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ENHANcEd GP TRAINING: THE EvIdENcE FoR ENHANcING GENERAlIsT skIlls 

2.1: WHy INcREAsEd
UNdERsTANdING oF THE 
RElATIoNsHIP BETWEEN 
WoRk ANd HEAlTH, ANd 
oF THE HEAlTH NEEds oF 
THE locAl commUNITy, Is 
A TRAINING PRIoRITy 

General practitioners (GPs) have an important and wide-ranging role to play in promoting 
health and preventing disease. The practice list offers a framework to provide appropriate 
diagnostic, therapeutic and preventative services to individuals and to the registered 
population. 

complementary to this is the GP’s role in supporting the patient to self-care, for both minor 
ailments and for long-term conditions, and in supporting the health of carers. during the 
consultation there are excellent opportunities to discuss healthy living with the patients 
and for the early detection of illness. To put patients at the centre of their care, GPs need to 
possess the appropriate skills to support people to self-care, taking them through a range 
of approaches, in partnership, recognising that the individual should make the choices, 
decisions and take the actions themselves. 

High-quality care of multiple and compounding health problems, against a background of 
deprivation, depends on the ability of the GP to deliver personal and continuing care over 
time and to work effectively in multidisciplinary teams. 

However, there is insuffcient time in existing training programmes for trainees to gain a full 
understanding of these issues and gain experience and confdence in managing multiple 
health problems to achieve optimal outcomes for individual patients with different socio-
economic backgrounds. Gaining a better understanding of inequalities in health and 
strategies to address them are important aspects of training to be a GP. 
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CHALLENGE 1: GAINING AN ENHANCED UNDERSTANDING OF THE HEALTH NEEDS 
AND PRIORITIES OF THE LOCAL COMMUNITY 

‘The UK Faculty of Public Health (FPH) strongly supports the extended training for GPs. 
With prevention and population health so high on the agenda, extended training would 
allow GPs to fulfl the outcomes laid down in the ‘Healthy People’ curriculum statement 
co-produced with the FPH. It would also allow some to spend time working alongside public 
health specialists to help prepare them for advocacy, service development and leadership 
roles in their local community.’ 

Prof Alan Maryon-Davis, President, UK Faculty of Public Health, 20091 

In order to play an effective role in improving the health of their patients and their wider 
community GPs will require a greater understanding of public health knowledge and 
skills. Extended training will allow trainees to be more involved in prevention, rather than 
just concentrating on developing their diagnostic and treatment skills. We also propose 
that some trainees will have placements in public health departments to gain better 
understanding of population medicine, with the hope that some will wish to become more 
involved in management and commissioning, which are key priorities for the health service. 

However, community appraisal and diagnosis, in-depth understanding of the needs of 
the local population, the social determinants of health and the evidence base for tackling 
health inequalities are new areas for most GPs and are currently not covered in training 
programmes. 

GPs will increasingly be held accountable within their practice populations for tackling 
the serious public health challenges faced across the Uk2. The aetiology of important 21st 
century health problems such as obesity, child health, mental health and co-morbidity, 
are highly complex and a broader range of abilities will be required to tackle them. These 
abilities will need to be delivered through enhanced GP training and include: 

•	 Recognising the impact of social aspects of health, such as demography and 
unemployment on health3 

•	 Understanding the particular health needs of a range of vulnerable groups – both 
developing general principles of care and specifc aspects raised by different 
groups, and also recognising where most effort should be expended in general 
practice to address inequalities4,5 

•	 Identifying the ways in which a practice should adapt its services to meet the 
needs of local populations, including a change in clinical focus that is responsive to 
changes in demographic requirements6 

•	 Understanding when an admission to hospital is not the best option for the patient 
and a greater awareness of the alternative options 

1 maryon-davis A. Personal communication to Royal college of General Practitioners, december 2009. 
2 The king’s Fund. Tackling Inequalities in General Practice. London: The king’s Fund, 2010. 
3 Hart JT. The inverse care law. Lancet (1971);297:405-412. 
4 cabinet offce. Improving the Way we Meet the Primary Health Care Needs of the Socially Excluded. london: cabinet 

offce, 2010. 
5 marmot m (chairman) / strategic Review of Health Inequalities in England post 2010. Fair Society, Healthy Lives – The 

Marmot Review. london: The marmot Review, 2010. 
6 Gill Ps, kai J, Bhopal Rs, Wild s. Health care Needs Assessment: Black and minority Ethnic Groups. In: Raftery J, stevens 

A, mant J (eds). Health Care Needs Assessment. The epidemiologically based needs assessment reviews. Third series. 
Abingdon: Radcliffe Publishing ltd, 2007. Accessed via: www.hcna.bham.ac.uk/pdfs/04_HcNA3_d4.pdf. 
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•	 considering the impact of truly integrated care along key patient pathways such 
as coPd, cancer and diabetes. This requires knowledge and understanding of care 
beyond the consulting room7 

•	 Using population data to help individuals and to recognise and appreciate the 
link between individual clinical care and working with communities – and the 
associated benefts and tensions8 

•	 Understanding the key points in a patient pathway where general practitioners 
acting as advocates for individual patients can be most effective, including the 
ability to establish the links between clinical care and patient empowerment9 

•	 leading and facilitating the shift in the focus of services onto delivering care closer 
to home 

•	 developing an awareness of the changing health landscape and the key drivers that 
enable clinicians to make longer term, structured decisions about service outcomes 
and design. 

CHALLENGE 2: EVALUATING AND INTERPRETING LOCAL HEALTH DATA AND 
SERVICE PERFORMANCE 

To be effective, local health services must be designed around an understanding of local 
health needs, service utilisation and performance and patient outcomes. This will require 
GPs to learn new skills in using epidemiological data, trends analysis, indicators of variation, 
and analysis of safety, quality and the patient experience. 

GPs in England will be heavily involved in commissioning decisions and will need additional 
training for this new role, building on the clinical and leadership skills acquired through 
enhanced GP training. For example, GPs will need to build experience in using data from 
multiple sources, including public consultation, to build collaborative, evidence-based 
prioritisation processes and to evaluate the outcomes of services10. 

GPs will also need to develop a perspective of health which is broader than the medicine 
within the consulting room; they will have a duty to protect the needs of the vulnerable, the 
overlooked and the ignored, and to promote health and wellbeing in partnership with the 
community, local authorities and health service colleagues11. They will require the skills to 
create partnerships with a range of teams and organisations, both statutory and charitable, 
involved with vulnerable and marginalised adults and children, and to take a proactive 
approach to identify and prepare for future developments in patient need. 

7 dahlgren G, Whitehead m. Policies and Strategies to Promote Social Equity in Health. stockholm: Institute for Futures 
studies, 1991. 

8 dixon A, khachatryan A, Wallace A, Peckham s, Boyce T, Gillam s. The Quality and Outcomes Framework: Does it reduce 
health inequalities? london: National Institute for Health Research, 2011. 

9 Royal college of Physicians. How Doctors Can Close the Gap. Tackling the social determinants of health through culture 
change, advocacy and education. london: The Royal college of Physicians, 2010. 

10 RcGP centre for commissioning. Essential Skills for All Clinicians. london: RcGP, 2011. Accessed via: www.rcgp.org.uk. 
11 RcGP scotland /short life Working Group Report. Health Inequalities Time to care: Health inequalities, deprivation and 

general practice in Scotland. Edinburgh: RcGP scotland, 2010. 
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CHALLENGE 3: UNDERSTANDING AND SUPPORTING THE POSITIVE RELATIONSHIP 
BETWEEN WORK AND HEALTH 

‘Recent evidence suggests that work can be good for health, reversing the harmful effects 
of long term unemployment and prolonged sickness absence. Yet much of the current 
approach to the treatment of people of working age, including the sickness certifcation 
process, refects an assumption that illness is incompatible with being in work.’ 

Dame Carol Black, National Clinical Director for Work and Health, 200812 

Approximately 175 million working days were lost to illness in 2006. This represents a 
signifcant cost, not only economically, but also in terms of social exclusion. The economic 
costs of sickness absence and unemployment associated with working age ill-health are 
over £100 billion a year13. 

Work is generally good for health, reversing the harmful effects of long-term 
unemployment and prolonged sickness absence. yet much of the current approach to the 
treatment of people of working age, including the sickness certifcation process, refects an 
assumption that illness is incompatible with being in work. 

Families without a working member are more likely to suffer persistent low income and 
poverty. There is also evidence of a correlation between lower parental income and poor 
health in children. Improving the health of the working age population is critically important 
for everyone, in order to secure both higher economic growth and increased social justice. 

dame carol Black’s review of the health of the working age population of Britain in 2008 
sought to establish the foundations for a broad consensus around a new vision for health 
and work in Britain. It proposed that GPs had a key role to play. At the heart of her vision 
were three principal objectives: 

•	 Prevention of illness and promotion of health and well-being 
•	 Early intervention for those who develop a health condition 
•	 An improvement in the health of those out of work – so that everyone with the 

potential to work has the support they need to do so14. 

dame carol described the strong evidence demonstrating that enabling people to return to 
work has a range of benefts for their long-term health and that unemployment can cause 
poor health and health inequality. However, many patients require active support to be able 
to return to work or to continue working with a medical condition and, for the majority, 
GPs are the trusted frst point of contact and guidance for those with such health problems. 
doctors have a duty of care to act in the best interests of their patient, but there is evidence 
that GPs fnd this area particularly challenging and may be unsure of what they and the 
general practice team should do. This can result in ethical and clinical dilemmas which put a 
strain on the doctor–patient relationship. 

12 Black c. Working for a Healthier Tomorrow – A comprehensive review of work and health. london: department for Work 
and Pensions, 2008. 

13 Ibid. 
14 Waddell G, Burton Ak, Bartys s. Concepts of Rehabilitation For the Management of Common Health Problems. london: 

department of Work and Pensions, 2004. Accessed via: http://www.dwp.gov.uk/docs/rehab-appendices.pdf. 
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CHALLENGE 4: INTERVENING EFFECTIVELY TO SUPPORT PATIENTS IN RETURNING 
TO WORK AND IN REDUCING LONG-TERM UNEMPLOYMENT 

GPs also act as the gate-keepers to illness-related benefts through the issuing of medical 
certifcates. People who are not working are more likely to use healthcare services, more 
likely to attend hospital and more likely to die than people in work. This is reversed if the 
individual returns to work. People who have been off work for more than one year are likely 
to remain off work for a further seven years, whilst those who have been off work for two 
years are more likely to die, or retire than ever return to work. 

Evidence suggests that early intervention, within 6–8 weeks of the start of absence from 
work, has the best outcome for sustained return to employment15. However, only a small 
proportion of GPs have received formal training in this intervention. Enhanced training will 
enable all GP training programmes to incorporate this training and to provide GP trainees with 
opportunities to develop and practise these important and challenging consultation skills16. 

Following the publication of the Black report, the RcGP was commissioned by the Uk 
Government’s department for Work and Pensions to run workshops across the Uk for 
established GPs building on the Health and Work Handbook, a document produced by the 
RcGP, the Faculty of occupational medicine, and the society of occupational medicine. 

The RcGP believes that all trainees should have this training incorporated into their training 
programmes and that they should be supported by their trainer during their GP training 
placements. This requires the development of a professional culture in which GPs do 
everything they can to keep people in work, in the belief that it will improve the health 
and wellbeing of the individual patient and the population as a whole. If successfully 
implemented, this innovation alone should save the Uk economy billions of pounds by 
keeping people in active work through the support of their GP. 

The RcGP will further develop and update the curriculum statement ‘Healthy People: 
Promoting health and preventing disease’ in line with the enhanced skills set out in 
this document. 

15 campbell J et al. Avoiding Long-term Incapacity for Work: Developing an early intervention in primary care. A report of 
scoping work carried out by the Peninsula medical school, Primary care Research Group, on behalf of the department for 
Work and Pensions (Health Work and Wellbeing). london: department for Work and Pensions , 2007. Accessed via: http:// 
www.dwp.gov.uk/docs/hwwb-developing-an-early-intervention-in-primary-care.pdf. 

