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Foreword 

The introduction of the choice-of doctor scheme in the early 1970ys 
was rightly welcomed as a major advance in the quality of care 
available to the less well-off in the community. A decade later, it 
appeared timely to review in a fundamental way how the General 
Medical Service has performed in terms of its objectives and in 
terms of the legitimate interests of patients, doctors and the 
taxpayer. 

This Working Party's Report represents a major contribution to 
the development of health policy, not only in terms of the future of 
the G.M.S., but as regards general practice as a whole and the 
development of a sound framework for effective primary health 
care. The Working Party's careful analysis and far-reaching 
recommendations merit careful attention from all of those interested 
in health policy. I am therefore very pleased to introduce this 
Report and to invite comments on the proposals which will assist 
me, and the Government, in taking decisions about the future of the 
G.M.S. and the development of primary health care. 

Barry Desmond T.D. 
Minister for Health 
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Preface 

1. We were appointed by the Minister for Health in June, 1982 with the 
following terms of reference: 

"to examine and report to the Minister on the general practitioner 
medical and surgical service provided for persons with full eligibility 
under Section 58 of the Health Act, 1970 and to make recommendations 
to him on any changes which should be made in the service with particular 
reference to the need to provide a framework in which a high level of 
primary medical care can be delivered and in which arrangements can be 
made for superannuation and related benefits for medical practitioners 
providing the service under the Act." 

2. The members of the Working Party were: 

Chairman, 
Mr. Dermot Condon, 
Secretary, Department of Health. 

Vice-Chairman, 
Mr. Jerry O'Dwyer, 
Assistant Secretary, Department of Health. 

Dr. W. D. Burke, 
General Practitioner, Ferbane, Co. Offaly. 

Mr. Fred Donohue, 
Programme Manager, Community Care, Eastern Health Board. 

Mr. Frank Foley, 
Principal Officer, Department of Health. 

Dr. Ray Hawkins, 
General Practitioner, Bray, Co. Wicklow. 

Mr. Michael McCann, 
Joint General Secretary, Irish Medical Organisation. 

Dr. Niall McGauran, 
General Practitioner, Eyrecourt, Galway. 
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Mr. John McHale, 
Principal Officer, Department of the Public Service. 

Dr. Cormac Macnamara, 
General Practitioner, Newtown, Co. Waterford. 

Mr. Brian Murphy, 
Principal Officer, Department of Finance. 

Mr. Michael Murphy, 
Principal Officer, Department of the Public Service. 

Dr. Norman Murphy, 
General Practitioner, Glanmire, Cork. 

Dr. Timothy O'Dwyer, 
Senior Medical Officer, Department of Health. 

Dr. Michael O'Grady, 
General Practitioner, Mallow, Co. Cork. 

Mr. Donal O'Shea, 
Chief Executive Officer, North-Western Health Board. 

Dr. Noel Reilly, 
formerly General Secretary, Irish Medical Association. 

Dr. Seamus Ryan, 
Joint General Secretary, Irish Medical Organisation. 

Secretary, 
Mr. Dermot McCarthy, Assistant Principal Officer, Department of 
Health. 

Dr. McGauran was appointed to the Working Party following the death of 
Dr. Burke. Mr. McHale replaced Mr. M. Murphy following the latter's 
resignation from the Working Party on transfer to other duties. Dr. Ryan 
replaced Dr. Reilly following the latter's retirement and was in turn succeeded 
by Dr. O'Grady. 

3. The Working Party met on 17 occasions, for full-day meetings and in 
addition held two week-end meetings. 

4. We wish to record our sorrow at the untimely death of Dr. Burke whose 
experience, insight and commitment to general practice were an invaluable 
asset to the Working Party, as they had been to the many other fora in which 
he contributed on behalf of the profession. We extend our deepest sympathy 
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to his widow and family. We also wish to record our appreciation of the 
significant contribution of Dr. Noel Reilly to the establishment and delibera
tions of the Working Party. In this, as in so many other ways, he made a 
signal contribution to the development of general practice. 

5. We proceeded from a shared belief that the tradition of general practice 
in this country is a valuable, indeed central element in our health care system. 
Our report discusses the background to the present position in the General 
Medical Service and in general practice as a whole. We outline the principal 
health needs of the community and a future strategy for development of 
primary health care in response to those needs. We discuss an outline of a 
future role for general practice which would realise the full potential of 
personal, continuing medical care within the context of a primary health care 
approach. That future role provides the framework within which we discuss 
the education and training needs in general practice. It is also the framework 
within which we consider the present and desirable future role of drug therapy 
within general practice. The requirements for a more effective network of 
primary health care also represent one of the main criteria which we use to 
examine the options for a future method of payment in the General Medical 
Service. We also examine and make recommendations about the arrangements 
for administration and review of the General Medical Service and the future 
development of general practice as a whole. 

6. We wish to record our appreciation of the remarkable contribution made 
to our work by the Secretary to the Working Party, Mr. Dermot McCarthy. 
His complete mastery of all aspects of our brief, the depth and breadth of his 
research, and the facility with which he produced consistently high quality 
material made manageable what would have otherwise been a most difficult 
task. His optimism, courtesy and flexibility, allied to exceptional skill and 
energy, contributed beyond measure to the production of this report. We owe 
him a very special debt of gratitude and it is a pleasure to place on record this 
expression of our admiration and appreciation. 

Mr. McCarthy was ably assisted by Miss Elizabeth Barrett and Mr. Dermot 
Ryan. We are most grateful to them and to all the other people who helped us 
complete this task. 
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Summary of Principal 
Recommendations 

Priorities for future Health Policy 

• The principles of the World Health Organisation's Regional Strategy for 
Europe should form the basis for the future direction of health policy in 
Ireland (2.20). 

The future role of the General Practitioner 

• Future General Medical Service contracts should specify minimum stand
ards of record systems to be maintained by all participating doctors (3.23). 

• The application of information technology to general practice, including 
the need for research and pilot studies, should receive priority attention 
from the National Review Body on General Practice (proposed in Chapter 
7) (3.26). 

• Future policy towards general practice, including payment systems, should 
be designed to encourage a style of practice involving a lower volume of 
(less hurried) consultations (3.27). 

• The training of general practitioners and the methods of payment for their 
services should be evaluated to ensure that they facilitate the achievement 
of the potential for prevention (3.29). 

• Uniform arrangements for access by general practitioners to hospital-based 
diagnostic facilities should be implemented (3.31). 

• The maximum possible degree of access to in-patient facilities should be 
provided for general practitioners within the context of agreed national 
guidelines for the organisation and development of these services (3.42). 

• Discussions should be initiated between representatives of general prac
titioners, the hospital specialties, health boards and the Department of 
Health to examine relations between general practitioners and hospital 
services and to propose any necessary changes in access to hospital facilities, 
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communications with hospital medical staff, and discharge procedures 
(3.43). 

• Education in the care of the elderly should be made available to all medical 
students and especially to those about to enter general practice (3.44). 

• Adequate assistance towards the provision of premises and support services 
should be forthcoming where the requirements for effective group practice 
are met (3.50). 

• Where, in rural areas, single-handed practices or partnership practices 
provide adequate out-of-hours and emergency cover through rota arrange
ments, assistance towards the provision of premises and ancillary staff 
should be forthcoming on the same basis as for other types of practice 
(3.51). 

• Criteria should be specified at national level to be met by all commercial 
deputising services with regard to staffing and qualifications, liaison with 
subscribing doctors and frequency of use by individual doctors (3.52). 

• The special 'retaining' rural practitioner allowance should be continued 
(3.53). 

• Special arrangements for remote areas should be retained (3.53). 

• Participation in the General Medical Service should require that only 
premises meeting specified minimum standards be used (3.56). 

• National guidelines should be drawn up to regulate the basis on which 
premises will be made available to general practitioners and early discus
sions between management and the professions should be held on this issue, 
even in advance of the other matters arising from this Report (3.56). 

• There should be strict adherence by general practitioners to the centres of 
practice specified in their contracts (3.56). 

• Renewed and urgent measures should be taken to promote effective liaison 
between general practitioners and public health nursing staff, preferably 
through schemes of attachment. In the first instance, a number of experi
mental attachment schemes should be instituted and evaluated under the 
aegis of a joint body representing the medical and nursing professions, the 
health boards and the Department of Health. The cost of directly employing 
practice nurses, on agreed terms, should be taken into account in calculating 
the expenses of doctors in the General Medical Service (3. 64). 

• All of the services required by his patients should be provided by the 
general practitioner where this is practicable and cost-effective (3.66). 

• The involvement of general practitioners in public immunisation services 
should be pursued as the optimum mode of delivery (3.68). 
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• Screening and treatment services should not be initiated outside general 
practice unless it has been established that family doctors are unable or 
unwilling to provide this service (3.69). 

Education and Training 

• The Medical Council in association with the medical schools should take 
urgent steps to secure radical change in view of the currently inappropriate 
balance of training for those who will have responsibility for meeting the 
community's medical care needs (4.10). 

• Medical students should be introduced to the concept of general practice 
in their pre-clinical years, a chair of general practice should be established 
in each medical school and occupied by a family doctor in active practice, 
part of each clinical year's training should be conducted by general prac
titioners and general practice should be reflected in the content of the final 
examination and in the recognised options for the pre-registration year 
(4.10). 

• Extensive use should be made of opportunities for inter-professional learn
ing whereby the contributions of various professions and disciplines to 
typical problems are recognised and explored (4.12). 

• Steps should be taken as a matter of urgency to reduce substantially the 
annual intake of Irish students to medical schools (4.24). 

• Full integrated training programmes should be the norm for entry to 
general practice, as it is for other specialties (4.28). 

• Trainers in vocational training programmes should receive a remuneration 
(4.31). 

• The mode of provision of continuing education based on the principles and 
characteristics of (medical) practice audit should be developed and 
expanded to the point where all doctors who are able and willing to 
participate have the opportunity to do so (4.43). 

Prescribing and Drug Costs 

• Continued emphasis should be given to securing favourable pricing terms 
for the supply of drugs to the health services (5.31). 

• The addition of new products to the range of items available through the 
General Medical Service should depend upon the results of early assessment 
by an expert advisory group (5.31). 

• The existing range of drugs available in the Scheme should be re-examined 
by the group proposed above (5.31). 
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• More vigorous efforts should be made, in particular through the framework 
of basic and vocational training and continuing education proposed in 
Chapter 4, to increase awareness of the relative costs and effectiveness of 
drugs in each therapeutic class (5.11). 

• The use of suitable generic drugs should be promoted by requiring the 
pharmacist to dispense a generic version of prescribed drugs, where avail
able, unless the prescribing doctor indicates otherwise; and 
improved monitoring arrangements of the quality of generic drugs should 
be developed as a matter of urgency (5.31). 

• Doctors in each area should be encouraged to develop and adopt guidelines 
for the routine treatment of common conditions (5.31). 

Paying the Doctor 

• As part of a modified fee system, target drug costs per patient should be 
established, compatible with good patient care which would yield savings 
sufficient to avoid any increase in the total cost of the General Medical 
Service (6.72). 

• The development of the capacity to analyse prescribing patterns should be 
treated as a matter or urgency, as an essential aid to continuing education 
and as a means of preparing for the introduction of drug budgets in general 
practice (6.76). 

• The facility to have prescriptions analysed by disease category should be 
extended, at the doctor's request, to prescribing for private patients where 
suitable prescription forms are used (6.76). 

• Negotiations should take place between management and the profession to 
determine the necessary expenses which are to be met from General Medical 
Service earnings over the range of practice circumstances. The cost of 
meeting these expenses should then be measured independently on an 
annual basis (6.79). 

• Experimentation in both the structures and the remuneration applicable to 
general practice should be encouraged (6.81). 

• Where appropriate, agreed experiments in alternative methods of payment 
with particular reference to the operation of comprehensive clinical budgets 
by general practitioners should be encouraged and evaluated (6.94). 

• Provision should be made for ad hoc, agreed payments which may depart 
from the national agreement on methods of remuneration (6.95). 

• The operation of a modified fee-per-service as outlined earlier in this 
Chapter, is likely to provide a framework within which our estimation of 
the objectives of the General Medical Service can be met (6.98). 
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Administration and Review of the Service 

• The administration of the Scheme should be a more local function (7.4). 

• The medical profession should be given a more active role in the local 
monitoring of the Scheme (7.4). 

• The system of monitoring should cease to be a purely negative, disciplinary 
process but should be linked to positive encouragement to doctors to expand 
and develop their practices in accordance with agreed objectives for the 
primary health care sector (7.4). 

• Criticisms or grievances which individual doctors or the profession as a 
whole in a particular area might have in respect of local management 
arrangements should be raised locally, in the first instance (7.5). 

• A standing sub-committee of the National Review Body on General Practice 
should be appointed to deal with matters raised by the profession about the 
application of agreed arrangements by management (7.5). 

• The basic requirements for effective general practice must be met by those 
who seek to provide services under the Scheme (7.7). 

• Verification of minimum practice standards and of availability in accord
ance with the contract should be carried out on a regular basis, possibly 
anually (7.8). 

• The assessment of practice patterns should be extended to include referrals 
to hospital by general practitioners (7.9). 

• Patient complaints should be investigated with sensitivity by the approp
riate health board staff (7.10). 

• At local level a peer review group of general practitioners nominated by the 
profession should be established which would interview general prac
titioners in respect of whom complaints have been made (7.12). 

• The Chief Executive Officer of a health board having informed the local 
peer review group, in exceptional cases, should have discretion to refer 
cases to a disciplinary hearing at regional or national level (7.13). 

• These hearings should be held as soon as possible after the matter of 
complaint has been referred for hearing (7.14). 

• Only the doctor involved should have the right to address the panel (7.14). 

• In the event that, for some reason, a Regional Review Panel is not in 
existence, the Minister should be in a position to appoint a panel to consider 
cases in the region concerned (7.14). 
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• The imbalance in the present contract should be rectified to enable contracts 
to be terminated more readily in extreme circumstances (7.15). 

• The C.E.O. should be empowered to suspend a doctor's contract in serious 
cases and to refer the question of termination to a National Disciplinary 
Committee whose decision should be subject to appeal to the Minister 
(7.15). 

• Health boards should appoint a part-time general practice adviser in each 
region who would be a practising general practitioner but would be retained 
to advise the Board on ways in which the effectiveness of general practice 
and the administration of the service could be improved (7.16). 

• Branches of the Irish Medical Organisation based on community care areas 
should be consulted regularly by the Programme Manager and his staff in 
preparing local services and the Chairman should be in regular contact 
with the Director of Community Care and his team on matters of concern 
to both general practitioners and the health board (7.17). 

• Each health board should prepare, in consultation with general prac
titioners and other professions, a planned approach to the development of 
primary care services in their region, which would specify objectives to be 
met and specify the tasks to be performed by different groups and profess
ions, while outlining the steps to be taken by each of the parties in order to 
achieve these targets (7.18). 

• A National Review Body should be established which would meet on a 
continuing basis at regular intervals to review progress towards the achieve
ment of the overall objectives for general practice which are outlined in this 
Report (7.19). 
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Chapter 1 

General Practice in Ireland 
and the General Medical Service 

A. Development of the General Medical Service 

1.1 Under the Poor Relief (Ireland) Act, 1851 basic medical care was 
provided for the sick poor by a network of salaried, part-time doctors who 
were obliged to reside in a particular area and to treat patients at a public 
dispensary. Necessary medicines were supplied at the dispensary. The system 
ensured an equitable geographical distribution of general practitioners (for 
both public and private patients) and the provision of a generally acceptable 
standard of care for the poorest groups. The service was, however, an integral 
part of the Poor Law and, despite radical changes in the administrative 
structure and basis of eligibility of the service, it long retained a stigmatising 
character. 

1.2 Dissatisfaction was widespread by the early 1960s. A number of submis
sions to the Dail Select Committee on the Health Services reflected this 
dissatisfaction, in particular with two aspects of the service: 

(a) the variation by country in the criteria for eligibility for service, and 

(b) the lack of a choice of doctor for eligible persons. 

1.3 The White Paper on the Future Development of the Health Services of 
1966 proposed the replacement of the dispensary doctor service with a service 
involving private practitioners and based on the greatest practicable degree of 
choice of doctor. It was proposed that national criteria would be developed for 
eligibility for the service, which would be confined to the lower income group 
for whom the cost of general practitioners' fees and drugs would cause undue 
hardship. It was proposed that: 

(i) an eligible person would have the right to be attended by any 
participating doctor living within a reasonable distance, who was 
willing to accept him as a patient and who had not already a full list 
of patients; 

(ii) doctors would provide for eligible patients the same facilities as for 
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private patients, making no distinction as regards where and when 
patients are treated as in waiting room arrangements etc.; 

(iii) existing dispensary doctors would have the right to participate in the 
scheme but that restrictions on entry would otherwise apply, to ensure 
that participating doctors in each area had a worthwhile list; 

(iv) a limit would apply to the number of patients cared for by any one 
doctor; 

(v) the method of payment would be negotiated with the medical profess
ion, but it was indicated that capitation payments seemed most 
practicable. 

Negotiations on the N e w Scheme 

1.4 A memorandum outlining detailed proposals for the new scheme was 
issued to the medical organisations in September, 1967. This proposed that, 
as regards remuneration, payment would be based on capitation, designed to 
cover a due proportion of practice expenses as well as remuneration, and also 
special fees for items of service such as night calls etc. A contributory super
annuation scheme based on earnings net of practice expenses was also pro
posed, and details of the remuneration package were to be considered by a 
joint working party. 

1.5 Initial discussions with the medical organisations focused on the position 
of the existing District Medical Officers. Details of the proposed scheme were 
the subject of intensive negotiation and, by early 1968, the principal areas of 
disagreement were: the right of entry to the scheme; the method of payment 
and reimbursement for practice expenses. The Department proposed in April, 
1968 that remuneration be based on: 

—a capitation payment, part of which would specifically relate to out-of-
hours availability; 

—special fees for night visits, emergency treatment and agreed special 
services; 

—an addition to the capitation fee for dispensing doctors; 

—payment of practice expenses on a proportionate basis, calculated on the 
average expenses of a general practitioner with 2,500 patients; 

—a supplement to the capitation rate to meet the cost of hiring a locum. 

The details of the remuneration package were to be agreed by a joint working 
party. A contributory superannuation scheme would be based on a doctor's 
total net earnings over his period of service. 
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1.6 The medical organisations rejected capitation payment and argued that 
the principal aim of the White Paper's proposals, i.e. equality of treatment for 
public and private patients, could not be secured if a doctor's attitude was 
shaped by differing methods of payment. The Department emphasised the 
administrative burden (including that on doctors) which would arise from the 
need to control possible abuse with fee-for-service payments. Discussions were 
then held on the details of the Department's proposed rates of payment. The 
capitation rates and special fees were designed to provide a net income of 
£3,000 for a notional full panel of 2,500 patients. It was also proposed 
(February, 1969) that actual agreed practice expenses would be recouped (on 
a pro-rata basis) for the first two years and average practice expenses would 
be paid thereafter. The medical organisations responded with a proposal for 
an all-inclusive fee per visit, distinguishing between surgery and home visits. 

Study Group 

1.7 It was agreed in April, 1969 that a study group would be established: 

"to consider by what means a fee-for-service method of remunerating 
general practitioners under the proposed service for the lower income 
group might be administered in a practicable, economic and equitable 
manner". 

The study group recommended: 

—standard fees for surgery and domiciliary consultations; 

—claims, showing numbers and names of visits, would be made monthly to 
a central agency for processing by computer; 

—claims would be checked by reference to standard norms of consultation, 
which in turn would be based on experience of actual attendance patterns; 

—evidence of over-visiting would be investigated by medical officers, with 
minor disciplinary measures to be taken by an investigating committee 
and serious breaches by a disciplinary tribunal. 

The Departmental view at completion of the report was that the administrative 
procedures proposed were feasible and not unduly expensive. The existence 
of norms for visiting was seen as an effective control, except for marginal 
over-visiting. The calculation of fees was seen as flowing from the determi
nation of target incomes for general practitioners and the estimation of 
reasonable workloads. The study group had stated that: 

"the fee was taken to be an inclusive fee, covering remuneration, practice 
expenses, holidays, sickness and superannuation". 
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Negotiations on the Fee Schedule 

1.8 The Department proposed a schedule of fees in January, 1970 which was 
designed to provide a gross income of £5,000 (£3,500 net) for a notional panel 
of 2,500 patients. This was based on the assumption that doctors would 
provide an average of 30 miscellaneous services per day, during normal 
working hours. It was proposed that fees would be adjusted if an average of 
significantly more services was being performed. 

1.9 The medical organisations rejected this basis of calculating the fee, 
arguing that 20 items per day and 3.5 visits per patient, or less, were as much 
as could be undertaken. There were differing views on the part of the Depart
ment and the medical organisations as to the likely volume of work to be 
undertaken by participating doctors. The Department proposed in May, 1970 
that a provisional scale of fees, based on an assumed visiting rate of 4 per 
patient, be introduced for one year, to be adjusted if the number of visits was 
found to be significantly less. The notional full panel of 2,500 would thus yield 
£6,000 gross. 

A new scale of fees was proposed in July, 1970 based on a compromise 
assumption of 3.5 visits per patient per year. 

1.10 The proposals were rejected in a ballot of doctors completed in Decem
ber, 1970. Subsequent discussions produced agreement on a procedure for 
arbitration on the level of payment one year after the inception of the Scheme 
and thereafter, a system of grants for practice premises, payment of an annual 
allowance for locum expenses and a small increase in the basic fee to reflect 
national wage increases. An offer of guaranteed income to retained temporary 
District Medical Officers was seen as particularly important by the medical 
organisations. A second ballot was held in June , 1971 and accepted by a 
substantial majority of doctors. 

1.11 The Scheme came into operation on 1 April, 1972 in the Eastern Health 
Board's area and on 1 October in the rest of the country. Parallel negotiations 
with pharmaceutical interests resulted in agreement for the supply of pre
scribed drugs and medicines to medical card holders through retail pharma
cies. Doctors could, however, dispense for their patients direct where the 
nearest pharmacy was more than three miles distant. The Scheme operates 
under the terms of the Health Act, 1970 and of an agreement between the 
Department of Health and the medical organisations which is detailed in the 
Department 's Circular No. 13/72. This circular states the contractual manner 
in which services are provided by doctors and it has been revised on a number 
of occasions. 
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Subsequent Modifications 

1.12 The detailed operation of the services has been the subject of repeated 
discussion with the medical organisations since 1972. In addition, the fees 
payable have been the subject of arbitration on four occasions. The principal 
feature to be modified since the inception of the Scheme has been the method 
of entry to the General Medical Service by partners of existing participants 
and by doctors in private practice when they had completed seven years at 
one centre, later reduced to five years. Minimum qualifications for entry to 
the General Medical Service were specified, together with procedures to be 
adopted on the holding of competitions for entry, including competitions for 
partners and assistants. A special additional fee was agreed for doctors 
undertaking any of seven specified procedures for eligible patients. 

1.13 The first arbitration on the General Medical Service fee was held in 
November, 1974. The medical organisations claimed: 

(i) that the current (original) fees were inadequate to cover practice 
expenses; 

(ii) the fees provided an inadequate professional reward and 

(iii) the fees for public and private patients should be similar. 

The arbitrator recommended that the fees should attract the general increases 
under the National Pay Agreements. A subsequent arbitration in February, 
1975 resulted in a further retrospective increase of 10%. The fees and allow
ances have since been adjusted in accordance with the appropriate provisions 
of national agreements. A third claim was submitted to arbitration in Febru
ary, 1979 on the grounds that the fee had failed to keep pace with increases in 
practice expenses, while the proportion of doctors who were former District 
Medical Officers (and so had superannuation and other benefits) had declined 
significantly. A capitation fee of £1.50 per patient was sought to meet practice 
expenses. Arbitration resulted in an increase of 12.5% in fees and allowances. 
A recent claim for a substantial increase in fees has been the subject of 
arbitration and details of the arbitrator's award are expected shortly. 

B. Dimensions of Performance of the Service 
Eligibility 

1.14 Medical cards are issued to those who, in the opinion of the Chief 
Executive Officer of a health board, are unable to provide medical care for 
themselves and their dependants without undue hardship. Income guidelines, 
which take account of family size and financial commitments, are drawn up 
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annually by the Chief Executive Officers, collectively. While these are gener
ally reliable estimates of the income level at which cards are issued, individual 
circumstances are taken into account. The definition of dependency used for 
the purpose of the Health Act, 1970 resulted in the issue of medical cards to 
students aged 16 years and over, without personal incomes. In early 1984 
changes in the eligibility arrangements resulted in a requirement that the 
entitlement of young people to free general practitioner services would take 
account of their family's income and circumstances. The proportion of the 
population covered by medical cards has grown as follows: 

1961:28.4% 
1971:29.1% 
1981:35.6% 

The increase does not necessarily reflect an increase in the numbers of persons 
eligible for publicly-financed services; rather, it more likely represents 
increased take-up associated with the new service. 

1.15 The current Scheme was negotiated on the basis that the proportion of 
the population eligible for the services would not increase significantly. A limit 
of 40% of the population has been accepted as the point beyond which a 
complete renegotiation of the Scheme would be required. This review and the 
Working Party's recommendations are based on the continued assumption that the proportion 
of the population eligible for free treatment will not exceed 40%. The number of people 
and the proportion of the population covered by the Scheme in each year of 
its operation is shown in Table 1. 

TABLE 1 

Medical Card Population (card holders and dependants) 1972-82 

1972 
1973 
1974 
1975 
1976 
1977 
1978 
1979 
1980 
1981 
1982 

Population 
(Dec. figure) 

864,106 
1,010,090 
1,083,136 
1,162,386 
1,193,090 
1,233,150 
1,219,178 
1,224,351 
1,199,599 
1,226,568 
1,280,758 

As % of Total Population 

29.0% 
33.92% 
36.37% 
37.17% 
37.75% 
38.63% 
37.86% 
36.39% 
35.62% 
35.65% 
37.13% 

The proportion of the population currently covered by medical cards, by 
county, is shown in Appendix 1. The demographic structure of the medical 
card and national populations are shown in Table 2. 
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TABLE2 

Age Group 

0-15 
16-21 
22-44 
45-64 
65+ 

% Medical Card 
Population 1982 

25.98 
13.05 
16.16 
15.10 
25.86 

% Total Population 
(1981 Census) 

32.10 
11.12 
29.10 
17.13 
10.68 

Participating Doctors 

1.16 Doctors may enter the General Medical Service through selection for a 
vacancy by open competition, by being selected as a partner or assistant to an 
existing participant or on completion of five years in private practice in a given 
centre. In 1982 there were 1,418 participating doctors, 22% more than in the 
first full year of operation of the Scheme. Former District Medical Officers are 
entitled to superannuation and other benefits appropriate to this office and 
those who are paid on a fee basis are guaranteed earnings equal to their salary. 
In 1982 there were 254 former District Medical Officer's participating in the 
Scheme, a decline of 4 3 % on the original figure. Only 48 of these doctors 
continue to exercise the option to be paid by salary rather than fees, compared 
to 146 originally. A small number of doctors do not actively participate in the 
Scheme but retain their contracts. 

1.17 There has therefore been an increase of 38% (to 1,370) in the number 
of doctors actively participating in the Scheme on a fee-per-item basis. Their 
patients account for virtually the entire medical card population, compared to 
85% of that population in 1973. The annual net increase in the number of 
fee-paid doctors was greatest in 1976 and 1980, years in which modified 
arrangements for entry into the General Medical Service were brought into 
effect. The composition of the participating doctor work-force is shown in 
Appendix 2. 

Panel Size 

1.18 The distribution of panel sizes has remained relatively constant over 
the period of operation of the Scheme. The maximum permitted panel size is 
2,000 (subject to discretionary exceptions). The majority of doctors have 
panels of less than 1,000 patients. The average panel size of fee-paid doctors 
in 1982 was 904. Partnership and group practices are represented by the panel 
of each participating doctor. The work-loads of doctors may therefore be less 
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unequal than their formal panel size would indicate. There are regional 
variations in average panel size, reflecting the differing proportions of the 
population covered by medical cards. Average panel size is particularly low 
in the Eastern Health Board area, reflecting the relatively low proportion of 
the population of that area who are eligible to use the service and also the 
higher doctor to population ratio in that area. Appendix 3 shows the frequency 
distribution of panel size since the inception of the Scheme. 

Age of Doctors 

1.19 The age of participating doctors reflects the age structure in general 
practice. This in turn is influenced by trends in medical education, and within 
the profession generally and the availability of other career opportunities, 
including opportunities abroad. The age structure also reflects the operation 
of mechanisms for entry to the General Medical Service which, by reducing 
the waiting period for automatic entry and providing for the recruitment of 
assistants-with-a-view-to-partnership, may have facilitated participation by 
younger doctors. An analysis of the age structure of participating doctors 
(other than former District Medical Officers remunerated by salary) is shown 
in Table 3. In 1981, 31.1% of doctors were aged under 40 (25.6% in 1974) 
and 20.8% were over 60 (18.3% in 1974). There are no significant regional 
variations in the age structure of participating doctors. 

TABLE 3 

Age Structure of Participating Doctors 

Age 

Under 30 Years 
30-39 Years 
40-49 Years 
50-59 Years 
60-64 Years 
65-69 Years 
70+ Years 

7574 (%P 

1.2 
24.4 
23.2 
32.9 
13.1 

5.2} 

1981 (%F 

0.4 
30.7 
19.5 
28.6 
11.4 
8.9 
0.5 

Notes: 
11974 figures include ex-District Medical Officers paid by salary. 
21981 figures exclude ex-District Medical Officers paid by salary. 
1981: Modal Age Groups = 30-39 years; Median Age = 45 years. 

Utilisation of the Service 

1.20 A high proportion of eligible patients make some use of the service 
annually. The average proportion receiving or making visits to their doctor 
over the past 9 years was 77.4%. There has been little variation in this 
proportion; the highest level was 79.6% in 1976. The relatively constant 
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proportion using the service signifies, however, an increasing workload for 
doctors due to the substantial increase (27%) in the population covered by 
medical cards. 

Visiting Rates 

1.21 The principal indicator of throughput in the service is the average 
number of doctor consultations per patient, i.e. the sum of surgery and 
domiciliary consultations. The pattern of visiting since the inception of the 
Scheme is shown in Table 4. The trend with year-on-year fluctuations, has 
been for a relatively steady increase in the average number of surgery consul
tations per patient and a relatively constant level of domiciliary visits. The 
level of visiting in 1973 may have been subject to a process of initial adjustments 
on the part of doctors and patients to the introduction of the new service and 
1974 may thus be a more suitable basis for comparison for some purposes. In 
1982 there were 4.85 surgery visits and 1.16 domiciliary visits per patient. 

TABLE 4 

Visiting Rates per Patient in the General Medical Service 

Rate per Patient on Doctors' Lists 

Year 

1973 
1974 
1975 
1976 
1977 
1978 
1979 
1980 
1981 
1982 

Surgery 

4.09 
4.24 
4.33 
4.32 
4.26 
4.48 
4.43 
4.64 
4.82 
4.85 

Domiciliary 

1.18 
1.27 
1.15 
1.12 
1.08 
1.16 
1.16 
1.20 
1.21 
1.16 

Total 

5.27 
5.51 
5.48 
5.44 
5.34 
5.64 
5.59 
5.84 
6.03 
6.01 

1.22 An alternative way of looking at the visiting rate is to examine the 
workload of doctors, i.e. the number of consultations per doctor. This has 
increased from 4,777 in 1973 to 5,446 in 1982 (an increase of 14%). However, 
if 1974 is chosen as the base, for reasons outlined in para. 1.21, this figure 
shows little variation. The actual number of visits per doctor in each year is 
shown in Table 5. The number of doctors participating in the Scheme has 
increased by 22%, but the number paid by fee has increased by 44% since 
1973, while the eligible population has increased by 27%. There has still been 
an increase in the number of total consultations per doctor because of the 
increase in visits per patient. The total number of consultations has increased 
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to 7.4 million in 1982, a rise of 58% over 1973, but of 39% over 1974, reflecting 
primarily the increase in patients covered by medical cards but also the 
increase in the visiting rate. 

TABLE 5 

Annual Number of Consultations per Participating Doctor 

1973 
1974 
1975 
1976 
1977 
1978 
1979 
1980 
1981 
1982 

4,777 
5,514 
5,210 
5.329 
5,317 
5,664 
5,479 
5,488 
5,473 
5,446 

Prescriptions 

1.23 The total number of prescriptions dispensed by pharmacists has risen 
from 3.7 million in 1973 to 5.8 million in 1982, an increase of 57%. In addition, 
a doctor may dispense direct for patients where the nearest pharmacy is 
located more than 3 miles from the surgery. The number of dispensing doctors 
has risen from 335 in 1973 to 386 in 1982. The number of patients for whom 
doctors dispense has risen from 147,438 in 1973 to 186,696 in 1982 (14.6% of 
the total eligible population). Medicines supplied by dispensing doctors are 
not included in the analysis of prescriptions given above. The prescribing rate 
is the number of prescription forms per period written per patient, combined 
with the average number of items per prescription. About 80% of consultations 
result in the issue of a prescription form, and this has not changed since 1973. 

The number of items per prescription form rose from 1.99 in 1973 to 2.14 in 
1981 and fell to 2.09 in 1982. Details to 1982 of the rise in prescribing are 
given in Table 6. 

TABLE 6 

1973 
1974 
1975 
1976 
1977 
1978 
1979 
1980 
1981 
1982 

Number of Forms 

3,717,053 
4,271,597 
4,607,584 
4,974,856 
5,139,110 
5,409,680 
5,295,199 
5,476,670 
5,745,094 
5,825,742 

Number of Items 

7,389,120 
8,752,966 
9,598,740 

10,270,709 
10,545,863 
11,100,484 
11,037,514 
11,543,371 
12,267,954 
12,167,270 

Items per Form 

1.99 
2.05 
2.08 
2.06 
2.05 
2.05 
2.08 
2.11 
2.14 
2.09 

/ferns per 
Panel Patient 

9.20 
9.79 

10.13 
10.20 
10.16 
10.66 
10.79 
11.39 
11.93 
11.31 
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Cost of the Scheme 

1.24 The cost of the General Medical Service comprises: (a) fees paid to 
doctors; (b) salaries paid to former District Medical Officers who have opted 
for salary; (c) allowances and grants paid to participating doctors; (d) the 
ingredient cost of medicines; (e) fees paid to pharmacists; (f) rolling-over 
advance payments to pharmacists for stock; (g) the administrative costs of the 
General Medical Services (Payments) Board; (h) Value Added Tax. In 1982 
the cost of the scheme was as follows: 

Fees to Doctors: £23.714 million 

Salaries and Allowances: £2.732 million 

Ingredient cost of medicines: £43.807 million 

Fees to Pharmacists: £12.439 million 

VAT: £1.255 million 

Advance Payments: £2.898 million 

Administration (Payments Board): £1.128 million 

Total: £87.973 million 

The cost of the Scheme has risen more than five-fold since 1973. Over the 
period 1973/4 to 1982 the (non-capital) cost of the health services has increased 
by seven-fold. However, this period has witnessed a considerable growth in 
the range of services funded from health expenditure. The share of total health 
expenditure attributable to the General Medical Service has declined from 
10.2% to 9.3% over the same period. Payments to doctors in the Scheme have 
declined from 3.8% to 2.7% of total expenditure in that period. The cost per 
patient in 1982 was £64.69 (£19.15 in doctors' fees and £45.54 for medicines). 
In addition, local administration of the General Medical Service involves 
whole-time equivalent staff in various grades at an estimated staff cost in 1983 
of £2.7 million. Almost all of this cost is accounted for by the requirements for 
determining and reviewing the eligibility of patients, including almost £1 
million for the proportion of the time of Community Welfare Officers devoted 
to assessing and reviewing patients' eligibility. Much of this cost is attributable 
to other means-tested services in respect of which the same assessment of 
patients is used to determine eligibility. The amount of fees inclusive of 
expenses paid per doctor has risen from £5,147 in 1973 to £17,310 in 1982. 
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Summary of Developments 

Summary statistics on the performance of the Scheme in 1982 are given in 
Table 7. 

TABLE 7 

Year ended December, 1982 

Number of 
Dec.) 

Visits:— 
Visiting Rate 

Surgery 
Domiciliary 

*Cost per Visit 
*Cost per Patient 

Medicines:— 
Cost per Item 
Items per Form 
Cost of Medicine 

Persons 

per person 

covered (31 
1,280,758 

6.01 
4.85 
1.16 
3.19 

19.15 

4.29 
2.09 

45.54 

Doctors:— 
Total Number of Visits 

Surgery 
Domiciliary 

Total Cost 
(plus allowances and salaries 
to District Medical Officers) 

Pharmacists:— 
Number of Forms 
Number of Items 

Cost of Medicines:— 
Ingredient Cost 
Prescriptions 
Fees 
Stock Orders 
Fees 
VAT 

Total 

(000s) 
7,440 
5,999 
1,441 

£23,714 

£2,732 

5,826 
12,167 

£39,667 
£11,405 

£4,140 
£1,035 
£1,255 

£57,502 

*lncl. expenses 

Mechanisms of Control 

1.26 The cost of the Scheme is determined by the volume of patient consul
tations and the associated prescription costs. For example, if the visiting rate 
per patient in 1981 had remained the same as in 1973, the cost of the Scheme 
would have been reduced by £2.6 million, or 12.5% of expenditure on doctors' 
fees. If the prescribing rate had remained at the 1973 level, the cost would 
have been less by £6.5 million or 14% of expenditure on prescribed medicines. 
The General Medical Services (Payments) Board is charged with verifying 
the accuracy and reasonableness of claims for services provided under the 
Scheme. This is done by examining the visiting and prescribing rate of each 
doctor relative to his peers. The composition and cost of claims, e.g. the 
proportion of late visits or the ingredient cost of medicines per patient, are 
taken into account in this monitoring. Substantially higher than average 
claims patterns are examined by the Board's medical officer to determine 
whether there are extenuating circumstances to justify significant departure 
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from the average. The medical officer may then refer the case to an investi
gating group which examines the case and hears the doctor's defence. They 
may recommend that no action be taken, may issue a warning or may 
recommend a deduction from the money due to the doctor. They may also 
recommend referral to a disciplinary tribunal with a view to having the 
doctor's contract terminated. A doctor may appeal the decision of an investi
gating group to an appeals committee. 

1.27 In the period 1973 to 1982, 100 doctors' claims were considered by an 
investigating group (15 cases awaited investigation at the end of the year). No 
action was recommended in relation to 20 of these, warnings were issued to 8 
doctors, deductions from earnings were recommended in the case of 69 doctors 
and 3 doctors were referred to a disciplinary tribunal. Appeals were heard in 
the case of 36 of these doctors. The investigating group's recommendation 
was upheld in the case of 19 doctors, while deductions were reduced or 
disallowed in the case of 17 doctors. Of the 3 doctors referred to disciplinary 
tribunals, one had his contract terminated, no action was recommended 
against the second doctor and the third case was not heard by the end of 1982. 

1.28 The exercise of their monitoring function by the Payments Board has 
from time to time revealed various practices which required attention. Appar
ently excessive claims for late fees by doctors and pharmacists have been 
countered by the Board through publicity campaigns, circulars regarding 
their proper scope and by the disallowing of claims. The monitoring system 
produced evidence of significant substitution of products by pharmacists, 
notably disposable nappies for prescribed incontinence sheets, in association 
with irresponsible prescribing by a limited number of doctors. This resulted 
in the exclusion of incontinence sheets from the scope of the Scheme. 

C. Assess ing the Performance of the Scheme 

1.29 The aims put forward for the Choice of Doctor Scheme in the White 
Paper of 1966 were: 

(i) provision of a choice of doctor for medical card holders; 

(ii) removal of distinction between standards of treatment of public and 
private patients. 

A subsidiary and implicit aim was that these should be secured at a reasonable 
cost. Indeed, a major survey of international trends in health policy concluded 
that the primary concern of policy-makers had shifted from equality of access 
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and treatment in the 1960s, to cost containment as a response to escalating 
health care costs in the late 1970s.1 

1.30 There has been virtually universal satisfaction at the extent to which 
the first objective has been met. Existing arrangements allow for choice of 
doctor by eligible patients. In 1981, 108,800 patients (8.9% of the total eligible 
population) lived seven miles or more from their doctor. One may assume 
that the balance of the population had a reasonable choice of doctor, bearing 
in mind varying population density. Little difficulty has been experienced in 
securing doctors for remote areas, as had originally been feared. Virtually all 
general practitioners who are eligible to enter the General Medical Service 
have sought and received contracts. 

