
 

GP recruitment and 
retention
As a GP registrar, I was rather downhearted 
after reading the letter by Dr Glasspool in 
the March BJGP.1 Is it that bad? Are we 
really in crisis? Are all the GPs retiring, 
locuming, and emigrating? Dr Glasspool 
helpfully points us to social media for a 
true picture, and it seems he is right! A 
search on Twitter for ‘GP recruitment’, 
‘GP workload’, and ‘GP crisis’ finds 42 
negative tweets just in the last 7 days, most, 
seemingly from doctors. ‘We are crumbling 
under the pressure’, ‘74% unmanageable 
workload’, and ‘We need to have a ceiling 
on our workload — a GP colleague had 105 
phone calls and 15 patients to see while on 
call — that’s unsafe’, were just some of the 
things freely available to find on Twitter. A 
search on The Huffington Post finds two 
demoralising articles.2,3 Should I change 
career? Is there any hope?

Then, just yesterday, I attended the Royal 
College of General Practitioners’ (RCGP) 
GP recruitment event in Hull. I was asked to 
go, to answer any questions the delegates 
had about the GP training scheme. I sat 
down and listened to the speakers, four 
GPs from the Yorkshire area. I was struck 
by the vigour, energy, and enthusiasm 
they had for their work; they clearly loved 
general practice, and spoke with passion 
about all aspects of being a GP. Even when 
asked by one of the delegates about the 
worst part of their job, there was no hint 
of burnout or unmanageable workloads or 
stress in their answers. Any doubts I had 
over my chosen career had vanished by the 
end of the evening.

I am aware that these RCGP events 
are exactly what ‘saddens’ Dr Glasspool 
who argues that the College is wrongly 
encouraging students into ‘a speciality 
which is currently broken’, but the four 
speakers were not politicians using ‘spin’ to 
put on a brave face before an election; they 
were honest, hard-working doctors who 
simply shared their passion for general 
practice.
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The cQc inspections: 
not ‘outstanding’, may 
be ‘good’, but ‘requires 
improvement’ 
I am an enthusiast for quality improvement 
and have led my practice in external 
validation of our quality for 30 years. Among 
other quality tests this includes completing 
the Royal College of General Practitioners’ 
Quality Practice Award (QPA) three times. 
The QPA was difficult but fair. All the criteria 
and standards were explicit and took about a 
year to complete and document in advance 
of a full day inspection of the practice by a 
team of thoughtful QPA inspectors.

In contrast, I am dismayed by the mission 
creep of the Care Quality Commission 
(CQC) inspections,1 some of its faux quality 
and its ratings approach to improvement at 
a time when general practice is struggling 
on so many fronts (such as, workload, 
recruitment, and morale). I worry that 
CQC is currently causing more problems 
than it is solving (such as, workload, 
recruitment, and morale) which, in turn, 
may worsen quality. There are many ways 
that quality can be assessed and although 
it’s reasonable to expect that a practice is 
safe, effective, caring, responsive to peoples 
needs, and well led; you also need explicit 
criteria that are good ways of assessing 
these CQC five key questions, and you 
need sensible standards of achievement 
for each criteria. It is then reasonable to 

publish a practice’s achievement against 
each criteria and standard. We should 
never be surprised that 50% of practices 
are rated below average for one or more 
criteria, or that 25% of practices are in the 
lowest quartile. At the time of writing my 
practice has not been inspected but we 
know that next week we might be told we 
have 2 weeks to prepare for the inspection. 
The CQC may consider itself a powerful 
agent for change but in our preparations for 
a CQC inspection I haven’t found the CQC 
helpful in responding to my enquiries about 
what they think is good practice. There 
must be a better way, and in the meantime, 
I question whether the CQC itself is really 
safe, effective, caring, and responsive to 
people’s needs, and well led.
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cQc intelligent 
monitoring
I would hope that Steve Field, maintaining 
the transparency to which he and the 
Care Quality Commission (CQC) aspire, 
will review the effect of publishing their 
‘intelligent monitoring’ (IM) on the practice 
in which I was proud to be a partner for 
29 years. 1

The announcement of the practice’s 
IM putting it in the lowest banding (Band 
1) came as a real shock to the doctors, 
nurses, and office staff and, most notably, a 
large number of the 29 000 patients.