16 Faculty of occupational medicine/Royal college of General Practitioners/society of occupational medicine. The Health and 
Work Handbook (2005). Accessed via: http://www.dwp.gov.uk/docs/health-and-work-handbook.pdf. 
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2.2: WHy ImPRovEd 
PREvENTIoN oF AcUTE ANd 
cHRoNIc IllNEss THRoUGH 
HEAlTH PRomoTIoN ANd 
RIsk FAcToR mANAGEmENT 
Is A TRAINING PRIoRITy 

‘The NHS in the twenty-frst century increasingly faces a disease burden determined 
by the choices that people make: to smoke, drink excessively, eat poorly, and not take 
enough exercise. Today, countless years of healthy life are lost as the result of these known 
behavioural or lifestyle factors.’ 

Department of Health, 200817 

• In England, 21% of adults smoke; every year there are 1.5 million hospital admissions
with a primary diagnosis of a disease that can be caused by smoking and 35% of all
deaths due to respiratory diseases and 29% of all cancer deaths are directly attributable
to smoking18. 

• In England, 33% of men and 16% of women (24% of adults) are classifed as hazardous
drinkers. In 2007, the estimated cost of alcohol-related harm to the NHs alone in England
was £2.7 billion. Every year in England there are over 6,500 deaths directly related to
alcohol and this fgure is rising19. 

• obesity is increasing in the Uk; in England 24% of adult men and 25% of adult women
are obese. obesity causes 7% of deaths in the Uk, and is associated with many diseases
including diabetes (relative risk 12.7 for women and 5.3 for men), cardiovascular disease
including hypertension, myocardial infarction and stroke, colonic and ovarian cancer, and
osteoarthritis20. 

17 department of Health. High Quality Care for All: NHS next stage review. london: Tso, 2008. 
18 NHs Information centre for Health and social care. Statistics on Smoking: England, 2010. 
19 NHs Information centre for Health and social care. Statistics on Alcohol: England, 2009. 
20 NHs Information centre for Health and social care. Statistics on Obesity, Physical Activity and Diet: England, 2010. 
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• In England, the number of new diagnoses of gonorrhoea, chlamydia and genital herpes
has increased by around 3–7% every year since 200821. In 2009, the number of people
living with HIv in the Uk reached an estimated 86,500; it is estimated that a quarter of
people living with HIv are unaware of their infection, but treatment of HIv infection can
dramatically improve quality of life and reduce mortality22. 

• As blood pressure increases so does the risk of stroke, coronary heart disease, and heart
failure; elevated blood pressure is also associated with an accelerated rate of decline of
cognitive and renal function. A reduction in blood pressure by an average of 12/6 mm
Hg would reduce stroke by 40% and coronary heart disease by 20%, and blood pressure 
lowering signifcantly reduces the odds ratio (oR) by approximately 25% for both fatal 
and non-fatal stroke recurrence23. 

• A recent comparison of cancer survival rates from 1995–2007 in six developed Western
countries across the world (Australia, canada, sweden, Norway, denmark and the Uk)
showed that cancer survival in Uk was poor in relation to other countries24; one of the
major reasons for this is late diagnosis25 . 

Rather than focussing on individuals, health promotion involves whole populations of 
people. It supports personal and social development through providing information, 
education for health and enhancing life skills. By so doing, it increases the options available 
to people to exercise more control over their own health and over their environments, and 
to make choices conducive to health26. 

disease prevention may be primary, secondary or tertiary27: 
• Primary prevention comprises activities designed to reduce the instances of an

illness in a population and thus to reduce (as far as possible) the risk of new cases
appearing. Good examples are safe sex education for teenagers, or childhood
vaccination programmes

• Secondary prevention comprises activities aimed at detecting and treating
pre-symptomatic disease or to prevent recurrence of disease. The NHs screening
programmes for cervical cancer, breast cancer and bowel cancer are all examples
of secondary prevention activities as is minimisation of risk factors following 
myocardial infarction or stroke

• Tertiary prevention aims to reduce morbidity from existing conditions or prevent
recurrence, and thus encompasses activities such as long-term asthma and chronic
obstructive pulmonary disease management.

21 Health Protection Agency. Table 1: Total number of sTI diagnoses in genitourinary medicine clinics & community settings in England 
2008 – 2010. 
22 Health Protection Agency. HIV in the United Kingdom: 2010 report. london: HPA, 2010. 
23 Joint British societies. JBs2: Joint British societies’ Guidelines on prevention of cardiovascular disease in clinical practice. 

Heart (2005);91:v1-v52. doi: 10.1136/hrt2005.079988. 
 24 coleman P et al. cancer survival in Australia, canada, denmark, Norway, sweden, and the Uk, 1995–2007 (the 
International cancer Benchmarking Partnership): an analysis of population-based cancer registry data. Lancet 

(2010);377:127-138. 
25 National Patient safety Agency. Delayed Diagnosis of Cancer: Thematic review. london: National Patient safety Agency, 

2010. 
26 ottawa charter for Health Promotion (1986). 
27 Boyce T, Peckham s, Hann A, Trenholm s. A Pro-active Approach: Health promotion and ill-health prevention. london: The 

king’s Fund, 2010. 
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The importance of health promotion and disease prevention has been enshrined in Uk 
Health Policy for at least the past decade. In 2004, the Wanless Report called for a greater 
focus on health promotion and disease prevention28. The darzi Report in 2008 blamed the 
growth in prevalence of diabetes, depression and chronic obstructive pulmonary disease in 
part on missed prevention opportunities, and again recommended more resources being 
directed towards health promotion initiatives and prevention of disease29. 

The General medical council (Gmc) views health promotion as part of every doctor’s role. 
Its guidance for doctors on Good Medical Practice states that doctors should: ‘encourage 
patients to take an interest in their health and to take action to improve and maintain it. This 
includes advising patients on the effects of their life choices on their health and wellbeing’ 30 . 

The king’s Fund in its overview of general practice regarded health promotion as one of 
the main tasks of general practice31. The GP service is the most accessed part of the Uk 
healthcare system. In 2008/9, just over 300 million GP consultations took place in England 
alone32 . General practices are regarded as ‘key agents’ that have the best and most frequent 
opportunities to improve public health33. The Royal college of General Practitioners (RcGP) 
agrees that GPs should be proactive in carrying out public health activities and interventions 
and has devoted an entire curriculum statement to promoting health and preventing 
disease34. 

‘GPs see each of their patients, on average, fve times per year. Many of these contacts are 
for minor, self-limiting problems. GPs, therefore, have many excellent opportunities each 
year to discuss healthy living with their patients and for the early detection of illness.’ 

Royal College of General Practitioners, 2007 

Health promotion is also an integral part of the GP contract and regarded as an ‘essential 
service’. GPs are required to provide advice in connection with the patient’s health including 
relevant health promotion advice35 . Furthermore, GPs are rewarded for reaching pre-set 
standards in primary, secondary and tertiary prevention via the Quality and outcomes 
Framework (QoF)36, and for additional health promotion services provided as directed 
Enhanced services, such as the Alcohol Risk Reduction service in England37. 

Examples of the many and varied health promotion and disease prevention activities that 
are commonly carried out in primary care are listed in Table 2.2.1. 

28 Wanless d. Securing Good Health for the Whole Population. london: The stationery offce, 2004. 
29 department of Health. High Quality Care for All: NHS next stage review. london: department of Health, 2008. 
30 Gmc. Good Medical Practice. london: General medical council, 1995 with update 2009. 
31 The king’s Fund. General Practice in England: An overview. london: The king’s Fund, 2009. 
32 NHs Information centre for Health and social care. Trends in consultation Rates in General Practice 1995 to 2008: Analysis of the 
QResearch® database. 
33 Wirrmann EJ, carlson cl. Public health leadership in primary care practice in England: Everybody’s business? Critical Public 

Health (2005);2(3):205-207. 
34 RcGP. curriculum statement 5: Healthy People: Promoting health and preventing disease. london: Royal college of General 

Practitioners, 2007. 
35 department of Health. Standard General Medical Services Contract (2010 amendment). 
36 NHs Employers/BmA. Quality and Outcomes Framework Guidance for GMS Contract 2011/12. london: NHs Employers, 2001.. 
37 NHs Employers/BmA. Clinical Directed Enhances Services (DESs) for GMS Contract. london: NHs Employers, 2011. 

Accessed via: http://www.bma.org.uk/images/clinicaldEsguidancemar2011_tcm41-204709.pdf. 
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Table 2.2.1: Examples of health promotion and disease prevention activities routinely carried out in primary 

care 

Type of activity Examples 

Health promotion •	 Information about healthy lifestyle on waiting room and reception area notice boards, 
and in practice leafets and practice newsletters 

•	 Opportunistic health promotion advice during consultations 
•	 Outreach work in local schools or youth groups 
•	 Support for local health promotion initiatives 

Primary •	 Childhood vaccination programmes 
prevention •	 Travel advice, malaria prophylaxis and travel vaccination 

•	 Infuenza and pneumococcal vaccination for high-risk groups 
•	 Encouragement of breastfeeding 
•	 Smoking cessation and weight management programmes 
•	 Contraceptive services and safe sex advice 
•	 Identifcation and management of hypertension 
•	 Prophylactic prescription of bisphosphonates for people on long-term steroid 

treatment 
•	 Referral of carers for a social services carer assessment 
•	 Annual health checks for people with learning disability or severe mental illness 

Secondary •	 Breast, bowel and cervical cancer screening programmes 
prevention •	 Routine antenatal screening and checks 

•	 Neonatal blood spot screening 
•	 Routine child health surveillance 
•	 Screening for depression amongst carers and people with chronic disease 
•	 Blood pressure and cholesterol management, smoking cessation and prescription of 

an anti-platelet agents for people with established cardiovascular disease 
•	 Retinal screening, foot checks, smoking cessation, hypertension and lipid 

management for people with diabetes 
•	 Falls assessment 

Tertiary •	 Glucose regulation for people with diabetes 
prevention •	 Smoking cessation for people with established asthma or chronic obstructive 

pulmonary disease 
•	 Annual epilepsy checks 
•	 Annual learning disability checks 
•	 Annual severe mental illness checks 
•	 Bone densitometry (if under 75 years) and prescription of a bisphosphonate for 

people who have sustained a low impact fracture 
•	 Stroke, cardiac and pulmonary rehabilitation programmes. 

many factors infuence the health choices that people make, including other health 
problems that they might have, and social and economic factors. Health promotion and 
disease prevention have a vital role in tackling health inequalities. 

15 
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There is also a great deal of evidence for the effectiveness and value-for-money of health 
promotion and disease prevention activities. For example: 

• screening in primary care can identify those consuming harmful or hazardous
amounts of alcohol; brief interventions from GPs and practice nurses can reduce
alcohol-related harm and are cost-effective38 

• Providing brief opportunistic advice for smoking cessation in the GP surgery
signifcantly increases smoking cessation compared to no intervention (oR 1.74);
this is cost-effective in all age groups39 

• lipid modifcation for primary prevention of cardiovascular disease with low
intensity statins in those with a cardiovascular risk of greater than 20% p.a.
effectively reduces cardiovascular events and saves treatment costs; effcacy and
cost savings are even greater for those with established cardiovascular disease40 

• Approximately 3.5 million women are screened each year in England as part of
the NHs cervical screening programme; the vast majority of these women have
their smear tests done in the GP surgery. since the introduction of the call/recall
programme in 1988, it is estimated that the programme has prevented 1100–3900
cases of invasive cervical cancer every year in the Uk41.

However, there is some evidence that opportunities for promoting health and preventing 
disease are missed in primary care in the Uk: 54% of patients say that their GP has not 
provided advice on diet and exercise, whilst 72% say that their GP has not asked about 
emotional issues affecting their health in the last 2 years42. In England in 2008/9, it was 
calculated that the prevalence rate for obesity based on GP obesity registers was 9.9%43; 
much lower than the 24.5% for adults reported by the Health survey for England in the 
same year44, suggesting signifcant under-detection of obesity in primary care. lack of 
training has been identifed by the World Health organization (WHo) as one of the four 
major barriers to preventive medicine45. 

CHALLENGE 1: ENGAGEMENT WITH STRATEGIES TO PROMOTE BETTER 
POPULATION HEALTH 

The ultimate aim of all public health initiatives is to improve population health. Traditionally 
in primary care a ‘high-risk’ strategy46 for preventing disease has been employed in which 
those at highest risk are identifed and measures are taken to reduce their negative health 
outcomes. A good example is the cervical screening programme. Women with abnormal 

38 Jackson R, Johnson m, campbell F, messina J, Guillaume l, meier P, Goyder E, chilcott J, Payne N. Screening and Brief 
Interventions for Prevention and Early Identifcation of Alcohol Use Disorders in Adults and Young People. school of 
Health and Related Research (scHARR), University of sheffeld, 2010. 

