
ABSTRACT
The NHS Plan signalled the creation of GPs with
special interests (GPwSIs) in the UK. The role of a
GPwSI involves the acquisition of knowledge and skills
that enable GPs to dedicate a portion of their time to
performing the role of consultants to their colleagues
within the ambit of general practice, and with respect
to specific health problems encountered. The
objectives behind the introduction of GPwSIs are to
improve the patient’s access to specialist care, to cut
waiting-list times, and to save on referral costs, (and as
a consequence to increase the prestige of the GPs
involved). However, the reality may not meet these
expectations. Before accepting the proposition for
universal implementation of GPwSIs empirical evidence
is required to demonstrate that overall health is
improved (of patients as well as the population);
patients, especially patients of doctors working alone
or in small groups (specifically in rural areas) are not
disadvantaged; referral is improved and made more
appropriate to the requirements of patients and their
health problems; real prestige is generated, not only
among GPs and students, but also among patients;
biological views typical of the specialist are not
promoted; and a brake is not applied to other
alternatives in, or the reorganisation of, primary care.
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INTRODUCTION
The growing trend towards specialisation in medicine
is creating pressure for greater specialisation in
general practice.1–4 In the UK GPs with a tendency
towards super-specialisation in general medicine are
termed GPs with special interests (GPwSIs).5 This
involves GPs acquiring knowledge and skills that
enable them to dedicate a portion of their time to
performing the role of consultant to their own
colleagues, with regard to specific health problems,
such as minor surgery, hypertension, drug addiction,
and headache, so that patients can be refered for
‘expert’ intervention.5,6

The official objectives behind the role of GPwSIs
are to improve the patient’s access to specialist care,
cut waiting-list times, and save on referral costs.5,6 As
a consequence, the prestige of the GPs involved
would be expected to increase (as signalled by
heightened self-esteem of the GPwSI), with general
practice becoming more appealing to students and
junior doctors, and with associated greater patient
satisfaction (as manifested by re-registration with the
practices with GPwSIs).7

In this article problems surrounding the concept of
GPwSIs are considered with emphasis on
unanswered questions about the impact this post
has on general practice.

PART VERSUS WHOLE
Specialist medicine developed over the course of the
19th and 20th centuries, accompanied by increasing
specialisation in other areas of societal endeavour. The
impetus towards specialisation was based on
acknowledging the specialist as an expert in a specific
field, and on the assumption that the expert was a
professional with a greater, or better, capacity to
resolve a problem in the specialist’s field.4 This
interpretation is founded on the supposedly greater
diagnostic power and considerable use of the
technology on the part of the specialist.8 When
comparing the performance of generalists with that of
specialists, the latter provide a higher quality of care
for problems in their own area of special interest.8,9

Generalists, on the other hand, provide better health
care to individuals and the population, when the
measure of quality is the overall health of the
individuals and not just their specific problems.9,10
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Therefore, the generalist improves the whole; the
specialist, the parts.11 The logic would be to link both
types of professionals to obtain the best healthcare
system.9 Working with parts alone is potentially
dangerous because of the high degree of comorbidity
and the coordination needed (but generally lacking in
medical practice) to pre-empt errors, as well as the
excesses, of medicine.12,13 Previous analyses have not
considered the experiences of GPwSIs and their
association with an improvement in the overall health
of the population.7,14–17 Given that in over 40% of cases
the outcome of a consultation with a GPwSI is a
follow-up visit, this implies poor control and resolution
of clinical questions while focusing on patient’s
problems.15,16 Follow-up visits appear to be the most
frequent reason for consultation, at least to some
specialists in countries such as the US.17 Conversely,
in European general practice, the percentage of visits
for follow up are approximately 25%.18 Follow-up rates
matter because there is some evidence of fewer
follow-up appointments by specialist outreach clinics
than in hospital outpatient departments in the UK.7

BIG VERSUS SMALL
The majority of GPs in industrialised countries are
independent professionals who work alone or in
small groups with two or three colleagues. This
occurs in Australia, Austria, Belgium, Canada,
Denmark, France, Germany, Holland, Ireland, Italy,
Japan, New Zealand, Norway, Switzerland, the UK
and the US. In the UK, where working in groups has
been systematically encouraged, the basic type of
organisation of up to three GPs represented 56% of
all centres in England, 53% in Wales, and 52% in
Scotland in 2004.19

