on demand. It may not matter that GPs
have traded a bit of autonomy for the
greater good when clinical freedom is now
so difficult to defend; or that general
practice mainly provides Monday to Friday
daytime care in the NHS and many other
healthcare systems.
The research on the dangers of stress
and poor morale has convinced doctors,
and more importantly their negotiators,
that quality of life needs to be taken more
seriously. What happens in the NHS is
important internationally as even marketdriven healthcare systems look to it for
trends and ideas. As there seems to be
much in the 2004 contract for GPs it will
become a reference point for doctors in
other international healthcare systems.
Most governments seem to dread
negotiations on pay and rations with
doctors, as every new contract seems to
come in over the dead bodies of the
profession, who often discover well-hidden
merits in the existing contract that a
previous generation opposed. The merits
in the 2004 contract for doctors and
populations are not at all hidden, but a
government may easily put aside its dread
of doctors and decide to rebalance the
benefits specifically in favour of the patient.
In the Culture of Contentment, 13
Galbraith wrote about how the selfinterested perspective of the well off

could shape modern political and
economic culture in the short term. A
number of troubling questions emerge
from a newfound contentment. Do the
contented innovate, question, and
advocate for patients or themselves? Is it
possible to have some fellow feeling for
the trials and tribulations of patients from
a base of contentment? Will a contented
profession with diminished autonomy be
easily driven off course by externally set
targets and politicians hell bent on
improving the health of the nation for
electoral advantage? For sure GPs in
Denmark would like a bit more
contentment — for now.

Thomas O’Dowd
Professor of General Practice,
Trinity College, Dublin.
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Work patterns in UK general practice:
turning the clock back?
The 1966 contract for UK GPs can be
judged to have brought about a
remarkable renaissance in primary care.
For those unfamiliar with the history, it is
worth recalling what it was like before
then. Most practices were single-handed,
and there was no incentive to invest in
staff or premises. GPs were memorably
faced with the choice of maximising their
income by looking after large lists of
patients, or having smaller lists, employing
staff, and investing in their premises and
surviving on lower incomes. Significantly,
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the 1966 contract marked the end of the
‘assistant with a view’. These were
doctors unable to get a practice of their
own, and employed by existing doctors
‘with a view’ to taking over the practice in
due course. Such doctors ended up
trapped, waiting for a partnership that
came late or not at all, and working for
another doctor at a lower rate of pay. The
1966 contract introduced a fee structure
with a number of different elements,
specifically rewarding doctors working in
partnerships,
providing
generous

arrangements for investing in premises,
and reimbursement for employing staff.
Over time, much of this complex
structure has been eroded, first with the
1990 contract, followed by personal
medical services (PMS) contracts. The
2004 changes found in the new general
medical
services
(GMS)
contract
significantly replaced contracts between
the PCT and individual principals, with
contracts with practices. Despite that,
many of the changes since 1966 are here
to stay. The performance management
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elements of the contract require sound
practice management and a lot of support
so that the future of practice managers
and practice nurses seem assured in one
way or another. However, it has also been
accompanied by a resurgence in the
numbers of salaried doctors.
On page 20 of this month’s BJGP, Ding
and colleagues describe their experience.1
They found salaried doctors to be more
frequently found among older and younger
doctors, and among female doctors, more
likely to be working part-time and in
practices with PMS contracts. The overall
conclusion was that such posts had
answered a significant need for doctors
who wanted more flexibility and removed
some of the constraints in the labour
market for GPs. At the same time, their
study confirmed earlier findings that
salaried posts had signally failed to fulfil
one of the earlier aims of attracting
doctors to areas of greatest need.
It is interesting that the gender pattern
has shifted. When salaried posts were
introduced they were predominantly taken
up by young male doctors. It is possible
that the more generous incomes available
since 2004 have made the salaried option
less attractive to men, or that the terms
and conditions coincide more closely with
the way many women wish to work.
At the same time, anecdotal accounts
of doctors emerging from postgraduate
training schemes suggest a worrying
trend. While there is no firm evidence, it
looks as if established principals have
discovered the advantages of engaging
doctors employed on a salary below that
of a partner, so that partnerships have
become difficult to find. Modern
employment law gives such salaried
doctors much better protection than their
pre-1966 ancestors, but there is no
guarantee that they will ever proceed to
partnerships. Not so much a return of the
‘assistant with a view’ as of a new animal,
an assistant with no view at all.

At a time when general practice is once
again proving popular as a career choice,
and when the new curriculum has given
greater certainty to postgraduate training,
there is an irony that we may be producing
a generation of doctors trained to a higher
standard then ever before but without
being able to offer appropriate career
opportunities at the end of their training.
Ding’s paper shows very clearly that many
doctors welcome the combination of
flexibility and reduced commitment that
they have as salaried doctors, and that the
option may enable some to make a career
in general practice who would otherwise
be frightened off.
At the same time, the discipline cannot
afford to lose those wishing to make a
more substantial commitment, who will
develop their practices and the profession
as a whole, over their working lifetimes. If
we are to sustain the familiar model of
general practice, there is an urgent need to
find out whether newly trained doctors are
being frustrated in this way, and if so to
devise a more neutral funding formula that
can accommodate both kinds of ambition.
There is another major difference
between 1966 and now. Before 1966 all
general practice was a cosy world of
Executive Committees and principals; now
there is no certainty that employed doctors
will be employed by other principals.
Already a significant number of practices
are being run by commercial enterprise
employing GPs, and this trend looks set to
expand. If a large part of the work is going
to be done by salaried doctors, the
arguments in favour of practices run by
principals are weaker. For a salaried
doctor, as for patients, it will make little
difference if the practice is being run by a
commercial company or by a partnership.
The profession needs to consider whether
the model that has been unchallenged until
very recently is worth retaining. Perhaps
the so-called independent contractor
status has had its day.

However, before we consign it to the
dustbin of history we should consider, if
only for a moment, what we might be
losing, if anything. Independence never
looked very real with the NHS operating a
near monopoly as customer, and now that
the contract determines some of what we
do we are looking more like government
functionaries than ever before. In England
(much more than in Scotland, Wales, and
Northern Ireland), a highly-centralised
government agency and a salaried
profession could turn out to be a toxic
and damaging combination. The NHS
and, above all, the patients (and that’s all
of us) need a plurality of voices to inform
health policy.
The Department of Health should
welcome robust debate about the best
way of providing high quality health care
for the population, rather than appearing,
as it has done of late, to listen only to its
chosen confidants while dismissing
outsiders as speaking only for their own
vested interests. As a profession we need
to retain an independent voice. How we
are paid may not matter, but it is vital that
we do not collude in silencing ourselves.

David Jewell
Editor, BJGP
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