39 Parrott s, Godfrey c, kind P. cost-effectiveness of brief intervention and referral for smoking cessation. centre for Health 
Economics. University of york, 2006. 

40 NIcE. Lipid Modifcation (2008 with 2010 revision). 
41 sasieni Pd, cuzick J, lynch-Farmery E, and the National co-ordinating Network for cervical screening Working Group. 

Estimating the effcacy of screening by auditing smear histories of women with and without cervical cancer. British Journal 
of  Cancer (1996);73:1001-5. 
42 department of Health. High Quality Care for all: NHS next stage review (2008) ibid. 
43 NHs Information centre for Health and social care. Statistics on Obesity, Physical Activity and Diet: England, 2010. ibid. 44 Health 
survey for England – 2008 trend tables. 
45 WHo collaborative Group. WHo Phase III collaborative study on implementing and supporting early intervention strategies 

in primary health care. Report on strand I: General Practitioners’ Current Practices and Perceptions of Preventive Medicine 
and Early Intervention for Hazardous Alcohol Use. A 16 country study. copenhagen: WHo, 1998. 

46 Rose G. Rose’s Strategy of Preventive Medicine. 2nd revised edition. oxford: oxford University Press, 2008. 
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smear tests are at higher risk of developing cervical cancer in the future and treatment 
reduces that risk. 

Health promotion places importance on reducing risk in the population as a whole 
on the basis that reducing the risk of a small number of people at high risk averts less 
disease than reducing the risk of a larger number of people at lower risk. The aim of this 
‘population approach’47 is to shift the distribution of risk in the entire population towards a 
more favourable risk profle. Examples of recent large-scale population health promotion 
strategies are the smoking ban introduced to work and public places in the Uk in 2007 and 
hard-hitting drink-driving advertising campaigns. 

Health inequality is closely linked to population health improvement. Julian Tudor Hart’s 
inverse care law states that ‘the availability of good medical care tends to vary inversely with 
the need of the population served’48. This paradox has proved to be true across different 
diseases and healthcare systems. 

Figure 2.2.1: Life expectancy for male infants at birth by social class, England and Wales, 1982–2006 
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Reproduced from Trends in Life Expectancy by National Statistics Socio-economic Classifcation 1982–2006, offce for National statistics (2011)49 under the terms 
of the open Government licence. 

It is estimated that 60% of health improvement in the past century is not attributable to 
advances in medical care, but instead to changes in social factors such as better housing50 . 
dietary choices of people living on low incomes are largely infuenced by value-for-money 
resulting in them eating fewer portions of wholemeal bread, fruit and vegetables than the 
general population, and more processed and full-fat foods51. In addition, people with lower 
levels of education are more likely to follow a less healthy diet52 . Another example is tobacco 
consumption. smoking is less prevalent amongst those who work in management or a 

1982-86 1987-91 1992-96 1997-2001 2002-06 

47 Rose G. Rose’s Strategy of Preventive Medicine. 2nd revised edition. ibid 
48 Hart JT. The inverse care law. Lancet (1971);297:405- 412. 
49 offce for National statistics. Trends in Life Expectancy by National Statistics Socio-economic Classifcation 1982–2006. 

Newport: offce for National statistics, 2011. 

50 swann c, carmona c, Ryan m, Raynor m, Baris E, dunsdon s. Health Systems and Health-related Behaviour Change: A 
review of primary and secondary evidence. london: NIcE, 2010.  

51 The Food standards Agency. The Low Income Diet and Nutrition Survey (2007). 
52 Ibid. 
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profession53, and people with mental health problems smoke 42% of all the tobacco used in 
England; smoking accounts for most of the excess mortality in this group54. 

‘Health inequalities are not inevitable and can be signifcantly reduced. They stem from 
avoidable inequalities in society: of income, education, employment and neighbourhood 
circumstances. Inequalities present before birth set the scene for poorer health and other 
outcomes accumulating throughout the life course.’ 

Marmot Review, 201055 

differences in health outcomes, apart from those that are constitutional or random, are 
not inevitable. Health promotion targeted towards those who are disadvantaged could 
signifcantly reduce health inequalities. sir michael marmot’s recent review of health 
inequalities in England recommended whole population strategies to ‘improve the health of 
the poorest fastest’56. 

If everyone in England had the same death rates as the most socially advantaged: 
57,58 • People dying prematurely would enjoy 1.3–2.5 million extra years of life 

• People dying prematurely would be more likely to be living disability-free by
retirement age, having 2.8 million additional years free of limiting illness and
disability59 

• Every year, the economy would save £31–33 billion in productivity losses60, £20–32
billion in lost taxes and welfare payments61, and in excess of £5.5 billion per year in
healthcare costs62.

GPs can engage with a wide range of activities to promote better health both within their 
practices and also more widely. GPs already often display health promotion information in 
the public areas of their practices through posters in waiting room and reception areas63; 
they often include health promotion information in practice leafets and newsletters, and 
offer health promotion leafets for patients and those bringing them to the surgery to 
browse whilst waiting and also to take home64. GPs may opportunistically provide health 
and lifestyle information to patients when seeing them about something else and some GPs 
may even go into local schools, youth clubs, residential homes or sheltered housing to give 
talks about healthy living. 

53 NHs Information centre for Health and social care. Statistics on Smoking: England, 2010. ibid. 
54 mcmanus s, meltzer H, campion J. cigarette smoking and mental Health in England. data from the Adult Psychiatric 

morbidity survey (2010). ibid. 
55 marmot m (chairman) /strategic Review of Health Inequalities in England Post 2010. Fair Society, Healthy Lives – The 

Marmot Review. london: The marmot Review,  2010. 
56 Ibid. 
57 Frontier Economics. overall costs of health inequalities. submission to the marmot Review (2009). 
58 suhrcke m. The economic benefts of reducing health inequalities in England. submission to the marmot Review (2009). 

Accessed via: www.ucl.ac.uk/gheg/marmotreview/documents. 
59 Frontier Economics. overall costs of health inequalities. submission to the marmot Review (2009). ibid. 
60 Ibid. 
61 Ibid. 
62 marmot m (chairman) / strategic Review of Health Inequalities in England post 2010. Fair Society, Healthy Lives – The 

Marmot Review (2010) ibid. 
63 The scottish Government. Provision of Health Promotion Advice and Information by GP Practices (2011). Accessed via: 

http://www.sehd.scot.nhs.uk/cmo/cmo(2011)02.pdf. 
64 Ibid. 
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However, marmot’s vision is for cross-sector co-operation with GPs working with other 
authorities such as housing departments, social services or third sector organisations to 
improve health65. The increased role of GPs in commissioning of care throughout the Uk, 
and particularly the introduction of clinically-led commissioning in England, provides an 
opportunity for integrating health and social care and the potential to address the social 
determinants of health. However, in order to do this, GPs will need to develop through 
enhanced training a greater understanding of public health issues, including the prevalence 
and risk factors for disease, and a better appreciation of the role and expertise of other 
people working towards the same goals. 

The evidence for the role of the GP in mental health promotion is summarised in supporting 
Evidence document 1, outcome 1.2 and the evidence for the role of the GP in health 
promotion for older people is summarised in supporting Evidence document 1, outcome 1.6. 

CHALLENGE 2: COMMUNICATION SKILLS TO EFFECT BEHAVIOUR CHANGE 

The prompts generated by the QoF and directed Enhanced services to identify those at 
high risk of disease, such as the alcohol-related risk reduction programme in England66, 
have been very effective at identifying more individuals who might beneft from preventive 
interventions. 

For many of these individuals, reducing risk entails a change in behaviour, for example by 
reducing alcohol consumption, stopping smoking, or changing diet and exercise habits. 
However, currently most GPs do not feel that they have the necessary skills to help patients 
to make the necessary alterations to their lifestyle67, 68. studies asking GPs about their ability 
to help obese patients to lose weight, and their ability to help their patients stop smoking or 
reduce alcohol consumption have found that whilst most are confdent to identify people 
with these lifestyle problems, only about one ffth (21–22%) felt that they had the expertise 
and resources to help patients to actually change their behaviour69, 70, 71. 

‘Public health is a sensitive subject. It’s not easy to strike the right balance between 
‘protecting’ people’s sensibilities and telling them hard facts about their personal 
behaviours that are ultimately shortening their lives.’ 

Professor Steve Field, Chair of NHS Future Forum, 201072 

65 marmot m (chairman) / strategic Review of Health Inequalities in England post 2010. Fair Society, Healthy Lives – The 
Marmot Review (2010). ibid. 

66 BmA/NHs Employers. Clinical Directed Enhanced Services (DESs) for GMS contract. Guidance and Audit Requirements 
for 2011/12 

67 laws R, kirby s, Powell davies G, Williams Am, Jayasinghe UW, Amoroso cl, Harris mF. ‘should I and can I?’: a mixed 
methods study of clinician beliefs and attitudes in the management of lifestyle risk factors in primary health care. BMC 
Health Services Research (2008);8: 44. 

68 Thompson k, casson k, Fleming P, dobbs F, Parahoo k, Armstrong J. sexual health promotion in primary care – activities 
and views of general practitioners and practice nurses. Primary Health Care Research and Development (2008);9:319-30. 

69 mcAvoy BR, kaner EFs, lock cA, Heather N, Gilvarry E. our Healthier Nation: Are general practitioners willing and able to 
deliver? A survey of attitudes to and involvement in health promotion and lifestyle counselling. British Journal of General 
Practice (1999);49(440):187-190. 

70 ogden J, Flanagan Z. Beliefs about the causes and solutions to obesity: a comparison of GPs to lay people. Patient Education 
and Counselling (2008);71:72-78. 

71 vogt F, Hall s, marteau Tm. General practitioners’ and family physicians’ negative beliefs and attitudes towards discussing 
smoking cessation with patients: a systematic review. Addiction (2005);100(10):1423-1431. 

72 Field s. don’t take offence if we lecture you on how to stay alive and healthy. observer, 8 August 2010. 
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GPs also believe that discussing lifestyle issues with patients who do not wish to change 
their behaviour can have adverse effects on the doctor–patient relationship73, 74, 75, 76, 77, 78 . 
Additionally, time is a barrier to preventive activities in the GP consultation. one study set 
in the United states estimated that ‘providing all the recommended high-quality preventive 
care tasks for patients would add approximately 7.4 hours to the day’79 and a Uk review of 
the relationship between the GP consultation length, process and outcomes concluded that 
GPs with longer than average consultation lengths prescribed less and were more likely to 
include lifestyle advice and preventive activities in the consultation80. 

But lifestyle interventions in primary care from GPs are effective. For people drinking 
harmful or hazardous amounts of alcohol, brief interventions from GPs and practice nurses 
can reduce alcohol-related harm and are cost-effective.81 Providing brief opportunistic 
advice for smoking cessation in the GP surgery also signifcantly increases smoking cessation 
compared to no intervention (oR 1.74); this is cost-effective in all age groups82. 

GPs have a crucial role to play in health education and helping patients alter their behaviour 
in order to improve their health and quality of life and reduce or modify their risk of disease. 
Enhanced GP training will ensure that: 

• GPs are aware that GP interventions are effective in bringing about behaviour
change

• GPs will be trained in communication techniques such as motivational interviewing
that may help them to broach lifestyle issues with their patients more easily and
achieve lifestyle changes 

• GPs improve their skills in team working and learn to actively delegate lifestyle
intervention to other team members when appropriate so that optimum use can
be made of GP time. 

CHALLENGE 3: IMPROVEMENT IN ESTABLISHED DISEASE PREVENTION 
PROGRAMMES 

Primary prevention comprises activities designed to reduce the instances of an illness in a 
population and thus to reduce (as far as possible) the risk of new cases appearing83 . Good 
examples of existing primary prevention programmes are: safe sex education for teenagers 
presenting to the GP surgery for contraceptive advice, public health notifcation of 
infectious illnesses such as food poisoning to ensure that measures are taken so that other 

73 Guassora Ad, Gannik d. developing and maintaining patients’ trust during general practice consultations: the case of 
smoking cessation advice. Patient Education and Counselling (2009);78:46-52. 

