subject to suitable ethical controls. Days in
hospital or numbers of admissions within
the last 3 months of life, deaths within
2 days of admission from home, or within
7 days of admission from a care home
have all been advocated as measures of
quality of end-of-life care.

One alternative approach is to obtain the
views of patients close to the end of life by
means of interviews or questionnaires, but
such studies encounter difficulties of
identification, recruitment and attrition™
and are probably not practical outside
academic research studies. A more fruitful
approach for routine NHS use may be to
seek the views of informal carers after
death by interview or questionnaire. Such
studies are also affected by identification
and recruitment difficulties, and only obtain
the retrospective views of proxies who are
affected by the passage of time and grief.”®

While no approach to measurement of
the quality of end-of-life care is without its
drawbacks, we advocate that an attempt
be made to measure systematically the
care provided in all settings in order to
assess progress in improving end-of-life
care for all. Each day in the UK 1500
people die. An annual postal survey of the
next of kin of all people who died on a
particular day 6 months previously could
provide invaluable data.

Service initiatives on their own are
unlikely to alter place of death greatly,
since the factors influencing place of death
are many and varied, and include powerful
social and cultural factors.” The real

challenge therefore is to improve the
quality of end-of-life care in all settings,
wherever people spend their last weeks
and days, and especially in the general
wards of our hospitals which are
increasingly the predominant place of
death. Almost all health and social care
professionals are to some extent involved
in end-of-life care. This is predominantly a
task for generalists, supported where
appropriate by palliative care specialists.
Death affects us all, both directly and
indirectly: these are challenges to which
we must rise.

Stephen Barclay,

Macmillan Postdoctoral Research Fellow,
General Practice Research Unit, Department of
Public Health and Primary Care, University of
Cambridge, Cambridge

Antony Arthur,

Senior Research Fellow, Sue Ryder Centre for
Palliative and End of Life Studies, University of
Nottingham, Nottingham
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Collaboration in primary care:
the need to see the bigger picture

The mantras of collaboration, teamwork,
interdisciplinary learning, and education
have been urged on primary healthcare
teams for a very long time. In the UK,
Spencer' suggests that this advocacy goes
back to the Dawson Report of 1920,2 but
observes:

‘Nevertheless, although the PHCT

[primary healthcare team] is widely
advocated as the best means for
delivering health care in the
community, there are problems in
realising this ambition.”

Two papers in this issue illustrate the
continuing nature of these teamwork
problems.** The papers are concerned with

the delivery of palliative care services, but
the issues they expose are those
associated with interdisciplinary teamwork
rather than being uniquely related to
palliative care.

It is accepted that to provide high quality
preventive, curative, or rehabilitation care
necessitates input from a range of
healthcare and other practitioners. To

British Journal of General Practice, April 2008

231



provide such care requires effective
communication between all contributors to
the care of the individual or community.

The basis for effective overall
communication  starts from  good
communication within a profession.

Effective communication then needs to
extend to members of other professions
and disciplines who form the immediate
working team and, subsequently, to
members of other teams or organisations.

Communication is fundamental to
effective teamworking. Focusing on primary
care, we know that teamwork can be
enhanced by: co-location; facilitated
practice-based education; interprofessional
learning; shared record systems; shared
goals, plans, and activities; and possibly
through shared management systems and
remuneration.>"

Fundamental to these approaches to the
development of teamwork in primary
health care is the idea that education, the
organisation of services, and access to
resources all need to be utilised to help
facilitate and stimulate teamworking.
Various approaches to education of
practitioners in primary care have been
used to develop teamwork. Thomas and
colleagues in Liverpool in the 1980s and
1990s evaluated the impact of a facilitation
team that included a district nurse,
practice manager, and a GP. The team
members worked with practices on topics
and activities that were of interest to the
practice team; for example, the
development of stop smoking services and
better quality services for people with leg
ulcers. These were important activities and
outcomes but:

‘... their most important effect was to
help health workers to see how the
contribution of others could enhance
their own work. This resulted in an
altered perception of others, and a
changed expectation about working
with others.”

The Liverpool and Teamcare Valleys™
projects used multifaceted approaches to
engage practitioners in change activities
that were relevant and important to them,
achieving development of teamworking
through this shared activity. This approach
is based on adult learning theory that

recognises that adults will be engaged in
education when it addresses practical
concerns. However, as Craddock et al® and
Thomas® argue, the application of adult
learning theory alone is not sufficient for
the development of teamwork. An alternate
approach is to start, not from the
practitioner and/or educational end but
from the organisational and/or employer
end of primary health care.

In the Netherlands, for example, where
primary care is managed by the town or
city, in many places all primary care
practitioners are employees of the town or
city.” Thus, they are all part of the same
organisation sharing a common view of
primary healthcare provision and working
to a shared plan. As Thomas argues,® there
is a need to combine the methods from
adult learning with a whole-systems
approach that looks at the primary
healthcare team in the context of the health
and social care system of which it is a part.