1.31 With regard to the second objective, it is widely perceived that equality 
of treatment of public and private patients has been achieved while the stigma 
attached to public patient status has been virtually eliminated. Ideally, 
account should be taken of the content and frequency of doctor contact with 
public and private patients, the quality of care taking differential health status 
into account, the attitudes and manner of doctors towards their patients, the 
responsiveness of doctors to patients' needs, and the level of satisfaction of 
public and private patients with all of these. A survey of the elderly undertaken 
in 1977 asked respondents about their satisfaction with the health services.2 

An analysis of the replies prepared for the Working Party by Professor Brendan 
Whelan showed that over 96% of medical card holders were very or fairly 
satisfied with the health services, compared to 88% of private patients. Most 
of the latter group who were dissatisfied referred to their inability to obtain a 
medical card. Of the small minority of medical card holders who expressed 
dissatisfaction with the health services, one third referred to the failure of 
doctors to rspond quickly to requests for a domiciliary visit. The reported level 
of satisfaction did not vary significantly with self-reported health status or 
level of utilisation of health services. The absence of complaints by patients, 
or public controversy about patient service, or criticism from local health 
board officers, indicates that little overt distinction is made between different 
types of patient. 

1.32 There has been a tendency mainly in large urban areas for the use of 
health board premises by former District Medical Officers to be confined 
primarily to treatment of public patients. Former District Medical Officers 
have the right to use such premises while other doctors may seek their use. 
The existence of separate centres of practice may be convenient for patients in 
large, single-class housing estates who might otherwise face long journeys to 
private surgeries, but concern has been expressed that in a limited number of 
cases this may be at variance with the principle of parity of treatment. The 
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use of health centres by general practitioners (other than former District 
Medical Officers) is not usually approved unless the doctor agrees to use it as 
his sole centre of practice. In fact, 79% of all community care premises house 
a general practitioner with significant regional variations in this proportion. 
The use of health centres by general practitioners will decline as former 
District Medical Officers retire from the service, unless group practice or an 
unforeseeable increase in the size of the eligible population makes the whole-
time use of health centres attractive to doctors. 

1.33 The performance of the General Medical Service to date has however 
been a matter of dissatisfaction to participating doctors insofar as their 
financial and professional position is concerned and particularly so in recent 
years. Despite the availability of arbitration procedures which have, as noted 
above, been activated on a number of occasions, general practitioners consider 
that they have suffered an erosion of their earnings from the Scheme through 
the escalation of practice expenses. 

They consider that the procedures available to them for reviewing their 
eranings are not appropriate to the calculation of necessary expenses which 
must be met out of gross earnings from the Scheme. The growth of these 
expenses has prevented doctors from making adequate arrangements for 
superannuation and has made annual leave and ordinary leave a major 
problem for the average doctor. In addition, they consider that the Scheme 
has discouraged the development of general practice because doctors who 
invest in premises and other facilities are penalised relative to their colleagues 
who provide minimal services and standards. As a result, the role of the 
general practitioner has been restricted and the principle of continuity of care 
has suffered from the proliferation of ad hoc services divorced from general 
practice because of the inability of many doctors to provide a comprehensive 
range of services. 

1.34 It is in relation to cost containment that greatest concern has been 
expressed by management. The financial structure of the service is open-ended 
particularly in regard to the generated costs of drugs and the cost of referral 
to hospital. The associated costs of prescribing greatly exceed the level of income of doctors 
in the Scheme, which has received much greater public attention. Given a fee structure 
the annual cost of the Scheme is determined by the visiting rate and associated 
prescribing costs. Thus, the Department may estimate, with a greater or lesser 
degree of accuracy, the annual costs arising from the operation of the service 
but, in practice, policies to control costs are limited to the monitoring of claims 
by the Payments Board and the Board's attempts to encourage more economic 
prescribing. 

1.35 By way of general comment on the operation of the Scheme over the 



past decade, we are satisfied that the principal objectives established have been achieved 
to the general satisfaction of those concerned, especially eligible patients. The assessment 
of the quality of the care received by patients is a complex matter in general 
practice,3 but there is no indication that the quality of care received by General 
Medical Service patients is not at least as good as that received by the rest of 
the population. The reservations which must be noted and which are reflected 
in our later comments relate primarily to the financial aspects of the Scheme; 
in the case of the profession, in regard to the perceived adequacy of their 
remuneration particularly in view of the expenses which they must meet and, 
in the case of management, in regard to the inability to exercise a degree of 
control over costs similar to that applied to all other health services. 

Controlling Costs 

1.36 Fees payable to doctors have attracted the appropriate benefits of 
national wage agreements and the results of two specific arbitration awards. 
The basic surgery fee (end-year value) increased by 187% between 1973 and 
1982. Average annual earnings (gross fees x visits) increased by 273% over 
the same period, reflecting the increased number of eligible persons and the 
increased visiting rate. The gross earnings of doctors from the General Medical 
Service including provision for expenses, have therefore grown faster than 
increases in the level of the basic fee. The Consumer Price Index has risen by 
284% between November, 1973 and November, 1982. 

1.37 The principal control on costs at present is the monitoring of activity of 
participating doctors. It was envisaged at the inception of the Scheme that 
monitoring would take the form of a peer review of the performance of doctors 
whose visiting and prescribing rates diverged significantly from the average. 
The format of such procedures has changed considerably and a more formal 
approach is taken. The extent of the departure from the model of peer review 
is indicated by the agreement reached in 1981 that the appeals proceedings 
should be conducted by a comittee whose membership included a person with 
legal qualifications. 

1.38 Under the existing monitoring system operated by the Payments Board 
only those doctors with sustained and grossly abnormal visiting rates are 
likely to be investigated. The highest proportion of doctors referred for 
investigation in any one year was 1.6% in 1973. In all, 115 doctors (8% of the 
total participating in 1982) were referred to an investigating group between 
1973 and 1982. Following appeals, only 42 doctors (3.2% of the 1982 total) 
had a deduction from their earnings, while only one doctor had his contract 
terminated. The figure of 43 doctors disciplined includes an element of 
double-counting, since some doctors were proceeded against more than once. 
A scheme such as the General Medical Service has an inherent scope for abuse 
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but we are satisfied that only a small minority of doctors are liable to exploit 
that potential. Management are concerned that, under present arrangements, 
they are relatively powerless to deal effectively and in a timely manner with 
that minority. Generally the penalties are slight relative to average earnings, 
while termination of contracts is an extreme measure. There is an inherent 
incentive at present for doctors, collectively and individually, to maximise 
their claims without incurring penalties. As the claims of doctors increase the 
average visiting rate on which monitoring is based will rise in step. 

1.39 In summary, views about the operation of the monitoring and discipli
nary arrangements can be expressed as follows: 

— the management side are unhappy that monitoring is based upon an 
average level of activity which has been escalating over time and which 
reflects in part the behaviour of a minority of doctors who consistently 
exceed the level of activity of their colleagues; 

— the profession are concerned that the monitoring and disciplinary proc
esses are rather remote from the average practitioner and that statistical 
monitoring alone cannot take sufficient account of differences in practice 
characteristics. 

We set out a number of proposals in Chapter 7 which we consider should 
result in a more effective and satisfactory set of arrangements for the admin
istration and review of serivces provided under the Scheme. 

Summary 

1.40 Due to the regular publication of detailed information on the perform
ance of the service, the General Medical Service is subject to much public 
comment. In general, the views of relevant parties may be summarised as 
follows:— 

Doctors: want remuneration to reflect more accurately changes in expenses 
with provision for superannuation and study leave. 

Patients: appear satisfied with the Scheme as indicated by the lack of 
complaints and the demand for medical cards. While the quality of care 
received may be open to question in some respects, as Tussing observes: 
"even with these qualifications it must be stated that medical care 
available to the poor is of a high standard and no one finds poverty a 
barrier to generally adequate medical care".4 

Department of Health and Health Boards: are concerned at the escalating cost 
of the Scheme over which there is little effective control. 

D. Accounting for the Level of Activity in the General Medical Service 

1.41 The level of visiting has been the subject of continuing controversy 
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since the inception of the Scheme. The level of prescribing in the Scheme has attracted 
considerably less attention but it is a cause for greater concern, especially in financial terms. 
The trend until 1981 was clearly towards a steady increase in both visiting 
and prescribing. In 1982 the Government decided to remove a range of non
prescription items from free availability under the Scheme. This resulted in a 
reduction in both visiting and prescribing rates. 

Subsequently, a new pricing agreement with the pharmaceutical industry 
produced a further reduction in drug costs. The underlying trend is however 
a matter of concern in view of the amount of drug consumption which it 
represents and also in view of the cost: each increment of 0.1 in the average 
visiting rate costs £395,000; while each increment of 0.1 prescription items per 
patient costs £508,000 (both at 1982 prices). The high cost of services makes 
it vital to ensure that they are medically necessary. 

Increase in Services 

1.42 Quite apart from the original level of visiting and prescribing at the 
inception of the Scheme, account must be taken of the increases since. The 
visiting rate per patient has increased by 14% since 1973 (9% if 1974 is taken 
as the base year), while the number of prescription items per patient has 
increased by 2 3 % (16% since 1974). The scale of the overall increase is 
underlined by the fact that the number of patients has increased by 27% over 
the same period. The increase in visiting rates may be accounted for by:— 

(a) an increase in the level of need of medical care; 
(b) an increase in demand by patients; 
(c) an increase in the level of doctor-generated services or 
(d) a combination of all three. 

1.43 There is considerable difficulty in determining the extent to which these 
factors operate. For example, in relation to demand for doctors' services a 
number of influences have been examined internationally. These influences 
have been categorised0 as: 

predisposing 
(demographic characteristics, social structure, including educational 
attainment, and social values regarding health); 

enabling 
(family circumstances, such as income, and community resources, such 
as availability of doctors); 

illness level 
(both as perceived by patients and as evaluated by doctors). 
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1.44 It can reasonably be hypothesised that, other things being equal, 
demand for medical care will increase with age and decline with years of 
education, while if patients must pay charges demand will increase with 
average income. Clear empirical evidence exists to show that demand increases 
with age and that single people and women in the older age groups also have 
higher-than-average levels of demand. Most economic analysis has related to 
the impact of price and income on demand for care in the context of charges 
for services. American surveys show a relatively weak effect of price changes 
on demand for physicians' services, reflecting the extent of third-party funding. 
However, time costs, which reflect the availability and accessibility of doctors, 
constitute a real charge on patients which remains even where cash prices are 
removed. If patients have longer to travel or to wait to see a doctor, their 
demand for services will fall. Elasticity values of —0.3 have been reported for 
time costs i.e. a 10% increase in the time taken to see a doctor produces a 
decline of 3% in the level of demand. Expenditure on health care (but not 
necessarily the number of doctor visits) has been shown to be strongly related 
to income, but this includes the cost of health insurance and optional, private 
treatment. 

1.45 In Irish circumstances, it is difficult to estimate which factors have 
accounted for the increase in the volume of services. The General Medical 
Service is not the only area to experience increased levels of activity: there was 
an increase of 33% in the number of in-patients treated in acute general 
hospitals in the period 1973-81. Out-patient attendances at the Mater Hospital 
increased by 44% between 1977 and 1981, and at St. Vincent's Hospital by 
28% between 1976 and 1981. Given that increases have been experienced in 
most areas of health care, it is likely that in recent years there have been significant 
changes in the community's expectations of health care and attitudes towards illness. This 
must be borne in mind in considering particular aspects of performance of the 
General Medical Service. 

Comparative Visit ing Rates 

1.46 There are clear difficulties in comparing visiting rates in different 
countries or even in different regions of the same country. These difficulties 
are due to the fact that the organisation of general practice differs greatly, in 
particular in the extent to which patients have access to specialists and hospital 
services without having to be referred by a general practitioner. Differences in 
the financing of services, particularly in the cost which falls to be met by 
individual patients, also influence consultation rates, as do the proportions of 
the population living in urban areas and the extent of inequality of income. 

1.47 A quota sample of Irish adults was surveyed in 1981 about their 
consulting rates and the results have been reported by Corrigan and O'Byrne.6 
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Overall, 59% said that they had visited a doctor in the previous twelve months 
and the proportion consulting was higher among women and increased with 
declining socio-economic group and increasing age. The proportion of General 
Medical Service patients who claimed to visit their doctor six times or more 
in a year was 2 5 % , compared to 11% of other patients. In all age groups and 
socio-economic groups, General Medical Service patients were more likely to 
have any consultations and to have six or more visits, and the differences 
between General Medical Service patients and others increased with age and 
with declining socio-economic group. 

1.48 Data on general practitioner consultations in private practice were 
produced by a national survey conducted in 1980 by Professor Dale Tussing, 
to be published by the Economic and Social Research Institute. The visiting 
rate in the General Medical Service is more appropriately compared with the 
visiting rate for semi-skilled and unskilled manual workers and with that for 
the elderly who constitute a disproportionately large element of the General 
Medical Service population rather than the national average for other coun
tries. Preliminary results from Tussing's survey indicate that Irish visiting 
rates by socio-economic group (allowing for differences in definition) are not 
significantly different from those in Britain, but the visiting rates for the elderly 
are very much higher in Ireland.7 The differential in respect of the elderly may 
reflect the greater availability of other services in Britain, as discussed later in 
this Chapter. The principal findings are shown in Table 7 and 8. 

TABLE 7 

General Practitioner Consultations by Sex and Age, Ireland and Britain 

All Males 
0-14 
15-44 
45-64 
65+ 

All Females 
0-14 
15-44 
45-64 
65+ 

All Persons 

Ireland3 

3.2 
2.6 
2.1 
3.9 
7.4 

4.0 
2.4 
3.4 
5.3 
7.9 

3.6 

Britain* 

3.5 
3.4C 

2.7d 

4.4 
4.7 

4.5 
3.3C 

4.8d 

4.3 
5.4 

4.0 

a1980, Tussing's survey. 
b1979, Office of Population Censuses and Surveys, General Household Survey. 
cAgesO-15. 
d Ages 16-44. 

Source: 
A.D. Tussing, "Physician referral behaviour: Ireland and Britain", paper read to the Dublin Economics 
Workshop, January 1984. 
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TABLE 8 

General Practitioner Consultations by Social Group, Ireland and Britain 

Ireland3 

Professional, manager, or employer 
Salaried employee, or intermediate non-manual 
worker 
Other non-manual 
Skilled manual worker 
Farmer, farmer's relative, farm manager, other agri
cultural worker, or fisher 
Semi-skilled or unskilled manual worker 

Britain* 
Professional 
Employers and managers 
Intermediate and junior non-manual 
Skilled manual and own account non-professional 
Semi-skilled manual and personal service 
Unskilled manual 

Consultations 

3.4 
2.3 

3,2 
3.7 
4-1 

3.1 
4.9 

4.0 
3.0 
3.5 
4.0 
4.1 
4.5 
4.2 

% of average 

100 
68 

94 
109 
121 

91 
144 

100 
75 
88 

100 
103 
113 
105 

a1980, Tussing's Survey. 
b 1979, Office of Population Censuses and Surveys, General Household Survey. 

Source: as for Table 7. 

Social Class Differences in Utilisation 

1.49 It is difficult to assess the implications of differential visiting rates by 
social class without reference to differential health status: higher visiting rates 
may simply reflect proportionately greater need of medical attention. It may 
be that high visiting in the General Medical Service simply reflects health 
needs. This question has received much attention in Britain, notably in the 
Black Report8 on inequalities in health care. That summarised the evidence 
available, principally from national surveys, relating consultations to self-
reported morbidity. Their conclusion was that poorer groups make low use of 
general practitioner services relative to indices of morbidity, irrespective of 
the separate question of the adequacy of the services they receive. 

1.50 Furthermore, some research has been carried out in Britain on the 
content of general practitioner consultations by social class. It has been found9 

that consultations involving middle-class patients are typically longer and 
more questions are asked, than consultations with working class patients who 
were registered with them longer. Such differences are attributable to the 
educational and social characteristics of doctors and patients rather than to 
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any conscious discrimination on the part of doctors. If these findings are applicable 
in Ireland, it would imply that General Medical Service patients may require significantly 
more visits per patient to receive care comparable to that received by better-off patients for 
any given episode of illness. However, the extent of the differential in visiting rates 
is such that it is difficult to deduce that adequacy of care is the sole explanation. 
The very frequency and short duration of visits .suggests the desirability of designing a 
system which would encourage longer and more meaningful consultations for patients with 
high levels of morbidity. 

Effects of Age 

1.51 The medical card population is notable for its age structure, as well as 
its typically low-income profile. There is a significantly higher proportion of 
elderly patients than in the population as a whole. It is an almost universal feature 
of health services that the elderly consume a very disproportionate share of resouces, 
reflecting their vulnerable health status. For example, in 1980, patients aged 65 years 
and over in Ireland had a hospitalisation rate of 175 per thousand, which was 
twice the rate for the 15-64 year age group for discharges from acute general 
hospitals covered by the Hospital In-Patient Enquiry.10 This factor, in con
junction with the effects of social class, would tend to increase the visiting 
rate. 

1.52 Analysis of the 1977 survey (as mentioned above) of persons aged 65 
years and over and their spouses, showed that 69% were covered by a medical 
card, while 85% of those aged 80 years and over were so covered. Over two-
thirds of the respondents covered by medical cards claimed to have a long
standing illness or disability, of which diseases of the circulatory and 
musculoskeletal systems were the most common (30% and 28% respectively). 
Nearly twice the proportion of respondents covered by medical cards claimed 
to have spent two days or more ill in bed in the past month (13.8%) as that 
of respondents without cover. There was little variation in the reported 
utilisation of hospital services, both in-patient and out-patient, by persons 
with differing eligibility status. Whelan and Vaughan have presented com
parisons of the results of their survey of the elderly with those of a nationwide 
survey of all adults.11 This highlights the particular health needs of the elderly. 
For example, only one tenth of the 18-29 year age group had a long-standing 
illness, compared to almost 60% of the 65-69 year age group and 67% of those 
over 80 years. The proportion of respondents who had seen their doctor and 
taken medication in the previous four weeks rose from one-fifth and one-third 
respectively in the 18-29 year age group, to almost half and over two-thirds in 
the over 80 year age group. The reported average number of nights spent in 
hospital, of the days spent ill in bed at home and of days of restricted activity 
also increased with age. Whelan and Vaughan constructed a functional 
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capacity index based on the reported ability of respondents to perform without 
assistance a number of common activities of daily living (e.g. having a bath). 
This indicated a significant positive relationship between functional capacity 
and the household income of elderly people. 

1.53 In the General Medical Service analysis shows that the following age-
specific visiting rate applied. 

Age-Group 

Years 
0-4 
5-15 

16-21 
22-44 
45-64 
65-74 
75+ 

Visiting Rate 

1981 
4.13 
2.80 
2.43 
6.05 
8.51 
9.28 
8.63 

Visiting Rate 

1982 
4.86 
2.40 
2.82 
6.35 
8.45 
8.66 
8.60 

Other Factors affecting the Visiting Rate in the General Medical Service 

1.54 There are other circumstances which must be taken into account when 
comparing General Medical Service visiting rates with other data, particularly 
British visiting rates. The first of these is the question of repeat prescribing. 
Under General Medical Service regulations, each prescription can be dis
pensed once only and patients must return, usually monthly, to have 
maintenance medication repeated. Each such visit is, of course, claimed for by 
the doctor. In private practice, most prescriptions can be repeated within a 
given time period without need for returning to the doctor. In Britain, while 
repeat prescriptions as such are not permitted in the National Health Service 
prescriptions are often repeated without the doctor seeing the patient. The 
secretary or receptionist in the practice normally gives these prescriptions to 
patients, often by post. The extent of such prescribing appears to vary 
enormously, but Fry has suggested that half of all prescriptions are repeats or 
are issued without the doctor seeing the patient.12 It has been reported that 
elderly patients are more likely to be given repeat prescriptions in this way, 
than others. It follows that in the absence of the facility to issue repeat 
prescriptions as in Britain, visiting rates in the General Medical Service 
especially for the elderly, should be relatively high. 
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1.55 A second factor which would affect visiting rates is the use of appoint
ment systems. These have the effect of increasing the average duration of 
consultations and, given a standard working day, of reducing the number of 
consultations taking place. This, of course, would not be attractive to doctors 
paid a uniform fee per visit. In Britain, 73% of practices operate an appoint
ments system, with a higher proportion of group than single-handed practices 
using one.13 In Ireland, a recent survey by the Irish Council of the Royal 
College of General Practitioners found that 50% of doctors claimed to operate 
an appointments system for all or some consultations.14 It is difficult to 
interpret the significance of this result and a more detailed study of appoint
ment systems would appear to be worthwhile. 

1.56 A third factor is the availability of alternative staff to general prac
titioners who may be equally or more capable of meeting certain needs of 
patients. The principal category of staff involved here are practice nurses, 
whether they be district nurses attached to a practice or nurses directly 
employed by the practice. They carry out technical nursing procedures, in the 
surgery and the patient's home, maintain contact with at-risk groups such as 
diabetics, carry out follow-up (and increasingly) assessment visits to those 
requesting a home visit etc. In 1977 in Britain one-third of practices employed 
a nurse, two-thirds had an attached nurse and one-fifth had both.15 In 70% of 
cases, patients had direct access to the nurse. Such contacts would not be 
counted as general practitioner consultations. In Northern Ireland, 77% of 
health visitors and 69% of community nurses are attached to practices.16 

There is virtually no surgery attachment of public health nurses in general 
practice in Ireland, while the extent of the liaison with general practitioners 
is very variable. The Royal College of General Practitioners' survey of Irish 
doctors found that 3% claimed to employ a practice nurse full-time and a 
further 5% part-time. Most of these nurses would appear to be the wives of 
the general practitioners in question.17 

1.57 A second category of staff whose services are relevant to the demands 
made upon general practitioners are social workers. General practitioners are 
commonly consulted about domestic and marital matters which are not 
necessarily their prime area of competence and whose resolution may require 
skills other than medical care. The extent to which such consultations are seen 
as appropriate varies widely among doctors. Many of these matters may be 
more appropriate to the professional expertise of social workers. The availa
bility of the services of the latter, which in time must affect their acceptability 
to patients, may thus affect demands on general practitioners. In 1979 there 
were 442 social workers employed in health and related services in Ireland 
(including hospitals). This represents 0.3 social workers per general prac
titioner, compared to 0.5 social workers per general practitioner in Northern 
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Ireland in 1981. In Northern Ireland 11% have a social worker attached to 
their practice.18 The Royal College of General Practitioners survey found that 
almost 40% of Irish general practitioners claimed to have a working relation
ship with the social worker in their area.19 

Variations between Doctors in the General Medical Service 

1.58 The annual visiting rate figure is an average for all participants and 
there is a wide variation around that average. The average itself forms the 
basis for monitoring possible excess visiting in the Scheme. Insofar as doctors 
have different practice profiles, as regards the age and morbidity of their 
patients, such variations may be directly related to patient needs. However, 
other factors may be relevant. An analysis of visiting rates carried out in the 
first period of operation of the General Medical Service concluded that the 
main factors influencing performance were the size of panel and the type of 
practice: visiting rates tended to fall as panel size increased, while they rose 
with higher urban content in the practice.20 

1.59 It is difficult to assess the significance of General Medical Service panel 
size in isolation from the size of a doctor's private practice. However, the 
influence of panel size seems to persist: in 1981, 16% of doctors with a panel 
size of less than 500 patients had a visiting rate of 8 or more. By contrast, only 
5.7% of doctors with panels of 1,500 patients or more had a visiting rate of 8 
or more. 

1.60 To assess the strength of the influence of such factors a special statistical 
analysis was carried out (through the courtesy of the Central Data Processing 
Service of the Department of the Public Service) on the visiting rates of all 
doctors with panels of 50 or more patients who submitted claims for the month 
of March, 1981. This month was free of any significant seasonal factors. The 
analysis was designed to examine the strength of the influence of a number of 
variables on the visiting rate, i.e. the amount of the variation in visiting rates 
which would be attributable to the degree of variation between doctors in 
these practice characteristics. The variables chosen for examination were: 

the proportion of patients aged 65 years and over; 

the proportion of patients aged under 5 years; 

the proportion of female patients aged 16-44 years; 

the total number of patients; 

the proportion of patients living 5 miles or more from the doctor; 

the age of the doctor. 
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The measured impact of each factor was statistically significant but only a 
small percentage of the variation in visiting rates was explained by these 
variables. A higher proportion of patients living 5 miles or more away, or of 
females aged 16-44 years, or an increase in the doctor's age resulted in a 
decrease in the expected visiting rate; the other variables were associated with 
an increase. The majority of all variation in visiting rates was not accounted 
for by these factors, but this is to be expected in view of the many other factors 
which will influence practice patterns. Among these must be included the 
influence of doctors' style of practice, both in directly initiating visits and in 
communicating to patients a view of how their service should be used. The 
importance of the doctor's own choice or style of practice has also been 
established by the results of a number of British surveys of variation in doctors' 
consultation rates.21 

Conclusion 

1.61 There are many influences on the visiting rate in general practice, 
reflecting patient demand and need, the views of doctors, the availability of 
other services etc. One would expect relatively high visiting rates in the 
General Medical Service given the nature of the eligible population. However, 
it should follow, if patient needs determine the volume of service, that partic
ipating doctors with higher visiting rates should have indicators of high levels 
of need in their practice. In practice, there are substantial variations between 
doctors reflecting differences in orientation, education and practice facilities. 
These variations are not unique to Irish general practice. In general, we 
believe that there is scope for a significant shift in the style of practice of the 
average practitioner which would make for a more effective primary health 
care service. The nature of this change and the prerequisites for it are outlined 
in the subsequent Chapters. 
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Chapter 2 

Priorities for Future Health Policy 

Introduction 

2.1 While the primary concern of the Working Party is with services provided 
under the General Medical Service, its terms of reference require it to review 
the broader question of trends in primary health care and the general prac
titioner's role in this area. Furthermore, services are provided for eligible 
persons by general practitioners who also provide, to varying degrees, a service 
to private patients. Inevitably, therefore, the services received by eligible 
persons will reflect trends and conditions in general practice as a whole. The 
question of the role of the general practitioner in health care is thus a necessary 
starting point for consideration of the future of the services to be provided for 
eligible persons. This in turn requires consideration of the health needs of the 
community towards which services are directed. 

2.2 Furthermore, the behaviour and performance of general practitioners 
towards their practice population as a whole is of direct interest to the public 
authorities in their concern to promote the health status of the population. It 
is of concern also because of the costs which fall to be met by the Exchequer 
as a result of treatment decisions by doctors in respect of their private patients, 
particularly the cost of prescribed drugs (through the drugs refund and long-
term illness schemes) and referral to hospital (with free hospital treatment, 
both in-patient and out-patient, available to the entire population). 

Health Needs 

2.3 The starting point for the consideration of proposals for the development 
of the role of the general practitioner is the health needs of the community, 
reflected in the pattern of mortality and morbidity. An analysis of these should 
determine those tasks which are appropriate to the general practitioner, the 
type of response which he should make to the needs in his community and the 
support and resources which he will require in making an effective response. 

(a) Mortality Trends in Ireland 
2.4 As a developed country, Ireland has shared the experience of other 
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Western countries of a dramatic shift in mortality and morbidity. The mor
tality from infectious diseases has dwindled and deaths from cardio-vascular 
disease and cancer have risen to dominate our mortality experience. These 
reflect the environment and lifestyle of communities at our level of economic 
development. Improved obstetric and paediatric care have resulted in the 
survival of children who, in earlier times, would have perished. Thus, infant 
mortality has declined from 30.5 per 1,000 live births in 1961 to 10.6 in 1981. 
The disabilities experienced by some who now survive, as well as by the 
increasing numbers surviving to old age, have increased the importance of 
chronic and degenerative disease in the health needs of the community. 
Ireland has one of the lowest cancer mortality rates in the European Com
munity but it has been the fastest growing cause of death, second only to heart 
disease. Mortality rates for lung cancer are relatively worse than for other 
cancers, reflecting both behavioural (cigarette smoking) and to a lesser extent, 
environmental (air pollution) factors. Irish women have a very high mortality 
rate, by international standards, from a range of common cancers,1 while 
mortality rates from cancer of the colon for both males and females are also 
very high.2 In fact, Ireland has the highest risk of the European Economic Community 
member states, for which comparable data are available, for cancer of the colon and this 
has been attributed to the Irish diet which is high in animal fat and protein and low in 
fibre} Death rates from respiratory conditions, including pneumonia and 
bronchitis are particularly high relative to other European countries, reflecting 
the same influences as apply to lung cancer, as well as climate.4 Heart disease 
is the principal cause of death in Ireland and premature deaths among 
middle-aged males from this condition have been increasing in recent dec
ades. ^Irish women have the highest risk of death from ischaemic heart disease in the 
European Economic Community while the risk for men is, with that for England and 
Wales, also exceptionally high} Accidents are another major killer and deaths 
resulting from traffic accidents increased by 73% between 1961 and 1981. 

(b) Morbidity Trends in Ireland 
2.5 Morbidity statistics are not readily available in respect of Ireland, other 
than discharges from hospitals covered by the Hospital In-Patient Enquiry 
conducted by the Medico-Social Research Board (over 80% of all discharges) 
and admissions to psychiatric hospitals. Accidents, poisoning and violence represent 
the largest single category of discharges from Irish acute hospitals, followed closely by 
respiratory disease. These two categories account for approximately one 
quarter of all admissions. Diseases of the digestive and circulatory systems are 
also common conditions for in-patient treatment. It is also known that certain 
congenital abnormalities are relatively frequent in Ireland. With regard to 
mental illness, admissions to psychiatric hospitals are most frequently for alcoholism or 
alcoholic psychosis, (over 25% of all admissions) followed closely by schizophre
nia and manic-depressive psychosis. 
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Morbidity in General Practice 

2.6 The morbidity patterns experienced by general practitioners will, of 
course, differ substantially from those treated in hospital. While general 
practitioners are generally the first contact for patients with major, life-
threatening illness, most consultations are in respect of chronic illnesses and 
minor complaints. Patients seek the assistance of their doctor for a vast range 
of minor, non-life-threatening conditions, many of which are self-limiting. Fry 
has outlined prevailing patterns of consultation in general practice in Britain, 
indicating that minor and chronic illnesses are dramatically more frequent than major 
illness.1 However, the vast majority of symptoms do not result in care being 
sought from the general practitioner: Dunnell and Cartwright found that 9 1 % 
of adults surveyed had recently experienced some symptoms of illness, while 
only 16% had consulted their doctors.8 In the General Medical Service 
approximately one quarter of patients do not visit their doctor in the course 
of a year. The proportion of ill-health which does not reach the general 
practitioner has been called the "illness-iceberg".9 

2.7 On the other hand, some general practitioners express annoyance at the 
unnecessary demands made on them by patients. Marsh has suggested that 
such demands divert the general practitioner from more productive work, 
both in terms of prevention and treatment, while the volume of such demands 
leads to inappropriate responses, including overprescribing.10 In Britain, 
Mechanic found that high proportions of unnecessary or trivial complaints 
tend to be reported by doctors with heavy work-loads, with a technical rather 
than a social orientation to medicine and with low levels of overall satisfaction 
with general practice.11 Hannay has suggested that the apparent paradox of 
the co-existence of the "illness iceberg" with high levels of trivial complaints 
can be explained by reference to the patient's own perception of the seriousness 
of complaints and of the appropriate use of general practitioners' services.12 

The response by general practitioners to their patients' demands, and the 
attitudes which this response conveys also affect the type and volume of 
demands which their patients will make upon them. Some general practitioners 
may have a more technical orientation to medical care, emphasising the 
detection and treatment of specific disease entities, than is appropriate to the 
needs of their patients who often seek reassurance and support. This reflects 
in many cases the nature of their education and training, issues which are 
discussed in Chapter 4. 

Social Class Differences 

2.8 There is clear evidence that morbidity and mortality experience vary 
significantly with social class. That is, those in the lower socio-economic groups 
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generally have a higher level of illness. In the British context it has been established 
that: 

"if the mortality rates of class 1 (professional workers and members of 
their families) had applied to classes 4 and 5 (partly skilled and unskilled 
manual workers and members of their families) during 1970-1972 then 
74,000 lives of people aged under 75 would not have been lost. This 
estimate includes nearly 10,000 children and 32,000 men aged 15-64".13 

Similar class differences probably apply in Ireland. 

2.9 A survey of adult Irish males to determine their risk of heart disease 
revealed that those in the lower socio-economic groups were more likely to be 
smokers, to be overweight and to have high cholesterol levels.14 With regard 
to children, a survey of gastro-enteritis in Dublin showed that patients were 
more likely to come from low income families with relatively poor living 
conditions.15 Furthermore, an investigation of child development, in terms of 
weight and height found a close, positive relationship with higher social class.16 

A study of the distribution of birthweight in seven Dublin maternity units 
indicated that most of the difference was attributable to the socio-economic 
status of the mothers in the hospitals. There was also some evidence of 
concentration of disadvantage in certain geographical areas which added to 
the likelihood of poor circumstances resulting in low birth weight.17 Analysis 
of admissions to psychiatric hospitals also indicates a significant social class 
gradient, with unskilled manual workers having by far the highest rate of 
admission, more than twice the rate for the population as a whole in 1977.18 

The social class differential increased in admissions to psychiatric hospitals 
substantially over the period 1972-1977. It is clear, therefore, that there is a 
close association between social class and illness. Some groups have a partic
ularly high risk of serious morbidity and premature mortality, notably the 
travelling people among whom infant mortality and unnatural and violent 
deaths are disturbingly high.19 

Scope for Prevention 

2.10 Any review of mortality and morbidity experience highlights the extent 
to which major problems are amenable to prevention, whether by changes in 
behaviour or in the environment. Environmental factors are of vital importance 
for the health of the community. Dramatic reductions in infant mortality and 
in levels of infectious disease since the middle of the last century have owed as 
much, if not more, to improvements in environmental conditions as to 
improved individual patient care. Dietary patterns have already been cited as 
an important influence on mortality, but equally housing conditions, levels of 
unemployment, and air pollution are all relevant to the health status of 
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patients. The traditional public health aspects of the environment, such as 
adequate sanitary services, are the responsibility of designated public officials. 
General practitioners have traditionally not been very involved in issues of 
environmental health but they can play an important role in liaising with such 
officials on conditions in their area. General practitioners are in a strong 
position to alert their patients and public opinion generally to the health 
implications of environmental factors which are open to change through public 
policy. 

2.11 An area more significantly contributing to prevailing patterns of mor
bidity and mortality is the behaviour and lifestyle of patients. Individual diet, 
which may be constrained by the ready availability of particular food types 
which accord with dietary patterns, alcohol consumption, exercise levels, but 
above all smoking are all key elements of personal behaviour which are 
strongly associated with common conditions which result in chronic ill-health 
and death. It is public policy to increase the ability of individuals to choose 
and maintain healthy lifestyles. The continuing contact bertween general practitioners 
and the vast majority of the population afford these doctors a unique opportunity to identify 
patients whose behaviour places them at risk of developing serious future illness and to 
encourage and reinforce appropriate changes in lifestyle. The realisation of this 
potential requires that general practitioners do not merely respond to the 
symptoms presented by patients but practise in a way which emphasises 
prevention. The advice and ability of the general practitioner are widely 
respected by patients and these are valuable assets in the effort to prevent 
common diseases, although they may need to be made more effective by 
equipping general practitioners with new skills as health educators. The scope 
for effective prevention by general practitioners is discussed in more detail in 
Chapter 3. 

Primary Health Care 

2.12 The variations which exist between social classes in health status also 
apply between regions and between countries, notably as between developing 
and industrialised countries. The belief that such systematic and persistent 
differences are an unacceptable reproach to man's dignity has led to a 
widespread acceptance of the principle that all people have a right to health. 
Accordingly, the World Health Assembly of 1977 adopted a resolution that 
the main social target of governments and of the World Health Organisation 
should be to attain for all citizens of the world by the year 2000 a level of 
health which will permit them to lead a socially and economically productive 
life.20 

2.13 Despite the many achievements of existing health policy in industri
alised countries in treating disease and in promoting rehabilitation and 
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enlightened care policies, it is widely believed that the maintenance of existing 
approaches and priorities will not be sufficient to achieve an acceptable level of health for 
all. Existing approaches are being questioned because of the inability of any 
country to maintain the rate of growth in expenditure on health care which 
has characterised the past two decades, particularly in times of sustained 
economic difficulty, while the demands for increased expenditure on curative 
medicine continue to escalate in line with technological advances. The increase 
in life expectancy has not been proportionate to the increase in health spending, 
although substantial improvements in quality of life have undoubtedly been 
achieved. An alternative strategy, based on principles of prevention and 
cost-effectiveness, would, therefore, appear to be necessary. 

2.14 Such a strategy is represented by the concept of primary health care, 
which the member countries of the World Health Organisation — including 
Ireland — adopted as the key to attaining health for all in the Declaration of 
Alma-Ata of 1978.21 Primary health care has been defined as: 

"essential health care based on practical, scientifically sound and socially 
acceptable methods and technology made universally accessible to ind
ividuals 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".22 

2.15 There are a number of important elements in the primary health care 
concept which have serious implications for the priorities to be observed in 
the development of general practioner services. First of all, the concept requires 
that the services provided address the main health problems of the community. Services 
should be developed in the light of continuing analysis of the prevailing 
patterns of mortality and morbidity. The balance as between promotive, 
preventive, curative and rehabilitative services should reflect that analysis. 
The relevance of services to health needs should also be a matter for continuous 
evaluation. In particular, the health needs of the population should determine 
the roles and tasks of those involved in providing services. 

2.16 A second important element in the primary health care approach is 
that all relevant resources are used as effectively and efficiently as possible. In this 
regard, full use is to be made of non-professional sources of care, including 
self-help. Given the importance of behaviour and lifestyle in influencing health 
status, particular emphasis should be placed on personal responsibility for 
maintaining health through appropriate behaviour patterns. The skills 
required to harness and develop these resources for health must be developed 
and they are not necessarily acquired in the course of preparation for more 
traditional health care tasks. 
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2.17 A third component of the primary health care approach is that the 
totality of influences on health status is taken into account. Economic, social and 
environmental conditions, including the effects of the policies and actions of 
a great variety of public authorities, have a major impact on health and illness 
in the community. The efforts of the traditional curative services may be 
totally ineffective in responding to these efforts. The primary health care 
approach requires that these broad influences be identified and that action be 
initiated to eliminate or modify their operation. The clearest example in Irish 
circumstances of the need for an intersectoral approach is the pattern of needs 
of the travelling people for whom conventional health care is an inadequate 
response to insanitary living conditions. 

2.18 While the primary health care approach is self-evidently applicable to 
developing countries where the impact of public water and nutrition policies 
may be dramatically more effective in promoting health status than conven
tional medical services, the approach is equally relevant to the developed 
countries. Kaprio23 has pointed out that in the European context the primary 
health care approach requires us to direct the well-developed infrastructure of 
medical services to the objective needs of the community, making much 
greater effort to prevent illness than has traditionally been associated with the 
treatment orientation of medical education and practice. He also identifies the 
need to broaden the scope of the front line of the health care system to draw 
on a range of skills and disciplines relevant to health needs. The development of 
non-medical services, such as the personal social services, may be even more important than 
medical care in securing better levels of health in the community. 

2.19 A regional strategy for attaining health for all in the European region 
has been developed by the World Health Organisation in consultation with 
the member states.24 Addressing the prevailing patterns of illness and death, 
the strategy comprises the following key elements: 

(a) Promotion of healthy lifestyles, through 
—individual awareness of health risks and necessary behavioural 
change 

—intersectoral approaches to improve social and economic conditions 
influencing choice of lifestyle 

—reduction of self-imposed health risks through education and approp
riate legislative and regulatory controls. 

(b) Reduction of preventable conditions, through 
—development of maternal and child health services 

—reduction of poverty 
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—maximum coverage of immunisation services 

—reduction of accidents 

—development of food and nutrition policies to discourage obesity and 
encourage balanced nutrition 

—intersectoral approaches to reduce environmental risks 

—improvement of water and sanitation services as necessary. 

(c) Reorientation of health care systems to cover the whole population through 
—development of community-based systems with appropriate re-allo
cation of resources towards underserved and high risk groups. 

(d) Support measures of research, education and training 
—especially community-orientated training for work in multidiscipli-
nary teams at local level. 

2.20 The Working Party fully endorses the principles of the regional strat
egy as a basis for the future direction of health policy in Ireland. We consider 
that the primary health care approach represents a rational and feasible 
response to the community's health needs. The traditions of general practice 
in this country constitute a very effective foundation upon which to develop 
primary health care for the future. Our consideration of the future role of the 
general practitioner and the measures necessary to secure that role (including 
methods of payment) has been based upon the contribution which general 
practitioner services can make towards the effective implementation of the 
primary health care approach. We see the general practitioner as the key 
figure in the provision of appropriate health care in each community. 
Significant changes will, however, be necessary to enable him to develop 
effective team working with other community-based health staff and to stim
ulate self-help and community participation in health care. We fully recognize 
the limitations of an individualistic or even community-based approach to 
promoting health which, we believe, can be truly effective only in the context 
of social and environmental conditions which facilitate health promotion. We 
therefore welcome developments in public policy designed to reduce health 
risks for the community as a whole, notably through measures to reduce the 
use of tobacco and the abuse of alcohol. 