Group practice had been a trend that began in the
1940s in Canada, in kibbutzim (before the
establishment of the state of Israel), and the UK. The
World Health Organisation promoted these ‘health
centres’ and ‘primary care teams’ from the 1970s.20

In Finland, Sweden, and Spain large health centres
were created, in some cases in the form of ‘mega-
centres’ with more than 30 clinicians and a total
workforce of up to 100 people. Since then, due to
cultural influence and business organisational
practices, ‘the team’ has become the universal ‘Holy
Grail’ in family medicine. But when these large
centres and their ‘teams’ are compared to small
groups (working alone or in groups of a maximum of
three clinicians), the results repeatedly confirmed
that the purported advantages of the large centres
were in fact non-existent.21–23

Promoting the concept of GPwSIs implicitly
assumes that bigger is better, as it involves a large
pool of practitioners who sub-specialise: having GPs
within a practice spending some of their time

working as GPwSIs implies more GPs in the practice
to cover their absence. GPwSIs also need support
from teams that include administrators, specialist
nurses, and other health professionals.7 However, no
study has examined the impact of increasing
practice size associated with the introduction of
GPwSIs. The concentration of resources that
encourage the development of ‘special interests’
would be considered, theoretically, a disadvantage
for the traditional model of healthcare provision for a
dispersed population, that is, bigger is not
necessarily better for rural and remote
communities.24

RESOLUTION VERSUS REFERRAL
Variability in referral rates and practices25,26 suggests
that the expectations of GPs are inconsistent with
regard to the extent of their ability, and confidence,
to prevent, cure, care for, coordinate, contain,
console and/or help patients. There have been many
studies on referral, but little light has been shed on
‘appropriateness of referrals’.25,26 It is still not clear
whether it is better to refer many or a few patients,
what the best timing for the referral is, or the point at
which the benefits of referral outweigh the costs
(both in monetary and non-monetary terms). There
are many factors that influence decisions to refer,
including comorbidity and the complexity of patients’
problems, demands of the patients and their families,
and the level of training of the GP and auxiliary
personnel.25,26

Increasing referrals rates generate waiting lists,7,14

and much of the UK interest in the role of GPwSIs is
based on concerns regarding waiting times and the
cost of the referrals.5–7,14 Studies of the impact of
GPwSIs on referrals and on waiting lists have not
reached definitive conclusions; the rate of referrals
varies in different studies with the only consistent
decrease found with waiting times.7,14,16,17,27 Increases
in the costs of the GPwSI programme can outweigh
any reduced costs as a result of referrals.7,27

In general, there has been repeated demonstration
that, contrary to expectation, the greater the training

How this fits in
The training of a new cadre of GPs with special interests (GPwSIs) was a key
part of the UK governments’ 2000 NHS Plan. The development of GPwSI
services is a method of increasing access to specialist services. The general
conclusion from empirical studies is that GPwSI programmes decrease waiting
times, with no definitive results about referrals and cost. This articles examines
critical questions about GPwSI services, for example, the impact on patients’
and population health, that need answering before accepting the proposition for
universal implementation of GPwSIs. There is concern about its effectiveness
and impact on generalism.
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of the GP in a specific clinical area, the greater the
rate of referral for conditions in this specialty.17,27

Furthermore, increasing focus on care in specific
areas could increase patient pressure for referral
even though referrals may be inappropriate; for
example, as in the case of headache.28

PRESTIGE OF GENERALISTS AND
SPECIALISTS
In Western medicine the specialist, as an expert, has a
prestige that is denied the generalist.4 This difference
affects family doctors as well as general internists.2

General medical knowledge, non-specific ‘soft’
information, and generalist attitudes are less valued.4

Many large organisations find it very difficult to
relate to individual customers and, hence, they
actively promote the development of general attitudes
that facilitate interconnecting with clients and fulfilling
their objectives, more than merely fulfilling set tasks.29

The health system appears to move away from
improving the development of connecting with
patients and their overall needs.29 Promoting the
prestige of specialists fragments provision of care and
can increase unnecessary referrals to specialists, with
the associated problems.4,12,13,29

The assumption is that ‘special interest’ will bring
prestige to some professionals already trained in
dealing with diffuse thinking and uncertainty.7,14,29,30

The conflict between their expertise in general
knowledge and their new focus on specialist
knowledge may become frustrating. Prestige,
instead of being increased, may decline as GPwSIs
refer more frequently to ‘real’ specialists.7,17,27 As
primary care doctors increasingly emulate specialists
with their emphasis on diagnostics, their attraction to
technology, and their interest in packaged and
fragmented knowledge (a technique, a disease, a
sex, an apparatus or system, an age), their focus on
specialised knowledge may be at the expense of
their special skills in general practice. Both patients
and students may increasingly learn that a disease
focus (rather than a patient focus) is more valued,
and valuable.

