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The Future of General Practice in Ireland 

Introduction 

This paper discusses the role of general prac~itioners within 

Primary Care; it outlines the shortcomings in the present 

structure of general practice, it puts forward proposals for the 

future organisaticn and management of the service and the role 

of the general practitioner within such a revised structure. 

Role of the General Practitioner within Primary Care 

Primary health care has been defined by the world Health 

Organisation as:-

"essential health care based on oractical, scientifically 

sound and socially acceptable methods and technology made 

universally accessible to individuals and families in the 

community through their full participation and at a cost 

that the community and the country can afford to maintain 

at every stage of their development in the spirit of self

reliance and self-determination ll 

Primary heal th care impl ies the universal involvement of the 

population in determining its own needs and includes a I'llmber of 

e lements: 

- health promotion 

disease prevention 

curative medicine and rehabilitation 

Primary health care includes in its scope the whole population, 

its health and ailments and all the supports and services which 

are avai l able to them. It includes services provided by public 

authorities and pri~Tate organisations; services avail able free 

or at a charge; services provided by voluntary organisations and 

local initiatives and services provided by organised groups or 

individuals. 

It follows from this that any professional work done by general 

practitioners, whether in 

health, as medical officers 

family practice; in occupational 

to homes or institutions, • or 1.n 
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organised screening O~ preventive activities , is a ke: r ingredient 

of primary health care. 

The development of general practice is therefore a necessary and 

key requirement f0r the development of primary care. As part of 

this development it will be necessary to broaden, where 

appropriate, the scope and depth of the general practitioner's 

contribution to primary care and to improve the interface between 

general practice with the rest of the health services. 

The Report of the Working Party on the General Medical Service, 

which was published in the mid 1980's, made a number of points 

regarding the role of general practice within primary care and 

within the health services generally. 

In defining the r01e of the general practitioner , that report 

noted "the G.P. is a medical graduate with specific training to 

give personal, primary and continuing care to individuals, 

families and conununities and a practice population. He cares for 

patients irrespective of age, sex and illness. It is the 

synthesis of these functions which is unique l1
• In addition, it 

was noted that the G. P. would 11 integrate physical, psychological, 

social and environmental factors in his considerations about 

health and i llness". It was further noted that the G.P. "will 

undertake the continuing management of his patients and will 

practice in cooperation with other colleagues, medical and non

medical". 

Among the ::ther points made in this Report in relation to 

defining the role of the general practitioner, are two that are 

worthy of conunent at this point. These are: 

(a ) prolonged contact (with patients) means that he / she (G.P. ) 

can use repeated opportunities to gather infurmation at a 

pace appropriate to each patient and build up a 

re l ationship of trust which he/she can use professionally. 

(b) he/she will be able to function as a member of a team of 
health care workers without diluting personal 
responsibility for the care of individual patients. 
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The Working Party envisaged a good quality general practitioner 

service as providing: 

a) direct access by patients to G.P. services; 

b) a close personal relationship between the G. P. and an 

identifiable and reasonably constant group of patients 

and families; 

cl a holistic approach to the care of patients, taking 

full account of the psychological, social and 

anvironrnental factors influencing patients' health 

status; 

e ) a concern with prevention and anticipatory care for 

that population as well as effective response to 

illness; 

fl an ability to reach fully rounded diagnoses, often 

un0er pressure, on the basis of special training for 

cc.::.ditions met in ge:leral practice. 

To adequately f ulfil these functions, the general practitioner 

service must be integrated with other health services to enable 

it to function as an integral part of the work of the health 

board in patient care. It has a major influence on other parts 

of the health board work, affecting both the level anu manner of 

utilization of major areas of service including acute hospitals, 

long stay care, mental health, child c~re and personal sucial 

services. 

Management structures must support the delive=y of quality care 

by general practitioners for all their patients. They must help 

smooth the interfaces between general practice and the other 

health professions and services in the interest of a seamless 

patient service. 