74 mcEwen A, West R, mcRobbie H. Effectiveness of specialist group treatment for smoking cessation vs. one-to-one 
treatment in primary care. Addictive Behaviors (2006);31:1650-1660. 

75 mcEwen A, West R, Preston A. Triggering anti-smoking advice by GPs: mode of action of an intervention stimulating 
smoking cessation advice by GPs. Patient Education and Counselling (2006);62:89-94. 

76 michie s. Talking to primary care patients about weight: a study of GPs and practice nurses in the Uk. Psychology, Health 
and Medicine 2007;12(5):521-525. 

77 cleland J, Thomas m, Pinnock H. The views and attitudes of general practitioners and smokers toward provision of smoking 
cessation advice: a qualitative study. Primary Care Respiratory Journal (2004);13:144-148. 

78 Epstein l, ogden J. A qualitative study of GPs views of treating obesity. British Journal of General Practice (2005);55:750-54. 
79 yarnall ks, Pollak kI, ostbye T, krause km, michener Jl. Primary care: is there enough time for prevention? American 

Journal of Public Health (2005);93:635-641. 
80 Wilson A, childs s. The relationship between consultation length, process and outcomes in general practice: a systematic 

review. British Journal of General Practice (2002);52:1012-1020. 
81 Jackson R, Johnson m, campbell F, messina J, Guillaume l, meier P, Goyder E, chilcott J, Payne N. Screening and Brief 
Interventions for Prevention and Early Identifcation of Alcohol Use Disorders in Adults and Young People. scHARR, 2010. 
82 Parrott s, Godfrey c, kind P. Cost-effectiveness of Brief Intervention and Referral for Smoking Cessation. centre for Health Economics. 
University of york, 2008. A
83 Boyce T, Peckham s, Hann A, Trenholm s. A Pro-active Approach: Health promotion and ill-health prevention. london: The 

king’s Fund, 2010.
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people do not develop disease, hypertension management in people without established 
cardiovascular disease, or childhood vaccination programmes. 

secondary prevention comprises activities aimed at detecting and treating pre-symptomatic 
disease or preventing recurrence. Examples of secondary prevention activities undertaken 
within the GP surgery are the NHs screening programme for cervical cancer84, routine 
screening for human immunodefciency virus (HIv) for all new GP registrations in high 
prevalence areas85, minimisation of risk factors following myocardial infarction or stroke, 
and the learning disabilities health check scheme and alcohol-related risk reduction 
programme directed Enhanced services in England86. 

Tertiary prevention aims to reduce morbidity from existing conditions or prevent recurrence, 
and thus encompasses activities such as long-term diabetes, epilepsy, learning disability, 
asthma and chronic obstructive pulmonary disease management. 

GPs have a very important role in ensuring the success of established disease prevention 
programmes. For example, for childhood immunisations, although the GP delegates 
administration of vaccinations to practice nurses, parents may depend on information 
from GPs to decide whether their children are vaccinated. There is some evidence that 
GPs do not currently frame this information in terms that parents can understand; instead 
of information on absolute or relative risk, parents would prefer personal anecdotes to 
illustrate information87. This might affect vaccination uptake, especially in more deprived 
areas. similarly, endorsement of cancer screening from primary care can improve uptake88 . 
The evidence for the role of the GP in improvement of care for people with long-term 
conditions, including secondary and tertiary prevention activities, is summarised in 
supporting Evidence document 2, outcome 2.3. 

Enhanced GP training will provide GPs with the expertise to run effcient and patient-
centred chronic disease management clinics in primary care and the communication skills to 
educate patients about the benefts of other disease prevention activities both within and 
outside the practice in terms that they can understand. 

CHALLENGE 4: DEVELOPMENT OF NEW CARE PATHWAYS TO PROMOTE HEALTH 
AND PREVENT DISEASE 

‘The social determinants of health are the conditions in which people are born, grow, 
live, work and age, including the health system. These circumstances are shaped by the 
distribution of money, power and resources at global, national and local levels, which 
are themselves infuenced by policy choices. The social determinants of health are mostly 
responsible for health inequities – the unfair and avoidable differences in health status seen 
within and between countries.’ 

World Health Organization89 

84 NHs cervical screening. 
85 BAsHH. UK National Guidelines for HIV testing (2008). 
86 BmA/NHs Employers. Clinical Directed Enhanced Services (DESs) for GMS contract. Guidance and audit requirements for 

2011/12. ibid. 
87 Boyce T, Peckham s, Hann A, Trenholm s. A Pro-active Approach: Health promotion and ill-health prevention (2010). ibid. 
88 Weller dP, campbell c. Uptake in cancer screening programmes: a priority in cancer control. British Journal of Cancer 
(2009);101:s55-s59.  89 WHo. social determinants of health webpage. 
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Health promotion interventions require cross-sector co-operation with GPs working with 
other authorities such as housing departments, social services or third sector organisations 
to improve health90. The increased role of GPs in commissioning of care throughout the 
Uk, and particularly the introduction of clinically-led commissioning in England, provides 
an opportunity for integrating health and social care and the potential to address the social 
determinants of health. 

For people with identifed risk factors for disease, personalised support is required to 
minimise that risk. In some cases, this is provided through chronic disease management 
clinics within general practice, but for others, such as those who are misusing drugs or have 
HIv, outside agencies must be involved. Generating seamless care pathways for people 
with risk factors for disease is important so that those people do not disengage from care. 
The introduction of clinically-led commissioning in England provides an opportunity for 
providing integrated cross-sector services, for example weight loss pathways for obese 
patients that include dietary advice, motivational counselling and supervised exercise. 

However, although ill-health prevention is often described as a means of saving funds for 
the NHs91, it can also be costly. A recent review of 1500 health promotion and disease 
prevention interventions found that although 20% lowered costs, the remaining 80% 
added more costs than they saved 92,93. 

To develop better health promotion and disease prevention pathways, enhanced GP 
training will give GPs a greater understanding of: 

•	 public health issues, including the prevalence and risk factors for disease 
•	 the principles of effcacy and cost-effectiveness of ill-health prevention 

interventions 
•	 the role and expertise of other people who work in felds relevant to health 

promotion and disease prevention in its widest context and the skills to work 
effectively with them in shared team leadership roles. 

90 marmot m (chairman) / strategic Review of Health Inequalities in England post 2010. Fair Society, Healthy Lives – The 
Marmot Review (2010). ibid. 

91 Wanless d. Securing Good Health for the Whole Population (2004). ibid. 
92 starfeld B, Hyde J, Gervas J, Heath I. The concept of prevention: a good idea gone astray? Journal of Epidemiology and 

Community Health (2008);62:580-83. 
93 Russell lB. Preventing chronic disease: an important investment, but don’t count on cost savings. Health Affairs 

(2009);28(1):42-45. 
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2.3: WHy ImPRovEd cARE
FoR PEoPlE WITH mUlTIPlE 
co-moRBIdITIEs ANd 
loNG-TERm coNdITIoNs Is 
A TRAINING PRIoRITy 

‘The biggest single change facing the profession [medicine] is the shift from a routine 
dominated by making interventions to treat patients’ episodic illness to one dominated 
by working in partnership with the growing numbers of patients living with long-term 
conditions.’ 

Royal College of Physicians, 201094 

IN THE UK: 

• 41% of adult men and 43% of adult women report a long-term illness and this fgure is
increasing as our population ages; 16% of men and 19% of women have more than one
long-term illness95 

• 22% of men and 23% of women report an illness that limits their activity in some way96 

• Non-communicable diseases account for 88% of all deaths; most result from chronic
disease such as cardiovascular disease (34%); cancer (27%); respiratory diseases (18%);
and diabetes (1%)97 

• since 1981, life expectancy has outstripped increases in healthy – or disability-free – life
expectancy, meaning that we can now expect to live longer in poor health98; up to three-
quarters of those over the age of 75 are living with chronic disease99 

94 Royal college of Physicians. Future Physician: Changing Doctors in Changing Times. london: Royal college of Physicians, 2010. 
95 NHs Information centre. Health Survey for England 2009. leeds: NHs Information centre, 2010. 
96 NHs Information centre. Health Survey for England 2009. ibid. 
97 World Health organization. Non-communicable Diseases Country Profles 2011: United Kingdom. 
98 offce for National statistics. Health Expectancies at birth and at age 65 in the United Kingdom, 2007–2009. Newport: 
offce for National statistics, 2011. 
99 department of Health. Improving Chronic Disease Management. london: department of Health, 2004. 

23 



 

 

            
 

 
  

 

   
 

    

    
 

     
    

    
  

 

  
  

 

       

 
 
 

      

ENHANcEd GP TRAINING: THE EvIdENcE FoR ENHANcING GENERAlIsT skIlls 

• 12% of adults living in the Uk look after someone else with a chronic disease who could
not manage without them100; the 1.2 million unpaid carers who provide care for more
than 50 hours each week equate to a full-time workforce larger than the entire NHs and
are estimated to save the Uk economy at least £119 billion a year in care costs101 

• Around 2% of patients on a GP’s list have an intellectual (previously known as ‘learning’)
disability; yet in England in 2010–11, only 49% of eligible adults with intellectual
disability received the advised annual GP health check102 

• 52% of GP consultations relate to chronic disease; people with chronic disease use 64%
of out-patient appointments and 77% of hospital bed days103 

• 70–80% of medications issued in primary care are prescribed on repeat prescription for
chronic and ongoing health problems104; as many as 50% of people taking drugs for
chronic disease management follow treatment recommendations105 

• In 2009–10, an estimated £70 billon of total health and social care expenditure was on
people with long-term conditions106; for people with more than one chronic condition,
health costs are six times higher than for those with only one chronic condition107 . 

The Uk scores well in international comparisons for chronic disease management. In 2011, 
the commonwealth Fund surveyed over a thousand sicker adults in each of 11 developed 
countries in Europe, North America and Australasia108 . For chronic disease management, 
out of all the countries surveyed, the Uk performed best. specifc areas in which the Uk 
excelled included: 

• Good or very good quality of care 
• Engagement in care management for chronic disease 
• Ease of obtaining advice
• Patient safety
• communication with and between teams
• communication with patients in terms that they can understand
• discussion of goals and priorities of care with patients
• Provision of an agreed treatment plan to carry out in everyday life
• clear instructions on symptoms and when to seek care
• making shared decisions about care.

100 NHs Information centre for Health and social care. Survey of Carers in Households 2009/2010. leeds: NHs Information 
centre, 2010.  

101 University of leeds/carers Uk. Valuing Carers 2011: Calculating the value of carers’ support. london: carers Uk, 2011. 
102 Emerson E, copeland A, Glover G. The Uptake of Health Checks for Adults with Learning Disabilities: 2008/9 to 2010/11. 

Improving Health and lives: learning disabilities observatory, 2011. 

103 department of Health Press Release. Innovative care could help over 15 million people with long-term conditions (2011). 
104 duerden m, millson d, Avery A, smart s. The Quality of GP Prescribing. london: The king’s Fund, 2011. 
105 World Health organization. Adherence to Long-term Therapies: Evidence for action. WHo, 2003. A
106 department of Health Press Release. Innovative care could help over 15 million people with long-term conditions (2011). ibid 
107 department of Health. Improving chronic disease management (2004). ibid. 
108 schoen c, osborn R. The Commonwealth Fund 2011 International Health Policy Survey of Sicker Adults in Eleven Countries. 

The commonwealth Fund, 2011.
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However, this is not a reason for complacency. With an ageing population and consequently 
increasing burden of chronic disease109, new models of care will be needed to maintain 
these standards and keep care costs within economic constraints110 . 

since the late 1990s when the Government policy turned its focus on chronic disease 
management for people with long-term conditions, GPs have managed selected chronic 
diseases largely through nurse-led clinics. 

Integrated care is a newer development that is seen as a way to improve care for people 
with long-term conditions whilst simultaneously making substantial savings on care 
costs111, 112, 113 . To achieve this, new care pathways across traditional primary and secondary 
healthcare boundaries, and between the health, social and the third or voluntary sector 
agencies are needed. development of effective pathways requires close co-operation with 
other disciplines both within and outside health plus innovative ways of working. 

