3 Many
GPs who have worked as clinical assistants, or as specialist
practitioners in hospital or community settings, will welcome
the apparent opportunity to have their role recognised and
accredited. The development of GPwSI expertise may fill a
gap in local service provision and give the health communi-
ty more flexibility to deliver modernised services closer to
where patients live.4 In addition, developing posts with ‘built-
in’ additional opportunities can enhance recruitment in
underdoctored areas by making vacancies more attractive
to newly qualified GPs.5

The focus of the GPwSIs policy1 is very much on improved
access to clinical care and wider clinical provision. PCTs will
be expected to make judgements about what services they

Special non-clinical interests — GPs in
education, research, and management
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will commission in the context of government priorities, such
as delivery of the National Service Frameworks. However,
there are already many GPs with a special interest in the
non-clinical areas of education, research, and management,
which are not mentioned in the policy documents for
GPwSIs. We would argue that these are of equal importance
to service quality and delivery, have similar workforce impli-
cations, and are already established as accredited activities.

Education, research and management –
three non-clinical GP special interests
Although not regarded as a core service to the NHS, a
majority of practices throughout the UK will have one or
more roles in teaching and training. More than 40% of GPs
are actively involved in medical undergraduate and post-
graduate teaching and training.6 The figure increases dra-
matically when all community-based provision for the train-
ing of health professions is considered; for example, GPs
frequently take key roles in paramedic and allied profes-
sional training, and many nurses hold a teaching qualifica-
tion that enables them to host students.7 All postgraduate
GP education posts (course organisers, continuing profes-
sional development (CPD) tutors, directors and associate
directors) exist within a formal structure, and these need to
be recognised as a key career option alongside clinical
interests. As educational reforms prioritise community-
based learning, structures for appraisal and quality assur-
ance become more rigorous, training models alter,8 and the
workforce demands lead to the creation of new medical and
clinical training places,9 the opportunities and need for edu-
cational provision in primary care will expand further. The
development of teaching PCTs10 demonstrates the belief
that involvement in teaching, and to an extent research, can
help improve local recruitment and raise standards of care.
If this is demonstrated to be the case, then all PCTs are like-
ly to view the development of education opportunities by
and to all health professions as a core strategic aim.11 This
means that many primary care professionals either do, or
soon will, see themselves as having a special interest as
education and training.

Research may appear a minority sport compared with
education, but this again depends on the breadth of the
definition. All health professionals are consumers of
research, applying the available evidence in delivering their
care. Many practices, for example, through the Primary
Care Research Networks, the Medical Research Council GP
Framework, or the RCGP Birmingham Research Unit,12 play
an essential role in research, by allowing access to their
computer records or helping to recruit patients for studies.
Traditionally, the proportion of GPs acting as principal
investigators or leading original research has been low;
however, in recent decades the numbers are rising6 and
there is increasing recognition of the key role that primary
care research can offer.13 The emergence of clinical
governance leads14 has also developed GP special inter-
ests in evidence-based practice and leadership, and some
of these skills are seen as transferable into research
management.15 Again, the value of these opportunities
goes beyond improvements to patient care, as they
can enhance the quality of primary care as a working

environment, which in turn can contribute to enhanced
recruitment and retention.

Another group of general practitioners is developing a
special expertise in management. Most GPs with a substan-
tive managerial role are working as senior executive part-
ners, on PCT professional executives, in other NHS organi-
sations, or in the private sector, while maintaining their clini-
cal generalism. For others, their managerial role lies in
organising education and training, and in facilitating related
activities, such as appraisal, mentoring, and CPD. Given the
need for all research to be sponsored and effectively man-
aged,16 a third group will soon be asked by PCTs to lead on
research management governance. We can also expect to
see more GPs working as intermediate service commission-
ers and clinical managers, much as local cancer leads are
delivering the reforms of cancer services set out in the NHS
Plan.17

Unlike consultants, the contractual basis of general prac-
tice has never acknowledged a need for protected non-
contact time within the working week. This means that any
additional roles are seen as an ‘add-on’, and either have to
be squeezed in between existing clinical commitments, or
pitted against the competing demands of colleagues. The
proposed ‘new Contract’ does not include any substantive
reform in this regard. If current NHS policy and contract
negotiations result in recognition of clinical special interests
but ignore non-clinical ones, there is a danger that, as
Gerada et al3 suggest, some common career functions will
continue ‘without clearly defined roles, responsibilities and
terms of service’. This particularly may apply to undergradu-
ate teaching, which does not enjoy the same national con-
ditions as postgraduate tutoring, and to PCT management,
which increasingly will diversify as local autonomy increas-
es. Yet such roles fulfil exactly the same three core functions
as the RCGP has set out for GPwSIs18 — leading local devel-
opments, delivering a specified service to a high standard,
and providing expert guidance to local colleagues. Many
GPs involved in education, research, and management will
be able to show accredited qualifications and relevant expe-
rience, and this too suggests that they can be classified
alongside clinical interests as a relevant career option,
whose status and conditions should be recognised and
given similar consideration in workforce planning and skill
utilisation. 

Conclusions
Special interests for GPs are of value in developing careers,
avoiding burnout, and increasing the role of primary care in
the NHS. Non-clinical special interests involve more GPs,
are therefore of equivalent importance to clinical special
interests, and deserve parallel discussion. Some GPs will
have special interests in clinical and non-clinical areas at the
same time, and most GPs have portfolio careers in which
they adopt a variety of roles over time. Indeed, the numbers
of GPs involved in clinical and non-clinical special interests
suggests that it is already the norm for a GP to add roles to
clinical generalism, and it may in time become universal.
Thus, ‘joining-up thinking’ around career development,
workforce planning, and partnership planning needs to take
this into account, and acknowledge that GPs have the same
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breadth of professional duties as consultants. If we are not
to lose sight of the importance of non-clinical special inter-
ests, the links should be highlighted by all leading GP
organisations throughout the next phase of development of
the GPwSI policy. Moreover, the new Contract for GPs
should facilitate and reward the adoption of all types of spe-
cial interests, and it would be ideal if there were minimal dif-
ferences in payment for sessions of different types. If a GP
with suitable training and qualifications could move from
using sessions to teach medical students, to organising an
echocardiography service for the PCT, to being a medical
director of the PCT and then becoming a vocational trainer
over a decade, and being paid a similar rate for each, then
we would promote both workforce flexibility and breadth of
skills — the key features of the generalist. 
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