MONO-CAUSAL VERSUS MULTI-CAUSAL
The overall view of the patient is central to general
practice; the simultaneous consideration of health
problems in the context of the family and the
community1–4 and the assertion that ‘we care for the
individuals, not just the disease’.4 This implies
considering that a health problem results from
multiple determining factors, many a long way from
the healthcare system. It is the ‘bio-psycho-social’
view31 that the GP brings to bear on the basic
problems, which only partially arise within the context
of the consulting room. From the population point of

view, the bio-psycho-social model helps in
addressing the ‘inverse care law’ (therefore, the more
care is needed, the less is provided).32 The healthcare
response can, and should, be varied and appropriate
to the frequency and severity of health problems.33

The movement towards implementing the GPwSI
role is based on the biological model of medical care.
‘Special interests’ will change the focus of general
practice from the context of the person to the disease
and the technique, and strengthen the focus on the
biological model rather than on the currently-
accepted bio-psycho-social model.31 This
mechanistic approach to patient care will weaken
rather than strengthen the generalist’s role.4

CAPITATION AND SALARY VERSUS
FEE-FOR-SERVICE
Instituting a programme of GPwSIs has implications
for the way in which GPs are reimbursed. Salary
remunerates the doctor’s time. Capitation
remunerates the care of defined populations. Fee-for-
service remunerates the doctor for the volume of
activities undertaken. These three forms of payment
are encountered in different health systems of
developed countries. None has clear advantages over
the others except, perhaps, in capitation payments
associated with the GP’s function as a healthcare filter,
and which appear to help contain the costs of the
health service without worsening the health of the
population.10,34 Capitation remuneration exists in
Denmark, Holland, Ireland, Italy, Norway, Slovenia,
Spain, and the UK.35 The world trend is towards its
introduction, and it is currently being followed in
various ways in Belgium, Canada, France, and
Germany.36 The interest behind such capitation
payments is in controlling costs, and its allocation to a
population for which it is ‘assigned’ assumes that the
GP integrates biological, community, and
epidemiological viewpoints. Simultaneously, interest
has grown regarding the forms of payment that
provide incentives for quality of care, such as the
effectiveness of pay for performance.37 However, the
movement towards incentives for improving the
quality of care of certain diseases does not necessarily
improve the overall health of patients if other services
are sacrificed to gain the financial benefits.38,39

The Quality and Outcomes Framework, as a pay-
for-performance type of incentive, is based on the
fragmented thinking of the specialist which is
incorporated in many protocols. It implies that
diseases are mono-causal and merely biological. As
such, the pay-for-performance concept is typical of
the fragmented thinking of the specialists.
There have been no analyses, even theoretical, of

the consequence of methods of payment when
implementing the GPwSI concept. But an interest in
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the fee-for-service manner of payment is implied. If
GPs are to imitate specialists in outpatient settings
(as in the US), it is logical that fee-for-service
philosophy and adopting pay for performance
according to protocols will prevail, with a
consequential focus on particular health problems
and ‘disease management’.40

CONCLUSION
Family medicine has lost prestige in many
countries.7,41,42 It is assumed that prestige can be
recovered via super-specialisation in various
identified areas, such that certain GPs act as a
consultant to their other colleagues in primary
care.5–7,14,17 Furthermore, super-specialisation assumes
that access to specialised knowledge would improve
referrals, and decrease the cost of health care. Reality
does not conform to these expectations.17,27

Before accepting the proposition for universal
implementation of GPwSIs empirical evidence is
required to show that:

• overall health is improved (of the patients as well as
that of the population);

• patients, especially patients of doctors working
alone or in small groups (and, specifically, in a rural
environment) are not disadvantaged;

• referral is improved and made more appropriate to
the requirements of the patients and their health
problems;

• real prestige is generated, not only among GPs and
students but also among patients;

• biological views typical of the specialist are not
promoted; and

• a brake is not applied to alternative systems in
primary care.