2.21 In subsequent Chapters we outline our views on the future development 
of general practice in Ireland. One strong theme in our conclusions is the 
need for more effective collaboration between general practitioners and 
other health care staff whose contribution to effective primary health care 
is vital. There has been a significant expansion in the range and level of 
community-based services available in Ireland. Among the most important of 
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these are public health nurses of whom there are over 1,200 in the country, 
providing a domiciliary nursing service as well as participating in child 
developmental and school health services. One of their key functions is to visit, 
assess and where necessary monitor new-born infants. The pressure of 
demands upon their services is very great and may result in their ability to 
respond equally to all needs. Thus one study in 1980 found that 45% of infants 
were not visited within the first week following discharge from hospital, 
although there were significant regional variations in this figure.25 

2.22 There are also over 100 area medical officers employed by the health 
boards, primarily engaged in the child health and school health services with 
public health nurses. Developmental clinics are provided in centres of popu
lation of 5,000 or more at the ages of 6, 12 and 24 months. In 1980, 70% of 
eligible children, or approximately 50% or the total child population, had a 
first examination. Again, in 1980, 96% of new entrants to primary schools 
received a medical examination, with selective examinations in subsequent 
classes. The question of the appropriate linkages between general practitioners 
services and the public health medical service (which has responsibility for 
environmental health, community epidemiology and appraisal of the effec
tiveness of responses to health needs) will be discussed in Chapter 3. 

2.23 The personal social services have developed as an important contribu
tion to the health and well-being of individuals and communities, especially 
those who are disadvantaged or vulnerable. In this area, social workers are 
the principal professional category. In 1981, health boards employed 262 
social workers, while 56 were employed by local social service councils and 85 
by national organisations catering for different categories of disabled people. 
There are significant regional variations in the availability of both statutory 
and non-statutory social work services, many of which are devoted to health 
boards' statutory obligations in respect of child care, including fostering and 
adoption. In this regard, there is growing awareness of the potential of 
community based services, harnessing voluntary and community resources, 
in support of families at risk. This approach constituted the dominant theme 
of the recommendations of the report of the Task Force on Child Care Services, 
published in 1980. A discipline related to social work is community work 
which seeks to mobilise local resources in response to locally defined needs, 
using the most appropriate methods in each circumstance. Over 20 community 
worker posts have been funded and much innovative work in the spirit of the 
primary health care approach has been accomplished by these staff. The 
community work perspective is an important dimension to the work of other 
disciplines in the health and social services. 

2.24 A variety of new disciplines have developed in recent decades whose 
members provide skilled support to those with disabilities requiring rehabili-
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tation or therapy, or advice on adaptations in lifestyle or domestic circum
stance to improve their level of functioning. These include physiotherapists, 
speech therapists, and occupational therapists. These disciplines have devel
oped primarily in the hospital context but their availability in the community, 
including on a domiciliary basis, is increasingly recognised as an important 
element in primary health care. Their availability is however quite limited, 
even when access to hospital-based staff is taken into account. In all there 
were 89 speech therapists employed in the health services in 1981, and while 
there were signifucantly more physiotherapists and occupational therapists, 
their availability to patients on a community or domiciliary basis is extremely 
limited. 

2.25 A vital contribution to the health and well-being of the most vulnerable 
people in the community is made by the domiciliary support services, notably 
the home-help and meals-on-wheels services. In 1981, over 10,000 people were 
in receipt of home-help services, of whom 80% were aged 65 years or over. 
There is no information on the extent of the service received by individual 
patients, but it has been estimated that about 5% of the elderly living alone 
are in receipt of the service.26 Meals-on-wheels, where appropriate, serve a 
dual purpose of enabling frail or immobile patients to remain in their own 
homes and ensuring adequate nutrition. These domiciliary services are com
plemented by a range of day care and social centres for the elderly and 
disabled, many of which are run at local level by community-based voluntary 
bodies with statutory grant aid. Without these supports, effective primary 
medical care would be of little avail in maintaining many patients in inde
pendent living in the community. 

2.26 In reality, however, much of the burden of providing care in the 
community is carried in the informal, lay sector and primarily within the 
family. Traditionally, this role has been seen as principally the concern of 
women and the implications of this for the quality of life of many women, in 
financial, physical and emotional terms have too often been seriously nega
tive.27 The extent of the costs, direct and indirect has been quantified in some 
instances and the continued willingness of family members to perform such 
tasks must depend upon the extent of the recognition and support which they 
receive from the wider community which shares responsibility for caring with 
the family.28 Sensitive support for families—financial and personal, including 
assistance in the home and respite services—could make the difference between 
continued living in the community and institutionalisation for many patients. 
This area must be of particular concern for the future development of primary 
health care, especially in the light of changing social norms including female 
participation rates in the labour force. 

Conclusion 

2.27 In this Chapter we have outlined our views on the context within which 
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the future development of general practitioner services should be viewed. We 
believe that the general practitioner should increasingly be seen as the key 
figure in a comprehensive network of primary health care services which are 
structured in response to the real health needs of the community. We recognise 
that general practitioners do not currently exercise this role. In particular, 
they typically work in isolation from colleagues and other professionals serving 
the community. Furthermore, most general practitioners in this country have 
not had an education or formal training designed to prepare them fully for 
this role. Nonetheless, the relationship which exists between general prac
titioners and their patients, allied to the clinical skills of the family doctor, are 
highly effective foundations upon which to develop. In subsequent Chapters 
we proposed a variety of measures in regard to the future of the general 
practitioner which we believe will make for an effective primary health care 
system. 

/ 
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Chapter 3 

The Future Role of the General 
Practitioner 

3.1 The division of labour which applies at any one time in the delivery of 
health care and the roles and tasks seen as appropriate to each individual 
category of health staff reflect historical exerience and prevailing economic 
and social conditions in each society. In Ireland, unlike some other developed 
countries, there is a long tradition of service to the community by general 
practitioners, catering for the health needs of the population in a given area, 
including the referral of appropriate cases for investigation and treatment by 
specialised staff mainly based in hospitals. Traditionally, general practitioners 
have combined private practice with the care of those unable to secure medical 
care from their own resources but paid for from public funds.1 

3.2 There is now virtually universal acceptance of the importance of the general 
practitioner in the delivery of health care and in furthering the health status of the 
population. Those countries whose health care systems have tended to neglect 
or downgrde the role of the general practitioner have in recent years been 
attempting to revive or develop the primary care physician as a central figure. 
In this they have been reflecting the views and experience of international 
expert opinion.2 In Ireland we are fortunate that the general practitioner is a 
prominent and respected figure in the private and public sectors of our health 
care system. The challenge for the future is to ensure that the role of the general 
practitioner is developed so that the maximum possible benefit in terms of health status is 
secured by his activities and his relationship to other elements of the health care system. 

Definition of the General Practitioner 

3.3 A description of the general practitioner which has gained wide accept
ance has been formulated by the Leeuwenhorst Group: 

"The general practitioner is a medical graduate with specific training 

to give personal, primary and continuing care to individuals, families 
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and communities and a practice population. He cares for patients 
irrespective of age, sex and illness. It is the synthesis of these 
functions which is unique. He will attend his patients in his consult
ing room and in their homes and sometimes in a clinic or a hospital. 
His aim is to make early diagnoses. He will include and integrate 
physical, psychological, social and environmental factors in his 
considerations about health and illness. This will be expressed in the 
care of his patients. He will be competent to accept and to interpret 
the whole range of his patients' communication. He will make an 
initial decision about every problem which is presented to him as a 
doctor. He will undertake the continuing management of his patients. 
Prolonged contact means that he can use repeated opportunities to 
gather information at a pace appropriate to each patient and build 
up a relationship of trust which he can use professionally. He will 
practise in co-operation with other colleagues, medical and non
medical. He will be able to function as a member of a team of health 
care workers without diluting his own personal responsibility for the 
care of his individual patient. He will know how and when to 
intervene through treatment, prevention and education to promote 
the health of his patients and their families. He will recognise that he 
also has the responsibility to provide expert advice on matters 
affecting the health of his community".3 

3.4 The implications of this definition include: 

(a) direct access by patients to the general practitioner's services; 

(b) a close, personal relationship between the general practitioner and 
an identifiable and reasonably constant group of patients and 
families; 

(c) continuity of care for that population; 

(d) a holistic approach to the care of patients, taking full account of 
psychological, social and environmental factors influencing patients' 
health status; 

(e) a concern with prevention and anticipatory care for that population, 
as well as effective response to illness; 

(f) an ability to reach fully-rounded diagnoses, often under pressure, on 
the basis of special training for conditions met in general practice. 

3.5 While there is widespread agreement on the desired characteristics of 
general practice it is clear that in many societies these requirements are not 
met. The orientation of general practice, even given appropriate structural and other 
conditions, may be such that the full potential of the general practitioner's impact upon the 
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health needs of the population is not met. This situation is not unique to Ireland and 
for that reason, attention in recent years has focused, at internatioal level, on 
strategies to achieve specific goals in relation to the health of populations. This 
trend is seen most importantly in the World Health Organisation's commit
ment to the goal of "Health for All by the Year 2000".4 The crucial element in 
the attainment of this objective is recognised to be the development of primary 
health care as was discussed in Chapter 2. It is in the context of the potential 
and requirements of primary health care that the role of the general prac
titioner and the steps necessary for that role to be developed to its full potential 
are best considered. 

Demands on General Practitioners 

3.6 The volume of demand experienced by any individual general prac
titioner will depend on the composition of his practice population. While there 
is no linear relationship between objective medical need, in terms of clinically 
verifiable illness, and demand, it is known that certain groups have health 
needs which result in particularly heavy use of general practitioner services. 
The elderly and, to a lesser extent, families with young children are notable 
examples of this and Irish evidence in this regard was discussed in Chapter 2. 
The extent to which perceived illness is translated into demand for the services 
of a general practitioner varies with patients' psychological, social and eco
nomic characteristics. The perceived usefulness of medical care and the 
tolerance for symptoms and discomfort generally, are influences upon the 
extent to which medical care is sought by the population as a whole. There is 
a high level of public awareness of the advances which have been made in 
medical knowledge and skills and the consequent dramatic increase in thera
peutic possibilities in very large areas of medicine.5 These factors may be seen 
to operate in health care as a whole and not only in general practice; for 
example there has been an increase of 29% in the number of patients treated 
in acute general hospitals in Ireland over the period 1973-1980. Furthermore, 
out-patient attendances at the major hospitals have also shown dramatic 
increases. 

3.7 Given the very large increase in the level of demand on the health services 
generally, it is important that the response made by health care professionals 
is appropriate and results in the most effective use of scarce resources. As 
McCormick points out, for medical care to be excellent it must satisfy all the 
needs of the patient in the most effective and efficient manner possible.6 The 
general practitioner plays a vital role in the effectiveness of the health care system as a 
whole since it is he who largely determines the precise health care services made available 
to patients. For example, in Irish circumstances access to specialist or in-patient 
treatment is largely dependent upon referral by a general practitioner. Fur
thermore, the majority of drugs prescribed for use in Ireland are prescribed 
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by general practitioners. It is estimated that the writing of prescriptions in 
Ireland is generated as follows: 40% General Medical Service, 40% private 
general practice, 20% hospitals. In the General Medical Service alone in 
1982, the average participating doctor prescribed drugs to the value of £28,000 
(excluding pharmacists' fees). The question of prescribing and drug costs is 
discussed in more detail in Chapter 5. 

3.8 The appropriateness of the doctor's response will depend principally 
upon his openness to and understanding of patients' real needs including the 
adequacy of his diagnosis in physical, psychological and social terms. This in 
turn is heavily influenced by the pressure of demand on him, as reflected in 
queues at waiting rooms, but also upon his own approach to practice and to 
his patients' expectations. The continuing nature of the relationship between doctor 
and patient should enable him to identify those conditions for which reassurance, support 
and the provision of non-medical services may be appropriate. The general practitioner 
should be particularly conscious of those factors which are likely to lead 
certain groups of patients to make particular demands on his services. 

Social Class Differences 

3.9 Systematic differences in the use of general practitioner services may not 
solely reflect different levels of morbidity and the general practitioner's 
approach must take account of these other factors. British evidence regarding 
general practitioner consultations by social class has been the subject of much 
controversy. Brotherston reported that the ratio of use to need, in terms of 
consultations related to reported days of restricted activity for each occupa
tional group, declined with declining socio-economic group.7 Collins and Klein 
however found no evidence of social class variation in the use of services for 
perceived morbidity in a further analysis.8The extent to which this conclusion 
took account of systematic social class biases in the distribution of chronic 
illness and in the recall and reporting of symptoms has been questioned, 
however.9 

3.10 There is, however, clear evidence of differences by social class in 
patients' expectations of the role of the practitioner. Cartwright and Anderson 
in their 1977 survey in Britain found that while 17% of middle class patients 
would discuss a personal problem with their general practitioner, 44% of 
working class patients said that they would do so.10 However, a limiting factor 
on those non-medical expectations may operate since there is some evidence 
to suggest that patients, especially working class patients, will refrain from 
consulting their doctor unless confident that he would see the consultation as 
legitimate.11 This points to the fact that doctors in the General Medical Service 
must be sensitive to the particular social and psychological problems of 
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vulnerable patients and should be equipped with the appropriate skills to 
respond to them in the most appropriate manner. 

3.11 Preliminary evidence from Tussing's national survey of patients shows 
that consultation rates are significantly higher than average in the lower 
socio-economic groups (see Chapter 1). It is generally accepted that the 
consultation rate is considerably higher in the General Medical Service than 
in private practice. The extent to which this reflects differential morbidity 
experience, or differences in expectations of the general practitioner's role, or 
different payment arrangements or a combination of these is unclear. It is 
clear however that many patients approach their doctor for advice and support for needs 
which do not correspond to the disease model upon which hospital treatment is based. 

3.12 In particular, the psychological and social components of the needs 
presented to general practitioners may be rather different from the priorities 
and approach highlighted in under-graduate medical training. British survey 
evidence suggests that the perceived rate of psychological illness in general 
practice varies from less than 5% to over 50%.12 This has led one commentator 
to observe: 

"why doctors are able to view illness in such different ways, interpreting 
it either as physical or psychological, and give such different treatments 
as pills and psychotherapy, and yet presumably make the majority of 
patients better is an interesting question—perhaps the most interesting 
question in general practice today".13 

It is clear, that given the volume of demand, the general practitioner must have the 
capacity to respond to the needs of his parients, both those presented to him directly and 
those which he knows to be prevalent in the population, in such a way as to maximise the 
impact of his services upon their health status. The primary health care approach 
suggests that this response should pay particular attention to the scope for 
prevention and for enhancing the patient's own capacity to maintain his 
health. 

Health Promotion and Prevention in General Practice 

3.13 As outlined above, many of the prevailing causes of morbidity and 
mortality are preventible. The general practitioner's position in the health 
care system affords him the opportunity to exercise an important role in health 
promotion and the prevention of disease. The concept of prevention is more 
familiar to doctors than that of promotion, but the family doctor has an 
important role to play in both. Prevention can be applied at three levels: 
Primary Prevention, which involves the altering of environmental, behavioural 
and other factors to prevent the onset of disease as well as primary personal 
intervention, such as immunisation; Secondary Prevention, which involves 
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the early detection of disease, including pre-symptomatic disease in order to 
prevent deterioration of impairment of functioning and Tertiary Prevention, 
which involves the management and rehabilitation of those with established 
diseases in order to maximise independent functioning. The personal and 
continuing contact between doctor and patient in general practice has been 
recognised as affording the general practitioner a unique opportunity to 
promote the objectives of prevention, responding to patterns of morbidity and 
mortality known to exist in the community.14 

3.14 The general practitioner has immense scope to promote interest in and 
personal responsibility for well-being through advice and support on lifestyle 
and behaviour. Despite the opportunities which general practice provides the 
Royal College of General Practitioners have observed "the promotion of health 
is the part of preventive work furthest from most doctors' habits of thought 
and action".15 The family doctor has, however, a proven ability to provide an 
effective primary and secondary preventive service in respect of a variety of 
serious, prevalent conditions. 

Smoking 

3.15 The greatest single cause of preventible premature death in this country 
is smoking and therefore the discouragement of smoking may be the single 
most important contribution to prevention which general practitioners can 
make. Smoking is a major factor in deaths from coronary heart disease, 
cerebro-vascular disease, bronchitis and emphysema, lung cancer and certain 
other cancers. In 1979 there were 17,000 deaths from these smoking-related 
illnesses in Ireland, and they accounted for half of all deaths in that year. 
Reference was made in Chapter 2 to the very high risk of death from heart 
disease of the Irish population, expecially women, relative to the rest of the 
EEC. Heart disease accounts for more than half the excess of deaths which 
occur in smokers compared to non-smokers.16 Cigarette smokers are 10 times 
as likely to develop lung cancer as non-smokers and the proportion of cancer 
deaths in Ireland caused by lung cancer has been growing, notably among 
women. In addition to increased mortality, cigarette smoking causes serious 
morbidity. One study in St. Vincent's Hospital, Dublin found that 22% of 
in-patients in one week had illnesses attributable to smoking.17 In addition, 
smoking in pregnancy is known to result in low birth weight infants who have 
an increased risk of birth defects and perinatal death. However, the risk of 
harmful effects from smoking is reduced considerably by stopping and the 
benefits occur quickly in the case of coronary heart disease. The prevalence of 
smoking in Ireland has declined from 4 3 % to 36% between 1972 and 1979 
and the decline was most evident among males and in the higher socio
economic groups.18 
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3.16 It has been suggested that general practitioners can secure a consider
able reduction in smoking in their practices if they systematically: 

(a) ask about and record patients' smoking habits; 

(b) offer advice when requested; 

(c) offer advice when the opportunity presents in any consultations; 

(d) advise on how to stop smoking; 

(e) provide appropriate literature to supplement advice given; 

(J) follow up and support patients attempting to stop; 

(g) set a good example by not smoking themselves. 

There is considerable evidence that intervention by general practitioners can 
be effective in relation to smoking.19 The majority of smokers either would like 
to or have tried to stop smoking and there is evidence that a large majority 
would make an effort to stop if their doctor advised them to do so.20 There is 
thus a need for a major expansion in the efforts of family doctors in this area 
as a necessary complement to national campaigns such as those promoted by 
the Health Education Bureau. 

Other Forms of Prevention in General Practice 

3.17 Screening for cervical cancer, for example, at least in patients over 35 
years of age is likely to result in a significant reduction in mortality. The 
possible effectiveness of screening for breast cancer is a matter of some debate 
but the teaching of self-examination is considered to be a useful and effective 
contribution to prevention by general practitioners.21 Prevention of stroke and 
heart failure can be significantly improved by the identification and treatment 
of elevated blood pressure, especially in the pre-symptomatic stage. Screening 
for hypertension has been established as a cost-effective procedure in primary 
care and regular contact with patients facilitates this while enabling the 
monitoring of patients for whom treatment is indicated to be integrated with 
normal practice.22 One of the most effective forms of prevention in general 
practice is immunisation against serious, infectious disease. The steps neces
sary to extend the involvement of family doctors in this area are discussed 
later in this Chapter. 

Prevention and Target Groups 

3.18 In addition to prevention of specific prevalent conditions, general 
practitioners can play a crucial role in promoting the health of particular 
categories of patients, including those at high risk of developing serious and 
sometimes life-threatening conditions. For example, the general practitioner's 
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intimate knowledge of family conditions can enable him to intervene to 
encourage the healthy development of children in physical and psychological 
terms.23 For adolescents, advice and surveillance on immunisation matters, 
sports injuries, skin disorders and other common conditions can be highly 
effective.24 Of particular concern is the capacity of general practitioners to 
prevent morbidity and mortality in old age, given the opportunities afforded 
by the frequent consultations of this age group. It has been suggested that the 
commonest single preventable disease in old age is probably iatrogenic disease and the 
general practitioner can prevent this by careful prescribing and surveillance of people on 
long-term medication.25 The prevention of unfitness and the promotion of physical 
dexterity and suppleness are important elements in preserving the independ
ence of the elderly. Screening of the elderly for untreated but treatable disease, 
which is liable to be ascribed to the aging process itself, is of great importance. 

3.19 For the adult population as a whole, there is a variety of measures 
which have been recommended for furthering prevention in general practice. 
These include ante-natal care, post-natal care, immunisation, family planning, 
treatment and advice on low back pain, dietary advice for bowel disease and 
prevention of iatrogenic disease.26Particular emphasis must also be placed on 
the prevention of psychiatric illness, given the large element which this 
represents in the case load of the average general practitioner. Attentive 
listening, counselling skills and anticipatory care for life crises, such as 
bereavement or unemployment which are associated with mental and physical 
ill health have been recommended as the key to prevention in this area by the 
Royal College of General Practitioners.27 The general practitioner is also in a 
position to identify cases of alcohol dependence in his practice, directly and 
through the care of the alcoholic's family. He is thus in a position to intervene 
in a major source of physical, mental and social hardship in the community. 

3.20 It is clear that general practice affords an opportunity to prevent a 
considerable burden of the morbidity which currently results in a huge volume 
of demand on all elements of our health care system. The general practitioner's 
knowledge of family circumstances is greatly increased through home visits to 
patients and, where appropriate, domiciliary visiting is a vital aspect of practice 
which should be preserved. The extent to which the opportunity for prevention is 
availed of will reflect the type of response made by general practitioners to the 
demands presented by their patients and also on their initiative in the 
organisation and structuring of their practices. If there is to be a greater 
emphasis upon prevention within general practice, it will require a change in 
the style and length of consultations. This in turn has major implications for 
the training and manner of payment of doctors. 

Requirements for Prevention 

3.21 Prevention in general practice includes screening for pre-symptomatic 
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illness (secondary prevention) and health education strategies.28 Screening 
includes both general surveillance of the entire practice population for certain 
risk factors, such as hypertension, as well as case finding in respect of individual 
patients. Full regard must be had to the ethical and cost-effectiveness consider
ations which apply to such efforts.29 The primary requirement for prevention, is that 
the general practitioner must assume responsibility for organising the delivery of care in 
such a way that appropriate preventive measures are applied despite the pressing demands 
of patients. 

(a) Patient Records 

3.22 To provide an effective preventive service the general practitioner 
requires information on the demographic characteristics of his practice pop
ulation. In Ireland such information is readily gathered in the case of patients 
eligible under the General Medical Service because the doctor has a full record 
of each patient for whom he has a contractual responsibility. In private 
practice, however, there is no obligation on a patient to register with a 
particular general practitioner and in the absence of a known, stable popula
tion much of the surveillance potential of general practice is lost. The Con
sultative Council on General Medical Practice recommended that good records 
be developed as an essential part of good medical practice.30 Berber has 
highlighted the particular importance of the age-sex register as a means of 
identifying those at special risk in a practice.31 However, the Royal College of 
General Practitioners' Survey showed that only 20% of Irish general prac
titioners claim to operate an age-sex register for all of their patients, while a 
further 10% operate one for either their General Medical Service or private 
patients.32 

3.23 A second requirement is that individual patient records should highlight 
those characteristics which are relevant to the planning and delivery of 
preventive care, as well as facilitating the ongoing treatment of ascertained 
illness. There are various models of clinical records available, ranging from 
highly structured problem-orineted medical records to simpler, self-designed 
systems.33 Whatever model of record is chosen the salient characteristics of 
each patient should be recorded in a fashion capable of being used as part of 
a practice information system, in conjunction with the age-sex register.34 The 
Working Party considers that general practitioners cannot operate an effective 
record system without appropriate secretarial and administrative support. 
The question of specifying compulsory minimum standards of records to be 
maintained by doctors in the General Medical Service then arises, as does the 
question of the costs to be met from the General Medical Service in this 
regard. While these are matters for detailed negotiation we recommend that 
future contracts should specify minimum standards of record systems to be 
maintained by all participating doctors. 
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3.24 The maintenance of appropriate record systems by general practitioners 
is of concern, not only in the interest of effective patient care and the 
development of a preventive orientation, but also because of the value of the 
epidemiological data which can, uniquely, be gathered in general practice. 
This information is potentially of great significance for the planning of health 
services at local and national level. A notable contribution to the epidemiology 
of significant forms of morbidity has been made by individual practices and, 
in Britain by the network of practices which have been associated with the 
research units of the Royal College of General Practitioners.35 Practice-based 
research can help to focus attention on significant aspects of doctor and patient 
behaviour which may otherwise go unexamined and it can also yield areas for 
attention in vocational and continuing education.36 Even where extensive 
individual clinical records are maintained, the analysis required for research 
and for the extraction of epidemiological data of relevance to health boards is 
beyond the capacity of all but a minority of enthusiasts, without access to 
computer facilities. 

3.25 As in other areas, the advent of modern information technology has 
major implications for general practice, not least in reorientating the role of 
the doctor from that of reacting to the episodes of illness presented to him to 
one of initiating a positive policy of care based upon a clear over-view of the 
characteristics of the practice population, especially those at risk. The desirable 
attributes of a record ssystem for general practice have been outlined by a 
Working Party of the Royal College of General Practitioners.37 In addition to 
meeting standards of accessibility to doctors and confidentiality, these include: 

the identification of groups of patients at risk who require specific action 
by the doctor, 

the prompting of doctors to take action which they might otherwise 
overlook, such as in surveillance of chronic illness, 

the linking of patient records to information on up-to-date practice in 
diagnosis, treatment and management of common conditions. 

Pioneering efforts by interested general practitioners have resulted in the 
implementation of computerised systems geared to a wide range of important 
functions.38 The cost of suitable hardware is coming within the range of most 
doctors while a number of software packages are available for general practice. 
However, the effort and discipline required to enter existing records in com
puter files is significant and the optimum operation of a system requires at 
least as much time as a sophisticated manual record system, albeit that the 
capabilities of automated systems are incomparably greater. For that reason, 
practice computing is quite rare in this country at present. 
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3.26 We believe that the implementation of appropriate computerised record systems 
affords the opportunity to transform the role of the general practitioner in the areas of 
prevention and management of the chronically ill, Therefore, the assessment of the 
possibilities afforded by new information technology as a basis for better 
practice and research is of pressing importance in view of the pace of diffusion 
of hardware and software packages within the community as a whole. An 
evaluation exercise on the impact of microcomputers on 150 practices in the 
United Kingdom is currently being carried out at the instigation of the 
Department of Industry in association with the Department of Health and 
Social Security and the profession. The project commenced in 1983 and the 
evaluation is in respect of the period to 1986. This study, in which four 
practices in Northern Ireland are participating, should provide valuable 
information on the implications of extensive use of computerised records. In 
general, we consider that developments in practice computing in this country 
should have regard to the programme of systems development in the health 
services generally in order to ensure technological coherence with relevant 
agency functions, failure to secure which may limit the future potential of 
computerised records to facilitate continuity of care by the general prac
titioner.39 We recommend that the application of information technology to 
general practice, including the need for research and pilot studies, should 
receive priority attention from the National Review Body on General Prac
tice proposed in Chapter 7. 

(b) Length of Consultations 

3.27 Prevention requires that the doctor should have sufficient opportunity 
to learn about his patient, his background, beliefs and attitudes relevant to 
health and that he should take the time to encourage and support necessary 
changes in behaviour and life-style. The primary opportunity for this to occur 
is during the routine consultation, and therefore this should be as unhurried 
and open a communication as possible.40 In Britain, the average consultation 
has been found to involve face-to-face contact of just 4.8 minutes.41The 
Consultative Council on General Medical Practice stated that the quality of 
service of a general practitioner who habitually gives more than ten services 
in an hour must be open to question.42 The current organisation of work in 
general practice rarely allows enough time for the preventive role of the general 
practitioner to be fully realised. We therefore propose that future policy 
towards general practice, including payment systems, should be designed to 
encourage a style of practice involving a lower volume of (less hurried) 
consultations. 

(c) Team Apporach 

3.28 Finally, it is clear that effective prevention in general practice is pri
marily a team activity, involving a number of disciplines and a rational 
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allocation of tasks so that a balance is struck between the need to maintain 
surveillance of those at risk, ensure that preventive tasks such as immunisation 
are carried out and provide an accessible and effective treatment service. The 
question of primary care teams will be discussed in detail below. 

3.29 All of the foregoing conditions for effective prevention presuppose a 
willingness on the part of the general practitioner to give a high priority to this 
dimension of his work. It has been suggested that, internationally, general 
practitioners are reluctant to give whole-hearted commitment to prevention 
because it does not accord with the disease and treatment model on which 
preparation for their work has largely been based.43 Furthermore, effective 
team care is something which has only begun to develop in most countries 
and its absence greatly inhibits the achievement of prevention goals. Finally, 
payment systems both in public and private practice have in the past tended 
to emphasise treatment rather than prevention. While payment per consul
tation or per service does not weaken the general practitioner's ability to 
practise prevention through advice and case finding, it has been suggested 
that specific incentives are required, both for doctors and patients, if the 
treatment orientation of general practice is to be modified.44 The training of 
general practitioners and the methods of payment for their services must 
therefore he evaluated to ensure that they facilitate the achievement of the 
potential for prevention. 

Requirements for Diagnosis 

3.30 As the point of access for the majority of patients in the health care 
system, one of the key roles of the general practitioner is as diagnostician. 
Diagnosis in general practice has physical, social and psychological compo
nents.45 With regard to the first of these, it is clearly desirable that the general 
practitioner should have access to all appropriate diagnostic aids, including 
those provided through access to hospital departments. It is possible to specify 
the range of basic diagnostic equipment which every doctor's surgery should 
possess.46 While equipment new to the general practitioner's surgery, such as 
portable ultrasound electronic scanners47, may be affordable and very useful 
in many cases, the additional contribution which they make to diagnosis and 
subsequent action by the doctor may be very limited, as has been suggested 
in the case of the electrocardiograph.48 In many cases adequate diagnosis will 
require the use of facilities which are most efficiently provided through hospital 
units. Dowie, in a study of referral behaviour by 65 general practitioners in 
England found a wide variation in the referral rates for radiological and 
pathology investigation.49 There was little relationship between doctors' use 
of the two services or with their rate of referral to medical out-patient 
departments. However, younger doctors were more frequent users of pathology 



services. Referral for barium studies, most of which were requested by general 
practitioners, was found to be the result of doctor's wish to provide: 

reassurance, to patients whose problems did not appear to have a serious 
pathological cause; 

confirmation of diagnosis, for conditions which they proposed to treat 
themselves, and 

a basis for referral, for conditions which they believed would require 
management by a consultant. 

General practitioners were found to vary in the extent to which they carried 
out investigations prior to referral to a consultant with a request for a specialist 
opinion or treatment, with younger doctors tending to exhibit a higher level 
of diagnostic development. However, some high users of diagnostic services 
appeared to over-estimate the probability of certain serious conditions being 
responsible for the symptoms presented by their patients. 

3.31 We recommend that uniform arrangements for access by general 
practitioners to hospital-based diagnostic facilities should be implemented. 
At present, in many cases general practitioners may not request that specific 
investigations be carried out but rather must refer the patient to a hospital 
consultant. They are thus obliged to hand over the care of their patients when 
this may be unnecessary and contrary to principles of good patient care. It 
has been objected that open access to diagnostic facilities may result in an 
excessive and inappropriate use of expensive facilities. It is possible to specify 
criteria which might be used by doctors in determining whether a particular 
investigation should be requested. In particular, doctors should have regard 
to the impact if any which the findings of an investigation will have on their 
management of the patient.50 In reality, only a small minority of general 
practitioners are likely to make excessive demands on diagnostic services and 
they can be encouraged to review their behaviour by reference to that of their 
colleagues. Thus one British study of an open access endoscopy service found 
that 90 general practitioners referred an average of 11 patients over 3 years 
but four doctors referred over 100 patients.51 In any event, hospital depart
ments can institute formalised criteria to restrict referrals to those patients 
who are likely to warrant the investigation concerned.52 Furthermore, we are 
concerned that restrictions on access to diagnostic facilities may be seen to imply that general 
practitioners are more careless in their use of facilities than hospital doctors when there is 
substantial evidence of irrational and excessive use of investigations on the part of non-
consultant hospital doctors.^ The survey of general practitioners by the Irish 
Council of the Royal College of General Practitioners suggests that most have 
access to a range of basic diagnostic facilities. We wish to see this standardised 
and extended. 
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3.32 In most cases general practitioners will make their diagnoses without 
extensive reliance on physical investigation. It has been suggested that the 
conventional understanding of diagnosis, as the linking of symptoms to a 
pathological process, may be expected only in about half of all the problems 
presented.54 Therefore diagnosis in social and psychological terms may be 
much more important and for this the general practitioner requires knowledge 
of the patient's background and family circumstances, as well as the time and 
interest to explore his feelings and fears. The level of interest in such problems 
on the part of general practitioners may vary. In a British survey, Stimson 
found that 59% of general practitioners regarded patients with psychological 
illness as the most troublesome.55 There is evidence that some general prac
titioners, having developed set patterns of consultation based upon a training 
oriented to the treatment of physical disease, find it difficult to cope with the 
demands and needs of patients with particular psychological and social 
problems. This highlights the importance, on the one hand, of ensuring that 
medical education addresses the conditions found in general practice and, on 
the other, of ensuring effective liaison between general practitioners and other 
services which may be required by their patients. 

Requirements for Treatment in General Practice 

3.33 While the doctor-patient relationship may in itself be the most therapeutic 
component of general practice, the prescribing of medicines and the referral of 
patients to hospital and other forms of treatment are commonly regarded as 
the primary forms of treatment in general practice. 

(a) Prescribing 

3.34 Considerable concern has been expressed at the levels of prescribing in 
general practice internationally. The proportion of consultations ending with 
a prescription has increased in most countries. There are now expectations 
both on the part of the general practitioner and of the patient that drugs will 
be prescribed, though there is now some evidence that the general practitioner 
is likely to overestimate the extent to which his patients expect to receive a 
prescription.56 Rational prescribing requires that the general practitioner 
consider whether the patient's condition requires any medicine and if so, 
requires that the item prescribed be effective, appropriate, safe and economic.57 

While there is little published evidence available for Ireland, it is likely that 
there are circumstances where these criteria are not met and where brief 
consultations and the issue of prescriptions substitute for non-drug interven
tions such as advice and reasssurance.58 These issues are discussed in more 
detail in Chapter 5. 
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(b) Hospital Referrals 

3.35 Similar considerations apply to decisions to refer patients to hospital, 
either as out-patients or in-patients. The majority of hospital patients arrive 
in that sector following referral by their general practitioner. It is important 
that optimal use is made of the specialised resources concentrated in the 
hospital sector. Inappropriate referrals vastly increase the cost of treatment of 
patients whose needs could be adequately met by general practitioners and 
they deny or postpone specialist care for those whose conditions do require it. 
Referral to hospital for many conditions could in our view be obviated by a 
more comprehensive style of general practice. With appropriate support and 
adequate time for diagnosis, the general practitioner is capable of successfully treating the 
vast majority of patients. Referral to specialists should therefore be an exceptional 
decision on the part of the general practitioner. Advances in therapeutics and 
analysis of the cost effectiveness of alternative modes of treatment have resulted 
in widespread acceptance of the general practitioner's capacity to treat con
ditions which might formerly have been referred to a specialist. For example, 
in relation to treatment of hypertension and other cardio-vascular disorders 
which formerly might have required referral to a hospital, it has been suggested 
that: 

"the main things that the cardiology specialist has to offer are diagnostic 
help when expensive equipment is required, advice about indications for 
surgery, and hospital treatment for a fairly limited range of acute 
problems."59 

3.36 The volume of admissions to hospitals and the level of out-patient 
attendances in Ireland suggest that a high proportion of attendances may be of 
questionable necessity. Gowen in 1972 concluded from a survey of Irish general 
practice (prior to the introduction of the General Medical Service) that "Irish 
doctors still have a too ready recourse to direct hospital admission to solve 
their patients' problems".60 The rate of increase in admission to acute hospitals 
in recent years suggests that referral rates have not fallen since Gowen's study. 
A survey of patients in 1980 found that at their last consultation, 10% were 
referred to a hospital out-patient department, while over 5% were referred to 
hospital for admission.61 Such a level of referral by general practitioners would 
appear to be capable of a very substantial reduction through the development 
of a more comprehensive style of practice. 

3.37 Doctors differ in the extent to which they refer patients for specialist 
consultation or management. British studies have found no significant relat
ionship between referral rates and the age, sex, social class or diagnostic 
characteristics of the patients seen.62 Neither was a relationship found between 
referral rates and the doctor's place and length of medical training, the length 
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of time qualified or the doctor's involvement in clinical assistantships.63 Dowie 
suggests that decision-making by general practitioners, including the decision 
to refer patients to a consultant, is determined by the interaction of: 

professional attitudes, including medical (clinical) knowledge and judge
ment and medical practice; 

knowledge of the health care system, including judgement of specialties, 
the availability of resources and the organisation of services; 

personal style, including interactional style, judgement of patient values 
and sense of professionalism.64 

3.38 Much of the increase in the level of utilisation of hospital services may 
be attributable to a belief among patients that, in an era of high technology 
medicine, the "proper" management of serious illness requires specialist 
involvement, if not always in-patient treatment. This widespread belief is 
fundamentally erroneous, since it ignores the importance of the non-technical 
aspects of medical care, including intimate knowledge of patients' psycholog
ical and social characteristics. It also ignores the highly effective array of 
diagnostic and therapeutic aids which are fully within the competence of 
general practitioners to apply. Similarly, terminal care is often seen as most 
appropriate to hospitals when, with proper support, care within the family 
may be more dignified and acceptable to the patient. While information on 
the cost of carrying out specific procedures in hospitals and in general practice 
is not available, social expectations which result in inappropriate dependence 
upon hospital treatment are harmful and may result in a level of expenditure 
which the communmity cannot afford. We conclude that health policy should 
aim to enhance the capacity of general practitioners to care for their patients 
without unnecessary referral to secondary care. 

3.39 An important area to be considered in enhancing the ability of general 
practitioners to provide continuing care for their patients is the range of 
organisational arrangements governing hospital services. Reference was made 
earlier in this Chapter to the fact that access to diagnostic facilities may be 
denied to general practitioners even though these are available to junior 
hospital doctors with considerably less clinical experience. Referral for inves
tigation may result in the on-going management of the condition being 
assumed by the hospital staff without referral back to the general practitioner. 
The high ratio of recall visits to new attendances at consultant-staffed out
patient clinics suggests that in too many instances, on-going care which is the 
proper domain of the general practitioner has been assumed by the hospital 
team. This may reflect the organisation of work within the hospital setting, 
with return out-patient visits being managed by junior medical staff who may 
be reluctant to discharge a patient from the consultant's care. This pattern of 
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behaviour was established by Dowie.65 A British study has established that 
both hospital doctors and general practitioners felt that the majority of patients 
discharged following uncomplicated surgery for non-malignant disease could 
have been satisfactorily followed up by their general practitioner and, if this 
were generally to happen, there would be a reduction of 20% in return visits 
to out-patients.66 General practitioners also commonly experience difficulty in 
establishing the action taken by hospital doctors in regard to patients they 
have referred, with delay in communicating details following a patient's 
discharge representing the major complaint of general practitioners regarding 
communications with hospitals.67 Better continuity of care by general prac
titioners may thus require significant adjustments in internal procedures 
within hospitals, as well as significantly improved communications between 
general practitioners and hospital medical staff both prior to and following 
hospital treatment. 

3.40 The Working Party is concerned at the extent to which inappropriate 
use of accident and emergency departments of hospitals may result in unnec
essary demands upon the hospital system. We recognise that there is a 
tradition of access to hospital facilities and that those in need of medical care 
are not lightly turned away. Furthermore, we recognise that general prac
titioners sometimes refer patients inappropriately to casualty departments for 
services which are time-consuming. We consider that hospital out-patient 
departments are an inappropriate mode of provision of primary health care. 
However, we are conscious that a financial incentive operates to encourage 
self-referral of patients who are not covered by a medical card to casualty 
departments for complaints which are appropriate to the general practitioner. 
A study in one Dublin hospital found that attenders at the accident and 
emergency department were predominantly young males, the majority of 
whom could have been treated by their general practitioner.68 We recommend 
that appropriate steps be taken to discourage utilisation of hospital out
patient departments for services appropriate to general practice. 

3.41 Unnecessarily high rates of referral to hospital care may also result 
from the non-availability of appropriate alternative forms of care. The impor
tance of the personal social services, and in particular the domiciliary support 
services, was discussed in Chapter 2. The absence or inadequacy of such 
services may require general practitioners to seek in-patient treatment where 
this is not clinically warranted. Inappropriate admissions constitute a substantial 
proportion of bed-days in our acute hospitals. Hamill found in one hospital that fully 
40% of short-stay admissions, accounting for almost 18% of all patients, could 
have been dealt with other than in an acute ward.69 Furthermore, in 1980, 5% 
of patients spent 30 days or more in acute hospitals, accounting for 15% of all 
bed-days, indicating that, in many of these cases, a form of provision other 
than an acute hospital bed was required.70 Substantial reductions in the pressure on 
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acute beds could be achieved by the provision of a range of services in which the general 
practitioner could play a more active role. 