For more people to be cared for entirely within the community, and to reduce unplanned 
admissions and hospital bed days, it is important for GPs to have effective chronic disease 
management strategies that they can apply to any patient with a long-term condition. 
These strategies include: 

• Identifcation of long-term conditions
• Accurate assessment of needs 
• Evidence-based, high-quality treatment in line with current best practice guidance
• Patient-centred care plans including emergency planning
• Provision of information and signposting to other relevant resources
• Effective multidisciplinary working; and
• Accurate practice registers with call and recall systems to ensure regular follow up 

with review of goals. 

crucial to the success of any chronic disease management programme is involvement and 
support of carers114 . People with long-term conditions on average spend around 0.03% of 
their time with a healthcare professional. They and their carers manage their condition(s) 
the rest of the time. skilled negotiation of self-management plans that patients and carers 
feel are appropriate and feasible, and which they are motivated to follow once at home, is 
vital115 . 

medicines management is also important for management of people with long-term 
conditions; 70–80% of medications issued in primary care are prescribed on repeat 
prescription for chronic and ongoing health problems116 . Good medicines management 

109 department of Health. Ten Things You Need to Know About Long-term Conditions (2008). 
110 The king’s Fund. Improving the Quality of Care in General Practice (2010). ibid. 
111 department of Health. National Framework for Long-term Conditions. london: department of Health, 2007.
112 Hm Government. Our Health, Our Care, Our Say: A new direction for community services. london: The stationery offce, 

2006. 
113 department of Health Press Release. Innovative care could help over 15 million people with long-term conditions (2011). ibid. 
114 RcGP/The Princess Royal Trust For carers. Supporting Carers Action Guide (2011). 
115 department of Health. Self-care: A real choice (2005). 
116 duerden m, millson d, Avery A, smart s. The Quality of GP Prescribing (2011). ibid. 
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improves health outcomes, diminishes the likelihood of adverse events and reduces drug 
costs117, 118 . 

Groups that are particularly high users of resources include those with multiple 
morbidities119, 120 and those with medically unexplained symptoms121 . These highly complex 
patients are diffcult to manage but warrant special attention to optimise their care, 
maximise their functioning and minimise care costs. Best practice involves a holistic, patient-
centred and problem-oriented care model that depends heavily on a multidisciplinary 
approach and is most easily provided through general practice122, 123, 124 . 

Therefore, GPs of the future need high-quality training in leading, co-ordinating and 
delivering care for people with long-term conditions in the community. 

CHALLENGE 1: DEVELOPING NEW SKILLS TO SUPPORT INCREASING NUMBERS OF 
PEOPLE WITH LONG-TERM CONDITIONS 

At present 41% of adult men and 43% of adult women report a long-term illness and this 
fgure is increasing as our population ages125 . due to our ageing population, the number 
of people with a long-term condition is set to rise by 23% over the next 25 years126 . People 
with long-term conditions are also very intensive users of services; they account for 52% of 
GP appointments127, 65% of outpatient appointments128 and 77% of hospital bed days129 . 

long-term conditions have been at the centre of Uk health policy since the mid-1990s. 
managing increasing numbers of people with increasingly complex long-term conditions 
within a limited healthcare budget has been highlighted by the king’s Fund as one of the 
major challenges currently facing the NHs, and in particular general practice130 . 

The Quality and outcomes Framework (QoF) was introduced in 2004 with the new General 
medical services contract for GP practices. It is a voluntary voluntary incentive scheme 
for GP practices in the Uk that rewards doctors based on the quality of care delivered to 
patients. The ‘clinical domain’ of the QoF contains indicators that relate to chronic disease 
management131 . It is estimated that, based on 2004 QoF targets, improved performance 

117 National Audit offce. Prescribing Costs in Primary Care (2007). ibid. 
118 Pirmohamed m, James s, meakin s et al. Adverse drug reactions as cause of admission to hospital: prospective analysis of 

18,820 patients. British Medical Journal (2004);329:15-19. 
119 Report of an Independent commission for the Royal college of General Practitioners and The Health Foundation. 
Guiding Patients through Complexity: Modern medical generalism (2011). 
120 salisbury c, Johnson l, Purdy s, valderas Jm, montgomery AA. Epidemiology and impact of multimorbidity in primary care: 

a retrospective cohort study. British Journal of General Practice (2011);61:18-24. 
121 RcGP/Royal college of Psychiatrists/Trailblazers/National mental Health development Unit. Guidance for Health 

Professionals on Medically Unexplained Symptoms (MUS) (2011). 
122 Wright N, smeeth l, Heath I. moving beyond single and dual diagnosis in general practice. British Medical Journal 

(2003);326:512: doi: 10.1136/bmj.326.7388.512. 
123 RcGP/Royal college of Psychiatrists/Trailblazers/National mental Health development Unit. Guidance for Health 

Professionals on Medically Unexplained Symptoms (MUS) (2011). ibid. 
124 katon WJ, lin EHB, von korff m et al. collaborative care for patients with depression and chronic illnesses. New England 

Journal of Medicine (2010);363:2611-2620. 
125 NHs Information centre. Health Survey for England 2009. 
126 department of Health. Ten Things You Need to Know About Long-term conditions (2008). ibid. 
127 Ibid. 
128 Ibid. 
129 department of Health Press Release. Innovative care could help over 15 million people with long-term conditions (2011). 

ibid. 
130 The king’s Fund. Improving the Quality of Care in General Practice (2010). ibid. 
131 NHs Employers/BmA. Quality and Outcomes Framework Guidance for GMS Contract 2011/12. p.26. ibid. 
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across the chronic disease management indicators from baseline to full incentive payment 
potentially reduced mortality by 11 lives per 100,000 per year132 . 

However, although the QoF has improved health measures for people with the chronic 
diseases that it covers, there has been considerable debate about whether it has actually 
improved quality of care133 . There are worries that the QoF creates a ‘tick-box’ medicine 
culture134 and ignores wider aspects of holistic care that are necessary to provide real 
quality of care135 . The QoF may result in polypharmacy and increased drug side effects 
and interactions for those with multiple diseases136 . Furthermore, the QoF has created 
‘cinderella’ conditions: patients suffering from diseases not currently covered by the QoF 
are relatively ignored and thus receive poorer care137 . 

The National Framework for Long-term Conditions138 advocates patient-centred care for 
every patient with an ongoing health condition. care should be planned around individual 
needs and with all agencies involved working together. The 2006 White Paper Our Health, 
Our Care, Our Say 139 went further, advocating integrated care across traditional health, 
social and voluntary sector boundaries. 

As well as providing better care to patients with long-term conditions, there is some 
evidence that integrated care models can maintain people with long-term conditions better 
in the community, thus reducing emergency admissions and shortening hospital stays. The 
department of Health has suggested that this type of approach could save up to £2.2 billion 
every year in the Uk140 . 

‘People with long-term conditions have some of the most complex health needs in the 
country and we need to personalise services to suit their needs, not ft them around how 
the NHS is organised. We want clinicians to take the lead locally in developing health 
services so that they can support patients to take decisions about their care and help them 
take charge of their health and the care they receive. With this approach, they will fnd new 
ways to tackle this problem for both the NHS and patients.’ 

Andrew Lansley, Secretary of State for Health, 2011141 

As more care for long-term conditions is provided in the community, enhanced GP training 
is needed to equip GPs of the future with: 

• Improved clinical skills to manage long-term conditions more traditionally managed
in secondary care

• Innovative working practices to redesign chronic disease management
programmes within their own practices so that patients with complex
multidisciplinary care needs are provided with suffciently long consultations to
adequately assess and plan their care

132 Fleetcroft R, Parekh-Bhurke s, Howe A, cookson R, swift l, steel N. The Uk pay-for-performance programme in primary 
care: estimation of population mortality reduction. British Journal of General Practice 2010; 60(578):e345-e352. 

133 Gillam s. sidiwardena N. The Quality and Outcomes Framework, p148. oxford: Radcliffe Publishing, 2011. 
134 Ashworth m, kordowicz m. Quality and outcomes Framework: smoke and mirrors? Quality in Primary Care 

(2010);18(2):127-131. 
135 Heath I, Hippisley-cox J, smeeth l. measuring performance and missing the point? British Medical Journal 

(2007);335(7629):1075-1076. 
136 oliver d. care and quality indicators: QoF and public health priorities don’t improve care in ageing. British Medical Journal 

(2008). ibid. 
137 misselbrook d. Jephcott symposium: The Quality Outcome Framework – A critical assessment. london: Royal society of 

medicine, 2011. Accessed via: http://rsmvideos.com/videoPlayer/?vid=176. 
138 department of Health. National Framework for Long-term Conditions (2007). ibid. 
139 Hm Government. Our Health, Our Care, Our Say: A new direction for community services (2006). ibid. 
140 department of Health Press Release. Innovative care could help over 15 million people with long-term conditions (2011). 

ibid. 
141 Ibid. 
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• Better knowledge of the roles of other health, social and third sector providers so
that it is possible to co-ordinate care effectively across boundaries

• Technical skills to embrace new technology such as telemedicine or risk assessment
software in order to use resources in the most effcient way possible, reduce care
costs and improve patient experiences and outcomes; and

• New commissioning skills to design and implement integrated care pathways
within the community that are fexible enough to enable personalisation to
individual patient needs.

Evidence regarding the skills required to manage people with long-term conditions who 
live in care homes or are from socially isolated populations is summarised in supporting 
Evidence document 3, outcome 3.1. 

CHALLENGE 2: ENABLING PEOPLE WITH LONG-TERM CONDITIONS TO SELF-CARE 

self-care is defned as the actions individuals ‘take to lead a healthy lifestyle; to meet their 
social, emotional and psychological needs; to care for their long-term condition; and to 
prevent further illness or accidents’142 . 

A man with hypertension spends on average three hours with a health professional each 
year; for the remaining 8,757 hours he must manage his condition himself. supporting 
people to self-manage their is a key component of successful outcomes for long-term 
disease management143 . This might include: 

• Provision of information
• lifestyle measures
• Access to support groups
• signposting to other support services
• Information about taking medication, including dose regimes; rationale behind

prescribing and side effects; and
• Information about when to step up treatment or seek further medical help.

The Wanless report into NHs resource requirements identifed effective self-care as an 
essential part of the ‘fully engaged’ scenario, which it predicted would bring about the 
greatest gains in public health144 . more recently the king’s Fund used supported self-care as 
a quality indicator for long-term disease management in its 2010 report on Improving the 
Quality of Care in General Practice145 . 

The extensive evidence for the effectiveness of self-care approaches in chronic disease 
management has been summarised by the department of Health in its document Research 
Evidence on the Effectiveness of Self-care Support (2007)146 . Although much of the research 
focuses on single long-term conditions, the breadth of conditions covered suggests that 
similar interventions are effective across conditions. For example, self-care skills training 

142 Barlow J, Wright c, sheasby J, Turner A, Hainsworth J. self-management approaches for people with chronic conditions: a 
review. Patient Education and Counselling (2002);48:177-87. 

143 department of Health. Self-care: A real choice (2005). ibid. 
144 Wanless d. Securing Good Health for the Whole Population (2004). ibid. 
145 The king’s Fund. Improving the Quality of Care in General Practice (2010). ibid. 
146 department of Health. Research Evidence on the Effectiveness of Self-care Support. london: department of Health, 2007. 

. 
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courses were initially shown to be effective for people with arthritis in the early 1990s147 . 
They have subsequently been shown to be effective for many different conditions148 . 

However, a recent evaluation of the Expert Patient Programme that provides self-care 
courses for people with long-term conditions in the Uk found that such courses produce 
modest psychological improvements, but the effect on health outcomes and use of health 
services is small149 . This may be because these are one-off interventions. A sustained 
approach supporting self-care on an ongoing basis, for example through self-management 
plans reinforced at each visit to a chronic disease management clinic, seems to be more 
effective. The 2009 Health survey for England found that personal care plans do have a 
positive impact on investigating options and taking self-care initiatives; 65% of men and 
59% of women with a longstanding illness who did not have a personal care plan did not 
actively participate in the self-care options examined, compared with just 32% of men and 
28% of women with a personal care plan150 . However, currently only 54% of patents with 
long-term conditions receive such support151 . 