Meads and Ashcroft'” present a
taxonomy of collaboration comprising
eight factors, which they have identified
from their extensive research and practice
experience to be vital to an understanding
of the complexity of the collaboration
process. The eight factors are: goal, level,
process, structure, power and influence,
proximity, duration, and complexity. These
factors illustrate the multiple aspects that
combine to generate, achieve, or sabotage
collaboration between members of teams
and between teams.

Meads and Ashcroft' argue that to be
effective, teams need to examine and
understand their individual and shared
views of the eight elements. For example,
teams need to be aware if the goals they
are pursuing are ‘functional’, such as to
deliver an enhanced immunisation service,
or ‘transformational’, such as the
development of ways in which members of
the practice population might lead strategy
development for the team. These two
examples illustrate the next aspect: level of
collaboration. The first example is at the
‘operational’ level, while the second is at
the ‘strategic’ level. Collaboration might
also be at the ‘executive’ level and, in
some cases, to achieve collaboration
collaborative relationships at all these
levels will be needed. For example,
provision of an urgent care service needs

collaboration on the ground, at the
executive and strategic levels."

Different processes of exchange and
cooperation and structures including
networks, such as the primary care
research networks, will be used in the
process of teamwork and collaboration
and team members need to have skills in
collaborating in a range of different ways.
Individuals and organisations will have
different levels of power and influence
within the relationships and team members
need to be able to examine these.
Collaboration will also be affected by
space and time; collaborators may be in
the same team or drawn from teams
across the globe, and a collaboration may
be for many years or short-term in
duration, for example, a team set up to
respond to an infectious disease outbreak.
Finally, the collaborative relationship may
involve only one other partner or multiple
partners, as is frequently the case in
primary care collaborations, such as those
found in the care of the person with
palliative care needs.

Health care, whether at the individual,
community, or population level, is a
combination of the interaction of a number
of different elements: societal
expectations; the system of organisation
within the service; the knowledge, skills,
and attitudes of the individuals providing a
service; and the knowledge, skills, and
attitudes of those receiving the service.™ In
the case of the provision of palliative care
services, at the societal level,
demonstrated for example in health policy,
there are expectations regarding the
contribution of all members of the team;
such as, the role of expert home-based
services provided by a team of doctors,
nurses, and others.

At the organisational level, such as
between the primary healthcare and
specialist  palliative care teams,
communication has to be open and with a
clear process; for example, in the design
of care pathways, monitoring service
delivery, and being responsive to
identified difficulties in service delivery.
Within all organisations staff need to have
the requisite levels of knowledge and
skills to provide the service, but also
attitudes to collaborative working that are
positive and respectful.
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The knowledge, expectations, and
requirements of those receiving the service
will have an impact on the service provided
and will relate back to the social and
cultural norms of the wider society, local
community, or other groups to which the
individual and their family belong. Thus,
the societal or macro-level expectations
inter-relate with the organisation of primary
care and palliative care services, and the
delivery of the service to the community at
the micro level. This awareness of the inter-
relatedness of the elements that make up a
service demonstrates the need to address
collaboration at the macro level.

Considerable effort has been expended
over many years seeking to address the
issue of collaboration from the micro level,
for example, through teambuilding
workshops and the use of shared and
separate learning."®" These are important
methods which continue to be relevant, for
example in the implementation of the Gold
Standards Framework, but there is a need
to look beyond these methods to the wider
arena. Development of teamworking and
collaboration can be addressed at these
different levels but, as discussed above, a
whole-systems approach that provides
support for collaboration at the macro or
societal level and development of
individuals at the micro or local level may
be more effective in strengthening
teamwork than individual interventions at
either macro or micro level.

In this issue the two papers investigating
teamwork in palliative care® illustrate many
of the features of a particular approach to
developing interprofessional working,
facilitated practice-based education, and
the mixed outcomes found from this and
other interventions to stimulate and support
collaborative working. In a qualitative
interview study Walshe et al conclude that
judgemental attitudes held by primary care
colleagues towards each other can have a
negative impact on access to palliative care
services.* Similarly, Mahmood-Yousuf and
colleagues conclude from their qualitative
case study data that hierarchical
relationships between, in particular, GPs
and district nurses, impeded the provision
of these services.® These papers also
illustrate the challenges of qualitative
research and, at the same time, reinforce
the centrality of the impact of the attitudes

and expectations of the individual on
teamworking.