3.42 A reduced reliance on hospital services could be secured through a 
revision of the terms upon which hospital-based services are made accessible 
to general practitioners. Reference was made earlier in this Chapter to access 
to diagnostic facilities. A further area in which significant progress could be 
made is in enabling general practitioners to manage their patients who require 
non-specialist, in-patient treatment. The Consultative Council recommended 
that general practitioner hospitals should be developed from the network of 
district hospitals, in which all general practitioners in an area would have 
visiting rights.71 Subsequently, Comhairle na nOspideal elaborated on the 
conditions under which this approach might be most effectively developed.72 

At present, ten district hospitals in four health board areas have been devel
oped as general practitioner hospitals and a number of others are the subject 
of discussion. This type of provision adds considerably to the capacity of 
general practitioners to provide continuity of care at a more efficient level than 
would be possible in acute general hospitals.73 We recommend that the 
maximum possible degree of access to in-patient facilities should be provided 
for general practitioners within the context of agreed national guidelines for 
the organisation and development of these services, 

3.43 Many of the requirements for a more efficient allocation of tasks between 
general practice and the secondary care system have already been outlined in 
this Chapter. However, the prevailing institutional arrangements governing 
the management of patients who cross from one sector to the other require 
careful review with the aim of producing a system which recognises and 
supports the primary role of the general practitioner in the continuing care of 
his patients. In this regard, the availability of specialist advice to general 
practitioners through domiciliary consultations and sessions in community 
settings would be helpful in enhancing the skills and self-confidence of the 
family doctor. This would be likely to be perceived as a valuable form of 
continuing education.74 We recommend that discussions be initiated between 
representatives of general practitioners, the hospital specialties, the health 
boards and the Department of Health to examine this issue and to propose 
any necessary changes in areas such as access to hospital facilities and the 
conditions attached thereto, forms of communication between general prac
titioners and hospital doctors and procedures to govern the early discharge of 
patients back into the care of their own doctor. Where necessary, research 
should be commissioned to assist those engaged in discussion in their efforts 
to overcome a major flaw in the effectiveness of the general practitioner. 

Services for the Elderly 

3.44 The points which have been made in preceding paragraphs concerning 
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measures to lessen the degree of utilisation of hospital services apply with 
particular emphasis to the care of the elderly. The elderly make a dispropor
tionate demand upon the health services, including the acute hospital services. 
Therefore, policies to enhance the capacity of general practitioners to provide 
continuity of care must have regard to the special needs of the elderly. The 
number of people aged 60 years and over increased by one-third between 1926 
and 1979, but the population aged 75 years and over increased by almost half. 
It is projected that the rate of increase in the latter group, who are likely to 
experience an exceptionally high level of morbidity, will be much greater than 
for the population as a whole. Much of this morbidity is preventable but is too 
often untreated by general practitioners and others because it is wrongly 
attributed to the ageing process, whether the problem be physical75 or mental.76 

While specialist services have a key role to play in the care of the elderly as 
Hall points out, "a basic requirement for a good geriatric service is an excellent 
family medical service".77 Given the importance of effective and timely inter
vention at the primary care level in preserving the independence and well-
being of the elderly it is desirable that education in the care of the elderly 
should be made available to all medical students and especially to those 
about to enter general practice. Such education should serve to make doctors 
aware of the type of medical problems which may affect the elderly and the 
range of appropriate responses.78 

3.45 Effective primary care for the elderly will require the availability of a 
range of domiciliary services which correspond to the limitations on inde
pendence associated with old age. The need for the development of these 
services has been expressed by the National Council for the Aged.79 Within 
this range of domiciliary services we place particular emphasis upon the 
home-help service and we would regard its strengthening as an extremely 
valuable contribution to the support of the elderly in the community. Domi
ciliary support services are especially important in the care of the elderly living 
alone. A national survey of this group carried out by the Society of St. Vincent 
de Paul found that 36% were not in daily contact with anyone, while 50% felt 
that they would not be able to get help in the event of sudden illness.80 Whelan 
and Vaughan in another survey of the elderly found that 30% of those living 
alone would not have anyone to look after them in the event of illness such as 
a heavy flu.81 Support services are also highly relevant to the needs of 
dependent, elderly persons living with relatives since: 

"help is needed well before crisis point, because people who are looking 
after frail and often difficult elderly people at home will probably exhaust 
their emotional and even physical resources before something happens to 
precipitate hospital admission. The caring household may then be unable 
to resume so destructive a burden and the hospital patient becomes 
homeless".82 

66 



When hospitalisation becomes necessary the comments made earlier in this 
Chapter about communication with the general practitioner are of critical 
importance and communication should not be confined merely to the point of 
discharge of the patient.83 

Promoting Primary Care: Developing the Role of the General 
Practitioner 

3.46 Taking into account the specific requirements for effective general 
practice outlined above and the broad concept of primary health care discussed 
in Chapter 2, it is possible to identify a number of structural characteristics of 
general practice which must receive attention if the full potential role of the 
general practitioner is to be realised. 

Group Practice: 

3.47 The Consultative Council recommended that grouping of general prac
titioners should be encouraged because the effects of groupings would enable 
a comprehensive service to be provided.84 In particular, it was argued that the 
pressure on individual doctors would be reduced, especially for provision of 
out-of-hours services. Partners would be able to provide a service without 
resort to deputising services, which are widely considered to be at variance 
with the concept of continuing care. Furthermore, group practices were seen 
as a way of enabling doctors to pursue their own particular clinical interests 
and, through mutual discussion and review, to improve the quality of care 
provided to individual patients. 

3.48 Group practices were also considered to be a means of achieving 
economies of scale in the provision of premises and equipment to the extent 
that facilities could be made available to patients which the single-handed 
practitioner would be unable to provide. Group practices are the norm in 
Britain where the proportion of single-handed practitioners declined from 
4 3 % in 1952 to 14% in 1980 while in the latter year groups of five or more 
doctors accounted for 24% of all doctors.85 In Northern Ireland in 1981, 17% 
of general practitioners were single-handed while 55% were in groups of three 
or more.86 Grouping in Britain has been associated with greater physical 
distance from patients' homes (because of centralisation), a tendency to reduce 
evening surgeries and greater utilisation of appointments systems.87 These 
changes in practice may reduce the degree of access enjoyed by some patients 
but there is no evidence of a significant reduction in satisfaction with general 
practitioners overall. The reduction in pressure on doctors seems to have 
resulted, primarily, in a reduction in hours worked. 

3.49 Despite the recommendations in the McCormick Report, only about 
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30% of Irish general practitioners are in partnership or group practices. The 
majority of these are in partnerships of two doctors (information relates to the 
General Medical Service). Grouping is encouraged officially to the extent that 
grants may be paid to meet part of the cost of improving practice premises for 
partnerships in the General Medical Service. Some limits to the extent of 
grouping are inherent in the low density of population in many rural areas. 
However, the majority of doctors practise in areas where partnerships and 
grouping are feasible. Single-handed practice has remained widespread due 
to the dominance of the tradition of solo, entrepreneurial practice with 
competition for patients, both public and private, between doctors. The ability 
of the single-handed general practitioner to survive in isolation from colleagues 
and from ancillary services has proved a more powerful consideration than 
the grants payable by health boards or the arguments advanced by the 
Consultative Council. 

3.50 It was envisaged by the Consultative Council that grouping of estab
lished practitioners would occur with appropriate incentives and encourage
ment from health boards. In fact, groups have tended to result from the 
expansion of existing practices through the recruitment of partners. For the 
future, the advantages of grouping are likely to result from such development 
rather than from the amalgamation of competing practices. This should be 
encouraged through the remuneration arrangements applicable to the Gen
eral Medical Service. In particular, we recommend that adequate assistance 
towards the provision of premises and support services should be forthcoming 
where the requirements for effective group practice are met. In this context, 
group practice refers to three or more doctors who arrange to practise from 
one principal centre sharing support systems, including records, and providing 
comprehensive availability to all of their patients. Financial partnership is not 
a pre-requisite for group practice, but the details of partnership arrangements 
should be known to health boards. 

3.51 Group practice offers many advantages to both patients and doctors. 
However, a trend towards group practice may entail negative consequences 
for patients in terms of less accessibility of services, greater distance to surgeries 
and, perhaps, a less personal style of practice. We recognise that many doctors 
will continue to prefer single-handed practice and that they are capable of 
providing a very high standard of care. Furthermore, we recognise that in 
certain circumstances, especially in rural areas, it will not be possible for 
general practitioners to form groups of three or more. In such cases, provided 
that such single-handed or partnership practices provide adequate out-of-
hours and emergency cover through rota arrangements, we recommend that 
assistance towards the provision of premises and ancillary staff should be 
forthcoming on the same basis as for other types of practice. 
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3.52 Group practice provides the capacity for general practitioners to offer 
comprehensive and continuing care to their patients while maintaining a 
reasonable lifestyle. We recognise that, for the foreseeable future, many doctors 
are unlikely to participate in groups or rotas. In urban areas this will continue 
the trend for greater reliance to be placed on deputising services for out-of-
hours cover. We regard such services as very much a second-best option for 
the treatment of patients and we note British evidence that they are less 
acceptable to patients than internal practice or rota arrangements.88 Pending 
the stage where such services are no longer necessary, we recommend that 
criteria be specified at national level to be met by all such commercial 
services, with regard to staffing levels and qualifications, liaison with sub
scribing doctors and frequency of use by individual doctors. Only approved 
services should be used by general practitioners participating in the General 
Medical Service and this requirement should form part of the contract. 

3.53 Rural practitioners have special problems in acquiring locum cover. 
They experience a high degree of professional and social isolation and they 
have a lower degree of access to hospital services than their urban counterparts. 
In general, their involvement with the General Medical Service is proportion
ately greater than that of the average doctor. In order to encourage general 
practitioners to remain in rural practice posts, we recommend that the special 
"retaining" rural practitioner allowance be continued. This would be paid 
to doctors practising in areas where the allowance has traditionally been paid 
and to other doctors where circumstances are such that the Chief Executive 
Officer of the health board considers this to be desirable. We also recommend 
that special arrangements for remote areas should be retained. 

Premises: 

3.54 The attainment of the objectives for general practice requires that 
general practitioner services be provided from suitable accommodation. Ide
ally, such accommodation should be purpose-built or appropriately adapted 
to enable full use to be made of the results of operational research into the 
management and processing of patients. Suitable accommodation should also 
be provided for ancillary staff, records and equipment. The Consultative 
Council recommended that health centres be provided by health boards from 
which general practitioner services, and a variety of other community care 
services would be provided. It was recommended that group practices should 
have priority in accommodation in such centres, their practice premises being 
separate from the other services provided in the building. 

3.55 There has been a significant increase in the number of purpose-built 
premises over the past decade. General practitioners who were formerly 
District Medical Officers have a right to use health board premises and many 
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do so, both in modern accommodation and former dispensary premises. Few 
general practitioners who have entered the scheme other than as former 
District Medical Officers make use of health board premises. This reflects in 
part the small proportion of doctors in group practice but also the reluctance 
of health boards to provide accommodation for general practitioners without 
guarantees that all patients, public and private would be seen at those 
premises. Health boards are concerned to prevent the possible emergence of 
dual standards in general paractice, in terms of location of surgeries. A fear of 
loss of autonomy on the part of general practitioners themselves and of possible 
problems in gaining access to premises whenever they wish may also contribute 
to the low level of usage of health centres. In all, only 15% of general 
practitioners replying to the Royal College of General Practitioners Survey 
claimed to be working from health board premises, most frequently in rural 
areas. The same survey found that only 24% of all premises in use were 
purpose-built, while one-third were attached to the doctor's residence. 

3.56 If there is to be an increase in grouping in general practice and in the 
range of services provided by general practitioners the standard of premises 
generally in use must be improved. There is at present a wide variety in the 
standards of premises used by general practitioners, a minority of which are 
grossly unsuitable. We recommend that participation in the General Medical 
Service should require that only premises meeting specified minimum stand
ards be used. Where provision of premises is the responsibility of health 
boards, they must accept responsibility for ensuring such standards are met. 
More generally, the level of remuneration received by doctors should reflect 
the quality of services they provide, including the standard of premises. Where 
health board premises are in use we recommend that national guidelines be 
drawn up to regulate the basis on which premises will be made available to 
general practitioners. These guidelines should be designed to result in rela
tively more favourable conditions for group practices and for practices provid
ing a comprehensive range of services in accordance with arrangements agreed 
with the relevant health board. We recommend that early discussions between 
management and the professions be held on this issue, even in advance of the 
other matters arising from this Report. Arrangements should also be made 
to resolve on an equitable and speedy basis any disagreements which may 
arise regarding use of health board premises and the proposals which we make 
in Chapter 7 should be of value in this regard. In general, the provision of 
premises in the future should facilitate the use of ancillary services by general 
practitioners and their patients. Finally, in order to prevent future difficulties, 
we recommend that there should be strict adherence by general practitioners 
to the centres of practice specified in their contracts. 

Primary Care teams: 

3.57 The Consultative Council recommended that general practitioners 
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should form practice teams comprising the members of the group practice 
(ideally from three to six doctors), nurses and secretarial staff. It was recom
mended that they should be able to call on the assistance of social workers, 
home-helps, physiotherapists and chiropodists. They would also have avail
able to them the advice and help of others, including visiting consultants, and 
they would work in close association with voluntary organisations active in 
their areas.89 Reference has already been made in Chapter 2 to the develop
ments in primary care services in recent years and, in this Chapter, to the 
need for secretarial support for the operation of record and appointments 
systems. 

3.58 The key members of the primary care team, in addition to the members 
of the group practice itself are nurses. The overwhelming majority of nurses 
currently engaged in primary care in Ireland are public health nurses 
employed by health boards. Their work combines the traditional district or 
home nursing services and the preventive, public health services of child 
health examinations and follow-up. A survey of their workload some years 
ago revealed that elderly patients constituted the largest category of those 
cared for, although the minority of child patients accounted for a highly 
disproportionate amount of their time. It was found that 80% of the referrals 
to nurses came from general practitioners.90 The group which conducted the 
survey recommended that the number of nurses be increased to 1 per 2,616 
people. 

3.59 The Consultative Council recommended that public health nurses 
should be attached to general practices rather than to geographical districts, 
especially in rural areas. They recommended that where this was not possible, 
group practices should be given assistance towards the salaries of nurses to 
work in their practices. A pilot scheme of attachment of public health nurses 
to single-handed practitioners in the Dublin area was also recommended. The 
Working Party on the workload of public health nurses endorsed the idea of 
attachment to practices in rural areas, where the practice area and the nurse's 
district are often coterminous. In urban areas they considered that such 
attachments would be impractical, given the overlapping of general prac
titioners' catchment areas and the consequent confusion on the part of nurses 
as to whether their statutory preventive role was being exercised in respect of 
each family in the district. Public health nurses are, however, encouraged to 
co-operate with the general practitioners in their area. Furthermore, in 320 
health board premises, or 35% of the total, both general practitioner and 
public health nursing services are located side by side. The mere juxtaposition 
of personnel does not, of course, guarantee that collaboration will result. 

3.60 O'Sullivan has reported on a small survey in County Wexford concern
ing attitudes towards team care in the health services.91 Co-operation between 
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doctors and nurses was reported to be satisfactory by 62% of general prac
titioners and 65% of nurses, but was said to be poor by 10% of the doctors. 
The recent review of structures for the delivery of community care services by 
health boards has highlighted the different organisational and reporting 
arrangements applying to general practitioners and nurses as a basic difficulty 
in the co-ordination of community care services. In Britain nursing services 
are widely available in general practice. The attachment of district nurses to 
individual practices began in the 1960's. By 1974, 68% of practices in England 
had nursing attachments in operation.92 The extent of attachment schemes 
has resulted in substantial changes in the orientation of training of district 
nurses, who now spend a very high proportion of their time working in general 
practitioners' surgeries.93 The vast majority of attached district nurses divide 
their time between up to three practices, as well as staffing public health 
clinics and other duties. 

3.61 Constraints on the availability of nurses and on the range of tasks they 
were permitted to perform led to greater interest in direct employment of 
practice nurses by general practitioners in Britain. In 1966 general prac
titioners in the National Health Service became entitled to recoup 70% of the 
cost of employing a practice nurse from the health authorities. In 1977, 
Cartwright and Anderson found that one-third of general practitioners claimed 
to employ a nurse. The work of practice nurses may be categorised as basic 
nursing activities, such as bathing patients and general care activities; tech
nical procedures, such as injections and dressings; and intermediate activities, 
such as assessing patients' home conditions.94 Employed practice nurses in 
Britain have been found to carry out technical procedures requiring specific 
training which is not normally included in general nurse training, more 
frequently than attached district nurses. In one practice over a period of six 
years it was found that five out of a total of eighty separate procedures 
accounted for half of the total workload of the employed nurses: dressings, 
urine testing, haemoglobin measurement, weighing of patients and measuring 
blood pressure.95 

3.62 The range of procedures delegated to nurses varies widely and the 
General Medical Council has permitted delegation to nurses provided that 
the nurse is not represented to be a medical practitioner and that she has been 
trained to perform specialised functions. Cartwright and Anderson found that 
in 1977, 70% of doctors with practice nurses allowed patients to have direct 
access to the nurse while one-third said that their nurse sometimes or regularly 
made the first contact with the patient for an episode of illness. Marriott has 
reported that minor injuries, skin disorders and ear-ache are the most frequent 
conditions presented by patients to the nurse, leaving the general practitioner 
free to concentrate on those tasks which require his personal attention.96 

Evidence from a variety of British studies suggests that the impact of practice 

72 



nurses has been to ease the pressure on doctors, to increase slightly the average 
length of consultations, to enable more systematic preventive measures to be 
taken, specifically in the case of high risk groups such as diabetics, and to 
increase the level of satisfaction experienced by both general practitioners and 
nurses in their work. Reported patient satisfaction was also very high. 

3.63 It is clearly desirable that nursing services should be available within 
the primary health care system. There are many difficulties in promoting the 
involvement of public health nurses directly in general practice, at least in 
urban areas. The resolution of these difficulties is bound up with the respective 
roles of general practitioners and public health services, such as child health 
clinics. They are also associated with the solo, entrepreneurial approach to 
general practice, which has resulted in criss-crossing of doctors' catchment 
areas. Direct attachment of public health nurses to general practitioners could 
occur only where the important preventive role currently played by nurses is 
secured, especially with regard to children. Adequate practice records would 
enable difficulties regarding the coverage of preventive services to be overcome. 
Furthermore, the autonomy of nurses in their current organisational structures 
would be likely to be foregone only with assurance of due regard for their 
professional competence and independence in a general practice setting. 

3.64 As an alternative, efforts might be made to promote the direct employ
ment of practice nurses by general practitioners. Such employment would not 
entail the problem of indeterminacy of practice populations created for public 
health nurses operating on a geographical basis. There are, however, a number 
of difficulties with regard to such a proposal: (a) the method of payment in the 
General Medical Service would have to be modified to take account of who 
provided the service; (b) public assistance towards the cost of the salaries of 
such nurses would have to take account of the extent to which they are used 
by private patients; (c) the effectiveness of practice nurses is crucially depend
ent upon the availability of proper treatment rooms and facilities. We rec
ommend that renewed and urgent measures be taken to promote effective 
liaison between general practitioners and public health nursing staff pref
erably through schemes of attachment. In the first instance, a number of 
experimental attachment schemes should be instituted and evaluated under 
the aegis of a joint body representing the medical and nursing professions, 
the health boards and the Department of Health. We also recommend that 
the cost of directly employing practice nurses, on agreed terms, should be 
taken into account in calculating the expenses of doctors in the General 
Medical Service. 

3.65 With regard to the other community care staff which the Consultative 
Council identified as being associated with the practice team, it is desirable 
that each general practitioner should be intimately familiar with the scope of 
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the services provided in his district. Ideally, there should be clear channels of 
communication between the general practitioner and the personnel providing 
these services. The pressure of demand on other community services is such 
that direct attachment to particular practices may not be practicable at 
present. Furthermore, in the case of independent disciplines, such as social 
work, there are formidable difficulties in overcoming mistrust born of differing 
backgrounds, training, orientation and even socio-demographic characteris
tics.97 New professions are at a similar stage as medicine was in the early part 
of the last century and arrangements for delivery of care will have to acknowl
edge their need for autonomy and acceptance.98 The availability of staff in 
these services relative to demand may militate against the attachment of staff 
to general practices. Where circumstances allow, evidence suggests that the 
results of attachment of, for example, social workers, can be of benefit to both 
parties and to the patient.99 The indeterminacy of general practitioner catch
ment areas often militates against effective co-ordination of services. Therefore, 
a special effort will be required to secure greater knowledge of and participation 
in health board services by general practitioners. We outline in Chapter 7 
certain steps which we believe would help to produce this result. 

The General Practitioner and other Community Health Services: 

3.66 For effective primary health care there should be maximum co-ordi
nation between the activities of the general practitioner and the services 
provided by the public health authorities, that is the eight health boards. 
Aujaleu has discussed the problems in securing greater co-ordination between 
general practitioners and these services and has suggested that there are two 
options: integration and collaboration.100 Given the importance of continuity 
of care and the potential effectiveness of preventive measures drawing on that 
continuity, it is desirable that the involvement of the general practitioner in 
services to his patients should be as complete as possible. The Consultative 
Council recommended, for example, that responsibility for primary immuni
sation should normally rest with the family doctor. Similarly they recom
mended that general practitioners should be involved in the school medical 
examination service, at least in rural areas. We recommend that all the 
services required by his patients should be provided by the general prac
titioner where this is practicable and cost-effective. 

3.67 At present many services are provided to patients by agencies outside 
general practice. These are mainly preventive in scope and the principal 
agency involved is the health board through the area medical officers and 
public health nursing staff It can be argued that it is more efficient to identify 
and examine target groups, such as school children, on a collective basis. 
Equally, the protection of public health against infectious disease requires 
certainty about the level of imunity in particular communities which can be 

74 



achieved through special public services. However, against these consider
ations must be balanced the advantages of channelling services through the 
family doctor who is in continuing contact with a relatively fixed group of 
patients, of whom he has a good personal knowledge both medical and social. 
In fact most doctors do provide services within their practices which are 
equivalent to those provided by health boards. The survey by the Irish Council 
of the Royal College of General Practitioners found that the vast majority of 
respondents claimed to provide immunisation, well-baby examinations, family 
planning and cervical cytology services. The use of scarce resources efficiently 
in primary health care requires a new relationship between general practice 
and community medicine with a division of labour which takes account of 
their respective needs and capabilities. 

3.68 Given the concentration of preventive health board services on young 
children, it is appropriate to outline ways in which the general practitioner's 
role in this area might be strengthened. At present, most mothers attend their 
general practitioner during pregnancy and for post-natal care, while also 
receiving specialist care based in the maternity hospitals. General practitioners 
can exercise surveillance of the growing infant and the appropriate develop
mental checks can be made. The efficiency with which this is done would be 
greatly strengthened by the association of nursing skills, as recommended 
earlier in this Chapter. The regular attendance of families at doctors' surgeries 
would also enable the desired programme of vaccinations to be carried out. 
O 'Grady et al., have demonstrated how, with an appropriate records system, 
a systematic approach within general practice can result in maximal levels of 
take-up.101 The maternity and infant care scheme represents a possible model 
for the organisation of an integrated approach to provision of service and 
transfer of information of the type which would be necessary to enable levels 
of coverage and instances of non-receipt of services to be identified by health 
board staff. Computerised systems for the management of vaccination and 
immunisation procedures involving general practitioners have been shown to 
produce high levels of uptake.102 We recommend that, having regard to the 
need to improve the level of take-up of immunisation services and the proven 
ability of general practitioners to achieve this, the involvement of general 
practitioners in public immunisation services be pursued as the optimum 
mode of delivery. 

3.69 There are certain types of service for which general practitioners may 
not be the most effective agents of provision. For example, satisfactory levels 
of uptake of rubella immunisation may not be achieved by family doctors and 
a school-based service may be more effective.103 Similarly, a specialist role in 
community paediatrics for particularly vulnerable children may be best organ
ised through health board staff.104 In general, however, even where integration 
may be impossible, the highest possible degree of collaboration should be 
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secured between general practitioners and the community health services. For 
that reason we recommend that screening and treatment services should not 
be initiated outside general practice unless it has been established that family 
doctors are unable or unwilling to provide this service. For example, most 
general practitioners provide family planning services for their patients and 
while some doctors are unable or unwilling to provide an appropriate range 
of services and some patients would not wish to approach their family doctor 
for family planning services, there are strong medical grounds for encouraging 
provision of this service through general practitioners. Training needs in this, 
as in other areas, should be matters for attention within the arrangements for 
continuing education proposed in Chapter 4. 

Conclusion 

3.70 The success of primary health care is largely dependent upon the rule 
played by the general practitioner. The traditional respect accorded to the 
general practitioner in Ireland and the generally high level of care provided 
to patients in general practice are major strengths upon which to build for the 
future. There are, however, a number of characteristics of general practice in 
Ireland which would appear to limit the present effectiveness of the general 
practitioner's contribution. In particular, the predominantly treatment ori
entation of general practitioners themselves may serve to inhibit their 
contribution to prevention. Therefore the education, training, remuneration 
and support of general practitioners must all be considered as part of a 
comprehensive strategy to promote the most comprehensive possible range of 
services if significant progress is to be made in realising the full potential of 
the general practitioner as the key health care professional. 

76 



Chapter 4 

Education and Training of General 
Practitioners 

Introduction 

4.1 In Chapter 3, we have considered the future role of the general prac
titioner in the contemporary health care system and the tasks which are 
uniquely his. It has been emphasised that the performance of this role by the 
general practitioner is the key to success in the development of an effective 
primary health care system. The requirements for effective general practice, 
including availability of staff, adequate records, access to diagnostic facilities 
etc., were considered. The availability of such aids in general practice, while 
important, is not sufficient to ensure that they will be adequately used. The 
behaviour of general practitioners, as with all professionals, will reflect the 
impact of their professional training and the effects of the economic incentives 
provided by the system of remuneration under which they operate. In this 
Chapter it is proposed to discuss the present arrangements for the education 
and training of general practitioners and to outline a structure for the future 
which would facilitate the attainment of the objectives for general practice 
outlined in this Report. 

Undergraduate Education 

4.2 Undergraduate or basic medical education was formerly seen as provid
ing an adequate basis for those aspiring to general practice. On completion of 
the intern year and full registration the newly-qualified doctor was (and 
remains) entitled to set up in independent general practice. However, devel
opments in the basic and applied sciences relevant to medicine have been such 
that it is no longer possible to regard the undergraduate curriculum and twelve 
months of internship in a hospital setting as providing an adequate preparation 
for any form of independent practice. This change in emphasis was summar
ised in the report in Britain of the Royal Commission on Medical Education 
which stated that: 

"we cannot emphasise too strongly that the undergraduate course in 
medicine should be primarily educational. Its object is to produce, not a 
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fully qualified doctor, but an educated man who will become fully 
qualified by post-graduate training".1 

4.3 The oversight of the content and standard of undergraduate medical 
education is primarily a matter for the Medical Council in pursuance of its 
statutory obligations. The duration and content of training is also governed 
by the terms of the European Economic Community's doctors' directives of 
1975 which provided for mutual recognition of medical qualifications and free 
movement of doctors within the Community. The content of the curriculum 
in the Member States varies with reference to the characteristics and traditions 
of medical practice in each country and the approach to medical education, 
influenced by the numbers of medical students. However, there is an emerging 
consensus on the objectives which should be pursued within the undergraduate 
curriculum. For example, the European Economic Community's Advisory 
Committee on Medical/Training has expressed these objectives in terms of 
abilities which should have been developed by doctors on completion of their 
basic training. 

4.4 These abilities are as follows: 
" O n completion of basic medical training the newly qualified doctors should 

be in a position to: 

1—establish a patient's clinical history and carry out a full clinical 
examination to equip them to identify complaints, diagnose diseases 
and recognise normal and abnormal conditions; 

2—practice the full spectrum of medical examination by having acquired 
the requisite skills in practical procedures and learnt to determine 
the place of special investigations; 

3—decide on the appropriate treatment for individual patients from the 
knowledge gained of the full range of therapeutic possibilities (includ
ing emergency aid procedures); 

4—apply knowledge of first aid and emergency procedures and to co
operate with the emergency services; 

5—evaluate the likely prognosis of the disease and be able to commu
nicate clearly and sympathetically with patients and their relatives 
the nature of the condition, the necessary treatment and the expected 
outcome; 

6—identify the need for and be able to institute preventive measures 
that will promote the development of the health of the individual or 
the population as a whole; 

7—evaluate scientific medical reports and to communicate their findings 
to patients and the general public. They should be able to promote 
the public's understanding of, and collaboration in, community 
health programmes; 
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8—keep up to date with new developments in the field of medicine, both 
by the study of published work and by participation in programmes 
of continuing medical education; 

9—collaborate with other workers in the field of health and social 
services; 

10—have an adequate knowledge of the regulations and laws concerning 
the work of doctors; 

11—take into account ethical, human and social aspects relevant to 
medicine as a basis for decisions".2 

In current circumstances the latter ability must include the capacity to practise 
efficiently within the limits of available resources. 

4.5 The question then arises as to the extent to which specific preparation 
for general practice can and should be included within the undergraduate 
curriculum. Given that the basic medical training received by students is 
designed to prepare them for subsequent specialised training, rather than for 
independent practice, it is perhaps more helpful to view the place of general 
practice at undergraduate level in the context of the appropriate foundation 
for all types of medical practice rather than as a preparation for those who 
would subsequently engage in general practice as a career. The Working Party 
of the Second European Conference on the Teaching of General Practice (The 
Leeuwenhorst Group) has identified the seven reasons why basic medical 
training should include a significant contribution from general practice. These 
reasons stem largely from the limitations of clinical training which is exclus
ively or largely conducted in the hospital setting, whereas the vast majority of 
health care needs are encountered and dealt with in the community. The 
development of an integrated health care system which is founded upon the 
objectives of primary health care requires that all medical students should 
have experience of health care in a community setting. The seven reasons 
advanced by the Group are as follows: 

" 1 . Medical students need to see the way in which most people receive 
medical care for most of the time when they are in contact with 
medical services. 

2. They need to see medicine in its most integrated form. 
3. They need to see medicine centred as much or more on the person as 

on the 'case' or on the use of highly technical means. 
4. Students who will become general practitioners (the largest group) 

need an introduction to this branch which will be developed later in 
their specific training. Those who will enter other branches need 
experience of general practice, to which they may act as consultants. 

5. Medical students need a chance to see general practice as one of many 
possible career choices. 
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6. General practitioners can provide the medical school with a new and 
very large resource for teaching and research. 

7. General practice needs the stimulation which belongs to the teaching 
of medical students as much as does any other branch".3 

4.6 Given the importance of the general practitioner in the health care 
system it is vital that all medical students should come to appreciate the key 
role played by the general practitioner. However, within traditional arrange
ments for basic medical training it has been suggested that: 

"inside the hospitals, general practice was often seen simply as the 
practice of the easy and duller parts of the main specialties under less 
favourable conditions — no more and no less. Interesting or real medicine 
was, by definition, in the hospital: the rest outside".4 

4.7 To overcome the unbalanced character of hospital-based training, the 
Consultative Council on General Medical Practice recommended that all 
undergraduate medical students should have the opportunity of seeing practice 
outside the hospital setting and that every medical school should establish a 
department of general practice whose activities in research and teaching would 
form an integral part of each student's experience especially in the clinical 
years.5 The Council also recommended that there should be a teaching practice 
attached to each medical school while students should also have access to a 
selection of peripheral practices, suitable for student attachments and for 
involvement in research. // is a matter of great regret and concern that very little 
progress has been made in providing an appropriate level of involvement by general practice 
in undergraduate education. 

4.8 For those who will practice as general practitioners it is important that 
the values and attitudes acquired in the process of socialisation into the 
medical profession which occurs particularly during the clinical years of the 
undergraduate curriculum should be compatible with the requirements for 
effective practice outlined in Chapter 3. In particular, attitudes towards 
non-acute and psychological illness, which traditionally have a low priority in 
acute teaching hospitals, may prevent the future practitioner from achieving 
full effectiveness and personal fulfilment in the workload of a typical family 
practice. The importance of primary prevention and of collaboration with 
other disciplines and professions, issues of central importance for primary 
health care, may also fail to receive due emphasis in curricula which are 
dominated by hospital practice. Even where arrangements are made to facil
itate community-based training they may not receive due attention from 
students because of the pressure of the dominant elements in the curriculum. 
For example, an account of experimental inter-disciplinary training modules 
in Britain noted that: 
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"although the social work students regarded the sessions as integrated 
parts of their training, for the medical and health visitor students there 
was also a problem of how far they could allow themselves time to think 
about social, preventive issues in view of the other examinable knowledge 
they had to acquire".6 

4.9 It is only when teaching and experiences based in the community are 
seen to have equal importance, including importance for academic achieve
ment, that the opportunities will be fully availed of by students. For example, 
it has been reported that an experimental pre-registration house physician 
post in general practice in Southampton proved successful and acceptable to 
all parties involved7. Similarly, the importance of the pursuit of efficiency or 
cost-effectiveness, which are equally relevant to those aspiring to general 
practice as to other branches of medicine, will be realised and acted upon by 
medical students only where they perceive that this importance is accepted by 
those charged with their training, both academic and clinical. The importance 
of integrating formal training in economic practice into the undergraduate 
curriculum has been stressed by the American Medical Association's National 
Commission on the Cost of Medical Care,8 while an outline curriculum for 
such training has been suggested for example by Praiss.9 Similarly, the 
Working Party on Prescribing and Dispensing in the General Medical Service 
recommended that therapeutic medicine should be given a greater prominence 
in the undergraduate curriculum with particular emphasis upon relative costs 
and effectiveness of drugs available on the market. 10Formal instruction in these 
areas can have only a secondary effect relative to the influence of the views 
and behaviour of those under whom they train. Similarly, the emphasis on the 
treatment of disease which naturally permeates the hospital sector has been 
highlighted as one of the reasons why general practitioners have tended not to 
be very effective in implementing programmes of health education.11 An 
alternative, suitable preparation for prevention in primary care has been 
suggested by Jonas12 in the form of a radical restructuring of the undergraduate 
curriculum, which he has outlined as health-oriented physician education 
(HOPE). 

4.10 The acceptance of the need for all medical students to have exposure to the realities 
of practice in the community and the involvement of general practitioners in active practice 
in their training and assessment constitute the minimum requirements for an effective basis 
for the development of general practice. We therefore recommend that the Medical 
Council, in association with the medical schools, take urgent steps to secure 
radical change in view of the currently inappropriate balance of training 
for those who will have responsibility for meeting the community's medical 
care needs. As a minimum, we propose that medical students be introduced 
to the concept of general practice in their pre-clinical years, that a chair of 
general practice be established in each medical school and occupied by a 
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family doctor in active practice, that part of each clinical year's training he 
conducted by general practitioners and that general practice be reflected in 
the content of the final examination and in the recognised options for the 
pre-registration year. 

4.11 We recognise that there are immense pressures on the content of the 
undergraduate curriculum, reflecting the pace of development in understand
ing, skills and technology related to medical care. These pressures have largely 
been accommodated by adding requirements and topics to an already intense 
academic programme. The achievement of the essential place of general 
practice and primary health care in the curriculum will require a fundamental 
review of the appropriateness of the general objectives and approach of existing 
arrangements. In particular the emphasis on the acquisition of factual material 
where recall is the object of assessment may be less effective than an approach 
which is problem-based and which emphasises self-directed learning. Learning 
to solve problems appears to be a more secure basis for subsequent professional practice 
than the passive acquisition of facts P Metcalfe has characterised the inductive 
model of problem solving which dominates present undergraduate training as 
follows: 

"the learning materials are passive: microscope slides, specimens in jars, 
laboratory equipment and cadavers . . . All the learning is in 'high 
certainty' areas: laboratories, the postmortem room (which has always 
been known as the 'department of ultimate investigation') and in-patient 
wards. The learning is almost entirely in the doctor-controlled 
environment".14 

By contrast, he characterises the practice of clinical medicine thus: 

"we work in a high degree of uncertainty; certainly in primary care things 
are not cut and dried and one cannot always do a biopsy to prove a point. 
We are working with patients, not on patients, in a patient-controlled 
environment . . . We are working in a role that requires enormous 
flexibility and a very considerable amount of humility".15 

A reorientation of the learning process could be accommodated by a reduced 
emphasis on factual recall, which may be outmoded by the increasing avail
ability to doctors of computer-based diagnostic aids. These are not subject to 
memory lapse and enable information to be automatically up-dated and 
presented in a useful format.16 Accordingly, a greater emphasis on how to use 
such information rather than on its acquisition by rote would represent a more 
effective preparation for future practice. 

4.12 In the context of a problem-solving approach to medical education, we 
recommend that extensive use be made of opportunities for inter-professional 
learning whereby the contributions of various professions and disciplines to 
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typical problems are recognised and explored. We have outlined in Chapter 
3 the constraints which operate in the area of multidisciplinary health care 
which is, nevertheless, often required to provide a satisfactory response to 
patients' needs. Many of the obstacles to effective collaboration in patient care 
are based upon antipathy or suspicion born of ignorance. Opportunities to 
develop an insight into the orientation and methods of working of, say, public 
health nurses and social workers, should be provided by including shared 
learning with students of those disciplines in the medical undergraduate 
curriculum. Limited efforts to provide this experience are already being made 
in this country and their scope could be greatly increased in the context of a 
fundamental review of the type we propose. 

Vocational Training for General Practice 

4.13 The basic aim of the undergraduate medical curriculum is to provide 
a foundation upon which specific professional training can be implemented 
while stimulating in students a life-long interest in and commitment to further 
study. With the expansion in medical science and skills and the growing 
complexity of the health care system, a highly sophisticated division of labour 
within the medical profession has emerged in recent years. At international 
level, recognition has been given to a large number of specialties and sub
specialties, each with its distinctive skills and knowledge base and each 
requiring specialised training. The format of this training and the framework 
within which it is carried out vary from country to country with differing 
institutional arrangements. 

4.14 In the Irish context the arrangements for training in each specialty are 
primarily matters for the relevant professional body or Royal College which 
is also responsible for approving posts for recognition as training posts. 
Professional training is generally composed of a mixture of academic training 
and assessment and in-service, experiential learning. The majority of those in 
training for the specialties are employed in training posts which are funded 
from public funds. The control of the number of posts is therefore largely a 
matter for the public authorities. An important influence on the number of 
such posts is the availability of consultant grade appointments in each spe
cialty, the regulation of the numbers and qualifications for which are statutory 
functions of Comhairle na nOspideal insofar as hospital appointments are 
concerned. The many organisations engaged in the provision and support of 
professional training are brought together under the aegis of the Postgraduate 
Medical and Dental Board which has a statutory obligation to co-ordinate 
and promote effective postgraduate education, including professional training. 

4.15 As noted earlier, full registration in the Medical Register was formerly 
regarded as a sufficient qualification to engage in independent general practice. 
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This is still legally the position, but there is virtually universal acceptance 
that such preparation would be quite inadequate. With regard to the General 
Medical Service, entrants are now required to have two years experience 
subsequent to full registration in the Medical Register. The required 
experience must include six months experience in full-time general practice 
and periods of six months hospital experience in each of any three of a specified 
list of specialties. 

4.16 Even in situations where substantial changes have occurred in the 
undergraduate medical curriculum it is generally accepted that basic medical 
training is an inadequate preparation for independent practice. This has led 
to the development of specific vocational training schemes for general practice, 
which are comparable to schemes of general professional training which apply 
in the case of hospital-based specialties. The objectives of vocational training 
for general practice have been outlined in a Resolution of the Committee of 
Ministers of the Council of Europe as follows: 

"At the conclusion of the programme of specific training, the doctor 
should be able to demonstrate: 

1. that he has sufficient knowledge of disease processes, particularly of 
common diseases, chronic diseases and those which endanger life or 
have serious complications or consequences; 

2. that he understands the opportunities, methods and limitations of 
prevention, early diagnosis, management and health care 
maintenance in the setting of general practice; 

3. his understanding of the way in which interpersonal relationships 
within the family can cause health problems or alter their presenta
tion, course and management, just as illness can influence family 
relationships; 

4. an understanding of the social and environmental circumstances of 
his patients and how they may affect a relationship between health 
and illness; 

5. his knowledge and appropriate use of the wide range of interventions 
available to him; 

6. that he understands the ethics of his profession and their importance 
for the patient; 

7. that he understands the basic methods of research as applied to 
general practice; 

8. that he can relate the problems of health care to the physical, 
psychological and social development of the individual and his family; 

9. an understanding of medico-social legislation and the impact of this 
on his patient and on the community; 

84 



10. how to form diagnoses which take account of physical, psychological 
and social factors; 

11. that he can apply epidemiology and probability to his everyday work; 
12. use of the factor " t ime" as a diagnostic, therapeutic and organisa

tional tool; 
13. that he can identify persons at risk and take appropriate action; 
14. that he can make relevant initial decisions about every problem 

presented to him as a doctor; 
15. the capacity to co-operate with medical and non-medical 

professionals; 
16. knowledge and appropriate use of the skills of practice management; 
17. a capacity for empathy and for forming a specific and effective 

relationship with patients and for developing a degree of self-
understanding; 

18. that his appreciation of the patient as a unique individual modifies 
the ways in which he elicits information and makes hypotheses about 
the nature of his problems and their management; 

19. a willingness to help the patient to solve his problems when this is 
appropriate; 

20. a readiness to make a professional contribution to the wider 
community; 

21. that he is willing and able to evaluate critically his own work; 
22. a willingness to take part in continuing education and critical reading 

of medical information". 

