
Evidence-based management?

The series of articles in the British
Journal of General Practice have pro-
voked some thought, for me, concern-
ing the imminent introduction of
Advanced Access to our practice.1-4

We were among the practices recruit-
ed to the National Primary Care
Collaborative (NPCC) first wave.
During the last 3 years we have been
developing other aspects of our prac-
tice. In particular, the infrastructure,
which includes both the building in
which we work, and the use of the IT
resources to become ‘paper-light’. We
have also become a personal medical
services practice, in which, theoretically,
patients are no longer allocated to an
individual GP.

Patients are, however, traditionalists,
and cling to the idea of being regis-
tered with an individual practitioner. As
has been noted for emergency care,
‘inverting pyramids takes time’.5 The
writer of this letter to the BMJ, a con-
sultant in accident and emergency,
made the erroneous observation that
‘in primary care most patients are
already seen by senior doctors’.
Although this is relatively correct, GPs,
like hospital doctors, vary in their ability
to be strictly objective with patients. In
fact, the relationship between GPs and
patients is one of the aspects of primary
care most often cited as being important
in British general practice. The emo-
tional attachment of a patient to an
individual practitioner may not be
entirely ‘rational’, and may not correlate
with clinical outcome.

The idea, which appears to be gain-
ing favour in the United States (yes,
another idea from the US), coming
from managed health care in health
management organisations, of report
cards of outcomes for individual practi-
tioners, determined by adherence to
the principles of evidence-based prac-
tice, may eventually result in greater
uniformity of patient management.6,7

Each of the articles in the BJGP rais-
es concerns over the introduction of
Advanced Access as the government’s
favoured method for decreasing ‘wait-
ing lists’ in general practice. In an arti-
cle from JAMA on innovations in pri-
mary care last year, two alternative
models, ‘the traditional’ and the ‘carve
out’ models, are described.8 Certainly I

recognise both of these, having experi-
enced them at first hand. However, the
application of industrial models in a
demand-led system, for which there is
little evidence of effectiveness other
than qualitative evidence, concerns
me. Furthermore, these models are
based on Japanese, not American,
ideas of re-engineering, dating from
the 1980s.9 Human beings are not
commodities. One of the strongest
messages that comes out of the series
in JAMA is that ‘no scheduling system,
including Advanced Access, can work
if a physician has too many patients ...
Advanced Access can work well even
if demand exceeds capacity on a given
day, but i f  demand permanently
exceeds capacity, no system wil l
work’.8

Although list size in general practice
is thought to be reasonable, at approx-
imately 1800 to 2200 patients per GP,
we have no real evidence either of the
correctness of this estimate, or of the
local variation that may occur concern-
ing individual patient needs and
whether it matches capacity.

A further issue that may, in future,
change the way in which we manage
patients, will be the unified electronic
medical record. Theoretically, commu-
nication, and therefore continuity of
care, could improve using a single
electronic medical record.10 Of course,
one of the problems with this may well
be ‘information overload’ at each
consultation. We will be expected to
have accessed all of the relevant
items in a medical record, to which
social services, the police, accident
and emergency doctors, other GPs,
and so on will have added further
information, some of which will be rele-
vant, and some not.

As health care becomes more
sophisticated we will have to have
improved methods of information man-
agement. This may, possibly, result in
being able to manage fewer patients,
and thereby increase the number of
primary care providers that will be
required to serve any population.

Chris Salisbury raises several rele-
vant points in his editorial.4 If one is to
continue the managerial approach, I
seem to recall a dictum that endorses
what Dr Salisbury mentions with
respect to the expansion of demand
being led by the provision of services.

Public health doctors will recognise
this as ‘provider moral hazard’. If a ser-
vice is offered demand will expand
accordingly. Secondly, the transplan-
tation of an American model into the
NHS, where there is no financial disin-
centive for patients to consult, seems
to be folly. Thirdly, the lack of assess-
ment and research, despite the current
contributions, of this particular model
seems to run contrary to the tenets of
‘evidence-based management’ if such
an animal exists. Personally, I would
hope that the animal involved in the
experiment is not me.11
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