
Attitudes are more important than abilities  

Motives are more important than methods 

 Character is more important than cleverness  

And the heart takes precedence over the head 

 

Perseverance is more important than pace. 

(Not a long race - but many short races one after another) 

 

Making the right choices at various junctions in life 

 can be of greater importance than outstanding ability. 

 

 

         DENIS BURKITT 

A successful research career is unlikely to be carried out on a 9 to 5 basis 
 



THE FUTURE OF GENERAL PRACTICE WILL NOT BE HANDED TO YOU ON A PLATE 
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OUR COMMON CAUSE 

     

 

to develop a compelling competing narrative 

based on the importance of generalist clinical practice 

 

( i.e. unconditional, personalised continuity  

of care for all patients, whatever problems they have) 



THE  

DOMINANCE  

OF  

SPECIALISM  

AND  

MANAGERIALISM 

 OVER  

GENERALISM 



POSSIBLE EXPLANATIONS OF THE WEAKENING OF GENERALISM 
 

 

Traditional disdain 

 

The most important work of generalists is “out of sight, out of mind” 

 

Effective generalist care is hard to document as it mainly results in non-events. 

 

The most powerful and influential institutions tend to be specialist-based 

 

Most research and evidence is specialist-based 

 

Practice-based research is complicated by small numbers and many sources of variation 

 

The arguments that bigger and better general practice is the solution to pressure on A&E  

departments, health care fragmentation and widening  health inequality tends to be 

rhetorical  rather than evidence-based 



There are men and classes of men that stand above the common herd : the soldier, 

the sailor and the shepherd not infrequently; the artist rarely; rarelier still the 

clergyman; the physician almost as a rule. He is the flower (such as it is) of our  

Civilisation, and when that stage of man is done with and only to be marveled  

at in history, he will be thought to have shared as little as any in the defects of the  

Period and most notably exhibited the virtues of the race. 

 

Generosity he has, such as is possible to those who practise and art, never to those  

who drive a trade; discretion tested by a hundred secrets; Tact tried in a thousand  

embarrassments and what are more important, Heraclean cheerfulness and courage.  

so that he brings air and cheer into the sick room and often enough though not as  

often as he wishes, brings healing. 

 

          ROBERT LOUIS STEVENSON 
 



BJGP, June 2015 

Ubiquitous, endemic complexity 

 

The value of previous encounters 

 

Empathy and trust 

 

A “worried doctor” 

 

Setting the bar high 

 

Every patient matters 



GENERAL PRACTICE IMPROVES HEALTH 

 

NOT ONLY 

 

Evidence-based medicine (QOF, SIGN) 

 

BUT ALSO 

 

Unconditional, personalised, continuity of care, 

provided for all patients, whatever problems 

they present. 



With great effort any doctor can get to know all his patients, even in a city  

with a high migrant turnover. Only then can he learn to think of a responsibility, 

not only to the patient sitting in the surgery, but to the whole population for 

whose care he is paid  and for whose health he is responsible. He can then  

see his role  as the ultimate custodian of the public health on a defined section 

of a world front against misery and disease. 

 

The greatest rewards in primary care are going to be found in those areas 

that most need good doctoring, but which at present are least likely to get it. 

to do this one must discard the sorts of ambition still encouraged by some 

teaching hospitals. We need more liberty, more equality, but above all more  

fraternity; the doctor living and working within a community, sharing as much  

as he can of the common experience, is better able than any other to discard  

privilege and stand on two firm legs of earned respect. 

 

      Julian Tudor Hart 

   Lancet Career Guide for Medical Students 1973 



Intellectual opposition to social injustice, even when 

present, is only the beginning of understanding.  

 

If students are to retain patient-oriented rather than disease 

oriented motivation, they must learn to identify in complex, 

concrete, detailed terms with people they know only as 

crude stereotypes, and of whom they are usually afraid. 

 

     Julian Tudor Hart 



ADVOCACY 
 

The social causes of illness are just as important as the physical ones.  

 

The medical officer of health and the practitioners of a distressed area  

are the natural advocates of people.  

 

They well know the factors that paralyse all their efforts.  

 

They are not only scientists but also responsible citizens,  

and if they did not raise their voices, who else should? 