4.17 The Consultative Council on General Practice recommended that a 
three year programme of vocational training should be introduced in Ireland. 
The training programme would comprise two years in hospital posts and one 
year in a training practice or eighteen months in each.17 Vocational training 
schemes have been developed under the aegis of the Institute of General 
Practice which is the body recognised by the Postgraduate Medical and Dental 
Board as having responsibility for the development of professional training in 
general practice. There are currently five training schemes recognised by the 
Institute and approved by the Board. These are in Dublin, Cork, Galway, 
Sligo and Letterkenny. Each training scheme operates under a regional 
committee whose members represent the various interests engaged in the 
provision of training and representatives of the practising profession. Trainees 
engaged in these schemes hold hospital posts in the specialties recognised by 
the Institute as being of particular relevance to general practice. Such posts 
form part of rotational arrangements, such that trainees pass from one such 
post to the other subject to satisfactory progress being achieved. The posts in 
question are also required to be recognised as training posts for the purpose 
of general professional training in the specialty concerned. During the period 
of hospital training, trainees participate in a programme of half-day release 
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seminars organised by the regional committee which are designed to enable 
them to relate their experience in hospital to the requirements of general 
practice and to develop other relevant skills. Specific learning objectives for 
trainees have been specified in respect of the key hospital specialties with 
which they are involved.18 These specific objectives complement the general 
emphasis in vocational training on attitudes and skills, rather than clinical 
knowledge.19 With the exception of Galway where the first and final six month 
periods are spent in general practice, trainees complete two years in hospital 
posts before entering into a general practice as a trainee. 

Evaluation 

4.18 Regional committees and the Institute must be in a position to assess 
the effectiveness of the vocational training schemes in operation and to ensure 
that all trainers meet the requirements. A survey of doctors who had completed 
vocational training schemes in Ireland indicated that compliance with all of 
these requirements may be questionable at present since of thirty two respond
ents, sixteen had worked in training practices which did not have a practice 
library even though this is required by the Institute.20 That survey indicated 
a generally high level of satisfaction with the vocational training schemes on 
the part of graduates, who had been generally quite successful in securing 
suitable general practice posts subsequently. 

4.19 Practices which may accept trainees are selected by the Regional 
Committee on the basis of the known characteristics of the principal(s) as 
regards experience, attitudes, and practice organisation. Trainers are required 
to attend seminars to prepare them for their role and to assess their perform
ance as trainers. They are required to exercise close supervision of the trainee, 
in particular during the initial period of the practice year. They are expected 
to discuss with the trainee on a regular basis his performance in the practice 
and aspects of good general practice such as communication, practice man
agement etc. During this practice year, trainees attend weekly seminars on a 
day-release basis, organised by the Regional Committees. This supplementary 
training may take the form of visits to ancillary community services or to 
hospital departments which were not included in the hospital-based period of 
training. 

4.20 The most appropriate form of evaluation is to examine the impact of 
vocational training on doctors' subsequent behaviour. Little published eval
uation of this kind is available in relation to vocational training. Freeman and 
Byrne21 found in evaluation of training programmes in Britain that improve
ments in clinical factual recall and problem-solving skills in patient manage
ment were demonstrated by trainees. The extent to which such differences 
persist over time has not been demonstrated. Cartwright and Anderson22 
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found no significant differences between general practitioners who had under
gone vocational training and other doctors in their reported attitudes or 
practice characteristics. However, patients reported doctors with vocational 
training as being easier to talk to and better about visiting when asked than 
other doctors and these are important qualities in general practice. However, 
these differences did not apply to doctors who had had self-structured voca
tional training, that is hospital training arranged by themselves followed by 
a year in a training practice. There were, however, very significant differences 
in attitude and in practice characteristics between vocational trainers and 
other doctors, but former trainees did not necessarily share the trainers' 
characteristics. 

Expansion of Vocational Training — Manpower Requirements in Gen
eral Practice 

4.21 At present, the approved vocational training schemes in Ireland have 
provision for recruiting twenty eight trainees annually. The question arises as 
to whether and to what extent vocational training schemes should be 
expanded. The Postgraduate Board have estimated that approximately fifty 
new entrants to general practice are capable of being absorbed annually in 
Ireland. This takes account of retirements as well as population changes. A 
detailed manpower planning exercise for general practice would require, in 
addition to knowledge of the age structure and population movements, the 
making of assumptions about the role and duties of general practitioners in 
the future, on the lines discussed in the last Chapter. The extent to which the 
role of general practitioners is expanded over their present one, the extent to 
which ancillary staff are employed or attached to general practices and the 
extent to which community care assumes the role of treatment and care for 
those who may now be allocated to the hospital sector will all determine the 
size of the population for which one general practitioner may be reasonably 
expected to be responsible. 

4.22 The future manpower situation in general practice may be significantly 
determined by the production of medical graduates in recent years, relative to 
employment opportunities in Ireland and traditional overseas outlets. Output 
of graduates for the next seven years at least will exceed projected vacancies, 
including replacement of the present general practitioner stock, by eighty to 
one hundred and twenty doctors per year. In the absence of opportunities 
abroad most of the surplus may be expected to seek entry into general practice, 
as principals or assistants. On present arrangements, such general prac
titioners would be entitled to a General Medical Services contract on comple
tion of five years in a particular location. 

4.23 There are currently over 300 doctors in private practice awaiting entry 
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to the Scheme. If present arrangements continue it is estimated that there could be 2,100 
doctors in the Scheme by 1991, an increase of 50%. The supply of doctors is an 
important determinant of expenditure since, uniquely, they have the capacity 
to generate demand for their services. In the context of existing arrangements, 
increased numbers of general practitioner consultations would be associated 
with substantial additional expenditure on prescribed drugs. In view of the 
expenditure constraints which apply to the health services, the management side 
consider that an open-ended commitment to future entry to the General Medical Service is 
not tenable and this is especially the case in the face of present manpower projections. For 
that reason management feel strongly that it may be necessary to restrict entry 
to the General Medical Service to vacancies deemed to exist by the health 
boards in order to provide a reasonable choice of doctor for eligible patients. 
This option would reduce the projected 1991 total of doctors in the General 
Medical Service. However, that number would still be greater than present 
levels and the options for methods of payment discussed in Chapter 6 must be 
considered with regard to their sensitivity to different manpower levels from 
the point of view of total cost. 

4.24 It follows that irrespective of the precise number of general practitioners 
held to be necessary in the context of future health care policy, that number 
will be substantially less than the shortfall between projected vacancies in the 
hospital-based specialties and the current level of output of medical graduates. 
Accordingly, we recommend that steps be taken as a matter of urgency to 
reduce substantially the annual intake of Irish students to medical schools. 
While the effect of such reductions will not be felt in the labour market for 
some years, further delay will exacerbate an already serious problem. 

4.25 On the basis of the existing estimate of requirements, the Institute of 
General Practice have indicated that they would envisage the expansion of 
vocational training schemes to produce forty five general practitioners 
annually or 80% of the requirement. The Postgraduate Board have also 
recommended that such schemes be expanded. A number of issues arise from 
this. The major constraints on the expansion of such schemes are the availa
bility of recognised hospital posts and the availability of suitable practices for 
the training year. In addition, the overall structure for the control, develop
ment and evaluation of such schemes, at regional and national level is at an 
early stage of development and very significant expansion of the numbers in 
training could pose very considerable problems for the future management of 
the schemes. 

4.26 On the other hand, if vocational training is held to be desirable or even 
essential for modern general practice the question is not whether such schemes 
can be expanded but how they can be expanded. Vocational training is now 
required of all general practitioners in Britain who seek to become principals in the 
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National Health Service.23 There is a proposal for a European Economic Com
munity directive which would require that each member state would ensure 
that all doctors entering practice under social security systems, (equivalent to 
the General Medical Service) by 1990 would have had two years of vocational 
training. At present, many Irish doctors undergo vocational training in 
Britain. The formal professional qualification available to trainees, both in 
Britain and Ireland, is membership of the Royal College of General Prac
titioners. The extent to which training in Britain and the orientation of that 
latter qualification are appropriate to Irish conditions have been the subject 
of much discussion. It is obviously desirable that standard vocational training 
for Irish doctors should be orientated to Irish conditions. 

4.27 One possible means of increasing the numbers receiving training would 
be to permit, as in Britain, self-structured training wherein the trainee arranges 
his or her own hospital training without membership of any particular training 
programme and subsequently enters a recognised training practice for a year. 
While this has many attractions in the short term, it is open to a number of 
objections. First, such trainees would not have the experience of supervision 
and training during their hospital years geared towards relating their 
experiences to general practice. The significant difference in orientation and 
attitude between hospital and community practice has already been noted. 
Second, such evaluation as is available would suggest that the results of self-
structured and integrated programmes may not be equivalent. Third, the 
crucial variable in the success of vocational training is the choice of trainer. In 
a situation of shortage of suitable training practices it may not be possible to 
secure additional training places for doctors. The burden of training on the 
trainer in the case of trainees coming from self-selected hospital posts would 
be even greater. If such training practices can be found it would seem 
preferable to employ them in standard integrated programmes rather than 
adopting alternative training strategies. Fourth, some limits would have to be 
placed on the numbers who could enter into training schemes in any one year, 
as part of a prudent approach to manpower planning as well as on grounds of 
cost. This is a further argument in favour of developing an integrated, overall 
programme of development for vocational training. 

4.28 The question of self-structured training programmes also arises in the 
context of the desire by young doctors to enter general practice having initially 
begun general professional training in another specialty, or having sought 
hospital appointments as a means of gaining experience prior to selecting a 
specialty. It is reasonable that there should be some flexibility in the structure 
of postgraduate training such that a change of career choice is possible. 
Improved career guidance for medical students, such as is being encouraged 
by the Postgraduate Board, should minimise the extent of changes. However, 
vocational training for general practice should make some allowance for those 
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who may have begun hospital appointments without opting to join a training 
programme. Special arrangements might be made for such trainees without 
undermining the principle that full integrated training programmes should be the 
norm for entry to general practice, as it is for the other specialties. The maintenance 
and expansion of existing training programmes depend on the continued 
availability of designated hospital posts and continued participation of train
ers. Payment of trainers may be important in this regard, but a role by trainers 
in the selection of the individual trainees for their practices may also encourage 
more doctors to participate. 

Funding of Vocational Training 

4.29 The Consultative Council recommended that the general practice train
ing year should be spent in an efficient, well-equipped and properly organised 
practice. It was recommended that: 

"they would be expected to take part in the normal work of the practice 
but the members of the practice should recognise that they are trainees 
and that their training needs must receive priority".24 

In particular, the Consultative Council stated that: 

"care would have to be taken that vocational trainees would not be 
exploited and merely regarded as an extra pair of hands in the practice 
by being used to relieve the principal of the more tedious daily tasks".25 

4.30 In accordance with the recommendations of the Consultative Council, 
trainees in their practice year are paid by the relevant health board on the 
hospital registrar scale. In addition, health boards meet the bulk of the cost of 
organising vocational training schemes, including the salary and expenses of 
the course organiser in each region. The Consultative Council recommended 
that the trainer in the practice year should not be paid, in view of the value to 
the practice of the services provided by the trainee. However, the Institute of 
General Practice and the Postgraduate Board have both subsequently rec
ommended that trainers should receive payment. It is argued that the services 
provided by trainees to the practice are limited while a considerable amount 
of the time of the principal is consumed in supervising the trainee and 
discussing his performance with him, especially in the early part of the year. 
Furthermore, considerable preparation is necessary before the trainee arrives 
in the practice and trainers are also expected to attend seminars and review 
sessions to improve their ability as trainers. Furthermore, it is argued that in 
the absence of any form of payment for trainers, it may prove difficult for 
regional committees to ensure that all of the requirements for training practices 
are met, since it is difficult to discipline trainers who fail to meet the require
ments of a scheme where their participation is purely voluntary. 
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4.31 Remuneration for trainers, if provided, should be intended to compen
sate practitioners for the time, effort and possible expense which they incur in 
meeting the requirements of vocational training schemes. Remuneration 
should not be seen as a financial inducement to doctors to become trainers, 
since the primary motivation of trainers should be the nurturing of future 
general practitioners and the development of their own skills and self-aware
ness. Given the desirability of effective vocational training as a preparation for 
general practice we believe that trainers should receive a remuneration on 
the basis outlined above. The question then arises as to whether the cost of 
this remuneration should be borne by the State or by the profession as a 
whole. 

4.32 The extent of the financial commitment of health boards to vocational 
training is already very significant. The question of the justification for any 
increase in State funding for these schemes, either through their expansion or 
through the payment of trainers, must be seriously addressed. We believe that 
this issue must be considered in the context of public policy towards education and training 
in the medical professional generally. However, the adoption of this approach has 
given rise to two views within the Working Party. The majority view sees 
vocational training as comparable to the professional training provided within 
the other, mainly hospital-based, medical specialties. The cost of professional 
training in the other specialties is met entirely by the State through the 
payment of salaries to doctors in training posts (senior house officers, registrars 
and senior registrars) in the hospital service and through requiring consultants 
as part of their contract, to accept responsibility for clinical training in their 
field. The extent of the commitment of consultants to professional training is 
reflected in the regulation of the numbers of consultant posts, in their remu
neration and in the general support services available to them in hospitals. 
This expenditure is justified by the over-riding concern of public policy with 
securing high standards of clinical practice, which may be difficult to verify 
externally, and by the dominant role of experiential learning and thus provision 
of service which characterises professional training. The application of these 
well-established principles to training for general practice, in the view of the 
majority of the Working Party, warrants public expenditure on the salaries of 
trainees in their hospital posts and in the practice year also. 

4.33 Payment of trainers who, exceptionally, undertake a teaching role in 
general practice would also appear to be justified. It is recognised that trainees 
in their practice year may make a significant contribution, directly or 
indirectly, to their trainer's private practice. In general, however, this will be 
very slight. In the hospital specialties the extent of the involvement of non-
consultant hospital doctors in the care of public patients for whom consultants 
are clinically responsible also enables private practice to be carried on on 
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well-established lines. Furthermore, the State has an active interest in the 
quality and economy of care afforded to private patients, in view of the 
Exchequer's commitment to the generated costs of prescribing and hospital 
referrals. It is estimated that the average general practitioner in private 
practice generates an annual Exchequer expenditure on drugs of £8,500 
(through the Drugs Refund Scheme and the Long-Term Illness Scheme). In 
addition private patients account for about 40% of referrals of adults for in
patient treatment and nearly half of referrals to out-patient departments, 
including referrals for specific investigations. Hospital treatment is available 
free of charge to the entire population (excluding consultants' fees). Over a 
typical career of 40 years, a general practitioner's pattern of behaviour in 
private practice will therefore generate a very large bill for the State. The 
majority therefore see expenditure on training of general practitioners as a 
key investment in the quality and efficiency of the health care system as a 
whole, where costs should be readily recouped through more economic prac
tice. The source of additional funds in the short term for education and 
training is discussed in Chapter 6. 

4.34 However, an alternative view is held by a minority of the Working Party. They 
consider that Excehequer funding of vocational education and training for 
general practitioners and the substantial increase in it implied in paragraph 
4.26 are wrong in principle. They accept the need for vocational education 
and training for the reasons outlined in the Chapter though the extent of such 
education and training would, of course, depend on the extent to which 
undergraduate education changes. They also accept that specific qualifications 
should be a pre-requisite for entry into the General Medical Service. It does 
not follow in their view, however, that the State should foot the bill. They 
consider that those who would benefit from the type of education and training 
proposed are a highly privileged group: each will have received the highest 
rate of State subsidy for third level education and they are well on the way to 
an occupation yielding substantial income. Most taxpayers would not see that 
an argument for further State subvention at the post graduate stage could be 
sustained. The already very significant financial commitment of health boards 
to vocational training is in itself open to substantial criticism. They consider 
that it should be a matter for those entering general practice to arrange 
through their professional bodies for whatever experiential or other training 
is set down as being required for entry to the General Medical Service. Other 
professionals such as architects, barristers and engineers who are equally vital 
to the provision of State services and who often earn more of their income 
from State services than do doctors, make their own arrangements for on-
the-job postgraduate training without any State involvement, financial or 
otherwise. 

4.35 The minority view also questions the practical implications of the 
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arrangements for vocational training described in this Chapter. These arrange
ments involve paying a trainee at an unwarrantedly high level for work already 
being paid for out of State funds by way of fees for the treatment of General 
Medical Service patients. Private patients benefit at least equally from the 
presence of the trainee and the payment to him could well be regarded as 
subvention for private patients. If the trainer were also to paid by the State 
then the situation of multiple payments connected with the treatment of 
General Medical Service patients becomes even more acute and the unac
ceptable subsidy of private patients more obvious. They consider that the 
contention in paragraph 4.32 that support of a trainee in general practitioner 
practice is no different from a doctor being trained in hospital specialties is 
not valid. During hospital training the trainees are paid for performing specific 
duties assigned to them in connection with the care of public patients. 

4.36 The basic difference between the members of the Working Party relates 
to the source of funding for the development of vocational training which all 
consider to be necessary. There is a third option, in addition to State funding 
or a total absence of State participation in payment for professional training. 
This would be for an agreed financial involvement by the State and the 
profession which would reflect the actual costs and benefits to a training 
practice from the involvement of a trainee. The latter would require an 
objective examination of the workload of trainers or trainees and the impli
cations for private and General Medical Service practice. The provision of 
resources which might be required as a result of such agreement could be 
sought from the reductions in expenditure on drugs within the Scheme, and 
the apportionment of these savings between the Exchequer and the profession, 
as discussed in Chapter 6. 

Continuing Education in General Practice 

4.37 Continuing education has been defined as: 

"the training that an individual health professional undertakes after the 
end of basic professional education—or of any additional education for a 
career as a generalist or specialist to improve competence as a practitioner 
and not with a view to gaining a new qualifying diploma or licence".26 

Reference has already been made to the speed with which developments in 
medical science and practice have occured in recent years. In general practice 
the development of new drug therapies and the continuing changes in the 
health care environment clearly indicate the need for continuing education in 
this specialty. The foundations of continuing education are laid in the years 
of basic training, where a personal commitment to life-long learning and the 
intellectual apparatus to absorb and evaluate information must be acquired. 
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The World Health Organisation has made the point very clearly: 

"professional obsolence is inevitable unless physicians make a personal 
commitment to learning and are provided with opportunities to fulfil that 
commitment. Continuing medical education is essential in every country 
if maximum benefit is to be obtained from the initial basic education of 
physicians".27 

4.38 Continuing education is a process which includes not only formal 
courses, conferences and seminars but also independent learning in a variety 
of settings. The latter depend upon the initiative of the individual doctor who, 
through reading, contact with colleagues and discussions with other health 
care professionals can ensure the continued effectiveness of his services. The 
more traditional forms of continuing education have been subject to criticism 
due to the fact that they often fail to attract the interest of practising general 
practitioners while the objective sought from the training efforts are often 
vague, with consequently little prospect of evaluation as to their effectiveness. 
In Britain, the Royal Commission on Medical Education recommended that 
doctors should be in a position to choose the forms of continuing education 
which meet their own needs. They recommended in particular that general 
practitioners should have the opportunity to hold part-time hospital appoint
ments to improve their clinical competence and experience and that continuing 
education in pharmacology and therapeutics were particularly important for 
all doctors. 

4.39 In Ireland, programmes of continuing education are organised, for 
general practitioners as for others, by the professional organisations in asso
ciation with hospital authorities, universities and the statutory authorities. 
Overall responsibility for promoting and developing continuing education is 
the statutory responsibility of the Postgraduate Medical and Dental Board. 
Local medical clubs and societies are an important element in the system of 
provision. The Consultative Council on General Practice recommended that 
continuing education for general practitioners should receive priority attention 
in view of the number of Irish general practitioners who work in isolation 
from their colleagues. Previous generations of general practitioners did not 
have the opportunity to benefit from vocational training and the Council felt 
that this was an additional reason for promoting continuing education. The 
Council recommended that an organised programme of continuing education 
be developed which would provide "the sort of stimulus that sharpens the 
intellect, excites the curiosity and makes general practice a challenge".28 The 
Council also recommended that, in order to encourage as many general 
practitioners as possible to participate in the more formal elements of contin
uing education, general practitioners should receive payment for the cost of 
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having a locum and should receive a subsistence allowance for the fortnight 
of postgraduate training in which it was recommended each general prac
titioner should participate per year. The Council also recommended that 
postgraduate medical centres should be developed in appropriate centres as 
a focus for educational activity, formal and informal. 

4.40 The scope for continuing education in general practice is enormous. At 
present, in addition to the expanding programme of lectures and seminars 
organised by medical societies etc., a number of postgraduate centres have 
been established under the aegis of the Postgraduate Board. Particular efforts 
for education of general practitioners have been instituted by bodies such as 
the General Medical Services (Payments) Board in advising doctors of the 
comparative cost of drugs, as recommended by the Working Party on Pre
scribing and Dispensing in the General Medical Services. However, the 
dominant role in funding formal programmes of continuing education cur
rently lies with the drug industry through their sponsorship and advertising 
activities. It is obviously desirable that this source of funding should not 
influence the content of such events or the subsequent behaviour of doctors. 
In promoting programmes of continuing education, the responsible bodies 
should employ educational technology to the full in ensuring that the objectives 
of each educational effort are met. These objectives should be derived from 
their own definition of their tasks and responsibilities by general practitioners 
in an expanding primary care system, as discussed in previous Chapters. The 
extent to which the objectives for these initiatives are met should be subject to 
regular evaluation.29 It is important that general practitioners themselves 
should be heavily involved in the organisation, planning and conducting of 
the more formal elements of continuing education since, as McCormick30 

points out, their concerns and insights are likely to be quite different to those 
of hospital specialists and more in tune with the needs and interests of their 
colleagues. 

4.41 The question of payment for attendance at formal sessions of continuing 
education has been raised on a number of occasions in recent years. Payment 
cannot of itself be seen as an inducement to attendance of such sessions since, 
even if this were successful, it would be unlikely to secure motivation for 
general practitioners to benefit from the training sessions. Rather, any such 
payment would be in the form of a compensation for possible loss of earnings 
and for expenses in attendance at such sessions. For doctors participating in 
the General Medical Service such remuneration poses particular problems 
since their present method of payment which confers an independent contrac
tual status is unlike the status of employees of health authorities who are 
currently able to avail themselves of study leave facilities and to receive 
expenses towards the cost of approved courses. The question of facilitating 
general practitioners in the General Medical Service through compensating 
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them for the cost of attendance at continuing education sessions cannot be 
isolated from the more general question of the payment and basis of employ
ment of general practitioners. The method of such remuneration or compen
sation does not, however, necessarily determine the source of the funding to 
be provided for continuing education. The costs of meeting such expenses 
which are attributable to participation in the General Medical Service could 
be provided by the actions of doctors themselves in reducing drug costs, as 
discussed in Chapter 6. 

4.42 In any event, the most appropriate format of continuing education may 
be such that the cost to participants may be slight. The most effective form of 
continuing education for general practitioners is medical audit which has been 
defined as "a study of some part of the structure, process and outcome of 
medical care, carried out by those personally engaged in the activity concerned, 
to measure whether set objectives have been attained and thus assess the 
quality of care delivered".31 Audit in general practice is dependent upon the 
availability of adequate records of practice activity and willingness to discuss 
these with colleagues. In Britain, the Royal College of General Practitioners 
and the British Medical Association have recommended that medical audit be 
developed in each district, each of which would have a general practitioner 
appointed to take responsibility for promoting audit. A plan for the involve
ment of increasing numbers of general practitioners in audit activities is in the 
process of formulation at national level there. 

4.43 In Ireland, a pilot scheme for continuing education of general prac
titioners based on the principles and characteristics of practice audit has been 
funded by the Postgraduate Board and is being carried out in the West Cork 
area. The pilot scheme commenced in 1981 and proved to be highly successful. 
Over 80% of the general practitioners in the area agreed to join in small group 
activity and a high level of attendance at monthly discussions has been 
achieved. A variety of methods were employed to promote analysis and 
discussion of topics of concern to the participants and the indications are that 
the scheme has been greatly appreciated by the many doctors who have 
participated. This type of arrangement has the benefit of combining the 
discipline of formal and regular sessions with the benefits of learner-orientated, 
informal discussion. The characteristics of such groups would correspond to 
the desired features of continuing education for general practitioners which 
have been highlighted by a variety of expert bodies, including the Standing 
Committee of Doctors of the European Economic Communities in their 
Declaration on Continuing Medical Education passed at a plenary assembly 
in Dublin in November, 1982. The Postgraduate Board are continuing to fund 
this scheme until 1985 while a second programme has been initiated in 
Waterford, with a third to be funded at a location yet to be decided. We 
recommend that this mode of provision of continuing education he developed 
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and expanded to the point where all doctors who are able and willing to 
participate have the opportunity to do so. 

4.44 Within the context of structured programmes of continuing education, 
we believe that particular emphasis should be placed upon learning to work 
with other professions and disciplines in the interest of more effective patient 
care. The difficulties of attaining the ideal of team work in primary health 
care were discussed in Chapter 3. We have already adverted to the importance 
of including preparation for this function in undergraduate training but this 
area is of equal importance for continuing education programmes. It has been 
suggested that the purpose of such interprofessional programmes should be 
for each profession to become more aware of the differing concepts they use 
and to develop such mutual awareness through discussions.32 The orientation 
of such efforts should be particularly responsive to the felt needs of doctors 
and other professionals who are consciously attempting to develop a team 
approach and who experience difficulties which may not be shared by their 
professional colleagues.33 Specific support or counselling services to those 
involved in innovative patterns of work may be particularly valuable forms of 
continuing education, whether they take the form of regular workshops for 
participants34 or group counselling by social or organisational psychologists as 
has developed in Holland.35 

Conclusion 

4.45 We believe that the distinctive contribution of general practice to health 
care is of such importance that education and training for its practitioners 
must receive at least the same attention and support as that for other medical 
specialties. Its particular perspective is of such importance for the effectiveness 
of patient care that all medical students should have the opportunity to 
experience it at first hand, irrespective of the choice of subsequent career. The 
proposals we have made for basic, vocational and continuing education are 
designed to provide a framework within which general practitioners can equip 
themselves to meet the real and complex needs of their patients. 
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Chapter 5 

Prescribing and Drug Costs 

Introduction 

5.1 The cost of prescribed drugs accounts for the majority of expenditure on 
the General Medical Service. In 1982, the total cost of medicines was £57.5 
million or nearly 2.5 times the amount paid in fees to doctors. Almost three-
quarters of the cost of drugs was accounted for by the ingredient cost with the 
balance due to pharmacists' fees and a small amount paid in Value Added 
Tax. 

5.2 On average, every patient on the panels of fee-paid doctors received 
more than five prescriptions in 1982, with almost eight out often consultations 
resulting in a prescription. These prescriptions contained 2.09 items on 
average, producing a total of 11.31 items per patient per year. When account 
is taken only of those patients who were actually seen at least once during the 
year, the items prescribed per patient increased to 12.24 items. The total cost 
of drugs prescribed by each participating doctor in 1982 was, on average, 
£40,000. 

5.3 While there has been a constant relationship between consultations and 
prescribing in the General Medical Service since its inception, the increase in 
the visiting rate, from 5.27 to 6.01 between 1973 and 1982, has been associated 
with an increase in the number of items prescribed per patient from 9.2 to 
11.31. A small increase in the average number of items per prescription, from 
1.99 to 2.09, also contributed to this increase. This increase in the volume of 
prescribing resulted in an increase of almost £9 million in ingredient cost alone 
at 1982 prices. 

Trends in Prescribing 

5.4 There have been significant changes in certain aspects of dominant 
prescribing patterns over the course of the Scheme. These are indicated by the 
composition of the thirty most frequently prescribed items in the Scheme. 
These items are shown in Table 1. The changes in this list reflect the impact 
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of the introduction of new products in recent years, as well as a consensus of 
the undesirability of prescribing certain drugs, such as barbiturates. 

5.5 An alternative way of considering changes in prescribing is to examine 
the therapeutic classification of drugs and to identify those which have 
increased or decreased significantly, i.e. by 25% or more. This is shown in 
Tables 2A and 2B. As can be seen, the greatest increase occurred in the 
prescribing of coronary vasodilators and the greatest decrease in extempora
neous preparations. 

5.6 When account is taken of the cost of drugs, rather than the frequency of 
their prescribing, a similar rank ordering emerges, as shown in Tables 3A and 
3B. The total ingredient cost of drugs increased by 206% between 1977 and 
1982. Coronary vasodilators had the highest rate of increase in cost, while the 
cost of lipid and fat metabolism drugs declined by 15%. Over the same period, 
the average ingredient cost of a prescription increased by 138%, reflecting the 
impact of price increases and increases in the average quantity of drugs 
prescribed on each occasion. 

Influences on Prescribing 

5.7 The high level of drug consumption in most Western countries is a cause 
of concern because of: 

(a) the risk of iatrogenic disease, including that due to drug inter-actions; 

(b) the risk of physical or psychological dependence; 

(c) the cost to funding agencies. 

The number of prescription items per patient per year in the member States 
of the European Economic Community in selected years is shown in Table 4. 

5.8 Consumption of drugs in Ireland has been found to be positively asso
ciated with increasing age and to be significantly higher among females than 
males.1,2 Corrigan and O'Byrne found that, within each age and social class 
group in Ireland medical card patients were more likely to be prescribed drugs 
and to be prescribed more than one item. Of the total population, 20% 
claimed to be currently taking drugs and the proportion increased with age 
and declining socio-economic group. They found that across all age groups, 
General Medical Service patients were twice as likely as others to be taking 
prescribed medications.3 Analysis of survey results for the Working Party by 
Professor Brendan Whelan showed that elderly people and their spouses 
covered by medical cards were more likely (64%) than other elderly persons 
(46%) to have recently taken medicines. Concern at the effects of inappropriate 
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TABLE 1 

The most commonly prescribed drugs in the General Medical Service listed below in order of 
their prescribing frequency. 

Ampicillin 
Diazepam 
Tetracycline 
Diphenhydramine 
Digoxin 
Nitrazepam 
Aluminium Hydroxide 
Methyldopa 
Trimethoprim 
Barbiturates 
Paracetamol 
Chlordiazepoxide 
Triprolidine 
Rauwolfia 
Amitriptyline 
Phenylbutazone 
Betamethasone 
Penicillin 
Theophylline 
Frusemide 
Amoxycillin 
Norethisterone 
Indomethacin 
Acetylsalicylic Acid 
Dextropropoxephene 
Mefenamic Acid 
Salbutamol 
Erythromycin 
Potassium Chloride 
Metoclopramide 
Co-Trimoxazole 
Oestrogen/Progestogen Combinations 
Bendrofluaxide 
Hydrochlorothiazide 
Flurazepam 
Ibuprofen 
Propranolol 
Chlorthalidone 
Aminophylline 
Prednisolone 

7973/74 

1 
2 
3 
4 
5 
6 
7 
8 
9 

10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 

— 
— 
— 
— 
— 
— 
— 
— 
— 
— 

1978 

1 
2 

10 
4 
3 
5 

14 
6 

— 
— 
7 

16 
11 
20 
26 

— 
15 
— 
— 
18 
21 

— 
17 
— 
19 
25 
8 
— 

30 
28 
9 

13 
12 
22 
23 
24 
27 
29 
— 
— 

1982 

1 
2 

11 
15 
3 

10 
7 
8 
— 
— 
5 

26 
18 
— 

21 
— 
24 
— 

28 
12 
16 

— 
19 
— 

27 
17 
4 

— 
29 
— 
9 

13 
6 

20 
14 
23 
25 

— 
22 
30 

*1982 figures include compound preparations. These are classified according to their main ingredient. 
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TABLE2A 

Drug Groups which had increased by 25% or more between 1978 and 1982 

Therapeutic Class 

Central Nervous System 
Levodopa Ant -Parkinsonism 

Autonomic Nervous System 
Parasympathomimetics 
Parasympatholytics 
Sympatholytics 

Cardio-Vascular Circulatory System 
Coronary Vasodilators 

Haemopoietic System 
Anti-Neoplasties 
Anticoagulants 
Coagulants 

Metabolism, Nutrition 
and Electrolyte Balance 

Thyroid and Anti-Thyroid Substances 
Drugs affecting Blood Sugar Levels 
Diuretics 

Anti-lnfectives 
Anti-Protozals 
Anti-Fungal Drugs 
Immunological Vaccines and Sera 

Appliances 
Colostomy 

Miscellaneous 
Diagnostic Agents 
Preparations acting locally on Lower Respira

tory Tract 
Heavy Metals and Chelating Agents 

1978 

Actual 
Prescribing 
(Thousands) 

11,321 

17,160 
132,090 
453,504 

104,154 

7,191 
21,756 
7,329 

41,823 
58,111 

641,506 

54,973 
72,351 

1,611 

5,317 

19,103 

45,269 
2,134 

Index 
Number 

100 

100 
100 
100 

100 

100 
100 
100 

100 
100 
100 

100 
100 
100 

100 

100 

100 
100 

1982 

Actual 
Prescribing 
(Thousands) 

16,944 

13,727 
164,807 
580,904 

277,464 

13,939 
34,761 
10,269 

59,078 
80,821 

855,397 

69,078 
99,245 
2,022 

13,374 

26,229 

59,283 
4,488 

Index 
Number 

149.7 

184.9 
124.8 
128.1 

266.4 

193.8 
159.8 
140.1 

141.3 
139.1 
133.3 

125.7 
137.2 
125.5 

251.5 

137.3 

131.0 
210.3 
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TABLE 2B 

Drug Groups which had decreased by 25% or more between 1978 and 1982 

Therapeutic Class 

Hormones: Natural/Synthetic 
Androgens 
Anabolics 

Metabolism, Nutrition 
and Electrolyte Balance 

Lipid and Fat Metabolism Drugs 

Miscellaneous 
Extemporaneous preparations 

1978 

Actual 
Prescribing 
(Thousands) 

2,460 
13,922 

14,680 

27,705 

Index 
Number 

100 
100 

100 

100 

1982 

Actual 
Prescribing 
(Thousands) 

1,549 
10,232 

8,208 

16,793 

Index 
Number 

63.0 
73.5 

55.9 

60.6 
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TABLE3A 

Increases in Total Ingredient Cost — Top Ten Drugs/Medicines 

Therapeutic Class 

Cardio-Vascular 
Circulatory System 

Coronary Vasodilators 

Appliances 
Colostomy 

Haemopoietic System 
Anti-Neoplasties 

Miscellaneous 
Heavy Metal and Chelating Agents 
Immunological Vaccines and Sera 

Autonomic Nervous System 
Parasympathomimetics 

Cardio-Vascular Circulatory 
System 

Antihistamines (Plus Histamine) 

Hormones: Natural/Synthetic 
Pituitary 

Miscellaneous 
Diagnostic Agents 

Haemopoietic System 
Coagulants 

Prescribing 
Frequency 
Increase* 

% 

312 

336 

216 

234 
148 

234 

99 

95 

149 

159 

Total Ingredient Cost 

1977 

£ 

178,331 

57,654 

43,275 

9,316 
1,722 

20,929 

376,665 

32,783 

25,350 

26.642 

1982 

£ 

1,894,580 

448,606 

322,368 

52,405 
9,410 

103,798 

1,822,210 

146,690 

92,347 

95,416 

Total 
Ingredient 

Cost 
Increase* 

% 

1,062 

778 

745 

563 
546 

496 

484 

447 

364 

358 

*As percentages of 1977 Figures. 