The structures must also be responsive to issues which affect the 

delivery of services by general practitioners to all their 

patients. 
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The struc tures must be responsive to the needs of the patients 

and to the quality and appropriateness o f the services provided 

to all patients. 

Within this general practitioner s ervice, specific arrangements 

mus t be made for the provision o f patient care to persons 

eligi ble for services under the G.M.S. Specific arrangements 

must also be made for doctors who have contracted to provide, on 

behalf of health boards, general practitioner services to these 

people. 

Difficu l ties in the organi s ation of g eneral practice 

The difficulties in developing general practice to a large extent 

stem from the fact that general practitioners, from an 

organisational point:. of view, are separate from the formal 

structure of the he~lth services and from lack of structural 

liaison between themselves, Management and other sectors of the 

health services. 

In more specific terms, o rganisati onal and service 

arise from: 

problems 

1. The fragmentation o f general practice and the isolation of 

general practit;oners. Approximately 

practitioners operate from single handed 

59% of general 

practices. Only 

15% operate from practices with 3 or more 

makes it both difficult and costly to 

doctors. This 

fund desirable 

developments. G.P.'s often work isolated from other 

general practitioners, Community Care Services and 

Hospitals. The manner in which general practice is 

currently organised leads to inefficiencies in the u se of 

resources, duplication of costs and increased workload for 

doctors. The inevitable result is an inadequately 

supported and equipped structure incapable of providing 

appropri ate services in a cost effective manner; 

2. The lack of epidemiological data relating to disease 

process and morbidity in the community; 
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3. The lack of a defined practice population . Since there is 

no definite list of private patients, the G. P. in many 

cases does not know what his t otal practice population is 

in terms of either numbers or named patients. In the past, 

research in DublLl has shown t hat approximately 11% of 

families with young children reported not having a G.P .. 

A similar percentage attending at Dublin Hospitals Accident 

& Emergency Departments recently reported having no G. P. 

In the Dublin sett ing at least, the general practice 

population is not stable and:-

(a ) a proportion of patients do not closely identify with 

one G.P .. They freely change from doctor to doctor 

and practice to practice; 

(b ) i n a proportion of families, different members attend 

different doctors and practices. 

4. The variation in practice styles. Variable i ssues include 

those aspects of the service with which the doctor is 

comforc.o.ble in dealing with; what a doctor want.s to do, 

level of investigation within practice, practice equipment 

and facilities, access to hospital based investigation 

facilities and level of referrals. The setting of the 

practice , whether s uburban, inner city or rural and the 

socio-economic profile of the panel also affect practice 

style. 

Proposals on the Future Organisation of General Practice 

The reorganisation of general practice is fundamental to the 

development of the service. The following proposals recognise 

the ke~l role played by the general practitioner in the provision 

of health services for the total population and the structures 

proposed are accordingly intended to encompass general practice 

as a whole. 

(i) At Regional and National level 

Within each health board a general practice unit will be 

establ i shed whose staff will include a General Practitioner 

~ledical Officer. This officer will be engaged on a full 
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time basis or on a fixed term contract and will have 

experience in general practice. 

The general practice unit will be concerned with and relate 
to all aspects of general practice including 

service delivery, practice support, practice staff, 

premises and equipment vocational and continuing education, 

and will also be concerned with the interfaces between 

general practice and the other health and social services. 

It will also deal with G.M.S. issues r elating to 

contracting doctors and eligible patients. 

The primary objective of the unit would be to facilitate, 

support and develop general practice as a whole. This 

would involve:-

( i ) the provision of support for all of the work 

provided within general practice itself, 

(i i ) the identificati.:m of, and the entering into 

arrangements wi th f individual practices to 

provide addi tional services where this could be 

done more cost effectively than at present, 

( iii ) facilitating an improvement in the interface 

between gen :: :::-al practitioners and the hospital 

and other health services, 

(iv ) the allocation o f resources to fund the 

development of the service. 