These issues can be addressed by seeking
empirical evidence. For example, there are a wide
variety of measurement techniques to assess overall
health and functional status that can be applied to
primary care.43,44 There are tested methods of
comparing appropriateness and the quality of
referrals.45,46 When implementing GPwSI programmes,
there are appropriate indicators to monitor and
understand the consequences.
The justification for GPwSIs, while ostensibly

motivated by a need to reduce the costs associated
with hospital-based specialist care and by a perceived
need to improve the stature of GPs may, as its
underlying rationale, attempt to reduce the historical
dominance of the hospital and increase the power of
primary care physicians in a ‘primary care-led health
system’. The strategy adopted in the UK runs the risk
of emulating the US health system with its well-
developed community-based specialists that now

provide more care than primary care physicians. In
contrast, the strategy (‘transmural care’) adopted in
the Netherlands is aimed at increasing the role of
primary care physicians by increasing their direct
consultations with specialists and their ability to
directly access the diagnostic facilities of hospitals.
Coordination of care, defined as the facilitation of the
movement of patients through the healthcare system,
can be enhanced by a variety of mechanisms,
including defining shared and separate responsibilities
of ‘care-providing practitioners’ and creating mutual
respect and trust through the development of
procedures for more appropriate consultation.47 The
challenge is to increase the ability of GPs to provide a
more comprehensive range of services with
appropriate consultation and advice from specialists
and GPwSIs, rather than the transfer of responsibility
for patient care to them.
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COMMENTARY
Gérvas et al1 set some difficult tests against which, they suggest, services provided by GPwSIs should be measured. To say that the
‘overall health is improved (of the patients as well as that of the population)’ by services provided by GPwSIs is probably unrealistic.
Very few parts of the health service could claim to do this. It is also easier to say that ‘referral is improved’ than to demonstrate that
this has happened, in the absence of clear standards of what is ‘better’ in terms of referrals.
So can the existence of GPwSIs be a good thing? In the UK the split between hospital-based specialist care and community-

based general practice was made formal at the start of the NHS in 1948. There have always been practitioners who crossed this line.
In the UK they have been clinical assistants or associate specialists, in other health systems such as the US community-based
practitioners may have admitting rights to hospitals.
The title GPwSI was created under the NHS Plan2 and envisaged primarily as a way of delivering a higher level of expertise in

managing chronic medical conditions in primary care. In practice, some GPwSIs deliver care in chronic conditions such as diabetes
or chronic obstructive pulmonary disease, while some clinics in, for example, ENT, dermatology, or echocardiography, are based on
acute episodes of performing procedures or making diagnoses. While some of these things can be delivered within the current
framework of UK general practice, employing a GPwSI carries specific expectations: that there will be appropriate training and
supervision in place, audit of work done, and a system of payment separate from usual primary care. Whatever the role, it is hard to
see how appropriately trained, qualified, and supervised clinicians, delivering expert care locally, can be bad for patients.
From the practitioners point of view there are real benefits in becoming a GPwSI. Being a good generalist and offering whole-

person medicine to large numbers of patients daily is challenging. GPs may feel that in a career spanning 30 years there is limited
scope for professional development. Learning new skills allows personal development and is energising and refreshing. It gives
clinicians scope to bridge the gap between primary and secondary care to the benefit of both. They may interact with and educate
colleagues. They can take a role in commissioning of care which has both a generalist perspective and a disease-specific one. This
energy can renew and invigorate their work as a generalist. As larger numbers of GPs work less than full time the idea that a particular
clinician is not always available has become easier for both clinicians and patients to manage and understand.
Professor David Haslam has said ‘there is little doubt that enthusiasm for a special interest is truly beneficial to morale, recruitment

and retention, and most importantly, to patient care’.3

Unfortunately, the main barriers to the wider implementation of GPwSIs may be the ‘planning blight’ produced by constant re-
organisations of the NHS, especially its commissioning functions. In the future there may be real competition for this role from
specialists actively seeking work in community settings as the workforce expands. Then, GPwSIs will have to prove their worth both
clinically and financially. I believe that the generalist background and skills they can bring to their management of patients referred
by colleagues will help them to do this.

Michael Robertson
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