The ‘outstanding’ result of the ensuing 
CQC inspection made the IM seem 
exceedingly fallible in its apparent lack of 
both content, and face, validity.

Might the CQC’s transparency now both 
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allow it to publish any discussions about 
the utility of the words ‘intelligent’ and 
‘monitoring’ in this context and make any 
apologies to those, for whom IM has proved 
both inaccurate and reputationally risky, 
highly visible?
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How the ncT will bring 
down the nHs
Being a recent new mum I can see this 
argument from both perspectives,1 and 
I think it’s unfair to blame organisations 
such as the National Childbirth Trust (NCT) 
for new mother neurosis. I was fortunate 
that I could attend my antenatal classes 
at my local GP practice, however, I did feel 
that all of the emphasis was placed on the 
‘birthplan’ (which rarely happens) and how 
‘easy’ breastfeeding is, and nothing was 
placed on how to spot when your baby is 
unwell. Now the NCT provide classes with 
information about the early days, weaning, 
and even first aid, and I have met many a 
mum who feels much more comfortable 
with their new role after attending these 
postnatal courses. I agree that sometimes 
people put too much emphasis on things 
that may be mentioned in classes or 
by the health visitor, such as what their 
newborn’s poo looks like, but I can assure 
you that some NHS professionals don’t 
help either:  when I took my just-turned 
9 month old to be weighed, I was quizzed 
about his bruises (Mongolian blue spots, 
mentioned in his red book) and why he 
wasn’t walking yet, and to finish, I was told 
off for letting his weight go up one centile! 
Many of my new parent friends have little 
trust in health visitors and social workers, 
which is very sad as they are a great 

source of information and we really need to 
work at changing this. However, instead of 
slandering the organisations such as NCT 
when a mum presents with a healthy baby, 
perhaps we should take the opportunity to 
teach the parent about common childhood 
problems and not forget to ensure that 
there is no underlying postnatal anxiety or 
depression?
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Always add indication 
labelling to all repeat 
prescriptions
Multiple repeat prescriptions for patients is 
the default position in modern day primary 
care as described in Cahill’s editorial.1 
Adding indication labelling to the drug 
instructions firmly links the drug with its 
clinical indication (http://clinicalindications.
com/). For example, the drug allopurinol’s 
usage instruction would be ‘Take one daily 
to prevent gout’. Patients are delighted to 
have this simple way of knowing what each 
drug is used for and saves the prescriber 
from having to repeatedly explain each 
drug’s use in the consultation. This process 
is recommended for use by all doctors in the 
General Medical Council guidelines in Good 
Practice in Prescribing, in 2013.2 Clinical 
indications works seamlessly with uploads 
to the NHS Spine. Sadly, no computerised 
version of this process is yet available for 
harried clinicians, but I remain convinced of 
its long-term merit. Remember it was over 
50 years ago that we starting naming the 
drug rather than just stating ‘please take 
this prepared mixture’, so isn’t it high time 
for us to state the indication? 
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childhood UTI
The overall incidence of laboratory-proven 
urinary tract infection (UTI) (5.9%) and pre-
sampling suspected UTI (>8%) among 
‘acutely unwell children’ both seem, from 
my primary care experience, unusually 
high. The study suggests we are ‘missing’ 
about half of UTIs at first presentation, 
and concludes that we are under-treating 
UTIs. My own impression from my general 
medical clinic in secondary care is that we 
are over-diagnosing UTI and often over-
treating as a result: primarily because 
of the diagnosis of UTI based exclusively 
on irritative symptoms alone. I would be 
interested to know, by way of a control, what 
the incidence of laboratory-confirmed UTI 
would be; using identical sampling among 
a matched group of well children. I suspect 
that the diagnostic criteria in the National 
Institute for Health and Care Excellence 
clinical guidance are appropriately broad so 
as to avoid missing those occasional cases 
of genuine clinically-significant infection 
that occur in the absence of pyuria, but 
which same criteria are, for the purposes 
of a research project proposing to measure 
the actual incidence of clinically significant 
infection, somewhat over-inclusive. 
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