In order to ensure c lose working relations with general 

practitioners 1.':1 the delivery of health care, regular 

meetings will take place on a routine basis: 

- at health boa.rd level, senior management of the board 

will meet with representatives of the general 

practitioners at least twice every year 
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at district level, local services managers, including 

acute hospital and long stay care, will meet with all 

the general practitioners in the district at least 

twice every year. 

In each health board a general practice budget will be 

established. This will incorporc.te all funds being paid 

for general practice including such items as training, 

staff support and premises which benefit general ~=actice 

in seneral and are not specific to eligible patients. 

The statutory role and functicn of the General Medical 

Services (Payments ) Board includes not only the payment of 

doctors and the publication o f statistics but also the 

establ ishment of the reasonableness and accuracy of 

payments. In carrying out its role, the Payments Board 

will work through the health board general practice unit. 

At National level, a General Practice Unit will be 

establshed in the Department o f Health . This Unit will 

include a medical adviser with experience in general 

practice who will have a reporting relationship with the 

Chief Medical Officer. This adviser will be employed on 

the basis of a full time fixed term contract. 

The Department of Health will also take the necessary steps 

to ensure that national policy in relation to the 

organisation, management and development of general 

practice is implemented i n a uniform manner. 

(ii ) At Practice Level 

General Practitioner services must be organised in such a 

manner that they are capable of delivering an optimum level 

of service. Patients and othe~ health carers must also be 

convinced that the service available from general 

practitioners is of a standard that obviates the necessity 

for them attending hospitals as a first point of contact. 

This entails ensuring that there is a ready access to a 

comprehensive range of general practitioner services at all 

times which demands satisfactory out -of-hours cover; it 
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involves the creation of practices which are appropriately 

equipped and have adequate practice support together with 

satisfactory liaison arrangeme nts with the other health 
• se:rv1ces. The preponderance of single handed practices 

particularly in urban areas militates against achieving 

these objectives and hinders further State investment in 

the development of the service. 

The objective therefore would be co structure general 

practice as follows:-

Group practices in urban areas and towns - These would be 

st?ffed by a minimum of three doctors in full partnership 

providing cross cover for nights aDd weekends within the 

group and working from an appropiately equipped medical 

centre. Within this centre, there would be facilities for 

doctors, practice support and other primary care services 

such as paramedical and social services. Such medical 

centres could be provided and equipped by health Loards or 

on a joint venture approach within agreed parameters. The 

level of equ:'pment and facilities would be subject t o 

agreement with the health board. 

Multi-centred group practices - These would apply in both 

urban and in rural areas and would involve either:-

( i ) a minimum of three doctors working as a group in full 

partnershi p from different locations i.e . a doctor who 

resides and f'-:lctices in an area would enter into a 

full partnership, providing cross cover as above, with 

two or mo=e G.P. ' s in the neighbourhood. While eacn 

would have their own centre of practice, the group 

would have one central medical centre which would have 

equipment and facilities available to all members of 

the group, either by doctors practising there for 

specific planned sessions or by equi pment being 

borrowed by G.P.'s for fixed sessions. Equipment 

would be i nterchangeable between pract ices on the 

basis of ag~eemen t within the group, 

or 
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(ii) any number of doctors who are located in proximity to 

a general hospital entering into a co~operative type 

arrangement. All doctors in the arrangement would 

continue to operate from their own centres of practice 

but would agree to pool all resources including 

staffing and equipment and to provide full cross 

cover. 

Single /two handed practices - Where group arrangements are 

not workable, one or two handed practices would be 

recogni sed and supported by the provision of incentives 

provided arrangements acceptable to the health board are 

made with other practices for night and weekend cover. 

Access to equipment in group practices by these doctors 

would be encouraged. 

In the case of all of the suggested arrangements, it is 

recognised that general practice involves facilities for practice 

nurses, secretaries and access to sessional arrangemnts for 

various paramedical services, and for access to a range of 

diagnostic and treatment facilties. The range of support 

structures to be provided would, of course, depend on the type 

of practice arrangement entered into. 