TABLE 3B 

Increases in Total Ingredient Cost — Ten Lowest increases 

Therapeutic Class 

Metabolism, Nutrition 
and Electrolyte Balance 

Lipid and Fat Metabolism Drugs 

Appliances 
Dressings 

Haemopoietic System 
Haematinics 

Metabolism Nutrition 
and Electrolyte Balance 

Salts and Ion Exchange Resins 

Anti-lnfectives 
Ectoparasiticides 

Hormones: Natural/Synthetic 
Anabolics 
Oestrogen/Progestogen Combinations 

Central Nervous System 
Stimulants 

Anti-lnfectives 
Anthelmintics and Filaricides 

Hormones: Natural/Synthetic 
Androgens 

Prescribing 
Frequency 
Increase/ 

Decrease* 

% 

53 

91 

78 

103 

88 

73 
102 

85 

83 

63 

Total Ingredient Cost 

1977 

£ 

53,117 

457,769 

320,512 

36,551 

34,102 

57,098 
83,140 

52,843 

33,711 

7,769 

1982 

£ 

45,324 

470,257 

417,480 

53,662 

52,099 

87,180 
128,759 

82,729 

55,462 

13,770 

Total 
Ingredient 

Cost* 

% 

85 

103 

130 

147 

153 

153 
155 

157 

165 

177 

*As percentages of 1977 Figures. 
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TABLE 4 

Pharmaceutical Consumption in E.E.C. Member States, 1973-79 

Belgium 
Denmark 
France 
Germany 
Greece 
Ireland* 
Italy 
Luxembourg 
Netherlands 
United Kingdom 
Northern Ireland (a) 

1973 

— 
— 
— 

11.0 
1.8 
9.2 

14.6 
— 
— 
5.8 
— 

1977 

— 
6.2 
— 
— 
1.8 

10.66 
21.5 
— 
— 
6.5 
8.01 

1979 

— 
6.5 
— 
— 
— 

10.79 
— 
— 
__ 
6.7 
8.2 

Source: O.E.C.D. Expenditure on Health under Economic Constraints (MAS (83) 4). 
Note: (a) Source: Northern Ireland Health and Social Services Agency, Annual Report, 1981. 
*General Medical Service only. 
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prescribing has been summarised by an editorial in the British Medical 
Journal : 

"tranquilisers and hypnotics are prescribed and re-prescribed for patients 
with complaints that should be tackled in other ways; antibiotics are 
widely used in prophylaxis with no sound justification; histamine receptor 
antagonists are given to patients with all sorts of dyspepsia with no real 
attempt at diagnosis; steroid ointments are given to too many patients 
with rashes".4 

Actual iatrogenic disease attributable to prescribed drugs was established in 
one 3-doctor practice in Britain in almost 2% of consultations.5 

5.9 Psychotropic drug prescribing has been of particular concern. In Britain 
there was a marked increase in the level of prescribing of non-barbiturate 
hypnotics, anti-depressants and tranquilisers between 1966 and 1977, with a 
considerable decline in barbiturates.6 This has been accompanied by an 
increase in the proportion of psychotropics prescribed on a long-term repeat 
basis. Parrish found that 5% of patients studied had received such prescrip
tions continuously for 5 years or more. One British study found that 50% of 
psychotropic drugs prescribed in general practice were not correct on phar
macological grounds.7 Corrigan has concluded that the overall consumption 
of hypnotics, sedatives and tranquilisers in Ireland is not abnormally high by 
international standards.8 However, consumption of diazepam and nitrazepam 
in 1977 by General Medical Service patients was found to be two-three times 
higher than the rest of the community, while within the General Medical 
Service patients living in the Eastern Health Board's area had a consumption 
rate of 40-50% higher than in the rest of the country.9 In hospital practice, 
one study of an Irish hospital showed an increase in the level of night sedation 
over a ten year period, associated with the reduction in average duration of 
stay.10 Reductions in prescribing of amphetamines and barbiturates have been 
achieved through voluntary agreement1112 and alternatives to medication 
promoted for those seeking sleeping tablets.13 

Influences on Prescribing 

5.10 The appropriateness of prescribing must be considered in the context 
of the factors which influence prescribing habits. It has been observed that the 
issue of a prescription serves to legitimise the patient's consultation as approp
riate for medical attentioin.14 One commentator has suggested that doctors 
are motivated to prescribe in order to: 

(a) cure or relieve symptoms; 

(b) satisfy the need to help people; 

106 



(c) maintain a relationship; 

(d) help patients to do socially desired things, such as losing weight; 

(e) get rid of troublesome patients.15 

5.11 For prescribing to be rational it has been suggested that the treatment 
should be: effective, with more benefits than risks; appropriate, to the indiv
idual patient at that time; safe and economic.16 Accordingly: 

"to be a responsible prescriber the doctor should have adequate know
ledge about the patient he is treating, the patient's disorder and the 
medicines h^ prescribes. He should also keep adequate records and 
provide adequate instructions to the dispensing pharmacist. He should 
inform the patient of the reasons why he is prescribing a medicine, give 
an indication of expected benefits and risks and provide the patient with 
adequate instructions on how and when to take the prescribed medicine 
or alternatively make arrangements for the dispensing pharmacist to 
provide such information".17 

5.12 There are indications from British publications that these criteria are 
not met in a substantial number of cases. One study showed that 20% of 
prescriptions written were not brought to be dispensed by the patient.18 

Furthermore, some patients do not take the medicines dispensed.19 Corrigan 
and O'Byrne found that 3 1 % of respondents admitted they stopped taking 
medication before completing the prescribed course.20 Non-compliance was 
higher in the younger age groups, among women rather than men and among 
medical card holders in the younger age groups. The volume of prescribed 
drugs found unused in homes suggests that either patients failed to complete 
their course of treatment or an excessive quantity was prescribed.21 Surveys of 
prescriptions dispensed in Britain showed that approximately 20% of pre
scriptions lacked adequate instructions as to daily dosage.22 

5.13 One factor influencing the level of prescribing is the doctor's view of the 
patient's expectation of receiving a prescription. A survey in Britain found 
that 80% of doctors estimated that over 80% of their patients expected to 
receive a prescription.23 A number of patient surveys suggest that, in fact, 
approximately 50% of patients expect a prescription, but patients' expecta
tions have been found to vary with their own doctors' prescribing rate.24 This 
is consistent with the view of Thomas that 30% of patients are not ill in the 
conventional sense but are temporarily dependent, requiring only reassurance 
and support.25 

5.14 A further substantial influence on prescribing habits is that of the drug 
industry in promoting its products. It has been estimated that 15% of sales 
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turnover in Ireland is devoted to promotion, with one pharmaceutical repre
sentative for every 5 general practitioners.26 Promotional effort is generally 
greatest in respect of newly-introduced products. Some aspects of this form of 
promotion have been criticised as being unduly lavish and designed to win 
uncritical support from doctors.27 Most promotional effort is routine and 
includes extensive advertising which supports the medical press and learned-
journals, as well as sponsorship of continuing education activities. However, 
one doctor has questioned the cumulative influence on the profession: 

"if we really think we can be objective after receiving hospitality on any 
substantial scale, are we not truly being naive? Are doctors the sole group 
in society uninfluenced by the skilled professional persuaders? Are the 
skills of modern promotional professionals effective on others but not on 
me?"28 

5.15 The effectiveness of drug advertising in promoting sales has been 
suggested by a number of British and American studies.29 However, the 
adequacy and accuracy of such advertising have been questioned.30,31 A survey 
of Irish general practitioners sought to establish their sources of prescribing 
information and their perceived usefulness as measured on a scale of 0-5.32 

This found a heavy reliance on the Monthly Index of Medical Specialties 
which is similar to that found in the United Kingdom, where 80% of general 
practitioners were found to use The Monthly Index of Medical Specialties for 
prescribing information and 69% to make use of the British National For
mulary, which categorises drugs and assesses their relative cost effectiveness.33 

O'Shea et al. conclude that there is a need for better information on therapeu
tics for prescribers. A number of attempts to meet this need, which is not 
unique to Irish doctors, have been made. One such publication with this aim 
has been prepared on a pilot basis in Britain and described by its authors.34 

Therapeutics Education Campaigns 

5.16 Concern at the quality of prescribing in certain instances has prompted 
a number of efforts to influence prescribers to make appropriate use of certain 
frequently-prescribed drugs. Guidelines for the prescribing of, for example, 
antibiotics have been prepared on the basis of the best available evidence.35 

An American study has shown that, while mailed brochures and a visit from 
a lay drug educator had no significant impact on contraindicated antibiotic 
prescribing, a visit by another doctor secured substantial improvements in the 
quality of such prescribing and significant reductions in the cost of care.36 

5.17 Educational strategies at undergratuate, vocational training and con
tinuing education levels have been widely advocated as a means of improving 
the quality of prescribing. Such was recommended by, for example, the 
Working Party on Prescribing and Dispensing in the General Medical Service. 
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Considerable emphasis is currently given to education in therapeutics in 
vocational training schemes. Resource material for use in continuing education 
has been prepared in Britain by the Open University and the Council for 
Postgraduate Medical Education and is available to Irish doctors.37 

5.18 However, educational material alone may not be sufficient to produce 
changes in prescribing behaviour. A survey of the impact of an educational 
programme in antibiotic prescribing in a British hospital found that it had no 
beneficial impact overall on the significant level of unnecessary or inappro
priate prescribing.38 The author attributed this to the volume of prescribing 
by junior medical staff whose high mobility nullifies the effects of isolated 
educational campaigns. However, a number of studies have shown that 
significant changes in prescribing habits have been effected by general practitioners who 
have been encouraged to review their own prescribing patterns and who have been supported 
in their efforts to identify optimal patterns of patient care for conditions in respect of which 
their prescribing was perceived to be inappropriate. A recent study has shown that 
such practice analysis can result in significant saving in drug costs due to 
lower prescribing rates and prescribing of cheaper products and lower quan
tities.40 Analysis of prescribing patterns has been one of the areas covered by 
the Pilot Programme of Continuing Education in West Cork, supported by 
the Postgraduate Medical and Dental Board and this has highlighted a 
number of practice issues for consideration by the doctors concerned, notably 
in the area of prescribing of psychotropics.41 

5.19 An alternative strategy which has been adopted in order to improve the 
quality of prescribing is to establish guidelines for treatment of certain con
ditions or for prophylaxis. Such guidelines are established on the basis of 
expert opinion and require certain prescribing norms to be observed unless 
certain exceptional circumstances are present or unless a departure from the 
norms is authorised by a senior clinician. Such norms have been developed 
primarily in hospital settings, for example by the Veterans Administration in 
the United States in respect of treatment and prophylaxis of a wide range of 
infections.42 Such guidelines are best prepared by the medical staff who will subsequently 
operate them, in association with centres of expertise in therapeutics. The Department 
of Health in 1982 instructed all major hospitals in Ireland to establish drugs 
and therapeutics committees to promote more cost-effective prescribing. 
Indications are that such committees have had significant effects in a number 
of major hospitals.43 It is not impossible to envisage similar norms being 
developed for general practice and, indeed, the British National Formulary 
represents a non-mandatory form of guideline in its assessment of the relative 
merits of drugs in each therapeutic category. Experience elsewhere suggests 
that prescribing behaviour is likely to be most effectively influenced where 
general practitioners are themselves involved in the preparation or active 
endorsement of such guidelines. 
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Repeat Prescriptions 

5.20 Reference was made earlier to concern at the long-term prescribing of 
psychotropics. Such concern has also been expressed at the possible effects of 
long-term prescribing of other drugs, without regular review and re-appraisal. 
In Britain, Dunnell found that two-thirds of prescriptions written in a two-
week period were written as repeat prescriptions and that 25% of patients 
receiving a repeat prescription were receiving a fortieth or later repeat.44 

Furthermore, 4 1 % of items previously issued twenty times or more were 
prescribed without a direct doctor-patient contact, while the incidence of 
long-term repeat prescriptions rose sharply with age. Similar results were 
found by Murdoch in an analysis of prescribing in a Scottish teaching practice, 
where long-term repeat prescribing, principally of diuretics, hypnotics, tran-
quilisers and heart preparations accounted for just under half of all prescrib
ing.45 He concluded that it would have been impossible to have seen each 
patient when a repeat prescription was issued because of the workload impli
cations. Similar results concerning the incidence of long-term repeat prescrib
ing have been reported by Anderson.46 

5.21 In the General Medical Service most prescriptions are issued in the 
course of a consultation. However, in the case of long-term medication the 
possibility exists that the very duration of continuous prescribing may militate 
against appropriate review. // is desirable that doctors should institute a positive policy 
of regular review of patients on long-term medication with self audit of treatment of 
long-term conditions.*7 A pre-requisite for this is the maintenance of appropriate 
records of repeat prescribing such as repeat prescription cards described by 
Dury.48 A computerised repeat prescription control system has been described 
by Meldrum.49 The prevention of harmful side-effects requires an active 
approach on the general practitioner's part, since: 

"reliance on self-referral by elderly infirm patients, whether on long-term 
treatment or not, will not guarantee adequate supervision of their medical 
needs".50 

Guidelines for the prescribing of drugs for the elderly have been prepared by 
the Royal College of Physicians of London in order to ensure that harmful 
effects are avoided.51 

Drug Expenditure 

5.22 In addition to the avoidance of iatrogenic disease, concern at prescribing 
reflects the expenditure involved, as discussed in the introduction to this 
Chapter. The high cost of drugs dispensed is aggravated by the extent of 
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non-compliance by patients and, in some cases, by the supply of excessive 
quantities of drugs. In general, prescribing is higher for females than males 
and for older people. However, there are significant variations between doctors 
in their prescribing habits, so that while in Britain doctors prescribe on 
average in about two-thirds of consultations, the reported variation in pre
scribing rates was from 96% to 45%.5 2 The personal factors influencing 
prescribing rates are illustrated by the ability of doctors to treat patients 
successfully with quite low levels of prescribing and correspondingly low drug 
costs.53 It follows that significant reductions in expenditure on drugs in the 
General Medical Service could be achieved by a reduction in the prescribing 
rate, i.e. the proportion of consultations resulting in a prescription, and in the 
average number of items prescribed on each occasion. 

5.23 A third possible source of reductions in expenditure on drugs is in the 
quantity of each drug prescribed. Dunnell and Cartwright found in Britain 
that 35% of the medicine containers in respondents' homes which had not 
been taken in the previous year were three-quarters full.54 Furthermore, the 
significant degree of non-compliance by patients discussed earlier has been 
found to be greater in the case of first, rather than in repeat prescriptions.55 

One study has shown that the difference between high cost and low cost 
prescribers was principally due to the relatively large quantities of drugs 
prescribed by the former, while low cost prescribers generally prescribed 
quantities sufficient for only seven to ten days.56 There was no apparent 
difference in the visiting rates of the doctors concerned. Mandatory controls 
on the quantity of drugs prescribable have been attempted, for example in 
New Zealand, but they pose formidable problems of supervision.57 However, 
voluntary action by doctors to limit the quantity of drugs prescribed, especially on first 
prescriptions, could result in many instances in significant reductions in the cost of drugs 
without any reduction in the quality of care received by patients. 

5.24 An additional means of achieving more cost-effective prescribing is 
through the use of drugs with lower unit costs. The principal category of drugs 
with such lower costs are generic drugs, that is drugs prescribed and dispensed 
under their official, approved names » ther than their proprietary names. 
Generic drugs are marketed when patent protection has expired on a new 
drug. Such prescribing has been advocated in the Report on Prescribing and 
Dispensing in the General Medical Service and by the Greenfield Report on 
Effective Prescribing in the United Kingdom. Doctors in the General Medical 
Service are encouraged to prescribe generically where possible, by the regular 
circulation of comparative drug costs, including those of generics, by the 
General Medical Services (Payments) Board. However, not all drugs which 
are off patent are available in generic form, for a variety of technical and 
commercial reasons. 
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5.25 Objections have been raised to the widespread or mandatory prescrib
ing of generics on the grounds of: 

(a) biological inequivalence of different versions of the same drug, which 
has been reported to produce different therapeutic responses in, for 
example, control of Addison's disease and treatment of diabetes.58 

The establishment of equivalence among generics would require 
extensive clinical assessment in excess of current requirements for 
issue of a product authorisation. However, the extent of the problem 
is likely to be small and this led the Greenfield Committee to report 
that prescribers should not generally have to take this issue into 
account, 

(b) a problem of assuring the quality of supplies, especially those which 
might be manufactured abroad. Again, the Greenfield Committee 
concluded that this is not a significant problem and is satisfactorily 
met by licensing requirements, 

(c) confusion among patients leading to non-compliance, because of 
differences in the size, shape or colour that could arise between 
different versions of the same generic drug. While doubts have been 
expressed59, again Greenfield concluded that this was not a major 
problem and that any difficulties could be overcome by careful 
explanation by the prescriber and dispenser. In addition, the careful 
labelling of the container with the name of the drug will reassure 
patients that the drugs dispensed are as prescribed, 

(d) the problem of liability of pharmacists who supplied generic drugs in 
the event of harmful consequences, particularly in view of proposals 
for new product liability arrangements for suppliers being discussed 
at European Community level. While the terms of such liability 
requirements must be awaited, careful record-keeping by suppliers 
and dispensers would be necessary, and would be required in any 
event to facilitate quality control and the withdrawal of particular 
products, if necessary. 

5.26 A further, serious objection raised against the widespread use of generics 
is the effect upon the innovative drug industry which uses profits from the sale 
of patented drugs to fund research into new products. The cost of developing 
a new drug is undoubtedly very high, estimated in Britain at an average of 
£100 million.60 This is partly due to the extensive testing now required for 
licensing of new products, such that the delay between identification of a new 
drug and its marketing has increased from a few months in the early 1950's to 
nine-ten years at present.61 This has resulted in a decline in the number of new 
products marketed, but also a reduction in the number of subsequent with
drawals. It has also reduced the effective period within which sales are 
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protected by patent. Even when patent protection expires, however, companies 
benefit from the familiarity and loyalty to their products on the part of 
prescribers. The pharmaceutical industry is generally highly profitable, but if 
the revenue from the sale of patented products is established to be inadequate 
to fund research one option would be to extend the patent protection, either 
by direct amendment of patent law or by international harmonisation of 
product licensing requirements to facilitate speedier marketing. Thereafter, 
however, generic products should be capable of being widely used without 
damage to the health of the industry, which is a major contributor to Irish 
manufacturing exports. 

5.27 In furtherance of the goal of cost-effective prescribing, the Greenfield 
Committee in Britain recommended that substitution of generics be made by 
pharmacists (where a generic version is available) except where a doctor 
positively indicates on a prescription form that he wishes the proprietary 
version to be dispensed. This system overcomes one of the major obstacles to 
generic prescribing, i.e. the lack of familiarity of doctors with the official names 
of drugs marketed under proprietary names. It does, however, continue the 
clinical freedom of prescribers to specify the precise drug their patients are to 
receive. All but one State in the United States of America currently permits 
generic substitution. In the event, the British Government rejected this par
ticular recommendation but is committed to promoting generic prescribing at 
the initiative of the doctor. 

5.28 Another factor contributing to the high ingredient cost of prescribed 
drugs is the promotional effort devoted by the pharmaceutical industry to the 
marketing of new products. Such effort is understandable in view of the higher 
prices available under patent protection and the desire to recoup the costs of 
drug development. However, many "new" products are minor modifications 
to existing lines and their introduction and promotion often represents an 
effort to avoid the consequences of competition from generic drugs when 
patent protection has expired. Such products may represent no significant 
advance in therapeutic effectiveness, but their vigorous promotion may result 
in significant cost increases. In addition to cost factors, the promotion of 
"me-too" and "me-again" products has been criticised on the grounds of 
possible confusion and harm to patients.62. Much international research is 
now focused upon the development of new drug-delivery systems to be allied 
to existing basic drugs.63 Such delivery systems in many instances would 
represent a significant advance in effectiveness of treatment but in many other 
cases the additional costs of newly-patented drugs would not be justified by 
the difference in outcome. 

5.29 A cautious approach to the prescribing of new drugs is desirable and 
their use should be the result of careful comparison with existing products. It 
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has been suggested that the following reasons would be appropriate for 
switching to a new drug64: 

—no existing drug for the disease; 

—new drug is more effective than existing alternative; 

—fewer or less severe side-effects; 

—no interaction with other drugs; 

—pharmacokinetic advantages: absorption distribution or elimination; 

—lower cost. 

Because of the promotional effort which supports the launch of new products 
it has been suggested that doctors should await independent evaluation before 
using a new product.65 Where the cost of drugs is being met out of public 
funds there is a further case for ensuring that costly new drugs are adopted 
only where additional costs are warranted by improved patient care. This 
concern has led a number of countries to impose restrictions on the admissa-
bility of new products to the list of items available free under public schemes. 
Only products which are no more expensive than existing, comparable items 
or which meet a criterion of cost-effectiveness would then be admitted. Such 
an approach, given the co-operation of the profession, would relieve individual 
doctors of the requirement to make a personal assessment in the face of strong 
promotional activity and would ensure that public expenditure on drugs was 
as effective and efficient as possible. 

Recommendations 

5.30 It is clear that the use of and expenditure on drugs in any Western 
health care system might be reduced without damaging standards of patient 
care and could actually result in improvements in health through the avoidance 
of iatrogenic disease. It is also clear that a substantial contribution to more 
economic prescribing could be made by more widespread use of generic drugs. 
These are generally of a very high quality and carry no greater risk to patients 
(or to the prescribing doctor) than proprietaries. Accordingly, they should be 
used more extensively. In general, cost containment can be pursued through: 

(i) greater attention to identifying patients for whom reassurance and 
support would be appropriate, with a consequent reduction in the 
proportion of patients for whom prescriptions are written; 

(ii) review of the range of drugs available for supply free of charge, 
including the addition of new products, on the basis of cost and 
established therapeutic effectiveness; 
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(iii) prescribing of less expensive but equally effective drugs within each 
therapeutic category, including the use of suitable generics where 
available; 

(iv) reduction in the quantity of drugs prescribed, especially in the case of 
drugs prescribed for individual patients for the first time; 

(v) review of unit prices of drugs supplied to the health services, such as 
the current agreement between the Department of Health and the 
Federation of Irish Chemical Industries. 

5.31 These considerations apply to the General Medical Service as much as 
to any other health care system. Accordingly, we recommend:— 

(i) that continued emphasis be given to securing favourable pricing 
terms for the supply of drugs to the health services; 

(ii) that the addition of new products to the range of items available 
through the General Medical Services should depend upon the 
results of early assessment by an expert advisory group. This group 
should comprise doctors active in general practice nominated by the 
profession, with appropriate other expert advisers and working in 
close association with the National Drugs Advisory Board, which 
would determine whether a criterion of cost superiority or proven 
therapeutic effectiveness had been met. The benefits of this initiative 
would flow into prescribing patterns in private practice with conse
quent benefits for standards of care generally; 

(iii) that the existing range of drugs available in the Scheme should be 
re-examined by the group proposed at (ii) when experience of the 
operation of guidelines for new products had been gained and when 
our other proposals on prescribing and drug costs have been 
implemented; 

(iv) that more vigorous efforts be made, in particular through the frame
work of basic and vocational training and continuing education as 
proposed in Chapter 4, to increase awareness of the relative costs 
and effectiveness of drugs in each therapeutic class. Particular 
emphasis should be placed upon self-audit of prescribing patterns of 
the type which has been developed as part of the West Cork Pilot 
Project. One British doctor with experience of this approach has said: 
"I now believe that it is fair to say that no general practitioner has 
any real idea of his prescription activity until this has been audited".66 

(v) that the use of suitable generic drugs be promoted by requiring the 
pharmacist to dispense a generic version of prescribed drugs, where 
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available, unless the prescribing doctor indicates otherwise; as a 
prior requirement, we recommend that improved monitoring 
arrangements of the quality of generic drugs be developed as a 
matter of urgency in consultation with the pharmaceutical and med
ical professions; 

(vi) that doctors in each area be encouraged to develop and adopt 
guidelines for the routine treatment of common conditions in the 
light of all appropriate advice and information made readily available 
to them; this should include guidelines on the appropriate quantities 
to be prescribed, especially on first prescriptions. 

5.32 Most of these recommendations require the active co-operation of 
prescribing doctors; they cannot be imposed externally on clinicians. The 
evidence cited earlier in this Chapter shows that prescribing habits can be 
very difficult to alter. We believe that self-audit of prescribing patterns in a 
supportive atmosphere can, as the recent report from the Royal College of 
General Practitioners demonstrates, result in substantial improvements in the 
quality and economy of prescribing.67 This involves providing the means, 
through analysis of computerised records such as those of the General Medical 
Services (Payments) Board, and through the organisation of meetings at which 
general practitioners can discuss common prescribing problems and relate 
their own patterns to that of their peers, for each doctor to become more aware 
of the trends implicit in his everyday practice, to identify desirable change 
and to monitor his own progress in changing established practices. However, 
this will require a significant effort on the part of each doctor both in analysing 
his present performance and in persevering in his attempts to change estab
lished habits. As the Greenfield Report in Britain acknowledged, less reliance 
on drugs will require the doctor to have lengthier consultations in substitute 
for some forms of drug therapy. These consultations will involve a greater 
emphasis on listening and counselling skills, as well as the provision of 
education and reassurance. In this regard we welcome the initiative of the 
Health Education Bureau in establishing a pilot training programme in 
counselling skills for general practitioners. These skills would be a suitable 
area for attention within the continuing education programme proposed in 
Chapter 4. A change in style of practice would thus result in greater personal effort by 
doctors and a greater workload in respect of each consultation. This would merit higher 
payments to doctors in respect of each new-style consultation. More generally, 
any additional costs which would arise from the introduction of a new method 
of payment designed to promote more effective patterns of care could only be 
met through savings in other areas, including expenditure on drugs. 

5.33 The general effectiveness of budgeting as a means of improving the 
efficiency of the use of resources in health care will be discussed in Chapter 6. 

116 



The application of this approach to the analysis of drug costs in hospitals has 
been described by Patel.68 The concept of clinical budgeting is not readily 
incorporated into general practice but a drugs budget is a possible advance in 
stimulating cost-effective patient care. Such a budget would incorporate a set 
of incentives to doctors to promote desired patterns of practice, notably 
through a reduced reliance on drugs. Targets for drug expenditure for specific 
categories of patient, in effect a drugs budget for each practice, could be 
devised as a means of securing implementation of desired prescribing patterns. 
These targets would be designed to secure the necessary resources to fund the 
developments in general practice which we recommend. Additional savings 
could be secured, and are more likely to arise, if the benefits of such savings 
are shared with the practices which generate them. The incentives to careful 
and economic prescribing which these payments would represent would be 
proportionate to the additional effort required to provide a satisfactory service 
to patients which makes less use of drugs but respects and enhances the 
autonomy of the patient by supporting and reassuring him and prescribing 
drugs only where strictly necessary. 

5.34 The concept of a drugs budget in general practice is not new. In the 
National Health Insurance scheme introduced in Britain in 1912, participating 
doctors were paid on a capitation basis of nine shillings per patient, of which 
two shillings were earmarked for drug costs. Where drug costs in any area 
were less than two shillings per head, the savings could be retained by the 
doctor up to a level of 6d. per patient. Where the drugs limit was exceeded, 
the payments to pharmacists were abated accordingly. The "floating sixpence" 
was, not surprisingly, opposed by pharmacists and was abolished in 1920.69 

5.35 Wade has suggested that the existence of a drugs budget would represent 
"a strong incentive for— 

(i) the doctor to know the cost of every item he prescribed; 

(ii) the doctor to question the need for every prescription he wrote; 

(iii) the drug industry to be intensely competitive in its drug prices; 

(iv) the drug industry to concentrate its R and D (research and develop
ment) on those products which would be likely to be a real therapeutic 
advance".70 

We endorse these views and recommend that a drug budget approach be 
taken to achieve our proposals for more effective prescribing in the General 
Medical Service. 

Conclusion 

5.36 We are convinced that doctors can and should provide a service to 
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patients which is less reliant on drugs than at present. Insofar as drugs are 
prescribed, we believe that significant reductions in costs can be achieved 
through careful attention on the doctor's part to the choice and quantity of the 
drug. In particular we believe that wider use of generics is desirable. While we 
have recommended a number of measures to facilitate these objectives in the 
General Medical Service, they are mainly dependent upon a reorientation of 
style of practice by individual doctors involving lengthier, less frequent con
sultations. This will inevitably have major implications for the way in which 
doctors are paid, the subject of the next Chapter. 
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Chapter 6 

Paying the Doctor 

Introduction 

6.1 In previous Chapters we have outlined our approach to the context 
within which general practitioner services should be provided in the future. 
Specifically, we have identified the development of a primary health care 
approach as the key to a more effective health policy for the future. Within 
that approach, the role of the general practitioner will be of paramount 
importance. Because of his unique role in the health care system, the general 
practitioner is in a position to provide a comprehensive, continuing service to 
his patients, combining preventive, therapeutic and rehabilitative services. At 
present, the orientation of general practice is such that the preventive element 
has been underdeveloped. Furthermore, the organisational arrangements for 
the delivery of services have isolated the general practitioner from much of the 
network of support services in the community which are required for effective 
primary care. In turn, general practice, has evolved patterns of activity and 
an orientation which are largely self-contained. For effective primary care to 
develop, we have identifed the educational,training and organisational devel
opments which are required to enable the general practitioner to act as leader 
of the team of community-based services which constitute the means of 
implementing the primary care approach. 

6.2 Without underestimating the importance of the educational and training 
proposals for effecting changes within the scope of general practice, it is clear 
that the financial arrangements applying to the remuneration of general practitioners must 

facilitate and promote the type of practice which we envisage as an essential pre-requisite 
for primary health care. In this report, we are concerned primarily with the 
General Medical Service and the payments received by doctors for services 
provided under that Scheme. The patients catered for in the Scheme are those 
who have been found to be unable to provide medical services for themselves 
and their dependants without undue hardship. Therefore, they are likely to 
have substantial medical needs in line with the expected morbidity profile of 
persons from the lower socio-economic groups, discussed earlier. 
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6.3 The method of payment of general practitioners must therefore ensure 
that a service, commensurate with the extent of the patients' needs, both in 
frequency and content, is provided and that the participating doctor receives 
an adequate reward for his services. In short, the method of payment should 
encourage the development of patterns of practice, of which the General 
Medical Service is but a part, which are conducive to effective primary care 
while ensuring that the service received by General Medical Service patients 
is as available, accessible and acceptable as the service available to the 
community generally. 

6.4 In the classic work on this issue, Hogart specified the benefits sought by 
each party in a payment system: 

"For the doctor: 

—a high standard of care for the patient; 

—the opportunity to practice good medicine; 

—the maintenance of professional standards; 

—an adequate income and status; 

—a reward proportionate to his skill and effort; 

—simplicity of operation; 

—protection against unreasonable demands from patients; 

—freedom from control by the organisation. 

For the patient: 

—a high standard of care; 

—a satisfactory personal relationship with his doctor; 

—freedom from unreasonable financial burdens; 

—maintenance of his self-respect; 

—simplicity and convenience. 

For the organisation: 
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—a high standard of care for the patient; 

—economy; 

—ease of administration; 

—protection against abuse by either doctor or patient; 

—a financial inducement sufficient to attract enough good doctors; 

—predictability and accountability of expenditure".1 

6.5 Each of the principal methods of payment has inherent advantages in 
securing some of these objectives. The extent to which doctors respond to 
these in-built incentives depends on their ethical characteristics, the prevailing 
definitions of good medical care, their relative income1 and other factors. In 
short "the ideal remuneration system, does not exist".2 Rather: 

"a decision has to be taken on which are the most damaging effects to be 
avoided and how any drawbacks of a system ultimately chosen can be 
reduced to a minimum".3 

Criteria for Comparison of Methods of Payments 

6.6 The principal possible methods of payment which could be employed in 
the General Medical Service are discussed in the following sections. However, 
in considering these principal options account must be taken of the context 
within which decisions about the future method of payment in the General 
Medical Service must be made. The criteria which are strongly held by 
management and by the profession, in assessing the options for payment are 
set out in the following paragraphs. 

A. Management Criteria 

Public Expenditure Objectives 
6.7 In present economic conditions, the over-riding economic concern of the 
Government is the normalisation of public finances, in particular through the 
planned elimination of the current budget deficit. The burden of adjustment 
in this respect, they feel, must fall on public expenditure with a consequent 
need to reduce the share of national resources devoted to current public 
expenditure. No area of expenditure, including health care, can be excluded 
from consideration in pursuance of this objective. Therefore, changes in the 
method of payment should not result in any increase in the overall cost of the General 
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Medical Service as at present structured. Furthermore, in view of the critical 
importance of pay costs in the overall level of public expenditure, proposals 
for change must be examined for their possible precedent effects for other 
groups. The method of payment should also encourage greater concern with 
economy, especially in prescribing, on the part of the general practitioners. 

Increased numbers of general practitioner consultations in the context of 
present arrangements would be accompanied by substantial additional 
expenditure on the associated increased level of prescribing. Because of the 
expenditure constraints which apply to the health services, there can be no continuation of 
an open-ended approach to entry by doctors to the General Medical Service in view of 
present manpower projections. For that reason it would be necessary to restrict 
entry to the General Medical Service in order to establish a relationship 
between the number of eligible patients and the number of doctors available 
to treat them. This option would reduce the projected 1991 total of doctors in 
the General Medical Service. However, that number would still be greater 
than present levels and options for methods of payment must be considered 
with regard to their sensitivity to different manpower levels from the point of 
view of total cost. 

Administration 
6.8 The future method of payment must be considered in conjunction with 
changes in the administration and organisational arrangements applicable to 
the General Medical Service. Such changes should aim to produce more 
flexible and informal management arrangements operating primarily at local 
level, enabling timely action to be taken to rectify any problems which may be 
identified. These are discussed in Chapter 7. 

Integration 
6.9 The future method of payment should facilitate the greater integration 
of general practitioner services into an improved primary care system, as 
discussed earlier. The question of co-operation with appropriate community 
services, as well as the use made of secondary, referral services, would thus 
come within the scope of associated arrangements for administration and 
review of the Scheme at local level. 

B. Medical Organisation's criteria 

Superannuation and other Expenses 
6.10 The prime concern of the profession in the light of the operation of the 
Scheme to date is to ensure that a future method of payment should acknowl
edge the requirement of doctors for superannuation and related benefits such 
as sick and annual leave and should allow for their provision in accordance 
with each individual doctor's involvement with the General Medical Service. 
Because of the perceived inadequacy of payment systems which do not take 
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account of the expenses which must be met by general practitioners, they also 
intend that a future method of payment compensate them for all expenses 
necessarily incurred in the provision of services to General Medical Service 
patients and must have associated with it a clear mechanism for ensuring that 
the net income of doctors is not eroded due to uncompensated escalation in 
necessary practice costs. 

Sensitivity to Realities of General Practice 

6.11 The present method of payment does not recognise variations in the 
scope and quality of the service provided, although it does recognise the 
quantity of work by each general practitioner. The profession wish to ensure 
that a future method of payment should carry the means of rewarding doctors 
for the volume and pattern of work undertaken and should be sensitive to 
variations in workload, and as between practices. Given the orientation and 
lifestyle of most general practitioners they are also concerned that the admin
istrative and monitoring arrangements associated with a future method of 
payment should take account of the high value placed by general practitioners 
on their professional autonomy. Accordingly, these arrangements should entail 
an active role for the profession, at local and regional level. 

C. Principal Methods of Payments 

(i) Fee-for-Service 
6.12 Fee-for-service is the traditional method of payment in private practice 
and has traditionally been preferred by the medical profession in this country. 
Fees may be specified in respect of a particular consultation or in respect of 
each procedure carried out during a consultation. In some systems, e.g. 
Medicare in the United States of America doctors are paid "usual, customary 
or reasonable" fees, which may vary around the average for a given commu
nity. Alternatively, insurance schemes may pay a fixed fee and allow doctors 
to charge additional amounts to individual patients. This approach has 
generally led to large increases in doctors' fees per consultation, negativing 
the benefit to the patient. 

6.13 International comparative studies have suggested that open-ended 
fee-for-service systems potentially provide a strong incentive for doctors to 
provide high volumes of service. 

As a result: 

"where doctors are in short supply it encourages them to see as many 
patients as possible. Where there is a shortage of patients, it is likely to 
lead to excessive services to patients and to short and frequent consulta
tions rather than fewer and more thorough examinations".4 
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Doctors can thus generate adequate incomes in relatively over-doctored areas. 
Restrictions on practice have been imposed in some countries to ensure than 
an equitable distribution of doctors is achieved. In Switzerland and Germany 
the urban bias of doctor location is accentuated by the payment of higher fees 
to reflect higher costs in urban areas. 

6.14 The impact of systems of payment by fee has been the subject of much 
discussion, particularly in the hospital environment. The impact of fee-per-
service has tended to be discussed in the context of systems where hospital 
specialists have direct access to patients, unlike Ireland where referral by a 
general practitioner is normally required. It has been suggested that with 
itemised fees, the doctor is encouraged to act quickly and frequently; 

"the quicker the doctor decides to act, the higher his remuneration and 
the more he acts, the more he can claim. To undertake certain procedures, 
the doctor needs to purchase certain equipment. Once purchased the 
more he uses it, the more quickly he can write off the cost".5 

The impact of such incentives is seem most clearly in the case of surgery: 
Germany has as many appendectomies as the United States of America with 
only one-third of the population, while the incidence of tonsillectomies is twice 
as high in California as in Sweden. The clear dangers of unnecessary surgery 
has led to "tissue review committees" in American hospitals to review rates 
of surgery, while prior approval is required for expensive surgical procedures 
in some cantons of Switzerland. To control the proliferation of separately-paid 
procedures, controls may be applied to the number and level of claims 
permitted. Thus, in Holland a surgeon is permitted to claim for only the most 
expensive operation if more than one is performed through the same wound. 
In France, a doctor may not claim a consultation fee and a fee for procedures 
carried out during the consultation. Again in Holland the fee for procedures 
such as x-rays repeated after a short period is substantially reduced. 

6.15 The experience of other countries is that, as a consequence of itemised 
fees, doctors may be encouraged to carry out unnecessary diagnostic and 
therapeutic procedures or procedures beyond their competence. Fees for 
certain complex procedures may be paid only to doctors with specialist 
qualifications, in Holland, or to those working in hospitals, in Sweden, or 
higher rates of payment may be made to specialists, in Belgium. 

6.16 Where, as in Ireland, payment is based on a basic consultation fee 
rather than a detailed schedule of fees for specific procedures, there may be an 
incentive to generate more consultations per patient than may be strictly 
necessary. In Ireland, a strong link between the ratio of doctors to population 
in an area and the generation of return visits by doctors has been suggested by 
Tussing.6 One method used to counteract this is to reduce the rate of payment 
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beyond a certain point. Thus, in Holland and certain Swiss cantons reduced 
fees apply to second and subsequent consultations for the same episode of 
illness. 

6.17 The second main form of control on excessive consultation is that of 
statistical monitoring by the funding agency. This entails deriving statistical 
norms of consultation from the claims for payment submitted by doctors. Such 
controls identify doctors whose pattern of practice differs substantially from 
the average, but they do not control the average itself. Informal discussion 
generally precedes formal disciplinary action against doctors with high levels 
of consultation, but the latter carries the risk of serious confrontation with the 
medical profession if pursued vigorously. Glaser concludes from a survey of 
such controls that: 

"many countries maintain efficient statistical accounting offices for detect
ing abuse, but not all take effective action".7 

An exception to the relative ineffectiveness of controls is the procedure in 
Holland where the Sick Funds automatically deduct excessive claims from the 
payments to doctors, without formal procedures. This is done with the support 
of the medical organisations who are committed to eliminating abuse. They 
also have an interest in ensuring that only appropriate claims are met, because 
the Sick Funds have a fixed income which has to be spread over claims. The 
fee per claim is reduced if the number of claims exceeds a given level. 

6.18 The problem of increased average levels of visiting, which are not 
amenable to control by statistical monitoring of exceptional abuse, is partic
ularly acute where the fee paid per-visit is perceived by doctors to be very low. 
Such was the case up to the mid-1960's in Switzerland, where fees were kept 
low by Government direction over a long period. Doctors responded and the 
volume of services exceeded any reasonable level. When the fees were 
increased, the level of visiting fell significantly. A similar effect was observed 
in France in similar circumstances. It is, however, difficult to estimate what 
level of fee will be regarded as so low at to provoke a dramatic increase in 
visiting. 

6.19 In some countries a further influence on average and excessive visiting 
rates is the extent of fraudulent claims for visits not actually made. Claims 
procedures rarely provide for independent verification of the services provided. 
The generalised ethical standards of the medical profession are the only 
safeguard against widespread abuse. They may not always be sufficient: for 
example, there are reports that 2,500 doctors, nearly 10% of the total, have 
been involved in fraudulent claims on the Australian health insurance system.8 

A consequence of the payment system and the related monitoring and control 
procedures is that the cost of administration under fee-per-item is significantly 
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greater than with other payment systems. In Australia, the operating costs of 
medical funds account for 18% of contributions. The extent to which doctors 
respond to the financial incentives of fee-per-item or engage in fraudulent 
claims is strongly influenced by the attitudes of medical teachers and leading 
clinicians towards forms and costs of treatment. Societal values and attitudes 
are also relevant: suspicion of abuse is limited in some countries, including 
Ireland, but widespread in others. 

Controlling Expenduture 

6.20 Medical care which is remunerated by fee-per-item is financially 
open-ended, since the cost depends, to a significant degree, on the activity of 
doctors. This involves a lack of budgetary control which may be critical where 
the resources of the funding agency are limited. The monitoring of abnormal 
visiting by individual doctors does not challenge the average levels of activity. 
Some attempts have been made to develop more specific controls; as outlined 
below. 

6.21 United States of America: The development of third-party funding and an 
increase in the number of procedures in general practice led to an 1100% 
increase in total physician expenditures between 1950 and 1977. Many Med
icare and Medicaid programmes pay doctors their usual fees for public patients 
and increases in fee levels contributed significantly to the cost increase. 
Statutory price controls were applied to such fees between 1972 and 1974 and 
were threatened subsequently by the Carter administration. Furthermore, 
statutory provision was made in 1972 for the establishment of Professional 
Standards Review Organisations (PSRO.s). These bodies, composed of doc
tors, were intended to monitor treatment of public patients and to deny 
payment for medically unnecessary or inappropriate services. The concept of 
such disciplinary procedures has been resisted by the profession. There has 
been a continuing debate as to whether their primary purpose is cost control 
or professional assurance of standards: 

"in the rhetoric of this highly politicised debate, 'quality of care' became 
something of a code word for professional prerogatives, and 'cost control' 
was soft-pedalled, having become a 'buzz-word' for government 
interference".9 

Where they have been established, Professional Standards Review Organisa
tions have been confined to the costs and quality of institutional care. The rise 
in health costs has been much less in the case of the 24 States where public 
patients are paid for at fixed, rather than doctors' usual fees. 

6.22 Germany: The experience of health insurance in Germany is particularly 
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instructive because the method of funding general practitioner services has 
changed twice in recent decades.10 Health care is funded, for the most part, by 
local and industrial health insurance companies, who contract with medical 
associations whose members provide services. It is only relatively recently that 
national standards and agreements, to which the Federal Government is 
party, have developed. The original agreements were based upon the payment 
of a pool to local medical organisations, based on a capitation fee-per-patient 
covered. The pool was then distributed to participating doctors on the basis 
of a schedule of fees-per-item-of-service negotiated with the insurers. The 
administration of claims and the monitoring of abuse were matters for the 
medical organisations themselves. In the 1960's the medical profession cam
paigned for the abolition of a fixed pool and argued that payment should be 
open-ended, on the basis of a fee-per-item. Public support for a change was 
mobilised because (a) there was a perception that fixed payment was inequit
able in the light of unforeseen epidemics (despite the fact that an individual 
doctor was paid according to his own volume of work), and (b) it was claimed 
that insurance patients received a lower quality of care than private patients 
who paid a straight fee-per-visit. By 1968, fee-per-item was the norm for 
reimbursement by the Sickness Funds. 

6.23 With open-ended fee-per-item payment, the Sickness Funds became 
actively involved with the medical organisations in the monitoring of claims 
by doctors. Control is based on the relevant section of the social insurance law 
which states that "medical care must be sufficient and appropriate; it must 
not, however, exceed the limits of what is necessary". The control procedures 
are based on comparisons of claims with the average for practitioners of a 
certain type and location. Account is taken of the different type of procedures 
carried out by the doctor, as well as the total number of visits. The average 
cost per case is the basic unit of comparison. Excessive claims are considered 
by doctors who are themselves practitioners in the Scheme. If a monitoring 
doctor holds the claims to be excessive he will recommend an adjustment to 
the payment. These recommendations are considered by a monitoring com
mittee, who generally endorse the recommendation with little further examin
ation. Either the claiming doctor or the sickness fund can appeal their decision 
to a grievance committee which, in most regions, only considers written 
representations. The validity of group comparisons has been upheld in the 
courts but extensive litigation has resulted in narrowly defined reference 
groups for comparison purposes, combining practices with a similar demo
graphic and social profile. Prescribing rates are monitored in the same way. 
Exclusion from insurance practice is the ultimate sanction but is rarely 
invoked. 