 

 

    Henry Sigerist, John Hopkins University 



A COUNTRY DOCTOR 





KEY FEATURES OF GENERAL MEDICAL PRACTICE IN THE UK 

(Structure determines Function) 

 

Free at the point of use, paid for by taxation 

 

Complete registration with a GP (i.e. population coverage via 

clinic populations) 

 

Continuity of contact 

 

High levels of public trust 

 

Gatekeeping to secondary care 

 

Independence  

 

Variation 



 

Dealing with emergencies (big and small) 

 

Access to specialist diagnosis and treatment 

 

Getting a good start in life 

 

Dying with in dignity and comfort 

 

Living with (several) long term conditions 



QUESTION 

 

WHY DO YOU ROB BANKS ? 

 

ANSWER 

 

BECAUSE THAT’S WHERE THE MONEY IS 

 

   WILLIE SUTTON 



WHERE ARE THE MOST DEPRIVED POPULATIONS ? 

 
 

BLANKET DEPRIVATION 

50% are registered with the 100 “most deprived” practice populations 

(from 50-90% of patients in the most deprived 15% of postcodes) 

 

POCKET DEPRIVATION 

50% are registered with 700 other practices in Scotland 

(less than 50% in the most deprived 15% of postcodes) 

 

HIDDEN DEPRIVATION 

200 practices have no patients in the most deprived 15% of postcodes 



Percentage differences from least deprived decile for mortality, comorbidity, consultations and funding 
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“Over 2 million Scots in the most deprived 40% of the population received £10 less 
GP funding per head per annum than over 3 million Scots in the most affluent  60%” 



CONSULTATIONS IN DEPRIVED AREAS 

 

Multiple morbidity and social complexity 
 

Shortage of time 
 

Reduced expectations 
 

Lower enablement (especially for mental health problems) 
 

Poorer outcomes after 12 months 
 

Health literacy 
 

Practitioner stress 
 

Mercer  SM, Watt GCMw : clinical primary care encounters in deprived and affluent areas of Scotland 

Annals of Family Medicine 2007;5:503-510 



 

INVERSE CARE LAW 

 

 
“The availability of good medical care tends to vary inversely 

with the need for it in the population served”. 

 

            Julian Tudor Hart 

 

 

Not the difference between good and bad care, but between what 

general practices can do and could do with resources based on need. 

 



IS THE NHS FAIR? 

 

i.e. equitable based on need 

 

 

In providing emergency care    YES 

 

In providing specialist care    NO 

 

In providing access to primary care  YES 

 

In providing needs-based care    NO 

 



GENERAL PRACTITIONERS AT THE DEEP END 



ACHIEVEMENTS 
 

A lot, quickly and cheaply 
 

•   Identity 

•   Engagement 

•   Profile 

•   Voice 
 

Phase 1  Meetings 

Phase 2  Publications, Presentations and Profile 

Phase 3  Opportunities, Influence, Resources 

Phase 4  Implementation, Lobbying 
 

Projects          Govan SHIP, LINK Workers ,  Care Plus, Benefits, Alcohol, Housing 
 



DEEP END REPORTS 
 

1. First meeting at Erskine 

2. Needs, demands and resources 

3. Vulnerable families 

4. Keep Well and ASSIGN 

5. Single-handed practice 

6. Patient encounters 

7. GP training 

8. Social prescribing 

9. Learning Journey 

10. Care of the elderly 

11. Alcohol problems in young adults 

12. Caring for vulnerable children and families 

13. The Access Toolkit : views of Deep End GPs 

14. Reviewing progress in 2010 and plans for 2011 

15. Palliative care in the Deep End 

16. Austerity Report 

17. Detecting cancer early 

18. Integrated care 

19. Access to specialists 

20. What can NHS Scotland do to prevent and reduce heath inequalities 

21. GP experience of welfare reform in very deprived areas 

22. Mental health issues in the Deep End 

23. The contribution of general practice to improving the health of vulnerable children and families  

24. What are the CPD needs of GPs working in Deep End practices?  

25. Strengthening primary care partnership responses to the welfare reforms 

26. Generalist and specialist views of mental health issues in very deprived areas 

27. lmproving partnership working between general practices and financial advice services in Glasgow : one year on is 

     www.gla.ac.uk/deepend 



ISSUES ESPECIALLY PREVALENT IN THE DEEP END 
 

Mental health problems 

Drugs and alcohol 

Material poverty 

Vulnerable children and adults 

Migrants, refugees and asylum seekers 

Fitness to work 

Sexual abuse history 

Homelessness 

 

