Editorials

Strengthening general practice in
deprived localities
The White Paper Equity and Excellence:
Liberating the NHS1 has placed clinicians
firmly in the driving seat to determine the
nature and quality of care for our patients.
The role proposed for general practice has
been enhanced so that we will take
increasing responsibility for commissioning
appropriate services, and work with local
authorities to improve the quality of health
through more personalised care with
emphasis on prevention.
Future commissioning of secondary care
could take place through general practice
consortia working together and working
with their local provider trusts. However,
these changes are proposed at a time of
unprecedented financial constraints, both
within the NHS and globally. These
financial pressures and the imperative to
deliver care as close to the patient as
possible will lead to more care moving into
the community. One of the current
pressure points is the increased
attendance at emergency departments;
another is managing patients with longterm conditions and comorbidities.1

RECOMMENDATIONS FOR
TRAINING
The review of the Working Time Directive’s
impact
on
training
healthcare
professionals, Time for Training,2 has made
some important recommendations for the
future delivery of care, so that doctors and
other healthcare professionals in training
are able to develop the skills and
behaviours necessary to deliver future
health care. It recommends more
consultant presence throughout the 24hour period, particularly for the acute
specialties, and greater use of the
multiprofessional team.
The changes in service delivery
necessary to implement both of these
reports will be difficult to implement without
strong general practice, particularly in areas
with the greatest health needs.
More than a decade ago, a study in the
North West of England anticipated that

without change there would be an
insufficient number of GPs to provide care
in parts of the country. The two Directors of
Postgraduate General Practice Education
in the North West, Doctors Mathie and
McKinlay, produced a guide which outlined
ways in which primary care trusts (PCTs)
could expand their training practices and
establish, retain, and recruit their future
workforce.3 The authors had not
anticipated the financial pressure to deliver
more patient care in the community, nor
did they predict the enhanced role that
would be expected of future general
practice in leading the shape of healthcare
services. These additional pressures will
make it all the more important that we plan
the future workforce and ensure it is fit for
purpose.
Russell and Lough4 have described the
current situation in Scotland where,
although there has been a significant
increase in doctors’ training for general
practice over the past decade, there has
been little increase in training practices in
areas providing care for the most deprived
populations.
In England, the Centre for Workforce
Intelligence has produced its first report on
the medical workforce.5 This report outlines
the current under-supply of GPs across
England but, more importantly, it highlights
a significant difference between the
strategic health authorities: those in the
north of the country are below capitation
for trained doctors and those in training.
The Centre for Workforce Intelligence
report also emphasises that the numbers
recruited to training programmes in 2009
was lower than the places available; in
2010 all the training programmes were
filled, but only on the second round.
The situation within each strategic health
authority is a microcosm of the national
picture. The training programmes in the
popular suburbs have been able to recruit,
while the more deprived rural and inner city
areas have had difficulty. Selection into
medical training programmes allows
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trainees who rank the highest to choose
their preferred scheme, thus the most able
trainees choose to work in the more
popular areas and become trainers.

TRAINING SUPPORT
Attempts are being made to redress the
balance. In 2009 the Royal College of
General Practitioners established First5,
which aims to support doctors from
completion of training through their first
5 years in practice. Selection into training
has been developed, and there is good
correlation with the three-stage process,
particularly the situational judgment test
and success in the MRCGP exam.6 Finally,
there are proposals to extend the length of
training to encourage development of
additional skills necessary for our future
roles.7
More than a decade ago, a study in
North West England and Oxford identified
the difficulties facing new principals.8
These findings were used to establish a
systematic approach to supporting
doctors in their first 5 years after
completing training.9 The strategies used in
North West England included targeting the
areas where training practices were sparse
or absent, and securing sponsorship for
participants from the PCT. The results were
encouraging, and the programme was
expanded to support more senior
practitioners, many of whom were in more
deprived areas.10
Course participants in the programme
were encouraged to prepare themselves
and their practices for training, including
providing undergraduate and foundation
placements. Many have progressed to
leadership positions in training and in their
PCT. The North Western Deanery worked
with the SHA and used the practice
improvement initiatives to identify funding
for practice development targeted at areas
where training practices were sparse and
there was potential for training.
The programme for new principals was
developed in the early part of the decade
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at the same time as the Deanery team
worked together across primary and
secondary care, and with trust directors of
medical education, to expand the hospitalbased opportunities for general practice
trainees, and to ensure that foundation
programmes included a post in the
community.
Thus
doctors
were
encouraged to apply for a programme
which would enable them to stay in one
location throughout their foundation
training; many then chose to stay to
complete their general practice training in
the same locality.
The element of this approach was to
raise the profile of general practice as a
career, attracting medical students and
foundation trainees, and minimising some
of the negative messages that previously
existed.11

SUSTAINED IMPROVEMENT
Future recruitment of GPs to deprived
areas will need sustained action. It is
important that selection panels for
undergraduate medical training have a
balance of practitioners from primary and
secondary care to identify potential leaders
and innovators for primary care as well as
secondary care and academia. Fifty per
cent of our graduates need to aspire to a
career in general practice to meet
healthcare targets, and if we are to reverse
the current health inequalities, the most
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able of that group are needed in deprived
areas.
As we head into new structures for the
NHS in England, it is essential that there
remains a robust process to develop
initiatives established in the last decade
that encourage and enable practices in
more deprived areas to meet standards for
training.
We
also
need
strong
commissioning of both primary and
secondary care that takes account of not
only the service requirements for the
current population, but also ensures sound
roots for training, particularly for general
practice training in more deprived areas.
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