6.24 Total health care expenditure rose so sharply under fee-per-item that 
the Federal Government undertook a formal review of the system in the early 
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1970's. This review highlighted the level and rate of growth of doctors' 
incomes. In an effort to stave off external controls, the medical organisations 
agreed to a voluntary limit of 8% growth in general practitioners' incomes in 
1976. However, Parliament passed the Health Care Cost Containment Act in 
1977, strengthening the bargaining position of the Sickness Funds. Most 
importantly, the Act provided for ceilings on expenditure for doctors' and 
dentists' fees, and prescribed drugs, to be negotiated in advance. In effect, this 
was a return to the fixed pool for doctors' remuneration based on capitation 
payments. The ceiling for increases in expenditure were now to be set by 
reference to movements in average earnings and the costs of medical practice. 
Doctors continued to be paid individually on a fee-per-item basis but the Act 
provided that where the total value of claims exceeded the ceiling, all claims 
would be reduced pro-rata (as had occurred under the old pool system). The 
contents of the Act were bitterly opposed by doctors. In many areas they 
staged limited strikes and refused to do any paperwork. Public demonstrations 
were held—in Hanover doctors even hired student demonstrators! Some 
compromises were made as the Bill went through Parliament, but the essential 
changes survived. 

6.25 Despite the possibility that fee-per-service may result in a higher level 
of activity, and thus of cost, than might be held to be necessary by objective 
clinical criteria or than would be forthcoming with alternative methods of 
payment, this system has a number of important advantages. Firstly, it 
encourages doctors to be available and accessible to their patients, rather than 
attempting to reduce their work-load and hours of work as might otherwise 
happen. Secondly, it enables specific incentives to be applied to particular 
aspects of a doctor's activity. For example, there are many services and 
procedures which could be performed within general practice which currently 
tend to be referred to the hospital sector (as discussed in Chapter 3). Payment 
in accordance with a fee schedule would enable financial rewards to be offered 
to doctors providing such services themselves. Equally, as discussed earlier, 
there may be significant differences in the pattern and content of care given to 
patients from different social classes, just as such differentials exist in a wide 
variety of public services. Payment by fee in the case of lower-income group patients 
may be particularly effective in securing a level of attention to their needs that is more 
equitable than would otherwise be provided. Thirdly, fee-per-service may be a more 
equitable means of rewarding doctors whose workload may vary substantially, 
even in respect of similar numbers of patients, due to circumstances beyond 
their control. 

(ii) Salary 
6.26 Salaries are paid in respect of a time commitment to the treatment of 
a given number of patients regardless of the number of patients actually seen 
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or procedures carried out. Salaries can be adjusted to the qualifications, 
seniority and location of the doctor. They thus provide a means of recognising 
the differing costs and attractiveness of different types of practice and can, of 
course, be weighted to reflect differences in panel size. Salaries provide 
continuity of income and the normal conditions of service of officers of health 
boards make provision for such non-cash benefits as superannuation, sick and 
annual leave etc.. 

6.27 Doctors on salary have no specific financial incentive to be economical or cost-
effective in their treatment. Since they are not affected financially by the number 
of patients they treat, they may be somewhat less responsive to patients' 
individual needs than doctors paid on a different basis. On the other hand, 
since they are guaranteed an income without the pressure to see large numbers 
of patients they may have the opportunity to pay greater attention to each 
individual. The continuity and security of income afforded by salaries are such 
that they are frequently used to attract doctors to remote or otherwise 
unattractive areas of countries where other methods of payment are the norm, 
e.g. in Sweden, United States of America, as well as Ireland, or to provide a 
basis for part-time practice treating low-income groups, e.g. in Israel, Turkey, 
and the former dispensary doctor service in Ireland. 

6.28 Despite opposition from the medical profession, many health 
maintenance organisations (HMOs) in the United States of America employ 
salaried doctors, some with profit-sharing options. A 1977 review showed that 
patients enrolled in such schemes had a 25-40% lower rate of hospitalisation 
than those in schemes with doctors paid on a fee basis.11 Enrolees in the 
California Kaiser-Permanente insurance plans had total health care costs 
10-40% below those in plans which paid doctors on a fee-per-service basis.12 

No differences have been found in levels of patient satisfaction with treatment 
by doctors paid a salary. 

6.29 In Irish circumstances a salary is currently payable to doctors in the 
General Medical Service who are former District Medical Officers, either in 
cash or as a guaranteed minimum income from services paid for on a fee basis. 
Approximately two hundred and fifty former District Medical Officers are 
participating in the Scheme, of whom about forty are paid a salary rather 
than fees. 

(iii) Capitation 
6.30 Capitation involves the payment of a fixed sum in respect of each 
patient cared for by a doctor, irrespective of the volume of services provided 
for each patient. It requires that patients register with a particular doctor, 
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thus promoting continuity of care. The doctor has an incentive to reduce, rather than 
increase the volume of services he provides. This tends to minimise the problem of 
physician-induced demand for services and might, in theory, encourage him 
to diagnose accurately and treat patients effectively at first contact. It has been 
suggested that preventive measures are also encouraged as a means of reducing 
potential patient demands, but there is no supporting evidence available. The 
corollary is that doctors may have an incentive to neglect the legitimate 
demands of patients (although the prospect of their transferring to other 
practitioners may constrain doctors' behaviour), while there may be an 
incentive to refer patients to other agencies if their needs are time-consuming 
or persistent. The ethical standards of the medical profession should operate 
to limit this danger.13 Furthermore, there is generally a limit to the number of 
patients a doctor may enrol, thus ensuring that sufficient time is available for 
reasonable patient demand. 

6.31 Excessive referral may be a serious problem. Fry has estimated that 40% of 
referrals to a London casualty department could have been dealt with by the 
general practitioner.14 One consultant physician found that only four of four 
hundred and fifty referrals to him need have been referred by a general 
practitioner.15 Repeated surveys in Amsterdam have shown that, not only is 
there an excessive level of referral to hospital, but appropriate referrals 
frequently lack basic diagnostic reports or histories from general prac
titioners.16 In Holland, referral rates to hospital are recorded on the same basis 
as prescribing rates, and action may be taken against those exceeding agreed 
norms of referral. Thus, the cost of procedures generated by doctors who have 
an incentive to minimise their own workload may be very significant, especially 
when this involves excessive reliance on acute hospital services. Some reduction 
in costs in the area of general practice could be more than outweighed by increased costs in 
other, more expensive sectors. 

6.32 A second response to the problem of referral is to weight the capitation 
payments in the case of demanding patients, such as the elderly. This was 
done in Britain in 1966 following a long period of dissatisfaction with payment 
levels. General practitioners may also be encouraged to care for patients they 
might otherwise refer to hospital by assigning, or reimbursing the cost of 
ancillary nursing staff who can undertake specific technical procedures, e.g. 
syringing of ears, as well as continuous monitoring of at-risk groups, e.g. 
diabetics, and home nursing, under the general direction of the doctor. District 
nurse attachments to general practice are the norm in Britain but increasing 
numbers of practices now employ nurses direct, and receive the bulk of their 
salary from the health authorities. Capitation systems can incorporate ele
ments of fee-for-service as a means of encouraging doctors to perform services 
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for patients which they might otherwise be reluctant to undertake, e.g. cervical 
smear testing. Many such fees have been added to the British capitation 
system since 1966. As a result the archetypal capitation system does not exist 
in reality, since general practitioners' earnings are not related simply to the 
number of patients on their lists. 

6.33 The importance of home and night visits in general practice has been 
highlighted in most surveys of patients' attitudes. Home visiting has declined 
in all countries but not exceptionally in Britain or Holland, where capitation 
might have been expected to lead to a disproportionate decline. Night visits 
are of particular concern; they "are not as common as doctors believe, but 
night calls evoke their hostility and seem very salient, since the doctors cannot 
control their own lives and must obey rather than direct the patients".17 

Discontent over this in Britain led to the introduction of the right to opt out 
of after-hours domiciliary care, with additional capitation payments for those 
who continued to offer the service and fees for all visits carried out after 
midnight. Domiciliary visiting, including night visits where appropriate, remains a 
valuable and valued element in general practice in Ireland. 

6.34 Doctors have little financial incentive to develop their practices through 
investment in premises and equipment. This may lead to poorly equipped 
surgeries, non-participation in courses etc.. Up to 1965, doctors in Britain 
received a basic expense allowance to do with as they wished. In 1969 an 
attempt was made to restrict payment to doctors who showed evidence of 
actually incurring expenses. After much controversy allowances were paid 
without evidence of expenses, but re-imbursement was introduced for rentals 
and staff salaries. Capitation rates in Holland are all-inclusive. 

6.35 The formation of group practices may also be encouraged by the design 
of a capitation system. In Britain, a higher payment was made for each patient 
over five hundred and under one thousand five hundred on a doctor's list, but 
partners could average their lists to maximise income. This was abolished as 
it led to sham partnership agreements to preserve local monopolies. In 1966 
an increased practice allowance was introduced for each member of a group 
practice instead. Weighted payments are still used in Holland as a means of 
influencing practice size. A related question is that of lifetime earnings for 
doctors, since their ability to maintain large practices and associated income 
declines with advancing years. Seniority payments were introduced in Britain 
in recognition of this. They were also justified as a means of rewarding higher 
quality (associated with years of experience), when a method of identifying 
individual excellence could not be agreed. 
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6.36 It has been suggested that the capitation system results in excessive or 
trivial demands by patients acquiring a heightened position and a greater 
potential to irritate. The extent of consultations which are perceived to be 
trivial varies substantially. Marsh has reported on a successful effort to reduce 
trivial consultations in his practice by educating patients in the self-manage
ment of minor illness and by refusing to prescribe potent medicines of dubious 
efficacy.18 Not many doctors may take such pains and the pressure of trivial 
consultations may seem inordinate under capitation. Broadly-based educa
tional campaigns on the appropriate use of the general practitioner services 
may be necessary, but their effectiveness is questionable. 

6.37 The principal attraction of capitation is the predictability of expenditure 
over the course of the year for both doctors and the administration. The 
predictability of income and the absence of claim forms etc., are significant 
benefits to the doctor. Gemmill found that doctors felt that the elimination of 
bad debts and the reduction of paper work were among the greatest merits of 
the National Health Service.19 

6.38 There are no reported studies of the effects of the introduction of 
capitation payment for doctors in a system which was based on fee-per-item. 
Health maintenance organisations in the United States of America are paid 
an annual capitation fee or insurance premium to cover all medical care of 
patients, but the doctors actually providing the service are generally paid by 
fee or by salary. Quality and access, rather than excessive treatment, are the 
principal issues facing the funding agency under capitation. Patient surveys 
indicate that there is general satisfaction with the amount and quality of care 
provided by doctors under capitation. A recent national survey in Britain 
found that over 75% of patients held favourable views about their doctor, 
while most people said it was easy to get their doctor to make a home visit.20 

Klein found that in Britain in 1970/1, informal complaints to the health 
authorities about general practitioners tended to relate more to the style of 
their practice, e.g. their manners or remarks, than to quality of care, e.g. 
failure to visit.21 

6.39 In short, capitation systems give an incentive for doctors to restrict the 
quantity of their services while ethical standards, the right of patients to 
transfer to other doctors, disciplinary machinery and limitation of list size 
serve to ensure that adequate care is provided. The cost of services remuner
ated by capitation, including related prescription costs are likely to be lower 
than in fee-for-service and they are known in advance. There is an incentive 
to refer patients to hospital and to other agencies as a means of reducing 
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workload while maintaining their own (doctors') income. The generated costs 
of referral may increase and exceed the savings on reduced fees and drug costs 
but admission policies and other controls on inappropriate access can limit 
the costs of referral. 

D. Comparison of Principal Methods of Payment 

6.40 In general, one can assert that the principal payment methods have 
specific advantages. Under a fee-per-item doctors are encouraged to be respon
sive to their patients, early diagnosis through ready access is promoted, the 
maintenance of the chronically ill in the community under medical supervision 
is encouraged and the problem of equitable payment of doctors with differing 
workloads is automatically determined. Under capitation, doctors have no 
incentive to generate unnecessary consultations, harmful excesses in drug 
consumption may be avoided, modifications to the payment system may 
encourage specific types of doctor behaviour and the cost of the service is 
known and controlled. The principal defects of capitation are that it may make 
doctors somewhat less responsive to patient demands (particularly in contrast 
to private patients who pay fees per visit), while encouraging them to refer 
troublesome or time-consuming patients to more expensive hospital services. 
Fee-per-item, on the other hand, facilitates higher levels of visiting and 
prescribing than may be strictly necessary or desirable and may limit the 
ability of services to be managed within available resources. Salary shares 
most of the advantages and disadvantages of payment by capitation. It does 
however provide doctors with the status and conditions of service of officers of 
the employing authority. 

Options for Payment in the General Medical Service 

6.41 The existing method of payment in the General Medical Service is a 
combination of elements of the main methods discussed above. The principal 
element is the fee-per-visit, which provides the bulk of their income for the 
vast majority of participants. The fee-per-item method is also reflected in the 
fees paid for certain specified procedures. Capitation is represented in the 
payment per patient to dispensing doctors in rural areas. Salary is represented 
by the rural practice payment and, to a lesser extent, the contribution towards 
locum and practice expenses. 

6.42 The options for the future payment in the General Medical Service 
comprise these principal methods of payment, re-aligned in certain specified 
ways. These are:— 

(a) continuation of the existing method; 

(b) salary; 
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(c) capitation or fee-per-patient; 

(d) a modification of the present system designed to overcome perceived 
shortcomings, i.e. modified fee-per-service. 

These options are discussed below in the context of the general considerations 
outlined at the beginning of this Chapter and having regard to the profession's 
stated desire for changes in the conditions of service of doctors participating 
in the General Medical Service. 

(a) Continuation of the Existing Method 
6.43 Without adequate morbidity statistics it is impossible to determine the 
extent of the differences between medical card holders and other patients with 
regard to their respective levels of medical need and the adequacy or otherwise 
of the services they receive. The level of activity in the General Medical Service 
has been discussed in more detail in Chapter 1. Medical card holders have 
relatively high consultation rates, and are prescribed medication more 
frequently than other patients. It is not clear to what extent the method of 
payment contributes to this differential. 

6.44 Insofar as the present system encourages frequent consultations it may 
tend to limit the value of each consultation and thus the capacity of the general 
practitioner to manage effectively all appropriate episodes of illness, as well as 
pursuing primary prevention. It may also inhibit appropriate referral to and 
collaboration with other health care staff. More obviously, the present method 
of payment does not take account of differences in the unit cost of consultations, 
which falls with increased panel size. Equal payments per visit are significantly 
less generous to a young doctor developing his practice than to the well-
established practitioner with a large panel. By yielding a lower income relative 
to expenses for the young doctor, the present system may inhibit the devel
opment of a more effective general practitioner service on his part. Further
more, the present method of payment yields equal income to doctors providing 
very different levels of service. The gross income received per visit is the same 
for a doctor who provides high quality premises; an appointments system; an 
effective record and recall system; a preventive service to patients, including 
individual counselling; who prescribes carefully and economically and who 
maintains his standards through participation in continuing education, as for 
a doctor with the reverse pattern of practice. 

6.45 With regard to the impact of the present system on the circumstances 
of doctors, while the General Medical Service has not been long enough in 
being to provide conclusive evidence, it would seem that a doctor's panel, and 
consequently his income derived from fees, normally begins at a low level, 
increases as his practice develops but will fall again as he approaches retire
ment. Being paid on the basis of fee-per-consultation does not provide conti-
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nuity of income in the event of illness or other interruptions of active service. 
Payment on a fee basis is not readily adapted to the provision of superannua
tion and other benefits sought by the profession. Furthermore, the provision 
of superannuation would, in the view of management, be of itself incompatible 
with the self-employed contractor status of general practitioners, not least for 
tax purposes. However, the Medical Organisation considers that there may 
be scope for establishing a precedent with regard to superannuation from the 
arrangements which apply to former District Medical Officers as well as from 
the superannuation scheme available to general practitioners in Britain, who 
are also independent contractors. 

6.46 From the point of view of levels of expenditure, it is clear that the 
present system of payment, by facilitating a high rate of visiting with associated 
prescribing costs, has resulted in significant rates of growth which do not take 
account of the availability of resources. Increases in the number of participat
ing doctors who are available to treat a relatively fixed pool of patients tend 
to result in higher levels of service and of expenditure. Consequently, contin
uation of the present method of payment would, having regard to the situation 
of the public finances, require that a stringent approach be taken to the future 
arrangements for entry to the General Medical Service. 

6.47 A substantial advantage of the existing arrangements has been its 
achievement in providing parity of access and quality of care for public and 
private patients. This achievement cannot be lightly jeopardised, nor can the 
high level of patient satisfaction which is reflected in the virtual absence of 
complaints. However, the medical profession are concerned that the operation 
of the Scheme to date has not safeguarded the position of general practitioners 
against the impact of escalating expenses, which has been most acute in the 
case of doctors who have endeavoured to improve their standards of practice. 
The continuation, unchanged, of the present system would be likely to result 
in the continued erosion of doctors' incomes and in dissatisfaction and therefore 
reduced effectiveness on the part of general practitioners. 

(b) Salary 
6.48 Under this option participating doctors would become officers of the 
relevant health board. As such they would acquire the benefits and responsi
bilities of that status. Their eligibility for participation in a superannuation 
scheme in line with other salaried health board staff would then arise. The 
level of salary received by doctors could reflect, in broad terms, their panel 
size and practice location. 

6.49 The level of salary received would be intended to provide a net income 
which would reflect the volume of work done as well as respecting norms for 
salary levels within the health services generally. Provision for the meeting of 
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necessary expenses could be made either directly by health boards where such 
was feasible, such as through the provision of premises and locums, or through 
the payment of an expenses allowance which was calculated to enable doctors 
to meet such costs themselves. The salary level payable could be in respect of 
normal working hours. In such circumstances payment could be made for 
consultations necessarily provided outside normal hours and this would be 
subject to monitoring by the employing authority. Alternatively, an all-inclu
sive salary might be negotiated which would comprehend the availability for 
calls outside normal hours and the general pattern of such calls actually made. 

6.50 By providing an integral relationship with the rest of the health care 
system, the option would provide a framework for the development of the role 
of the general practitioner. In particular, it might facilitate co-ordination of 
effort and provision of appropriate support services to the doctor. The level of 
salary received would provide a fair and readily up-dated reward for work 
done for patients, while the additional effort involved in out-of-hours duties 
would also be recognised. 

6.51 This option would, in particular through control of the number of 
doctors employed by health boards, represent no additional cost for the 
Scheme. While it would represent a significant change in the terms and 
conditions of participating doctors, it would not constitute a precedent for 
other groups which is not already provided by the District Medical Officer 
post. By integrating doctors into the community care programme the arrange
ments for administration and review would form a natural part of the local 
management process which is well-developed with respect to other grades. It 
would be a matter for management to apply developing information systems 
to the general practitioner's role and activities having regard to national policy 
for the development of primary care. Given the traditional value which Irish 
general practitioners have placed upon their autonomy the change in condi
tions of service which employment or salary would represent might be difficult 
for many doctors to accept. 

6.52 Performance of each doctor's duties under his contract of employment 
would be a matter for the employing authority which would exercise the same 
degree of control and supervision with respect to performance of duties, 
verification of availability for work and leave entitlements etc., as with any 
other officer. Reporting relationships and disciplinary provisions would apply 
to general practitioners as they do at present to, for example, other officers 
deployed within the community care programme of health boards. Entry into 
the General Medical Service under this option would require to follow the 
procedures specified for recruitment of permanent and pensionable officers, 
viz., through open competition. Because of the personal perquisites which 
attach to office-holders it would not be possible to envisage recruitment of more doctors 
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than would be necessary to provide a reasonable choice of doctor to eligible patients in a 
particular area. The payment of a salary and associated benefits would require 
a minimum panel size. The number of doctors in the Scheme would inevitably 
be less than the projected increase under the present arrangements and would 
be less than the number currently in the Scheme. 

6.53 Monitoring and control procedures would, under this option be an 
internal matter for the relevant health board. In this regard it is inevitable 
that management would have regard to levels of referral to hospital and the 
degree of co-operation afforded to other community health services. It would 
be a matter for local management to determine what procedures would apply 
to effect such co-ordination of services in the interests of effective primary 
health care but any additional costs which would fall to be met by doctors in 
pursuance of such procedures could presumably be met through the provision 
for expenses that might be made in association with salary. 

6.54 Payment by salary would raise the question of direct provision for 
superannuation and ancillary benefits such as sick leave, for general prac
titioners. This would be negotiable in the normal way while the net income of 
doctors could be preserved over time through the same mechanisms which are 
available to other salaried officers, including members of the medical profess
ion. However, there would be a necessary diminution of autonomy, partic
ularly in the non-clinical area of practice but such change would necessarily 
take account of the required independence of operation of the general prac
titioner. It would, in any event, apply only in respect of availability to and 
services provided for General Medical Service patients. 

6.55 The quality of service provided to eligible patients would tend to be 
safeguarded by the incentive to general practitioners to increase their income 
by increasing their panel size, for which a prerequisite is the delivery of an 
adequate service. However, the reduction in the number of doctors in the Scheme would 
represent a fundamental departure from one of the basic principles of the Scheme and lack 
of patient choice would raise difficulties for guaranteeing the quality of care. Furthermore, 
payment by salary in respect of the minority of General Medical Service patients would 
impose a distinction between them and the rest of the community comparable to that which 
existed under the former dispensary service. For all its apparent merits it would 
appear that salary would be incapable of meeting many key objectives. 
Because of the fundamental change in the basic principles implicit in a change 
to salary it is unlikely that the management side would be willing to negotiate 
on its introduction. 

(c) Capitation or Fee-Per-Patient 
6.56 In the light of ten years of experience of the operation of the General 
Medical Service, a fairly clear and consistent pattern of consultation rates has 
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emerged. In effect, the income received by the average practitioner in the 
General Medical Service has tended towards a relatively stable payment per 
patient, i.e. the consultation fee multiplied by the average number of visits. It 
is thus possible to calculate a standard fee-per-patient, per year or per quarter, 
which would correspond to the income received by general practitioners under 
the present fee structure. Patients do, however, vary in the demands which 
they place upon their doctor. In many cases the pattern is stable and predict
able and it would thus be necessary to reflect differing workloads associated 
with specific patient characteristics. It would thus be possible to remunerate 
doctors participating in the General Medical Service on the basis of a fee-
per-patient, which would be weighted to give a higher fee in the case of 
patients who by virtue of age, (both young children and elderly patients) or 
distance, give rise to particular demands on doctors. 

6.57 In addition to the basic payment per patient fees would be payable in 
respect of agreed, specified services and procedures, (including those proce
dures which attract special fees at present), which it is desired to maintain or 
promote within general practice. Thus, a specific fee-per-night consultation 
could be payable as could fees in respect of emergency services. 

6.58 The target gross income to be produced from the capitation method of 
payment for the average practice would be set in such a way that account is 
taken of the expenses which must necessarily be met by participating doctors. 
The cost appropriate to the General Medical Service of providing premises 
and associated overheads, of providing reasonable superannuation and nec
essary locum cover would be included in the concept of necessary expenses. 
The level of income would also take account of the proportion of total practice 
which the General Medical Service represents. As part of the on-going review 
and up-dating of payment levels, account would require to be taken of 
movements in the level of expenses necessarily incurred by doctors, as dis
cussed later in this Chapter. 

6.59 For practices which provide a more comprehensive range of services, 
including responsibility for services which are currently the responsibility of 
the community health services, or which undertake to reduce their level of 
referral to secondary care, provision could be made for higher basic capitation 
rates which produce sufficient income to meet additional expenses thus 
incurred, while increasing the net reward to such doctors. Alternatively, a 
formal supplementary payment akin to the present rural practice allowance 
could be explored for such cases. 

6.60 With regard to the administrative and monitoring arrangements, the 
present focus of attention on excessive visiting would no longer apply. Moni
toring of levels of claims for remaining fees would be necessary although the 
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scope for exploitation of that avenue is necessarily limited. Because this option 
removes the incentive for general practitioners to be available for each indiv
idual patient contact particular emphasis in the administration would be 
placed upon referral behaviour, especially referral to hospital at both in
patient and out-patient levels. Apparently excessive referral patterns would 
require attention and provision would be required for suitable action to be 
taken where this was established. Complaints regarding non-availability of 
service by patients are currently pursued under the provisions of the existing 
contract and similar arrangements would be required under this option. 

6.61 By relieving doctors of the pressure to see patients at frequent, and thus 
necessarily brief consultations, this option might facilitate a more effective 
style of practice. The option would incorporate provision for rewarding 
practices which expanded their range of services and developed the role of the 
general practitioner, in particular through recognition of the use of additional 
support services already available locally. The wider availability of support 
services through the General Medical Service would, of course, have to be 
subject to the on-going ability of the Government to finance the extension of 
such services. It would also provide specific incentives through fee payments, 
for particular forms of desired practice. The calculation of the levels of payment 
would be such as to represent no increase in the cost of the Scheme and would 
involve no essential change in the terms and conditions on which doctors 
provide services under the Scheme.Payment would be made on the basis that 
necessary expenses and thus minimum standards were met in practice and 
this would be subject to on-going verification. 

6.62 In the expenses to be taken into account when setting target income 
levels, specific account would be taken of the cost of providing superannuation 
and associated necessary provisions atrributable to the General Medical 
Service. The primary focus of attention within the arrangements for reviewing 
and up-dating payments under this option would be the protection of the net 
income from the General Medical Service received by doctors with average 
panels. Significant elements of reward for work done would be retained 
through the fee system but, primarily, the capitation rate would be designed 
to reflect past average levels of workload in the scheme. Doctors would have 
an incentive to increase their practice size subject to the specified maximum 
and the primary mechanism for so doing would be to provide an adequate 
and acceptable level of care to patients. This incentive, combined with the 
right of patients to exercise a choice of doctor should serve to ensure that 
standards of patient care did not suffer from the changed incentive structure 
which this option would represent for doctors. 
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(d) Modified Fee-per-Service 
6.63 The fee-per-service method of payment has significant advantages 
having regard to the objectives of the General Medical Service: 

(i) it rewards doctors for work done; 

(ii) it remunerates efforts incurred on behalf of General Medical Service 
patients on the same basis as private patients; 

(iii) it encourages availability of medical care in the community to a 
section of the population with above-average levels of need; 

(iv) it is compatible with the social policy objectives inherent in the 
present Choice-of-Doctor Scheme. 

Its principal disadvantage is that it has facilitated an expansion in the volume 
of work done in accordance with the availability of doctors' time. This increase 
may not have been fully accounted for by higher levels of real need for medical 
care and may not have resulted in a comparable improvement in health status. 
It has, however, been associated with additional expenditure, both on doctors' 
fees and, in particular, on the associated costs of prescribing. As a result, the 
management of the Scheme poses severe difficulties in terms of the open-
endedness of the expenditure commitment, in contrast to virtually every other 
branch of the health services. 

6.64 One possibility for retaining the principal advantages of the fee-per-
service method while overcoming the difficulties on financial grounds, faced 
by management, would be to modify the payment system. Such a modification 
would have a number of objectives in addition to those already mentioned in 
paragraph 6.63: 

(a) to encourage a level of service by doctors which was agreed to be, on 
average, adequate to the needs of patients, while discouraging both 
higher and lower levels of service; 

(b) to reflect in an agreed manner the cost of meeting necessary practice 
expenses attributable to the General Medical Service: 

(c) to encourage an alternative style of practice, more in keeping with the 
outline of the future role of the general practitioner set out in Chapter 
3, with more emphasis on diagnosis and prevention and less on 
prescribing of drugs; 

(d) to establish financial parameters within which the total cost of the 
General Medical Service as currently structured would be managed, 
with automatic offsets between additional expenditure in one area, 
such as investment in the development of practices, and savings in 
others, such as the cost of prescribed drugs. 
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6.65 Under this proposal, the level of the standard fee would be established 
in such a way as to generate sufficient income, having regard to an agreed 
norm for levels of visiting, to meet agreed practice expenses, including the cost 
of superannuation, and to provide an agreed net practice income from the 
General Medical Service, proportionate to each doctor's panel size. The level 
of expenses would be determined by an independent measurement of the costs 
actually incurred by general practitioners who meet the agreed minimum 
standards of practice. Participation in the Scheme would be conditional on 
these standards being maintained. The norm for visits, both domiciliary and 
surgery, would be established taking into account the experience of the Scheme 
to date and regard would be had to the differential needs of patients on the 
basis of age and taking account of the referral rates to secondary care. The 
standard fees would be payable on a monthly basis in respect of all visits up 
to the level of the norm for visits for each practice, each practice norm 
reflecting the composition of the panel. 

6.66 Where a claim for visits exceeded the norm in respect of the relevant 
period, an adjusted fee would be payable in respect of the excess visits. This 
fee would not be intended to make any contribution to the expenses of the 
practice, which should be met from the standard fee paid in respect of visits 
up to the level of the norm. It would also be tapered to yield a lower net return 
than the standard fee, with the degree of tapering increasing rapidly as the 
level of visiting in excess of the norm increased. This reduced payment would 
be necessary in order to encourage a level of consultation, which approximated 
to that which is agreed to represent the preferred style of practice, emphasising 
fewer but more intensive consultations. Some payment for additional visits 
would be appropriate, however, given the fact that particular circumstances 
in individual practices may, on occasion require somewhat higher levels of 
consultation. It would be incumbent on doctors to establish an understanding 
among patients of the appropriate use of their services in order to ensure that 
target levels of service were in fact provided. Doctors might be supported in 
this by a continuing public education campaign on the appropriate use of 
doctors' services. 

6.67 In circumstances where it can be demonstrated that practices are 
providing a broader range of treatment than normal, in particular through 
managing conditions which would typically be referred for secondary or 
institutional care, it would be appropriate that higher levels of remuneration, 
including the cost of meeting additional expenses, would be paid. In such 
instances, an agreed higher norm for the payment of the standard fee or a 
higher fee level might be established in respect of the category of patients 
concerned. Payment in accordance with the higher norms would require the 
monitoring of referral behaviour by practices. 
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6.68 In accordance with the Working Party's wish to see the role of the 
general practitioner extended, it would be necessary to consider incentives for 
doctors to undertake procedures which are not customary in general practice 
at present. The payment of special fees of this kind, as agreed, would not form 
part of the visiting level to be monitored against the established norms. In the 
event that the volume of such services grew to the extent that they became an 
established and typical feature of general practice, their inclusion with other 
visits and their special payment status would fall to be considered. 

6.69 It is envisaged that doctors would receive a regular statement of their 
visiting patterns which would enable them to identify the focus of any possible 
difficulty with regard to the meeting of the agreed norms, as well as explaining 
in detail the calculation of their monthly payment in accordance with the 
established scale of fees. That payment would be subject to on-going adjust
ment having regard to the associated cost of prescribed drugs, as outlined 
below. 

Drug Costs 

6.70 We have outlined in Chapter 5 the ways in which we believe a substan
tial reduction in the cost of prescribed drugs could be achieved. These include: 

(a) a reduction in the proportion of patients seen for whom prescriptions 
are written; 

(b) a reduction in the number of items prescribed on each occasion; 

(c) a change to drugs with lower unit costs, including generics; 

(d) a reduction in the quantity of drugs prescribed, especially for first 
prescriptions. 

All of these measures would require careful appraisal of the clinical require
ments of each patient in the light of available expert therapeutic opinion. It 
would also, in many cases, require a change in the style of practice with a 
need for longer consultations in many instances. This should result in a lower 
drug bill with an improvement in the level of iatrogenic disease and reduced 
risk of adverse drug reaction leading in turn to a better standard of primary 
health care. 

6.71 A style of practice which is less dependent upon prescribing of drugs 
would inevitably make more demands upon the doctor, notably through a 
pattern of more intensive consultations. This pattern would be reflected in the 
norms for visiting which would be derived in the context of a modified fee. In 
addition, the modified fee would be designed to provide an income adequate 
to meet an independently-established level of necessary expenses. Insofar as 
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changes in the payment system result in increased aggregate expenditure on doctors' 
earnings, they must be accompanied by offsetting reductions in other areas of expenditure, 
principally in the cost of drugs in the General Medical Service. The measures which 
we have outlined in Chapter 5 should be capable of producing a level of 
savings significantly in excess of that necessary to fund changes in the payment 
system. Therefore, we recommend that, as part of a modified fee system, 
target drug costs per patient be established compatible with good patient 
care, which would yield savings sufficient to avoid any increase in the total 
cost of the General Medical Service. It would be necessary to ensure that, on 
a continuing basis, these targets are adhered to, in particular through the 
adjustment of the income of doctors who might exceed the target, in proportion 
to their excess drug costs. In establishing drug targets account could be taken 
of seasonal factors and of specific conditions whose treatment required excep
tionally expensive medication. The precise arrangements governing the oper
ation of target drug costs would be a matter for negotiation but the essential 
requirement would be to ensure that there was no excess expenditure on the 
Scheme as a whole. 

6.72 It is clear that savings on drug costs considerably in excess of the 
amount required to fund the agreed additional expenditure on development 
of general practice, including continuing education programmes, could be 
achieved through changes in prescribing habits without any reduction in the 
quality of patient care. Such a reduction can only be achieved through the 
active involvement of general practitioners in a re-appraisal of their own 
practice patterns, notably through a reduced emphasis on drug usage. It will 
almost certianly involve lengthier consultations and greater effort in the 
monitoring of prescribing patterns, drug interactions and other elements of 
effective prescribing. It is therefore appropriate that practices which achieve 
reductions in excess of the target drug expenditure levels should be rewarded 
through an additional investment in their development. Accordingly, an 
agreed proportion of the savings in drug costs achieved in excess of the target 
figure would be shared with the practices concerned, on a monthly basis. 
There would, however, be a limit to the amount of additional savings in 
respect of which financial benefits would be received by practices, to avoid the 
risk that financial incentives might induce a degree of reduction in prescribing 
which was not compatible with the needs of patients. 

6.73 The up-dating of the target levels for drug costs would be maintained 
on a continuing basis by indexing the target level agreed for the first year of 
operation of the new method of payment, by reference to a weighted average 
of increases in (a) the unit ingredient cost of the commonly-prescribed drugs 
in the General Medical Service and (b) the dispensing fee payable to phar
macists. In this way, the total amount available for expenditure on the Scheme 
in the first year of operation of a modified fee would be maintained in real 
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terms subsequently, with the exception of cost increases arising from the on
going review of remuneration levels for doctors (and pharmacists) and the 
unit ingredient costs of drugs. 

6.74 In order to ensure that all doctors are in a position to meet the targets 
for drug costs, doctors will require regular, detailed information on their 
prescribing patterns, including the quantity and frequency of prescribing. 
This information would be provided for some months in advance of the 
implementation of the agreed payment system to facilitate the altering of 
established prescribing habits. Doctors will require expert advice with regard 
to the cost-effectiveness of alternative drug treatments and quantities. This 
could form the subject of priority attention within the continuing education 
network outlined in Chapter 4, with national guidelines for cost-effective 
prescribing, especially in respect of common conditions, being prepared by a 
national expert grouping. Practice audit of prescribing patterns by general 
practitioners could form an integral part of continuing education programmes 
at local level. 

6.75 We have already referred in Chapter 3 to the potential impact of new 
information technology on the orientation and effectivemess of general prac
tice, not least as an aid to self-audit and as a tool for research. The area of 
prescribing is one in which such attention would be highly desirable. The 
existing computerisation of payment systems already affords the opportunity 
for substantial analysis of prescribing patterns to be carried out. We recom
mend that the development of this capacity to analyse prescribing patterns 
be treated as a matter of urgency, as an essential aid to continuing education 
and as a means of preparing for the introduction of drug budgets in general 
practice. We believe that the usefulness of this facility would be enhanced if 
prescription forms used in the General Medical Service had a further, modified 
copy which would be sent by the prescribing doctor direct to the Payments 
Board. On this copy, which would not contain any information capable of 
identifying the patient, doctors could code the category and disease for which 
the prescription was written. Analysis of these forms would provide invaluable 
epidemiological information as well as enabling each doctor to compare his 
prescribing patterns for specified conditions with that of his peers and with 
expert guidelines for optimum treatment. Analysis would also demonstrate 
the extent of non-compliance by patients who failed to have a prescription 
dispensed, a matter which may be quite serious in many cases. The value of 
the analysis of prescribing patterns is such that we recommend that the 
facility to have pre scripitons analysed by disease category should be extended, 
at the doctor's request, to prescribing for private patients (who are entitled 
to assistance towards the cost of drugs under the Drugs Refund Scheme) 
where suitable prescription forms are used. 
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Administration and Review 

6.76 While the objective of the modified fee option would be to secure an 
optimal level of activity on the part of general practitioners having regard to 
experience of the Scheme to date and to the Working Party's proposals for the 
future of general practice, it may be that a minority of practices will not meet 
the norms in respect of visiting or prescribing, despite the financial disincen
tives involved in exceeding these. Furthermore, underserving of patient needs 
could arise through inappropriately low visiting or prescribing rates. Accord
ingly, there would still be a need for monitoring of performance, including the 
facility to respond to complaints, by administrative arrangements at local 
level as outlined in Chapter 7. 

6.77 The modified fee outlined here provides a means of achieving the 
criteria of management and the profession. The system is somewhat more 
complex in respect of doctors' payments but the elements are clear-cut and 
the information given to doctors in respect of their practice patterns would 
enable them to identify practice patterns which might require adjustment. 
The payment received by doctors would reflect: 

(a) the visiting rate, having regard to established norms; 

(b) the fee levels established both for visits up to the level of the norm 
and for additional visits; 

(c) the meeting of target drug costs per patient, above which off-setting 
deductions would be made; 

(d) the achievement of additional savings in drug costs, which would be 
shared with the practices producing them. 

Expenses 

6.78 With regard to the expenses incurred by general practitioners in pro
viding services to eligible patients, expenses which are necessary to provide a 
desirable standard of service should be adequately reflected in the payments 
made to the general practitioners. There are, however, formidable practical 
difficulties in devising schemes for compensation for practice expenses incurred 
by individual doctors. In addition to adequacy, ease and economy of admin
istration together with reasonable certainty of application must be seen as 
criteria to be applied to any arrangements for compensation for expenses. In 
view of the dramatic variations in the circumstances of individual participating 
doctors it is considered that these criteria could not be met by any attempt to 
meet the cost of expenses necessarily incurred by each individual doctor. The 
Working Party therefore recommend that negotiations take place between 
management and the profession to determine the necessary expenses which 
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are to he met from General Medical Service earnings over the range of 
practice circumstances. The cost of meeting these expenses should then he 
measured independently on an annual basis. The results of this measurement 
would then form an integral part of the process of reviewing general prac
titioners' remuneration. This should be done by examining in detail the costs 
of a representative sample of participating doctors, chosen with regard to their 
practice location, size and other basic characteristics. The costs thus measured 
would be taken into account in calculating a target income from the General 
Medical Service within the proposed options for payment. 

Costing the Proposed Methods of Payment 

6.79 We do not consider that it comes within our terms of reference to specify 
the cash value which should attach to the elements of general practitioners' 
remuneration in the options outlined above. This is a matter for negotiation 
between the public authorities and the organised profession, in accordance 
with customary procedures. We are conscious of the constraints which apply 
to all pay negotiations at present under the terms of public pay policy and 
these constraints will necessarily apply to any negotiations of doctors' 
remuneration. 

Experimentation 

6.80 While we believe that subsequent negotiations should aim to produce 
a detailed set of payment arrangements which will be the most appropriate for 
the majority of general practitioners in the context of our proposed develop
ment of general practice, we recognise that circumstances may alter to the 
extent that a change in the balance of elements within a package of remuner
ation may be necessary. This is a matter which will, inevitably, be kept under 
review and can be raised through the normal channels between the public 
authorities and the profession. However, we believe that it would be desirable 
that experimentation in both the structures and the remuneration applicable 
to general practice should be encouraged. Such experimentation enables both 
the public authorities and the profession to identify ways in which services 
could be provided more effectively and more economically without committing 
the General Medical Service as a whole to untried approaches. 

6.81 In particular, we are aware that some practices, by virtue of the size of 
the practice or local circumstances are more closely integrated with the other 
health care services, including local hospital services. We are also aware of the 
development of management information systems by health boards which 
enable both the board and health care staff to know the level and pattern of 
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services provided to individual patients and households. In such circumstances 
it may be desirable to remunerate doctors in respect of their total health care 
service and responsibility, rather than paying for specific elements of their 
service. This would be in line with developments in clinical budgeting which 
have been pioneered in the hospital service, notably in Britain. 