While it is recognised that such a structure for general practice 

would take some time to implement and that in the short to medium 

term current arrangements may continue, practices would only 

become eligible for new incentives if they were prepared to enter 

into one of the arrangements outlined above. As a first step, 

it would be proposed to establi s h some pilot practices which 

would correspond with the models outlined above. 

Having regard to the foregoing, it is envisaged that future 

contracts for the GMS particularly in the major urban areas will 

be structured along the following lines. In each case the 

contract holder will be expected to provide a continuum of care 

on a 24 hour/? day week basis but the contract would recognise 

a number of different arrangements for night and weekend cover 

and provide for a range of incentives to correspond witL these 

arrangements: 
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( i) An arrangement withi n a practice where the doctor 

would unde rtake t hat he / she, with the other doctors in 

the p ractice , would provide a guaranteed service to 

patients on a 2 4 hour 7 day week basis. 

( ii) An arrangement where the doctor would be responsible 

for e nsuring cover outs ide of the hours of B.OO a.m. 

to 10.00 p.m . and at weekends under a rota arrangement 

with other G.P. 's outside the pract ice approved by the 

heal th boal: .. d. 

( iii ) An a rrangement where the doctor would be responsible 

for ensuring cover outside the hours of 8.00 a.m. to 

10.00 p.m. and at weekends ete under a different 

arrangement f rom (i i l above approved by the health 

board. 

The objective of the f oregoing would be to provide an incentive 

t o doctors who provide total cover through a group practice or 

rota o f doctors . 

Role of Individual General Practitioner 

Within the structures outlined above, the role of the general 

practitioner, insofar as the contractua l relat ionship with the 

State is concerned, will relate in the main to the provision of 

normal general practitioner services for G.M.S. patients who 

pres2nt themselves for treatment. The general practitioner may 

also have a specific input into the provision of other services 

such as :lealth promotion a:~j dis l":ase prevention as agreed with 

the local health board by way of separate contracts which will 

be performance related . 

The role of the general practitioner will also involve the 

referral, where appropriate, for d iagnostic investigation, for 

other hospital services and for other community based health and 

social services. 

As a lready i4dicated, measures need to be agreed to enable the 

general practitioner to better carry out h~s primary function in 

the community by:-
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the identification of 
. 

the community support systems that 

are necessary I including the proper referral systems and 

liaison f unctions, to facilitate the general practitioner 

in caring for patients in the community - It is envisaged 

that the proposed General Practice Units in each health 

board will have a significant role in the development of 

closer contact and better working relation ships between 

general r:ractitioners and the other health and social 

services and greater involvement by general practitioners 

in the structure and the working of other services; 

within general practice itself, the establishment of agreed 

protocols for investigation, referral, treatment and care 

in the community; 

the establislli~ent of agreed protocols of combined care for 

specified conditions between consultants and general 

practitioners to include investigation, treatment, 

therapeutics and care; 

the de.-el opment of formal liaison arrangments between 

general practitioners and general hospitals in the 

catchment area. Progress on G.P./consultant protocols and 

liaison arrangements depend to a large extent on the co

operation of hospital consul cants . Details can best be 

worked out at local level between the general practitioners 

and consultants involved in each instance. Th~s process 

does, however, need to be given some impetus at national 

level by CBe Department and facilitated at local lev~l by 

the heal th boards . As a first step , it is intended to 

encourage hospitals and consultants in the main urban areas 

to develop a special relationship with identifiable general 

practitioners in the catchment area of the hospital. Much 

can be done in this area by the development of study days, 

clinical symposia etc. Approval has been given to the 

establ ishment of a pilot project involving G.P. attachments 

to the Accident and Emergency Department of ~ major general 

hospital in Dublin. This p::.-oject will be evaluated, 

following which a decision wil l be taken as to the 

extension of such attachments; 
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the identification of appropriate hospital investigative 

and other facilities to which general practitioners would 

have access. It is envisaged that General practitioners 

might be allowed direct access to specified hospital 

investigative facilities, subject to audit as regards 

outcome. G.P. o~~corne would be compared with G.P. 

colleagues and hospital staff. On-going access to such 

facilities would be dependent upon outcomes falling within 

an acceptable range. A Specialist in Public Health 

Medicine could have a function in relation to audit. 