Mahmood-Yousuf —and colleagues
interviewed a GP and district nurse from
the same practice. The GP described a
system of easy communication, with the
district nurse contacting with him between
patients to discuss care. The district nurse
perceived this as a devaluation of her
contribution and of the priority given to
communication with her® In contrast, a
district nurse interviewed by Walshe et al
valued this approach to communication,
identifying this as illustrating the
responsiveness of the GP.* Communication
depends on individuals, and individuals
perceive and react to things in different
ways:

‘Collaboration is, in part, a personal
decision and is as much about who the
individual is as about what they do.
The professions can be the focus of
collaboration, or a continuing source
of difference.’™

Changing professional attitudes and
expectations, it is argued, can be one
means to change the individual. As
illustrated earlier,** implementation of the
Gold Standards Framework was affected
by the perceptions of the collaborative
relationship between GPs and district
nurses. While such differences in
expectations may be addressed at the
local team level, another approach is to
take action at the professional level, for
example through the initial preparation of
nurses and doctors. One barrier to this
approach has been the difference in the
level of the first qualification of the doctor
and the nurse.” Although all nurses in
Wales now study for a bachelor’s degree, a
minority of nurses in the other countries of
the UK hold first degrees, the majority still
qualifying with a diploma qualification. This
is currently being considered through
consultation on the initial preparation for
nurses in which the option of a degree-
level profession has been has proposed.™

Such a macro change may seem a long
way from the delivery of palliative care in
the home of an individual, but could have a
profound impact on societal attitudes
towards nurses and open up the
opportunities for more joint learning and

programmes at the undergraduate level,
thus increasing understanding of (and the
potential to modify) the behaviours of
individuals in different professional groups,
as demonstrated by the Common Learning
programme at the Universities of
Southampton and Portsmouth."”

Researchers concerned with the delivery
of particular aspects of care, such as for
those with diabetes, musculoskeletal
problems, and renal disease, are
increasingly turning their gaze towards
primary care. As the authors of the two
palliative care papers noted,** their
findings are related as much to the state of
primary care as to the provision of this
particular service:

‘It is likely that such judgemental
attitudes and practices affect many
aspects of primary care, not just
palliative care.™

In 1997 Kendrick and Hilton™
commented on the limiting effect
inadequacies in primary care teamworking
could have on the further development of
primary care services, and more than
80 years ago Lord Dawson, in advocating
the grouping of staff in health centres,
acknowledged that there was a need to
address the problems of teamworking in
primary care.? The continuing challenge is
to combine the macro- and micro-level
interventions to ensure that historic
barriers to collaboration in primary care do
not limit the relocation of care. Surely, the
evidence and theoretical developments
now provide us with enough information so
that together we can affect change at
societal, organisational, and individual
levels to make a reality of collaborative
working in primary care.

Rosamund Bryar,
Professor of Community and Primary Care
Nursing, City University, London
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The Tooke report:

good news for general practice?

During the 1960s — when it was still
possible to enter general practice
immediately after completion of the pre-
registration house officer year — the Royal
College of General Practitioners (RCGP)
sought to improve standards of care for
patients by introducing vocational training
for general practice.

Although the RCGP proposed a 5-year
period of vocational training at that time,
resource constraints within the NHS meant
that only 3-year programmes could be
developed, and with only 1 year in general
practice itself.

Initially  voluntary, there was no
requirement to undertake any training until
1978 when primary legislation was
introduced making it mandatory to
complete 12 months in general practice.
Subsequent changes to the legislation in
1983 required completion of 3years’
training to become a principal and in 1990
required completion of training to work in
any capacity within general practice.
Although the majority of trainees took the
MRCGP examination, there was no
requirement to demonstrate satisfactory
completion of training until 1996 when

summative assessment became mandatory.

The changes brought about by the
Postgraduate Medical Education and
Training Board (PMETB) gave us the
opportunity to develop specialty training
for general practice, ensuring that doctors
have the competences necessary to
provide high standards of medical care for
patients.

The PMETB set explicit standards for
both the training curriculum and the
assessment of completion of training that
needed to be met by all medical specialties
including general practice. The curriculum
for general practice’ was given
unconditional approval by PMETB.
Although the curriculum is competence-
rather than time-based, the PMETB
approval panel rightly questioned the
RCGP closely on the challenges of
completing training in such a complex
discipline in only 3 years.

Although general practice is the most
widely challenging field of medical practice,
it has the shortest period of specialty
training. The nature of practice and the
complexity of clinical care delivered by GPs
have changed dramatically since the

inception of GP training schemes — yet the
duration of training has not increased to
take account of this.

This is reflected in various documents
from all four Departments of Health and
given particular emphasis in Modernising
Mediical Careers: The Next Steps* (MMC).
This key document highlights that: ‘The
advent of Modernising Medical Careers
offers the opportunity to develop a new
and better approach to GP training
which is a significant improvement over
existing arrangements ... GP training will
increasingly be based in and from general
practice’.

This was further highlighted in Sir John
Tooke’s review® which concluded that:
‘... although a deeply damaging episode
for British medicine, from this experience
must come a recommitment to optimal
standards of postgraduate medical
education and training.” One of the key
recommendations made by Tooke is that
‘... the length of training in general practice
should be extended to 5years’. This
recommendation has attracted widespread
support from across the profession, not
just from general practice.
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