Clinical Budgeting 

6.82 In services where providers are separate from and independent of 
budget-holders, the direct providers of services have an incentive to increase 
the rate of their own activities and to generate demands for additional 
resources. Even where the totality of resources available to an area is known 
to be limited, individual providers have an incentive to increase their share at 
the expense of other providers. The rationing of scarce resources which results 
in these circumstances may be sub-optimal with regard to overall objectives 
and may also be inefficient. The resolution of this dilemma in the context of 
fixed cash budgets has been explored in the hospital system through the 
development of improved management information systems, leading ulti
mately to the management of resources by doctors directly providing the 
service. Substantial progress has been made within the National Health 
Service in Britain in identifying cost centres within hospitals. A Standard 
Accounting System has enabled budget holders to have more up-to-date and 
disaggregated financial information. However, despite the improved inform
ation flow for most cases "clinicians retain autonomy over the demands made 
on budget-holding colleagues who in turn have the problem of harnessing 
demand to the resources allocated to them. This is why radiologists and 
biochemists wear long faces."22 

6.83 An advance on this position is to enable doctors to be aware of the costs 
of their own decisions and activities. A research programme was initiated by 
the DHSS at Bridgend Hospital, South Wales in 1976. Subsequently seven 
research centres were selected to apply the outcome of the pilot exercise in 
costing to different types of hospitals. The principles applied in these exercises 
have included: the allocation of all expenditure directly, either to a primary 
cost centre such as a ward, or to an intermediate cost centre in the case of 
service departments. The accumulated expenditure of service departments is 
then redistributed to wards or individual specialities on an apportionment 
basis. Local circumstances have tended to dictate the precise arrangements 
made for grouping activities by specialties and for the allocation of overheads 
and service expenditure.23 

6.84 Specialty costing can be carried out retrospectively, without direct 
involvement on the part of doctors. The availability of specialty costing for a 
wide variety of hospitals enables statistical analysis to be carried out on the 
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anticipated cost of a hospital, having regard to its size, case mix and other 
characteristics. While much work remains to be done on refining the tech
niques, specialty costing gives the possibility of identifying high-cost units 
whose performance is not explicable in terms of "objective" characteristics.24 

6.85 This is comparable to the present position in the General Medical 
Service where doctors are informed of their costs per patient on a regional 
basis, although clearly not all generated costs are reflected in the Payments 
Board's accounts. It may be hypothesised that doctors with information about 
the costs generated by their activities will become more cost-conscious and 
therefore more economical in their work. There is, however, no evidence 
available that information on costing provided to hospital doctors produces 
any change in behaviour. For example, all consultants in one London district 
received monthly reports of their demands and cost of use of all diagnostic 
and some other departments on a monthly basis. The comparisons between 
consultants were available to all clinicians and to the management of the 
district. After three years there was no evidence of any change in behaviour on 
the part of clinicians individually or collectively.25 Similar results are reported 
from Australia and the United States of America. 

6.86 In terms of producing changes in behaviour, the introduction of clinical 
budgeting (a development from clinical costing into the process of decision 
making) has given evidence of greater success. The original experiment was 
conducted in a London hospital in 1973/4 when an experimental group of 
ward teams including doctors, nurses and administrators managed budgets 
for their in-patient services. In the United States of America the adoption of 
clinical budgeting helped the John Hopkins Hospital to move from a deficit of 
over one million dollars in 1973 to an operating profit in 1976. Clinical 
budgeting experiments in Sweden were claimed to achieve savings totalling 
8.1 % in x-ray departments and 6.5% overall. Similarly, successful experiments 
were reported from France.26 

6.87 It has been claimed that budgeting experiments in Britain have pro
duced examples of: reductions in unnecessary x-ray examinations and pathol
ogy tests, quicker treatment in out-patient clinics, more admissions per bed, 
reductions in length of stay, reductions in ward stocks, less food wastage, more 
productive use of staff and general facilities, and the elimination of financial 
deficits. One account of the activities of a clinical accountable team responsible 
for managing a budget showed that savings on x-rays, pathology tests and 
supplies were applied towards the cost of a ward clerk's salary and other items 
of equipment desired by the team.27 The use of ward budgets for control of 
expenditure on dressings and medical equipment consumables in a Manch
ester hospital was shown to produce substantial savings in expenditure on 
these items despite increases in patient throughput and an improvement in 
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cost-consciousness on the part of nursing staff. One half of savings against 
budget were available to the budget-holder for use in improvements in the 
ward.28 

Problems of clinical costing and budgeting 

6.88 Some doctors have argued that the use of norms, implicit in controlling 
systems using clinical budgets, may introduce inflexibility and take insufficient 
account of local circumstances. However, there is a strong argument in favour 
of assuming that above average costs in a unit, when all identifiable variables 
have been taken into account, is indicative of inefficiency or low quality. For 
example, Devlin has argued that lower costs per case in surgery may indicate 
higher standards because budget holders may have an incentive to avoid 
complications which increase the costs of care e.g. treating an appendix 
abscess.29 

6.89 One possible disadvantage of clinical budgeting is the extra time and 
cost involved in assembling the necessary information and taking appropriate 
decisions. Reports from the experimental centres suggest that there has been 
no sigificant increase in the time of doctors taken up in administration but 
many perceived this to be now more effective. A policy must also be formulated 
as to how budgets will be shaped over time — for expansion, contraction or 
maintaining the status quo. Differing policies may be adopted towards reflect
ing the savings against budget which budget-holders may achieve. In any 
event, the clinical budgeting system has the merit of making rationing decisions 
explicit and applying clinical expertise directly to the problem of resource 
allocation, rather than at one remove. 

Applications to the General Medical Service 

6.90 The application of budgeting to general practitioner services is more 
problematic than in an institutional setting. It has, however, been achieved in 
the medical care systems funded through health insurance where a fixed pool 
of money is available for general practitioners' services and drugs. Differing 
mechanisms have been adopted to adjust total demand to the resources 
available and these were discussed earlier. Another example is the operation 
of health maintenance organisations (HMO's) in the United States of America 
where a fixed budget for all clinical activity, both in-patient and out-patient, 
is set by the premium paid by patients. It is clear that budgeting could apply 
in the Irish context to the general practitioner's own services and to the cost 
of drugs prescribed by him. If nursing and other ancillary services were 
provided to his patients only with his knowledge and at his authorisation it 
would be appropriate to include them in such a budgeting system. If all 
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referrals to hospital were made by him and were not self-referrals the cost of 
such admissions could also be included in a budget, having regard to regional 
or national norms reflecting age, sex and other relevant factors. 

6.91 In practice, however, most of the ancillary services which are used by 
patients can be used without reference to the general practitioner primarily by 
self-referrals to hospital. In such cases, the development of a budget to include 
such services may be impractical. Rather, monitoring of utilisation of such 
ancillary services by patients could be part of a general process of audit 
without transferring financial responsibility for the costs involved to the 
individual general practitioner. 

6.92 A budget for general practitioner services is implicit in the notion of 
payment by capitation for services. The doctor then has no incentive to 
stimulate unnecessary demand on his services by his patients. The budget for 
drugs prescribed for patients in a doctor's practice could be established by 
reference to norms at national or regional level and this has been discussed in 
relation to a modified fee-per-service payment. A system of incentives could 
be attached to such a, necessarily, notional budget which would encourage 
the doctor to be more rational and economic in his prescribing and to make 
use of the information flows provided by management and the aid to better 
prescribing which might develop in a programme of continuing education. 

6.93 We therefore recommend that, where appropriate, agreed experiments 
in alternative methods of payment with particular reference to the operation 
of comprehensive clinical budgets by general practitioners should be encour
aged and evaluated. The remuneration appropriate to such experiments 
should be a matter for negotiation between the authorities, the profession and 
the individual doctors concerned. 

6.94 We also recommended in Chapter 3 that urgent attention be given to 
means of encouraging more effective co-ordination between general prac
titioners and other community health services. In particular, we recommended 
that experimentation be encouraged in the formal attachment of health board 
staff on a part-time or full-time basis to specific practices. The degree of 
attachment in such experimental cases may be such that the method of 
payment of the doctors concerned may require particular alterations to enable 
effective working relationships to be developed and evaluated. We therefore 
recommend that provision be made for ad hoc, agreed payments which may 
depart from the national agreement on methods of remuneration. The 
progress of experimentation in these areas should be monitored in accordance 
with the proposed arrangements which we outline in Chapter 7. 

Conclusions 

6.95 We have outlined our views on the likely implications of the options for 
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payment of general practitioners in the General Medical Service and the 
criteria which we believe should be employed in assessing these implications. 
The overriding concern must be to secure a framework within which the 
service available to eligible patients will be as effective as possible in meeting 
their needs, in particular by encouraging an adequate level of response to the 
above-average requirements of the population in question and by facilitating 
the provision of as much medical care as possible in the community rather 
than in institutions. The parity of treatment of public and private patients 
must also be a continuing objective. 

6.96 While the manner in which the broad options for payment are translated 
into specific remuneration and administration arrangements will determine 
the precise implications for the services provided, we believe that it is possible 
to indicate the area within which a satisfactory arrangement is likely to be 
found. In the circumstances of the General Medical Service we believe that a system of 
payment which contains a strong element of reward for doctor-patient contacts is desirable. 
Equally, we consider that rewards should be more responsive to the quality, 
rather than the quantity of doctors' services. This implies the capacity to 
differentiate between practices which vary in their ability to respond to the 
whole range of patients' needs, while removing the need for doctors to provide 
high volumes of service when fewer but longer consultations with greater 
emphasis on education, reassurance and counselling, and less emphasis on 
the prescribing of medicines may be more appropriate. 

6.97 We conclude that the option of a modified fee-per-service, as outlined 
earlier in this Chapter, is likely to provide a framework within which our 
estimation of the objectives of the General Medical Service can be met. It 
will be for subsequent detailed negotiations to identify the particular arrange
ments which might apply but we believe that the discussion on the basis of the 
principles we have outlined, guided by the considerations which flow from our 
vision of the future role of the general practitioner, should result in a set of 
proposals which will be satisfactory to all of the parties concerned, and 
especially satisfactory from the paramount perspective of the satisfaction of 
patient need within the limit of resources available for the service. 
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Chapter 7 

Administration and Review of the 
Service 

7.1 In the operation of the Scheme to date the emphasis in the approach to 
monitoring has been on the quantitative aspects of doctor activity, specifically 
consultation and prescription rates and their associated costs. A formal 
investigating and disciplinary procedure operates under the terms of the 
contract between participating doctors and the health boards. As outlined in 
Chapter 1 this procedure has developed along more formal and legalistic lines 
than had originally been intended. The numbers referred for investigation and 
discipline have been quite small and the actual penalties imposed on doctors 
for excessive visiting or prescribing have not in some cases led to changed 
behaviour. More importantly, however, the existing approach to monitoring 
is operated on the basis of average levels of activity at regional or national 
level. Monitoring on the basis of averages operates in some instances against 
the interests of both management and the profession. Thus the levels of activity 
of the minority of doctors whose visiting and prescribing rates are excessive 
contribute to the average against which they are to be assessed. Inevitably 
this system has accommodated a progressive increase in the volume of services 
provided to patients. 

7.2 In any publicly-funded service there is a necessity to ensure that the 
expenditure of public funds results in the provision of the service as desired, 
both in terms of quantity and quality. It is obviously impractical to envisage 
a system of control which would monitor each contact or transaction between 
general practitioners and their patients. Any monitoring or control system 
must meet the criterion of reasonable cost and practicability. Fortunately, 
however, the professional responsibility of participating doctors is such that 
the appropriate level of monitoring is one which identifies undesired behaviour 
and responds effectively to it, while identifying and encouraging patterns of 
activity which correspond more closely to the objectives of the service. 

7.3 The performance of the monitoring function to date has been unsatisfac-
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tory in the view of both management and the profession. It has been seen by 
participating doctors to be highly centralised, involving statistical analysis by 
the General Medical Services (Payments) Board and formal hearings by 
committees appointed at national level. As a result, a certain polarisation has 
arisen as between the authorities responsible for monitoring and the partici
pating doctors, within an adversarial framework. The operation of the moni
toring system by the Payments Board at national level has also tended to 
diminish the involvement of local health board staff in the operation of the 
service, thus further isolating general practitioners from the development of 
health board services required by their patients. Crucially, from management's 
point of view, the system has failed to resolve speedily the few instances of 
serious and protracted abuse of the Scheme. We believe that the future 
approach to administration of the General Medical Service should reflect the 
lessons learned from the defects of the present arrangements and in particular 
should be designed to remove scope for avoidable antagonism between man
agement and the profession. 

7.4 We therefore propose that a significant shift in emphasis should take 
place in the administrative and review arrangements which apply to the 
Scheme. In any event, if there is to be any change in the method of payment 
much of the basis of the existing monitoring system would require fundamental 
review. Specifically, we recommend that the administration of the Scheme 
should he a more local function. Secondly, we recommend that the medical 
profession should be given a more active role in the local monitoring of the 
Scheme, which would be in keeping with the desired autonomy of the profession 
while providing a more authoritative basis for isolating irresponsible or 
unprofessional behaviour. Thirdly, we recommend that the system of moni
toring should cease to he a purely negative, disciplinary process hut should 
he linked to positive encouragement to doctors to expand and develop their 
practices in accordance with agreed objectives for the primary care sector. 
In this regard, we would see a close link developing between the administration 
of the Scheme and the development of continuing education within the 
profession, on the one hand and the evolution of local development plans for 
the primary care sector on the other. In general, we recommend that there 
should be an active involvement between management and the profession, 
both nationally and locally, in devising new procedures and in reviewing 
their operation on a regular basis. This should extend to joint preparation 
and training of personnel who will be involved in the operation of these 
procedures, as a means of strengthening trust and commitment to the success 
of the new arrangements. 

7.5 In keeping with the future emphasis upon local resolution of difficulties 
which may emerge in the operation of the Scheme, we recommend that 
criticisms or grievances which individual doctors or the profession as a 
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whole in a particular area might have in respect of local management 
arrangements should be raised locally, in the first instance. Given a commit
ment on both sides to fair and reasonable application of arrangements designed 
to promote the welfare of patients, we believe that only exceptionally should 
issues require more than informal discussion at local level. However, where a 
satisfactory resolution is not achieved locally we recognise that there is a need 
for some forum within which differences of approach or emphasis to the 
application of agreed, national arrangements can be raised by the profession 
and an equitable outcome achieved. Accordingly, we recommend that a 
standing sub-committee of the National Review Body on General Practice, 
recommended to be established later in this Chapter, be appointed to deal 
with matters raised by the profession about the application of agreed 
arrangements by management. Only significant issues of disagreement which 
have failed to be resolved through local discussion should be considered by 
this Committee, which should have the right to reject issues raised as being 
inappropriate or insufficiently discussed at local level. In order to discourage 
frivolous issues being raised at national level, we recommend that issues 
should be raised with the Committee only by the Medical Organisation or, in 
the case of an individual doctor who is not a member of the Organisation, 
with the agreement of the relevant local branch of the Organisation. 

The Basis of Monitoring 

7.6 Irrespective of any change which may take place in the method of 
payment, there will be a requirement for health boards, who are the holders 
of each doctor's contract and who have the statutory obligation to make a 
service available to eligible patients, to monitor the services provided. Certain 
aspects of the operation of a practice will inevitably form the basis of moni
toring. First of all there is the question of the minimum standards of practice 
to be met by participating doctors, including such items as the standard of 
practice premises, the availability of a telephone at practice premises, the 
maintenance of a minimum acceptable record system, and the possession of 
agreed minimum items of equipment. Secondly, there is the question of access 
by patients to the practice, including the hours of availability at surgeries, the 
adequacy of arrangements for contact outside surgery hours and the accessi
bility of service in emergencies. 

7.7 With regard to the first item, the minimum standards to be met by 
practices, we believe that it is possible to specify with some precision the 
minimum standards to be accepted in practice. These standards must be kept 
under review, in line with developments in the scope of practice and in the 
range of services which it is accepted at any particular time should be provided 
by general practitioners. In this regard, we recognise the desirability of an 
autonomous professional body which would serve to specify such standards 
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on an authoritative basis. We welcome the establishment of an Irish College 
of General Practice and we anticipate that it would serve a very useful 
function in elaborating the standards and their rationale which would then be 
reflected in the contractual obligations to be agreed between the profession 
and the authorities. In any event it is clear that the basic requirements for 
effective general practice must be met by those who seek to provide services 
under the Scheme. 

7.8 We envisage that a more active interest will be taken in future in the 
standards of practices and that appropriate action will be taken to ensure that 
patients' needs are met through the provision of adequate premises and 
records and through willingness to work with other services which patients' 
require. With regard to availibility and accessibility of general practitioners 
to their patients, the existing arrangements require doctors to specify these 
details to the health board with whom they contract. We recommend that this 
requirement be continued. By way of development, however, we recommend 
that verification of minimum practice standards and of availability in 
accordance with the contract, is carried out on a regular basis, possibly 
annually. We recommend that an appraisal of practices should be carried out 
on a tripartite basis involving the relevant health board, the organised profess
ion and the academic, standards setting body for general practice. We envisage 
that the roles of the latter two interests could be played by the local repre
sentative structure of the Irish Medical Organisation and the Irish College of 
General Practitioners, respectively. An annual visit to practices by represen
tatives of these interests would afford an opportunity, not only to verify 
standards of practice but also to ascertain each individual general prac
titioner's views on the operation of the Scheme in a local context. It should 
also provide an opportunity for the health board and the general practitioner 
to raise matters which they feel to be problematic or to require attention by 
the other party. The outcome of the appraisal would be communicated to the 
doctor concerned and to the health board which could then, if appropriate, 
take steps to ensure that minimum standards are met. 

7.9 In addition to standards and availability, monitoring must also extend 
to the level of activity of doctors. The precise basis of monitoring will depend 
upon the method of payment. Monitoring of activity which attracts a specific 
fee per service will, in any event, continue, as will the monitoring of prescription 
rates, including costs. We envisage that there will be routine, informal contact 
between local health board management and all participating doctors in which 
matters of mutual concern can be raised. There would thus be a basis for 
discussing practice problems with doctors with an exceptionally high level of 
claims for fees or exceptional prescribing levels. We believe that the proposed 
incentive schemes attaching to prescribing costs should facilitate any necessary 
improvement in prescribing habits. Where, however, serious and persistent 
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excessive levels of activity are established the administrative mechanisms 
outlined below should apply. We also recommend that the assessment of 
practice patterns should be extended to include referrals to hospital by 
general practitioners. At present, it would be difficult to establish such 
referral rates for any one doctor but the present rate of development of 
management information systems in the health services is such that this 
capability will shortly be available in respect of most acute hospitals. The 
contract between doctors and the health boards should be so phrased as to 
enable this type of activity to be monitored on the same basis as the generated 
costs of drugs. 

7.10 A third and continuing aspect of the administration of the service 
provided by general practitioners is the investigation of complaints from 
patients. Where such complaints relate to the contractual obligations of 
doctors they represent a valuable opportunity to appraise the standards of 
practice and they may at least suggest the need for improved doctor-patient 
communication. We recommend that patient complaints should be investi
gated with sensitivity by the appropriate health board staff The outcome of 
such investigations should, where appropriate, be referred to the administra
tive arrangements outlined below. 

Review Procedures 

7.11 The present arrangements for investigation and sanction of complaints 
are unduly legalistic and time-consuming. The primary purpose of such 
procedures should be to ascertain quickly and fairly the facts of the situation 
and, if necessary, to effect change in the behaviour of doctors in accordance 
with more reasonable patterns of practice. Whether this relates to levels of 
activity, to accessibility, or to patient complaint, in the majority of cases 
informal discussion will be sufficient to resolve the issue. In other cases the 
desired outcome may be that the individual doctor should recognise the basis 
for complaint and should be encouraged to take action to change his behaviour. 
We believe that this may be more effectively done in an atmosphere which 
emphasises the expectations of general practitioners as professionals rather 
than through legalistic procedures. We therefore envisage a role for peer 
review on a relatively informal basis as the second step in the mechanism for 
reviewing activity under the Scheme. 

7.12 We therefore propose that at local level a peer review group of general 
practitioners nominated by the profession be established which would inter
view general practitioners in respect of whom complaints have been made 
by the Payments Board, by patients or by the health board in respect of their 
performance of their contractual obligations. These interviews should be 
informal discussions at which the complaints and corroborating material 
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prepared by the health board or the Payments Board would be discussed with 
a view to identifying the steps, if any, which the doctor should take to alter his 
pattern of activity. It would therefore be totally inappropriate for any person 
other than the doctor concerned to be present. Equally, the group might 
suggest changes in the administrative arrangements. This discussion should 
take place within a short time of the referral of the case to the group — say 
within six weeks. The proceedings and documentation relating to each case 
should remain confidential to the doctors involved in each case. The primary 
role of the group in each case should be that of counselling and advising their 
colleague in order to assist him to provide an acceptable standard of service 
within the parameters of the Scheme. The number of doctors nominated to 
the group should exceed the number required for any one case in order to 
prevent general practitioners being interviewed by their immediate colleagues. 

7.13 We propose that the group should be in a position to specify a time 
period within which any necessary change in behaviour should be effected. If 
this has not been achieved the complaint would then be referred to the 
disciplinary mechanism outlined below. Similarly, it should be open to the 
panel to recommend that the complaint be referred without further delay to 
a more formal disciplinary hearing, where the circumstances so justify. In any 
event, in view of the responsibility of the health board as the contracting party 
and its statutory obligation to be accountable for the funds spent in its name, 
we recommend that the Chief Executive Officer of a health board, having 
informed the local peer review group, in exceptional cases should have 
discretion to refer the matter to a disciplinary hearing at regional or 
national level. We envisage that referrals to the peer review process would be 
made at an early stage before the matters complained of assume serious 
proportions and that only a minority of serious complaints would not be 
discussed at local level in the first instance. 

7.14 With regard to more serious complaints or complaints in respect of 
which peer review had produced no appreciable change in behaviour we 
recommend that a modification of the existing arrangements for disciplinary 
hearings be retained. These modifications would be designed to ensure that 
committees are available to hear cases and that they are seen to be fair. They 
should be more local in orientation than at present, with members of the panel 
nominated on a regional basis. We recommend that these hearings should be 
held as soon as possible after the matter of complaint has been referred for 
hearing and therefore that sufficient doctors be nominated to the panel from 
which disciplinary tribunals are compiled for this speed and flexibility of 
response to be available. We believe that the basic orientation of the panels 
should reflect a strong element of peer review and therefore formal, legalistic 
procedures would be inappropriate. Accordingly, we recommend that only the 
doctor involved should have the right to address the panel. If the doctor 
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wishes to be accompanied and advised by another person at a hearing, we 
believe that it would be desirable that this person should be a colleague or 
representative of the Medical Organisation rather than a lawyer. In the event 
that, for some reason, a Regional Review Panel is not in existence, we 
recommend that the Minister should be in a position to appoint a panel to 
consider cases in the region concerned. The ultimate sanction which would 
be available in response to serious or persistent problems of doctor behaviour 
would be termination of the doctor's contract. Where a Regional Review Panel 
is of the view that termination may be the proper course of action it should 
refer the case, before or after a formal hearing at its discretion, to the National 
Disciplinary Committee outlined below. For other decisions of the Regional 
Review Panel, a right of appeal to the Minister should be provided. 

7.15 We recognise that there is at present an imbalance in the relative 
position of the health board and participating doctors under the present 
contract in that the doctor may terminate the contract at any time with three 
month's notice. There is no such explicit power of termination on notice 
specified in the contract for the health board. We recommend that this 
imbalance be rectified to enable contracts to be terminated more readily in 
extreme circumstances. In cases where there are strong grounds for believing 
that patient care is seriously jeopardised or where sanctions implemented 
following investigation by a Regional Review Panel have not produced any 
improvement in performance, we recommend that the Chief Executive Officer 
be empowered to suspend a doctor's contract and to refer the question of 
termination of the contract to a National Disciplinary Committee, whose 
decision would be subject to appeal to the Minister. This Committee, with 
nominees of the Minister and the profession, would also consider cases referred 
by Regional Review Panels where they consider that termination may be 
appropriate. It should be within the National Disciplinary Committee's dis
cretion to substitute an alternative penalty, such as deduction from earnings, 
where it considers that termination of contract would not be warranted. Cases 
in which the question of termination arises will be rare, but the quality of 
patient care and the legitimate interest of the taxpayer in securing a reasonable 
and economic service require that effective procedures exist to cope with such 
events. 

Promoting Better Practice 

7.16 We believe that the present emphasis on disciplinary procedures in the 
monitoring of the General Medical Services should be balanced by a more 
positive approach to strengthening general practice and to identifying ways in 
which the organisation of the service and the provision of ancillary services 
could result in more effective practice. There should be a more regular and 
open dialogue between health boards, the Payments Board and participating 
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doctors with a view to reviewing the performance of the Scheme and the 
development of general practice. The primary emphasis should be on devel
oping such dialogue at local level and therefore we recommend that health 
boards should appoint a part-time general practice adviser in each region 
who would be a practising general practitioner but would be retained to 
advise the Board on ways in which the effectiveness of general practice and 
the administration of the service could be improved. These advisers should 
be recruited through competition on a regional basis and should be employed 
on short-term contracts. The job description which applies to these posts 
should be the subject of agreement at national level between the profession 
and management. 

7.17 We recognise the difficulty of developing fully representative structures 
within general practice at a local level. However we believe that good relat
ionships between the organised profession and local administration are desir
able. The availability of continuing advice from a practising general prac
titioner who has been selected on the grounds of ability, experience and 
personality should strengthen such dialogue and enable the needs of general 
practitioners to be taken more fully into account in the development of policy 
at local level. We recommend that the doctors selected for these posts and the 
administrative staff engaged in liaison with them should receive appropriate 
training to ensure that the broader objectives of the development of primary 
care are achieved through sensitive and purposive intervention. Regional 
advisers will act as members of the Board's staff (on a part-time basis) and 
will not purport to be representative of the local practitioners. We recommend 
that branches of the Irish Medical Organisation based on community care 
areas should be consulted regularly by the Programme Manager and his staff 
in preparing local services and the Chairman should be in regular contact 
with the Director of Community Care and his team on matters of concern to 
both general practitioners and the health board. 

Regional Plans for Development of Primary Care 

7.18 In order to provide a context within which the work of the regional 
advisers would be carried on, we recommend that each health board should 
prepare, in consultation with general practitioners and other professions, a 
planned approach to the development of primary care services in their 
region, which would specify objectives to be met and specify the tasks to be 
performed by different groups and professions, while outlining the steps to 
be taken by each of the parties in order to achieve these targets. This planning 
effort should take account of the advice given by general practitioner advisers, 
as well as the Medical Organisation. Insofar as general practitioners are 
concerned, the planning effort should also reflect the appraisal of continuing 
education programmes at local level. In Chapter 4 we have recommended 
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that a national programme of continuing education be drawn up by the 
Post-Graduate Medical and Dental Board, with a view to implementation 
primarily through the structures of the new Irish College of General Practice. 
The emphasis in this programme will be on bringing together groups of 
doctors on a local basis to help them to audit their own activity, to identify 
their own learning needs and to apply material which is available from 
research and specialist centres to their own particular circumstances. The 
doctors who are selected to act as co-ordinators and facilitators for these 
groups should be involved in the planning exercise at health board level. 

National Review Body on General Practice 

7.19 Jus t as we have identified a need for a structured approach to the 
planned development of primary care at local level, we believe that a focal 
point for the development of such policy at national level is also desirable. 
The experience of this Working Party has been that it is valuable to bring 
together different perspectives on the provision of general practitioner services 
in the context of future priorities in the health care system as a whole. We 
therefore recommend that a national review body be established which would 
meet on a continuing basis at regular intervals to review progress towards 
the achievement of the overall objectives for general practice which we have 
outlined in this report. This review body would, we recommend, have 
representation from the Department of Health, the Health Boards, the organ
ised medical profession, the medical schools, those involved in schemes of 
continuing education for general practitioners at local level and in the part-
time advisory service to be established by health boards. 

7.20 This review body would not take the place of negotiating procedures on 
the terms and conditions of service of doctors in the General Medical Service. 
It would however, review on agreed terms the operation of the Scheme as it 
emerges from this report and subsequent negotiations. It should also review 
progress towards the preparation and implementation of plans for the devel
opment of primary care at local level and the development of continuing 
education programmes throughout the country, in consultation with the 
Post-Graduate Board. It would be open to this review body to examine any 
aspect of general practice which it feels is important for the achievement of the 
objectives for general practice outlined in this report. In this regard, it should 
act as a focus for research in general practice, both with regard to clinical 
practice and organisational matters. An integrated approach to the develop
ment of research should serve to overcome the serious lack of objective analysis 
of general practice in Ireland which has hampered our own work. 

Conclusion 

7.21 The arrangements for the administration and review of services pro-
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vided under the General Medical Service should be seen in the context of our 
recommendations for a new and comprehensive approach to the development 
of general practice, including provision for education and training. The 
effectiveness of any scheme depends more on the motivation and integrity of 
those who participate in it than on any external monitoring arrangements. 
We are confident that the profession will maintain its high standards of service 
to the most vulnerable sector of the population. In those few cases where this 
may prove not to be the case we are confident that the involvement of the 
profession in the monitoring arrangements we have outlined will facilitate a 
speedy and effective remedy. We believe that the recommendations which we 
have made represent a significant advance on the present position of general 
practitioners within the health care system. By specifying in some detail our 
vision of how general practice should develop to meet the needs of the people 
in the last portion of the twentieth century we believe that we have identified 
goals which should motivate both general practitioners and the health boards 
to operate the General Medical Service in a sensitive and reasonable fashion. 
In the context of such an approach, the disciplinary arrangements which we 
have recommended would play very much a secondary role in the achievement 
of a more effective service to eligible patients. 
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Chapter 8 

Conclusions 

8.1 In our deliberations we have been concerned with general practice as a 
whole because our terms of reference oblige us to consider the development of 
primary health care which necessarily concerns the entire population. Fur
thermore, the services received by General Medical Service patients, consti
tuting less than 40% of the population, will reflect the standards and perform
ance of general practice as a whole. It is no exaggeration to say that the actions 
of the typical general practitioner are of crucial significance, not only to the 
health of his individual patients, but to the efficiency and effectiveness of the 
entire health care system, as well as to the total level of health expenditure, 
including expenditure on the hospital services to which his patients may be 
referred. 

8.2 We are reporting at a time of great significance for general practice in 
Ireland. This is reflected in the key roles being played by general practitioners 
in the new Medical Organisation and in the establishment of the Irish College 
of General Practitioners. The establishment of the College promises to lead to 
an exciting period of development of research and education to strengthen 
further the academic base of Irish general practice. We are also witnessing the 
entry into general practice of significant numbers of graduates of vocational 
training schemes in this country, while established practitioners are showing 
a marked enthusiasm for continuing education with their peers. These signs 
of vitality are all the more welcome since they come at a time when economic 
difficulties pose severe constraints for public expenditure on health care and 
are leading observers of the health care scene, in Ireland as elsewhere, to 
conclude that greater emphasis must be placed upon primary care services 
and a lessening of dependence upon institutional treatment. For this to occur 
while ensuring satisfactory levels of patient care, general practitioners will 
require to expand their role, in co-operation with a range of community-based 
services attuned to patients' needs. 

8.3 In responding to patients' needs general practitioners have a unique 
opportunity to anticipate problems and to encourage a positive approach to 
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health. Family doctors see the vast majority of their patients at least once in 
two years, while many patients, (includling the General Medical Service 
patients who are among the most vulnerable), are seen regularly, often in their 
own homes. These contacts provide a unique opportunity for general prac
titioners to initiate and reinforce preventive measures which are effective in 
reducing the toll of morbidity and premature mortality. Such contacts also 
enable needs of a non-medical nature to be detected and appropriate services 
to be enlisted. Thus, not only can a reallocation of curative tasks be made in 
the direction of the general practitioner as a key figure in the community, but 
the burden of ill-health can be significantly reduced through a realisation of 
the full potential of the family doctor's unique position. 

8.4 In our consideration of the future role of the general practitioner we have 
been mindful of the very real achievements of the General Medical Service to 
date. A high level of medical care has been afforded to the lower income group 
whose health needs tend to be greater than those of the population as a whole. 
This has resulted in a degree of access to health care which, unlike other 
countries, appears to be proportionate to levels of need. This has been achieved 
with an almost total elimination of the distinctions between public and private 
patients which marred the former dispensary system, which stigmatised 
patients and deterred many from making use of their entitlements. The 
virtually total absence of complaints is in marked contrast to the former 
scheme and indicates that the principal objectives of the General Medical 
Service have been met. 

8.5 While the performance of the Scheme in terms of service to patients has 
been very satisfactory, there are however, aspects of its performance which 
have given rise to legitimate criticism. The rate of increase in expenditure has 
been marked and many commentators have suggested that the method of 
payment has encouraged a higher level of service, and therefore of cost, than 
might have been strictly necessary. Much of this criticism has focussed upon 
the fees paid to doctors but we have been struck by the relatively small 
proportion of the costs which so arise: most of the cost is accounted for by 
drugs and we have given considerable thought to ways in which this might be 
controlled or reduced without damaging standards of patient care. In addition 
to public concern at the level and open-endedness of expenditure, the Scheme 
has also been criticised by the profession, notably because they feel that the 
escalating costs of meeting practice expenses have not been adequately 
reflected in their fee increases, resulting in an erosion of their net remuneration. 
They also feel that the operation of the monitoring and disciplinary arrange
ments are unnecessarily centralised and inflexible. Management, however, 
are concerned that these arrangements have proved inadequate in dealing 
with the minority of doctors whose behaviour, and consequent costs, are 
unreasonable. 
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8.6 These issues were borne in mind by the Working Party in our consider
ation of the options for the payment of general practitioners. The implications 
of payment mechanisms for the service provided will, of course, depend upon 
the precise arrangements negotiated between management and the profession. 
We are conscious of the fact that there are few, if any examples internationally 
of one method of payment being implemented in its "pure" form. Thus, for 
example, general practitioners in Britain currently receive most of their income 
other than by capitation payments, yet the latter is widely perceived to be 
their principal method of remuneration. We have, however, discussed in some 
detail the likely implications of applying the principal options for payment to 
the General Medical Service. 

8.7 While it will be for detailed negotiation to determine the specific payment 
arrangements which should apply in future, we have concluded that a change 
in the present method of payment would promote the desired development of 
primary health care, as well as satisfying the other interests of both man
agement and the profession. The present system encourages a pattern of 
practice characterised by frequent consultations of short duration, with a 
consequent heavy reliance upon drug therapy. The payment system also fails 
to differentiate between doctors with differing standards of practice and in 
particular fails to recognise the additional effort of those doctors who increase 
the range and quality of the services provided to their patients, with a 
consequent reduction in demand on the hospital and other institutional 
services. 

8.8 We consider that there are compelling reasons to retain in any future 
method of payment a substantial emphasis upon payment for patient contacts, 
not least in order to prevent any incentive, however unintended, to refer 
patients to hospital rather than to treat them in the community. However, we 
believe that the payment structure should discourage patterns of very frequent 
consultation but should rather facilitate a pattern of longer and more complete 
consultations, emphasising full diagnosis and history taking, reassurance, 
patient education, and monitoring of progress and considerably lessening the 
emphasis upon drug therapy. We believe that a further investment in general 
practice is warranted, notably to enable doctors to provide the facilities needed 
by their patients, and that this can readily be funded from reduced drug costs 
consequent upon a change in the orientation of practice patterns. We therefore 
believe that a modified system of fee-per-consultation would provide a useful 
framework wherein a payment system acceptable to all the parties concerned 
might be found. 

8.9 Payment systems alone are not sufficient to produce the desired degree 
of change and development in general practice. We have concluded that a 
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substantial shift of emphasis is necessary in undergraduate medical educa
tion in order to give due prominence to the medical aspects of primary health 
care, and in particular to the perspectives of general practice. We also 
outline views on the development of vocational training and of effective 
programmes of continuing education which will be attractive and relevant to 
general practitioners and attuned to the real needs of their patients. In the 
area of education and training, we recommend that particular emphasis be 
placed upon education in therapeutics and on support for general practitioners 
in their efforts to be careful and economic prescribers. 

8.10 One of the specific areas which we were obliged by our terms of 
reference to consider was the question of superannuation for general prac
titioners. We readily accept the importance of this matter and the vital 
necessity for appropriate provision to be made for the doctor and his family in 
retirement. We have concluded that it is unlikely that a satisfactory direct 
superannuation scheme for the General Medical Service could be provided on 
terms which would be acceptable to management or to the profession. Rather 
we believe that the provision of superannuation is most satisfactorily dealt 
with as an integral part of the expenses which general practitioners must 
meet and be compensated for, in proportion to their commitment to the 
General Medical Service. We outline arrangements for ensuring that this 
compensation is adequate and maintained over time. The superannuation 
arrangements of each doctor can thus be flexible and each doctor can select 
the arrangements most advantageous in his or her circumstances, within the 
limits of what may be accepted. We believe that the organised profession itself 
may be in a position to offer such benefits direct to its members and in such 
circumstances, payment out of an individual's gross remuneration could be 
made direct to the fund so created.(a) 

8.11 We have found the experience of examining the past, present and future 
of general practice from a variety of perspectives to have been satisfactory and 
rewarding. We have been able to achieve a substantial measure of agreement, 
basing our approach upon an analysis of how patients' needs might best be 
met. We believe that the management of the Scheme in future should aim to 
facilitate a similar degree of harmony at national, regional and local level and 
we outline proposals for monitoring and administration which we believe will 
be successful in this regard. 

Reservation of Department of the Public Service representative 

(a) The signing of the report by the Department of the Public Service representative does not imply any 
agreement to the proposals contained in Chapters 6 and 8 regarding the inclusion of the cost of superan
nuation in the expenses of doctors in the General Medical Service. 
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8.12 In general, we believe that our recommendations are reasonable and, 
in many respects, innovative and represent a balance between the legitimate 
interests of management and the profession having regard to the paramount 
issue of the adequacy of patient care. Subsequent discussion and negotiation 
shall produce satisfactory results if they are informed by the same principles 
as have guided our own work. 
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Appendix 1 

Percentage of population covered by medical cards — by county 

Donegal 

Mayo 

Roscommon 

Leitrim 

Monaghan 

Sligo 

Galway 

Offaly 

Tipperary (SR) 

Longford 

Kilkenny 

Carlow 

Kerry 

Cavan 

Laois 

Wexford 

Westmeath 

Louth 

Tipperary (NR) 

Waterford 

Clare 

Meath 

Limerick 

Kildare 

Cork 

Wicklow 

Dublin 

% 

64.38 

62.95 

59.08 

57.48 

48.50 

50.46 

53.32 

48.88 

42.74 

51.78 

50.24 

50.17 

46.33 

43.58 

42.58 

50.26 

45.43 

46.08 

38.51 

35.79 

33.71 

38.78 

34.75 

34.92 

35.41 

33.56 

25.92 

(as at 31 December, 1983) 



Appendix 2 

Composition of the Doctor Work-Force Participating in the G.M.S. 

Year 

Number 

1973 

1974 

1975 

1976 

1977 

1978 

1979 

1980 

1981 

1982 

Ex-D.M.O's 

on Salary 

146 

127 

99 

90 

84 

79 

69 

62 

54 

48 

Ex-D.M.O's 

with 

Guarantees 

339 

362 

262 

248 

243 

241 

236 

230 

221 

206 

Not 

Actively 

Participating 

27 

46 

69 

61 

45 

53 

28 

9 

11 

4 

Total 

1,123 

1,144 

1,270 

1,296 

1,302 

1,313 

1,303 

1,319 

1,376 

1,418 

Total 

of Fee-

paid 

Doctors 

950 

971 

1,102 

1,145 

1,173 

1,181 

1,206 

1,248 

1,311 

1,366 
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Appendix 3 

Percentage of G.M.S. Practices in each category of Panel Size 

Year Number of Patients (%) 

1973 

1974 

1975 

1976 

1977 

1978 

1979 

1980 

1981 

1982 

500 

29.3 

26.1 

30.6 

31.9 

29.0 

27.7 

26.8 

27.7 

29.1 

29.0 

500—999 

32.2 

30.2 

24.9 

25.5 

27.2 

29.9 

31.2 

32.3 

31.9 

31.3 

1,000—1,499 

19.9 

22.6 

22.4 

22.4 

22.7 

23.0 

22.8 

22.6 

21.3 

22.9 

1,500—1,999 

11.7 

12.0 

13.3 

13.1 

13.3 

13.0 

13.5 

12.5 

13.2 

12.5 

2,000+ 

6.9 

9.2 

8.7 

7.2 

7.8 

6.4 

5.6 

4.9 

4.5 

4.3 



Appendix 4 

Postscript; Up-Date 1983 Statistics. 

Year ended December, 1983 

Number of persons covered (31st 

Dec.) 1,343,618 

Visits 

Visiting Rate 

Surgery 

Domiciliary 

*Cost per visit 

*Cost per patient 

Medicines 

Cost per item 

Items per form 

Cost of medicine per 

person 

5.92 

4.76 

1.16 

£3.42 

£20.27 

£5.09 

1.87 

£45.32 

Doctors 

Total number of Visits 

Surgery 

Domiciliary 

Total Cost 

(Plus allowances and 

salaries to District 

Medical Officers) 

Pharmacists 

Number of forms 

Number of items 

Cost of Medicines 

Ingredient cost 

Prescriptions 

Fees 

Stock Orders 

Fees 

VAT 

(000's) 

7,708 

6,202 

1,506 

£26,394 

£2.841 

5,689 

10,662 

£42,133 

£10,941 

£4,406 

£1,101 

£213 

Total £60,012 

Incl. expenses. 

Wt. 151804.4,000. 7/84. Cahill. (3003). G.Spl. 