Consideration will be given to the establishment of a pilot 

project covering this area. 

Prescribing 

The cost of prescribing in the G.M.S. ha? been increasing at a 

rate of approximately 11% per year over the past number of years. 

As the price of drugs has not risen, all of the increase is due 

to volume increase and substitution of more expensive drusa. 

During the course of the 1990/1991 Review of the G.M.S., it was 

agreed by both sides that the level of prescribing in the scheme 

could be reduced without any adverse affect on the quality of 

patient care. 

It was also agreed that indicative prescribing targets would be 

determined for all doctors in the scheme and that a propcrtion 

of any savings generated from the operation of these targets 

would be applied towards general practice development. 

Instead of operating such a scheme on a national basis, it is 

strongly held that it would be more practical for it to operate 

on a regional basis and for the health board general practice 

un; ts to enter into arrangements with individual practices 

whereby a proportion of targeted savings on prescribing costs 

would be invested in the practices concerned. The exercise of 

responsible prescri bing would therefore result in a higher level 

of .investment in practices thereby enhancing the level of service 

available to patients. 

Steps are being taken to improve the quality of information 

supplied to general practitioners in relation to their G.M.S. 
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prescr ibing. This informa tion will be channelled through the 
general practice units to individual doctors. 

Register of Patients 

There is a consensus on the need for a realistic register of 

patients. While recognising that there are obvious difficulties 

involved, given the G.M.S. / Private mix, nevertheless, attempts 

are being made by health boards to develop s uch a regiscer. The 

approach involved needs to be discussed further. 

Information 

Health Boards have statutory responsibility for the provis';"on of 

health services in all its facet s . However , the health boards 

ability to effectively plan their services at local level is 

impeded by the lack of access to primary health care morbidity 

data at general practitioner l evel. The general practitioner is 

in an ideal position to collect epidemiological information which 

would facilitate the construction of population health profiles . 

The document on this subject which was agreed during the 

199C / 1991 Revi~w ~utlined the type of information that could be 

exchanged as follows: 

(i) Epidemiology 

presenting) ; 

(trends and patterns of morbidity 

(ii ) Informat ion on the delivery of the G.P. serv~ce (e.g. 

statist i cal or resource limitation information) ; 

(iii ) Information on interfaces with other services (e.g. 

Social/Community etc ) i 

(iv ) Use of Out-patient and In -patient diagnost ic services. 

(v ) Information on interfaces with General Hospital 

Services. 

It is envisaged that information would be shared on t he basis of 

an agreed specification and, in this context, systems development 

within general practice needs to be discussed. 
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Post-Graduate and Continuing Education 

The importance of supporting post -graduate and continuing medical 

education is accepted and furthe r initiat ives required in this 

area should be identified. 

Conclusion 

The proposal s contained in thi s document in respect of the 

reorganisation of general pract ice woul d go a 10ng way to solving 

the problems in general practic e i dentif ied by both sides in the 

Review . These proposals would e nable resources to be freed up 

for the development o f general pract ice by: 

( i ) providing greater scope for the provision of a 

realistic practice development fund, 

( ii ) 

( iii) 

reducing overhead costs borne by individual doctors, 

better facilitating the reallocation of the primary 

care budget to allow -For incentives to reward the 

better management of general pract ice. One example of 

how this could operate in regard to the exercise of 

responsible prescribing was outlined earlier in this 

document, 

(iv) facilitating greater liaison between general practice, 

hospitals and thE rest of the health services. 
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