There is evidence to suggest that many healthcare professionals currently lack the skills 
required to facilitate their patients to self-care152 . Enhanced GP training will equip GPs with 
the strategies to promote self-care and support their patients to do this by negotiating self-
care plans with patients (and their carers) that they are motivated to follow, that are realistic 
and sustainable, and that can be reinforced and modifed at each review. This will require 
good clinical knowledge about best practice over a wide range of long-term conditions, 
improved knowledge of the roles and responsibilities of other care providers and excellent 
communication, including skills in motivational interviewing and cognitive behavioural 
techniques. 

CHALLENGE 3: MANAGING MULTIPLE CO-MORBIDITIES IN THE SAME INDIVIDUAL 

‘In order to learn how to deal with far greater degrees of complexity and uncertainty than 
their predecessors would have faced, trainee doctors will need to dwell much less on 
narrow disease silos and to focus much more on the breadth of possible permutations of 
co-morbidity.’ 

Independent Commission on Generalism, 2011153 

Around 16% of men and 19% of women in the Uk have more than one long-term illness154 . 
Prevalence of co-morbidity and multi-morbidity increases with age and deprivation155 . 

147 lorig kR, mazonson Pd, Holman HR. Evidence suggesting that health education for self-management in patients with chronic 
arthritis has sustained health benefts while reducing health care costs. Arthritis and Rheumatism (1993);36:439-46. 

148 kennedy AP, Bower P, Reeves d, Richardson G, Rogers AE. The effectiveness and cost effectiveness of a national lay-led 
self-care support programme for patients with long-term conditions: a pragmatic randomised controlled trial. Journal of 
Epidemiology and Community Health (2007);61:254-261. 

149 Griffths c, Foster G, Ramsay J, Eldridge s, Taylor s. How effective are expert patient (lay led) education programmes for 
chronic disease? British Medical Journal (2007);334:1254. 

150 NHs Information centre. Health Survey for England 2009. ibid. 
151 The king’s Fund. Improving the Quality of Care in General Practice (2010). ibid. 
152 kennedy A, Rogers A, Bowers P. support for self-care for Patients with chronic disease. British Medical Journal 

(2007);335:968. 
153 Report of an Independent commission for the Royal college of General Practitioners and The Health Foundation. 

Guiding Patients through Complexity: Modern medical generalism (2011).  

154 NHs Information centre. Health Survey for England 2009. ibid. 
155 salisbury c, Johnson l, Purdy s, valderas Jm, montgomery AA. Epidemiology and Impact of multimorbidity in Primary care: 

A retrospective cohort study. British Journal of General Practice (2011);61:18-24. 
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People with more than one long-term condition have: 
• Higher GP consultation rates156 

• less continuity of care157 

• A markedly poorer quality of life158 

• Poorer clinical outcomes159 

• longer hospital stays (the 15% of people with three or more conditions account for
almost 30% of hospital in-patient days160), and

• Are the most costly group of patients that the NHs has to look after (health costs
for people with more than one condition are six-times higher than for those with
only one long-term condition161).

In the Uk, hospital-based medicine has become increasingly specialised162 . This trend 
towards more secondary care specialisation tends to disadvantage people with multiple 
morbidities. The effective management of such patients requires holistic, patient-centred 
and problem-oriented care that depends heavily on a multidisciplinary approach best 
provided through general practice163, 164 . 

Patients with multiple morbidities often have165: 
• multiple healthcare specialists involved with their care
• Frequent appointments with healthcare services
• multiple symptoms
• multiple drugs with consequent interactions and side effects, and
• Increased total morbidity when considered against the morbidity of each

contributing condition alone.

Patients with co-morbidities or multiple morbidities are diffcult for GPs to manage as 
they are complex, and the situation is further complicated because clinical research often 
excludes patients with multiple morbidities. Thus research evidence may not apply to 
patients with more than one ongoing chronic condition. Furthermore, clinical guidelines 
based on research evidence are usually condition specifc and it is not uncommon for 
guidance to confict regarding management of a single patient. 

‘To date, the number and diversity of articles on multimorbidity are both insuffcient 
to provide scientifc background or strong evidence‐based care of patients affected by 
multiple concurrent chronic conditions. Research is needed to increase knowledge and 
understanding of this important clinical topic.’ 

Fortin et al., 2005166 

156 Ibid. 
157 Ibid. 
158 The king’s Fund. Improving the Quality of Care in General Practice (2010). ibid. 
159 Ibid. 
160 department of Health. Improving Chronic Disease Management (2004). ibid. 
161 Ibid. 
162 Report of an Independent commission for the Royal college of General Practitioners and The Health Foundation. 

Guiding Patients through Complexity: Modern medical generalism (2011).  
c

163 Wright N, smeeth l, Heath I. moving beyond single and dual diagnosis in general practice. British Medical Journal 
(2003);326:512:  doi: 10.1136/bmj.326.7388.512. 

164 katon WJ, lin EHB, von korff m et al. collaborative care for Patients with depression and chronic Illnesses. New England 
Journal of Medicine (2010);363:2611-2620. 

165 centre for Policy on Ageing /department of Health. Ageism and Age Discrimination in Primary and Community Health Care 
in the United Kingdom. centre for Policy on Ageing, 2009. 

166 Fortin m, lapointe l, Hudon c and vanasse A. multimorbidity is common to family practice: is it commonly researched? 

Canadian Family Physician (2005) 51(2): 245‐245. 
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As well as providing high-quality of care for these patients within their own surgeries, GPs 
must work collaboratively with other care providers, sharing information across different 
teams and settings, and ensuring that care is co-ordinated. As well as being care providers, 
they are ‘navigators’ of the system, taking responsibility for the pathway that their patients 
follow and for the care they receive from a variety of agencies167 . In this sense, general 
practice becomes a hub of a much wider system of care and support, including input 
from social care agencies, pharmacies, therapists and nurses working independently or to 
protocols where appropriate. 

GPs need training in critical appraisal of research evidence and clinical guidelines, as well 
as enhanced clinical skills to manage patients with co-morbidities and multiple morbidities 
successfully in the future. New models of care providing more time for management of 
complex multifaceted problems and involving carers as equal partners in care may need to 
be developed. GPs will also need to act as the hub for co-ordination of care and advocacy 
for such patients both within and beyond healthcare. 

CHALLENGE 4: COST-EFFECTIVE AND SAFE PRESCRIBING 

GPs write 98% of primary care prescriptions168 . Although GPs issue a prescription in over 
50% of consultations, 70–80% of medications issued in primary care are prescribed on 
repeat prescription for chronic and ongoing health problems169 . 

In 2006, the primary care drugs bill in England accounted for 10% of the entire NHs 
budget, amounting to a total of £8.2 billion or £22 million per day170 . Between 1997 and 
2007 prescribing costs in general practice rose by 60%171 and prescribing costs are still 
increasing. 

Ideally, prescribing decisions by GPs should maximise effectiveness, minimise risks, minimise 
costs and respect the patient’s choices172 . The Quality and outcomes Framework173 for 
primary care does contain fnancial incentives for GPs to implement good prescribing and 
most practices achieve these standards: 

• medicines 10 – meeting a prescribing adviser annually, agreeing up to three actions
related to prescribing and subsequently providing evidence of change (94.1% of
practices achieved this target in 2009/10) 

• medicines 11 – demonstrating that medication reviews have been recorded in the
notes of over 80% of all patients being prescribed four or more repeat medications
within the past 15 months (97.6% of practices achieved this in 2009/10)

• medicines 12 – demonstrating that a medication review is recorded in the notes
in the preceding 15 months for at least 80% of all patients being prescribed any
repeat medications (95.8% of practices achieved this target in 2009/10). 

However, there is still considerable room for improvement. In terms of effectiveness there is 
marked variation in prescribing between practices that does not match disease prevalence. 
This suggests that, in some cases, practices are under-prescribing for their patients174 . There 
is also some evidence that GPs do not follow guidelines for prescribing for certain patient 

167 The king’s Fund. Improving the Quality of Care in General Practice (2010). ibid. 
168 duerden m, millson d, Avery A, smart s. The Quality of GP Prescribing (2011). ibid. 
169 Ibid. 
170 National Audit offce. Prescribing Costs in Primary Care (2007). ibid. 
171 Ibid. 
172 Barber N. What constitutes Good Prescribing? British Medical Journal (1995);310:923-925. 
173 NHs Employers/BmA. Quality and Outcomes Framework Guidance for GMS Contract 2011/12. ibid. 
174 National Audit offce. Prescribing Costs in Primary Care (2007). ibid. 
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groups. For example, older people who are at high risk of cardiovascular disease are less 
likely to be prescribed statins to lower their risk than younger people175 . 

cost-effectiveness is also an area in which improvements could be made. Although Uk 
GPs have one of the highest rates of generic prescribing in the world176, they have multiple 
competing infuences on their prescribing choices and do not always prescribe the most 
cost-effective drug for purpose177 . In 2007, the National Audit offce looked at potential 
savings that could be made by standardising the use of just four commonly used drugs that 
together account for 19% of total primary care prescribing178 . They concluded that overall, 
without decreasing clinical effcacy, in excess of £200 million could be saved in England 
alone179 as follows: 

• The proportion of statins prescribed as low cost generic pravastatin or simvastatin
ranges from 28% to 86%; if all practices were to change their prescribing to be
comparable to the top quartile of cost-effcient practices, with in excess of 69% of
statins prescribed as low cost generic pravastatin or simvastatin, £85 million would 
be saved in the frst year

• A similar calculation for drugs affecting the renin-angiotensin system and proton
pump inhibitors, would save £67 million and £24 million per year respectively

• If patients taking clopidogrel for a year were changed, as recommended by current
national guidance, to aspirin after that time (with or without gastric protection with
a proton pump inhibitor), a further £39 million could be saved.

Another problem is adherence to treatment regimens and drug wastage. It has been 
suggested that between a third and a half of all medication prescribed for long-term 
conditions is not taken as recommended180 . As well as the effect that this has on patient 
health, it is estimated that the cost of drug wastage to the NHs in 2009 was in excess of 
£300 million out of a total drugs budget of £8 billion181 . This included: 

• £90 million of unused drugs in patients’ homes
• £110 million returned to community pharmacies unused
• £50 million in drugs disposed of by care homes every year.

safety is also an important issue to consider when prescribing. medication errors in general 
practice occur in up to 11% of prescriptions, mainly as a result of errors in dosage182 . This is 
both harmful to patients and costly; 6.5% of all hospital admissions are related to adverse 
drug reactions and two-thirds of these are potentially preventable183 . 

despite the importance of good prescribing to improve patient health, to reduce adverse 
events relating to prescribing and to make best use of scarce NHs resources, GPs receive 
very little formal training about prescribing in the community either before or during their 

175 dT ko, mamdani m, Alter dA. lipid-lowering therapy with statins in high-risk elderly patients. Journal of the American 
Medical Association (2004);291:1864-1870. 

176 duerden m, millson d, Avery A, smart s. The Quality of GP Prescribing (2011). ibid. 
177 National Audit offce. Prescribing Costs in Primary Care (2007). ibid. 
178 Ibid. 
179 Ibid. 
180 Nunes v, Neilson J, o’Flynn N, calvert N, kuntze s, smithson H, Benson J, Blair J, Bowser A, clyne W, crome P, Haddad 

P, Hemingway s, Horne R, Johnson s, kelly s, Packham B, Patel m, steel J. Medicines Adherence: Involving patients in 
decisions about prescribed medicines and supporting adherence. london: National collaborating centre for Primary care and 
Royal college of General Practitioners, 2009. 

181 york Health Economics consortium & University of london school of Pharmacy. Evaluation of the Scale, Causes and Costs 
of Waste Medicines. yHEc/school of Pharmacy, University of london, 2010.  

182 sandars J, Esmail A. The frequency and nature of medical error in primary care: understanding the diversity across studies. 
Family Practice (2003);20(2):231-6. 

183 Pirmohamed m, James s, meakin s et al. Adverse drug reactions as cause of admission to hospital: prospective analysis of 
18,820 patients. British Medical Journal (2004). ibid. 
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GP training184 . They do pick up the practicalities of doing this in their GP placements, but 
signifcant wastage and harm could be avoided with better and more comprehensive 
training in medicines management for GPs. This might include education from PcT/ 
commissioning body prescribing leads, audit of prescribing practices, supervised medication 
reviews and/or analysis of signifcant events involving medication problems. 