GENERIC ISSUES 

 

How to engage with patients who are difficult to engage 

How to deal with complexity in high volume 

How to apply evidence    
  DEEP END REPORT 24 



ADVOCACY 

DEEP END REPORTS 16, 21, 25 and 27 





SIX ESSENTIAL COMPONENTS 

 
1. Extra TIME for consultations (INVERSE CARE LAW) 

 

2. Best use of serial ENCOUNTERS ((PATIENT STORIES) 

 

3. General practices as the NATURAL HUBS 

 of local health systems (LINKING WITH OTHERS) 

 

4.  Better CONNECTIONS across the front line (SHARED LEARNING) 

 

5.  Better SUPPORT for the front line (INFRASTRUCTURE) 

 

6. LEADERSHIP at different levels (AT EVERY LEVEL) 



BUILDING PROGRAMMES FOR INTEGRATED CARE 

 

PATIENT STORIES 

 

LOCAL HEALTH SYSTEMS 

 

NETWORKS OF LOCAL SYSTEMS 

 

MACHINES THAT DO THE WOTWO MEN 



BRIEF 

ENCOUNTERS 

SERIAL 

ENCOUNTERS 



SCHEHEREZADE 

TELLING 1001 TALES 



RELATIONSHIPS WITH PATIENTS 

 

 

 

Initially face to face, eventually side by side 

 

 

 

     Julian Tudor Hart 

     A NEW KIND OF DOCTOR 



RELATIONSHIPS  

 

ARE THE  

 

SILVER BULLETS  

 

OF GENERAL PRACTICE AND PRIMARY CARE 
 

Especially for the 15% of patients who account for 50% of the workload 



Payne R, Abel G, Guthrie B, Mercer SW.  

The impact of physical multimorbidity, mental health conditions and socioeconomic deprivation  

on unplanned admissions to hospital: a retrospective cohort study.  

CMAJ 185 (e-publication ahead of print): E221-E228, 2013, doi:10.1503/cmaj.121349 

10% of patients with 4 or more conditions accounted for 

 

34% of patients with unplanned admissions to hospital and 

 

47% of patients with potentially preventable unplanned admissions. 



INTRINSIC FEATURES OF GENERAL PRACTICE 

 

Contact 

 

Coverage 

 

Continuity 

 

Coordination 

 

Flexibility 

 

Relationships 

 

Trust 



HUB 

 

Contact 

Coverage 

Continuity 

Comprehensive 

Coordinated 

Flexibility 

Relationships 

Trust 

Leadership 

SPOKES + RIMS 

 

Keep Well 

Child Health 

Elderly 

Mental Health 

Addictions 

Community Care 

Secondary Care 

Voluntary sector 

Local Communities 

INVENTING THE WHEEL 

INTEGRATED CARE DEPENDS ON MULTIPLE RELATIONSHIPS 



PRIMARY CARE AS A WAGON TRAIN 



THE DEEP END GP PIONEER SCHEME 

Additional capacity via GP fellows 

 

Protected time for host GPs 

 

GP lead for service development 

 

Day release scheme for GP fellows 

 

Recording of shared activity via website 



DEVELOPING A GP ROLE WITH THE FOLLOWING FEATURES 
 

 

Generalist expertise in addressing the needs of patients in very deprived areas, 

and especially those with complex multimorbidity. 

 

GP leadership and protected time for extended consultations and service development. 

 

Building links with local communities 

 

Collegiality based ion joint working, per review and shared learning with other practices. 

 

Advocacy based on collective experience and common cause 

 

Involvement of the next generation of GPs in all of the above. 



ATTRACTING PRACTITIONERS 

 

Individual Factors 

 

      Autonomy 

      Mastery 

      Purpose 

 

System factors 

 

      Leadership 

      Collegiality and shared learning 

      Accountability 



Perhaps the most tragic thing about mankind is 

that we are all dreaming about some magical 

garden over the horizon, instead of enjoying 

the roses that are right outside today. 

 

       Andrew Carnegie 



A COALITION OF LEARNING 
Committed to the principle : 

that “the best anywhere should become the “standard everywhere” 

 

SHARING 
 

 Knowledge 
 

  Information 
 

   Evidence 
 

    Experience 
 

     Values 



It is better to travel hopefully than to arrive 

 

and the true success is to labour. 

 

    Robert Louis Stevenson 