Evidence relating to the challenge associated with prescribing for the elderly is discussed in 
supporting Evidence document 1, outcome 1.6. 

CHALLENGE 5: MANAGING MEDICALLY UNEXPLAINED SYMPTOMS 

A medically unexplained symptom (mUs) can be described as a physical symptom for which 
no organic cause can be demonstrated. A large number of symptom-clusters have been 
described for which no organic cause can be found including syndromes such as irritable 
bowel syndrome (IBs), chronic fatigue syndrome (cFs) and fbromyalgia. There are also 
common overlaps of symptoms: for example, those with irritable bowel syndrome often 
meet the criteria for chronic pelvic pain and vice versa, and many individuals have more than 
one mUs185 . symptoms may persist for years. 

Estimates of prevalence of mUs vary due to diagnostic diffculties and labelling, but it is 
thought that up to a quarter of primary care consultations and up to a half of secondary 
care consultations are for mUs186 . once employment and social costs are taken into 
consideration, the total cost to the economy of mUs is around £18 billion every year187 . 

People with mUs often have a pre-occupation with fears of having a serious illness, based 
on the misinterpretation and misattribution of bodily symptoms, despite investigation and 
reassurance188 . many also have an enhanced sense of bodily awareness. This is the tendency 
to notice and amplify benign physical sensations, such as the heartbeat. over-awareness 
increases anxiety and, in a vicious cycle, makes the sensation more likely189 . Around 30% 
of people with mUs also have a co-morbid common mental disorder such as anxiety or 
depression190 . 

GPs fnd mUs diffcult to manage because over-investigation risks fuelling health anxieties 
and wastes health resources, but on the other hand people with mUs can develop serious 
health problems and under-investigation may result in missed diagnoses; 4–10% of patients 
with mUs have a hidden organic explanation for their symptoms191 . For many people mUs is 
associated with long-term disability and dissatisfaction with healthcare192 . 

Recent guidance suggests that the majority of patients with mUs can be managed 
within primary care. successful management hinges on the quality and ongoing nature 
of the doctor–patient relationship and involves a patient-centred approach and good 
communication so that a shared management plan with realistic goals to improve 

184 Aronson J, Henderson G, Webb d, Rawlins m. A prescription for better prescribing. British Medical Journal (2006);333:459-
60. 

185 Rolfe A. medically unexplained symptoms. InnovAiT (2011);4(5):250-256. 
186 RcGP/Royal college of Psychiatrists/Trailblazers/National mental Health development Unit. Guidance for Health 

Professionals on Medically Unexplained Symptoms (MUS) (2011). ibid. 
187 Ibid. 
188 Burton c. Beyond somatisation: a review of the understanding and treatment of medically unexplained physical symptoms 

(mUPs). British Journal of General Practice (2003);53(488):231. 
189 Rolfe A. medically unexplained symptoms. InnovAiT (2011). ibid. 
190 RcGP/Royal college of Psychiatrists/Trailblazers/National mental Health development Unit. Guidance for Health 

Professionals on Medically Unexplained Symptoms (MUS) (2011). ibid. 
191 Ibid. 
192 Hm Government. New Horizons: A shared vision for mental health (2009). 
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functioning and provide reassurance about long-term outcome can be developed193 . 
depending on the symptoms that the person has, this may include self-management 
strategies (such as increasing physical activity levels), antidepressant medication and/or 
psychological therapies. 

despite the high prevalence of mUs in primary care, very few GPs receive any formal 
training in their management. There is evidence that GPs lack the appropriate 
communication skills to explore patients’ ideas and concerns and provide explanations for 
symptoms that link physical and psychological mechanisms194 . 

Enhanced GP training will provide improved communication skills for GPs, together with 
better knowledge about the underlying mechanisms of mUs and effective treatment 
strategies. This will enable improved services for patients with mUs with the aim of avoiding 
distress, improving functioning within the community and reducing excess usage of health 
and social care resources and thus healthcare costs195 . 

CHALLENGE 6: CARING FOR PEOPLE WITH INTELLECTUAL DISABILITY 

Around 2% of patients on a GP’s registered patient list have an intellectual (formerly known 
as ‘learning’) disability. As central co-ordinators of care, GPs are well placed to take on the care 
of this patient group196 . With closure of large institutions for people with intellectual disability 
resulting in a shift to community-based care, increasing longevity, and increasing complexity 
of modern interventions, the responsibility for healthcare for people with intellectual disability 
has shifted increasingly to GPs. A full-time GP will be caring for about eight patients with 
clinically signifcant intellectual disabilities, who often have complex co-morbidities; for 
example, 50% of patients with profound intellectual disabilities also have epilepsy197 . 

consultations with people with an intellectual disability are often made challenging 
by communication and sensory diffculties, and can be both assisted and complicated 
simultaneously by the attendance of family or carers. The presence and attitudes of doctors, 
carers and family members may make it diffcult to address a range of important healthcare 
issues (e.g. sexual health or other sensitive matters), the solutions of which are often 
relatively simple and of signifcant beneft to the patient 198 . 

As a result, many commonly associated conditions currently tend to be diagnosed late 
or not at all; these include dementia, depression, diabetes and many gynaecological 
and gastroenterological conditions199 . This is often because patients cannot articulate or 
describe their symptoms and doctors and carers may inaccurately attribute them to another 
condition or to the intellectual disability itself. In 2010/11 in England and Wales, annual 
learning disability health checks were introduced as a directed Enhanced service to address 

193 RcGP/Royal college of Psychiatrists/Trailblazers/National mental Health development Unit. Guidance for Health 
Professionals on Medically Unexplained Symptoms (MUS) (2011). ibid. 

194 dowrick cJ et al. Normalisation of functional symptoms by general practitioners: a functional typology. British Journal of 
General Practice (2004);54(500):164-70. 

195 Hm Government. New Horizons: A shared vision for mental health (2009). ibid. 
196 michael J. Healthcare for All: Report of the independent inquiry into access to healthcare for people with learning 

disabilities. london: Independent Inquiry into Access to Healthcare for People with learning disabilities, 2008. 
197 Robertson J, Roberts H, Emerson E. Health Checks for People with Learning Disabilities: Systematic review of impact. 

durham: learning disability observatory, 2010. 
198 mencap. Death by Indifference. london: mencap, 2007. 
199 Emerson E, Baines s, Allerton l, Welch v. Health Inequalities and People with Learning Disabilities in the UK: 2011. durham: 

learning disabilities observatory, 2011. 
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these issues. However, in England in the year 2010–11, only 49% of eligible adults with 
intellectual disabilities received the advised annual GP health check200 . 

currently many adults with signifcant intellectual disability receive fragmented care, 
delivered by consultant psychiatrists, hospital specialists and specialist nursing colleagues 
– often working in different organisations and with minimal primary care involvement; 
enhanced GP training will enable these colleagues to become confdent that, once stable, 
the responsibility of providing care for many patients could be safely handed back to the 
GP, who could then co-ordinate this in a more comprehensive manner. This would improve 
continuity and allow patients and their carers to become more familiar with their GP – who 
in turn would become more familiar with the patient’s individual needs and circumstances.

despite the challenges, there is much that can be achieved through enhanced training – for 
example, GP registrars could learn much by performing structured annual health checks, 
to refect on and evaluate their performance (e.g. via case-based discussion) and to receive 
feedback from patients and carers. 

during primary care placements, trainees will have an opportunity to lead on projects to 
improve the organisational aspects of care for patients with intellectual disability in their 
own practice. A Quality Improvement Project (QIP) undertaken in sT4 will provide an 
opportunity for trainees to identify health needs for this vulnerable group based in their 
local community; to consult with patients and the public; to work with colleagues on service 
redesign and improvement; and to develop the skills to effect meaningful change. 

Enhancing GP training in this area will also assist NHs compliance with disability equality 
regulations, in line with the mental capacity and Equality Acts and other relevant legislation. 

CHALLENGE 7: INCLUDING AND SUPPORTING CARERS 

carers are unpaid friends or relatives who provide help and support for people who could 
not manage without them because of ongoing health problems. In the Uk, it is estimated 
that 12% of the adult population are carers201 and there are around one million young 
carers (i.e. carers under the age of 18)202 . carers form a substantial and growing proportion 
of each practice list. 

It is estimated that carers currently save the Uk economy £119 billion a year in care costs. 
This is equivalent to £18,473 per year for every carer in the Uk203 . our society could not 
afford to provide the current level of community care without this willing army of unpaid 
support. carers are therefore vital to both our society and our economy. 

carers also know the people that they care for better than anyone else. This knowledge can 
be extremely useful in identifcation of problems that may require intervention, planning 
and implementing care (see supporting Evidence document 1, outcome 1.6). Therefore, 
engagement and co-operation with carers is an essential part of good patient care. 

However, carers suffer health, social and fnancial consequences as a result of their role (see 
supporting Evidence document 1, outcome 1.6). Although involving and supporting carers 
requires multidisciplinary input from the health and social services and the voluntary sector, 

200 Emerson E, copeland A, Glover G. The Uptake of Health Checks for Adults with Learning Disabilities: 2008/9 to 2010/11. 
learning disabilities observatory, 2011. ibid 

201 NHs Information centre for Health and social care. Survey of Carers in Households 2009/2010 (2010). ibid. 
202 simon c, slatcher c. Young Carers. InnovAiT (2011);4(8):458-463. 
203 University of leeds/carers Uk. Valuing Carers 2011: Calculating the value of carers’ support (2011 

35 



 

 

                
               

 

              

 

       
 

 
 

 
 

    
    

 
    

         

ENHANcEd GP TRAINING: THE EvIdENcE FoR ENHANcING GENERAlIsT skIlls 

primary care is often the initial point of access for carers. Therefore it is important that GPs 
and primary care teams are aware of the problems that carers face and GP practices are 
organised to identify carers, involve them in patient care where appropriate, and support 
them to maintain the care giving situation. 

A 2010 survey of GPs attending workshops about carers’ issues204 found that: 
• Nine out of ten GPs (89%) felt that they had insuffcient training to support carers

in their roles
• Approximately half of these GPs (47%) felt that they lacked confdence that they

are meeting carers’ needs; and 
• confdence in identifying carers was also low (45%).

Appropriate education can provide GPs with knowledge about carers’ issues and how to 
identify and help carers and improve their confdence in working with carers205 . Enhanced 
GP training will teach GPs in training about the problems that carers face and ways in which 
they can be identifed and supported both within primary care and through signposting to 
other resources and services. 

204 Greenwood N, mackenzie A, Habbibi R, Atkins c, Jones Rl. General practitioners and carers: a questionnaire survey of 
attitudes, awareness of issues, barriers and enablers to provision of services. BMC Family Practice (2010);11:100. 

205 Jones R, mackenzie A, Greenwood N, Atkins c, Habbibi R. General practitioners, primary care and support for carers 

in England: can training make a difference? Health and Social Care in the Community (2011); doi: 10.1111/j.1365-
2524.2011.01018. 
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2.4: WHy moRE cosT-
EFFEcTIvE ANd TImEly UsE
oF REsoURcEs, INclUdING 
INvEsTIGATIoNs, REFERRAls 
ANd TREATmENTs, Is A 
TRAINING PRIoRITy 

There is much international evidence on the effciency and effectiveness of managing 
patients in primary care 206 . Patients have better clinical outcomes and there is improved 
health inequality and lower cost if the following four features of primary care are 
provided207: 

•	 First contact access for each new need 
•	 long-term person-centred care (i.e. not disease-centred) 
•	 comprehensive care for most health needs 
•	 co-ordinated care when treatment must be sought elsewhere. 

For common conditions, chronic disease management is most effective if provided by 
primary care rather than specialists208 . This is because, for the majority of patients, the 
benefts to the patient of co-ordination and management of co-morbidities provided by 
general practice generally outweigh the harms of receiving less specialised care for individual 
conditions. However, for certain patients, referral to secondary care for a period of time is 
required in order for the patient to access specialist assessment, management or treatment. 

The average patient has 5.5 consultations with their GP every year209, and only one out of 
every 20 consultations (5%) results in secondary care referral210; everything else is dealt with 
in primary care. But given the large numbers of primary care contacts, however, GPs make 
more than 9 million referrals to hospitals for elective care each year211 and there is often a 
lack of shared understanding of the purpose of the referral between the GP, the patient and 
the consultant212 . Improving the quality of referrals is therefore a priority for a sustainable 
NHs. Even a small reduction in inappropriate investigation and treatment will result in large 
cost savings. 

206 starfeld B, shi l macinko J. contribution of primary care to health systems and health. The Milbank Quarterly 
(2005);83:357-502. 

207 starfeld B. Primary Care: Balancing health needs, services, and technology. New york: oxford University Press, 1998. 
208 Franks P and Fiscella k. Primary care physicians and specialists as personal physicians. Health care expenditures and 

mortality experience. Journal of Family Practice (1998);47:105-9. 
209 NHs Information centre. Trends in consultation Rates in General Practice 1995 to 2008: Analysis of the QResearch® 

database. ibid 
210 The king’s Fund. Improving the quality of care in general practice (2011). ibid. 
211 Hospital Episode statistics (various years). Accessed via: www.dh.gov.uk/en/Publicationsandstatistics/statistics/ 

HospitalEpisodestatistics/index.htm. 
212 Imison c, Naylor c. Referral Management: Lessons for success. london: The king’s Fund, 2010. 
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CHALLENGE 1: IMPROVING THE COST-EFFECTIVE USE OF PRIMARY CARE 
INVESTIGATIONS AND TREATMENTS 

The use of inappropriate investigations and ineffective treatments incurs extra cost, 
inconvenience and may result in over-investigation and over-treatment, which in some 
instances causes preventable harm to patients.213 Traditionally a doctor could get into in 
diffculty for under-investigating, which led to an attitude of ‘playing safe’. But over-using 
resources inappropriately reduces the amount of resource available to others, which also 
leads to harm for some patients.214 

The decision on whether to investigate or how to treat a patient must be informed by 
evidence-based clinical guidelines. However, there are considerable challenges to this 
approach215, 216. Research evidence is often gathered from selected populations with high 
disease prevalence and there are many patients in general practice with multiple problems 
that don’t clearly fall under just one disease-specifc guideline (and many patients that fall 
under no guidelines at all). some ‘recommended’ investigations and treatments aren’t 
suitable for patients with multiple illnesses or those with busy jobs or other responsibilities 
(e.g. carers). 

Further training focusing on identifed examples of inappropriate testing might reduce costs 
while simultaneously improving quality of care217 . 

For more detailed evidence on how enhanced GP training will help to address the 
challenges of cost-effective prescribing, see outcome 2.3, challenge 4. 

CHALLENGE 2: REDUCING INAPPROPRIATE REFERRAL DECISIONS 

Primary care delivers approximately 90% of patient care in the Uk. Referral is the method 
by which the GP enables the patient to move from this generalist frst-contact service to the 
more specialised secondary care service. 

A successful referral now requires the GP to facilitate a shared decision (between the GP, 
the patient and the specialist) on the reason for the patient moving into the secondary care 
service218 . It also involves successfully managing the practical referral process – this includes 
a decision on when and where to refer, an assessment of urgency, and a method of making 
the referral happen. This process is affected by a range of complex factors, including the 
perceived clinical beneft, patient factors and the referrer’s own workload. 

Usually, the referrer and the patient should have a shared expectation of the outcome of 
a referral. This outcome might be a diagnosis, a test or a specialised treatment. once this 

213 Fisher Es, Wennberg dE, stukel TA, Gottlieb dJ, lucas Fl, Pinder El. The implications of regional variations in medicare 
spending, part 1: the content, quality, and accessibility of care. Annals of Internal  Medicine (2003);138(4):273-287. 

214 Winkens and dinent. Rational cost-effective use of investigations in clinical practice. British Medical Journal  (2002). 
Accessed via: http://www.bmj.com/content/324/7340/783.full. 

215 Jiwa m, skinner P, coker Ao, shaw l, campbell mJ, Thompson J. Implementing referral guidelines: lessons from a negative 
outcome cluster randomised factorial trial in general practice. BMC Family Practice (2006);7:65. Accessed via: www. 

biomedcentral.com/content/pdf/1471-2296-7-65.pdf. 
216 Foot c, Naylor c and Imison c. The Quality of GP Diagnosis and Referral. The king’s Fund, 2010. 
217 Winkens and dinent. Rational cost-effective use of investigations in clinical practice. British Medical Journal (2002); ibid. 218 
department of Health. Executive summary - White Paper: Equity and Excellence: Liberating the NHS. london: department 

of Health, 2010. 
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outcome has occurred, the GP must support the ‘discharged’ patient and enable them to 
safely return to the primary care service. 

A range of resources now provide information to support referral decisions (e.g. map of 
medicine and NIcE pathways). some present the information in a form that is useable 
in a consultation, whereas others are more suited for educational activity outside the 
consultation. GPs must learn to use these tools in a way that supports, rather than hinders, 
a patient-centred consultation. 

Developing and utilising cost-effective alternatives to secondary care referral 

Evidence suggests that routine long-term review of patients with common conditions by 
specialists is often not in the best interests of most of these patients as this approach does 
not readily enable comprehensive and co-ordinated care219 . Explaining these benefts and 
risks to frail and elderly patients promotes their dignity and improves decision-making 
capacity. This requires both a high level of understanding of a broad base of medical issues 
and communication skills. A longer training is needed to develop and hone these skills. 
Enhanced GP training is required if young GPs are to learn all aspects of care needed to 
deliver modern, community-based healthcare. An incidence of less than 1–2 per 1,000 for 
a condition has been suggested as the level at which long-term care by a specialist becomes 
appropriate. For commoner conditions GP care may be more cost-effective220 . 

Patients can be cared for at home in more cases if community services are available that can 
respond rapidly, such as: 

•	 Hospital at home 
•	 Intermediate care 
•	 community physiotherapy 
•	 community (district) nursing services for blood tests, supplies, a commode or other 

resources 
•	 social services 
•	 out-of-hours GP services 
•	 voluntary services, British Red cross, citizens Advice Bureau, patient groups and 

societies. 

As the current period of GP-based training is currently quite limited, it can be particularly 
diffcult for trainees to fnd out information about local non-NHs services (e.g. provided by 
patient groups or social services) or to gain experience and trust in using these services for 
their patients. collecting and managing such information within the practice is challenging, 
not least because it needs frequent updating and organisation. sources include: 

•	 Networking and personal libraries or databases 
•	 Written materials (e.g. PcT newsletters, fiers) 
•	 Published guides to NHs services (electronic and paper) 
•	 Websites of individual organisations 
•	 Patients who have benefted from services. 

219 starfeld B, shi l macinko J. contribution of primary care to health systems and health. The Milbank Quarterly (2005); ibid. 
220 starfeld B. Primary and specialty care interfaces; the imperative of disease continuity. William Pickles lecture, 2003. British 

Journal of General Practice (2003);53:723-729. 
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CHALLENGE 3: IMPROVING THE QUALITY OF THE REFERRALS PROCESS 

Referrals reach the secondary care service via a range of different technologies, including 
paper correspondence, phone, fax and electronic communications (e.g. choose and Book). 
GPs may learn how to refer locally from experience, but local practice varies considerably 
and locums and new doctors need induction and training. Whichever mechanism is used to 
make a referral, the decision and process must be robust and reliable. 

Reaching a shared understanding with patients 

The consultation skills required to achieve a shared understanding with a patient are central 
to the cost-effective and high-quality use of investigations, treatments and referrals. 
Evidence shows that on achieving a shared understanding, the following things happen221: 

•	 patient satisfaction with the consultation increases 
•	 full discussion of the likely benefts/harms of referral and what may take place in 

secondary care prepares patients for what is likely to happen. As a result, patient 
satisfaction with secondary care increases. It can also change the patient’s mind 
about the need for referral ; and 

•	 patients are more likely to choose less harmful or invasive treatments and 
investigations (e.g. topical vs. oral NsAIds for osteoarthritis of the knee). 

Enhanced GP training will support this process by enabling GPs to develop a greater 
knowledge of the subject area, improved communication skills to impart that knowledge, 
the skills to elicit patient needs and wants, and the ability to facilitate appropriate decision 
making. 

Maintaining effective relationships between primary and secondary care 

co-morbidity is not randomly distributed; patients with one illness are likely to have other 
illnesses. There is evidence that the health outcomes of patients with common long-term 
conditions are better if their care is organised in a patient-centred practice that considers 
all of their health conditions, rather than in a series of independent specialist clinics. 
most patients who have been referred will consult their primary care team for advice on 
their condition more frequently than they will consult their specialist service. Effective 
communication and co-ordination of care skills are therefore essential for GPs. 

maintaining the effectiveness of communication links between the practice and other 
community-based teams requires team-working, mutual respect and trust for colleagues. 
Effective use of services depends on maintaining effective relationships. 

GPs and specialists need to develop systems to fnd, review and remove patients (with 
the patient’s agreement) from inappropriate specialist review in the interests of improved 
patient care and better health outcomes. 

221 Edwards A & Elwyn G (Eds.). Evidence-based Shared Decision Making in Healthcare: Achieving evidence based patient 
choice. 2nd ed. oxford: oxford University Press, 2009. 
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CHALLENGE 4: EVALUATING AND ACTING ON INDIVIDUAL AND PRACTICE 
ACTIVITY DATA 

For many years, the NHs has been encouraging GPs to refect on their referrals to secondary 
care, generally with a view to reducing the absolute numbers of referrals. various ways of 
trying to ‘manage’ GP referrals have been tried, but have proven largely ineffective 222. 

With the advent of commissioning, GPs will be even further encouraged to make the most 
appropriate use of secondary care resources. In addition to identifying potentially avoidable 
referrals, this includes identifying patients who should be referred but are not. However, 
deciding in individual cases in a timely way can be diffcult and subjective – the ability to 
engage in, refect on and respond to peer review is important, as is the ability to build in 
system change within practice teams and organisational structures. 

GPs can be educated to improve referrals quality223. This includes training doctors in a range 
of practical referral competences. This might include ensuring that the reason for referral is 
clarifed with the patient and stated on referral letters and the use of decision-management 
tools. Finding and storing information on local alternatives to referral can be facilitated 
through the design and maintenance of a good practice information system. 

Table 2.4.1: Questions GP trainees might consider when evaluating their referral behaviour 

Is the reason for the referral clear in the referral letter? 

Has the patient requested or agreed to the referral? 

Have psychosocial and other holistic factors been considered? 

Is the patient willing to accept the risks of investigation or treatment? 

Have recognised guidelines (e.g. NICE) been followed? 

Has the correct pathway been followed (e.g. two-week wait pathway for suspected cancer)? 

Does the secondary care provider have the required skills/resources to service the referral? 

Would any of the following be an appropriate alternatives to referral? 
•	 Management within primary care (e.g. another GP, podiatrist, community nurse or other service) 
•	 Non-NHS care (e.g. charitable organisations and patient groups) 
•	 Telephone or email service for specialist advice. 

A range of referrals and prescribing data is now routinely collected and can be a useful 
starting point for discussion and learning. However, simple data on individual clinician 
prescribing and referral rates does not correspond to the appropriateness or quality of that 
clinician’s management decisions224 . Further analysis is needed before making decisions or 
altering activity. 

222 BmA. Factors Capable of Infuencing an Increase in GP Referral Rates to Secondary Care (England only). london: British 
medical Association, 2009. 

223 Akbari A, mayhew A, Al-Alawi mA, Grimshaw J, Winkens R, Glidewell E, Pritchard c, Thomas R, Fraser c. Interventions 
to improve outpatient referrals from primary care to secondary care. Cochrane Database of Systematic Reviews 
(2008);4:cd005471. 

224 British medical Association. GP Referral Incentive Schemes. london: BmA, 2009. 
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GP trainees could audit referrals to ensure patients are not being referred to specialist clinics 
inappropriately. coding all referrals with the reason for referral and stating whether long-
term review is intended will assist the audit and subsequent reviews and team discussions. 
Any knowledge or confdence issues resulting in inappropriate referrals can then be 
addressed through education and mentoring. 

Trainees can also contribute to audits of the number of patients attending specialist clinics 
for routine reviews (who may not all have been referred by the GP). creating a return route 
for patients in this situation is an appropriate and useful learning point. 
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2.5: WHy ImPRovEd ENd-
oF-lIFE cARE, EsPEcIAlly
FoR THosE WHo cHoosE 
To dIE AT HomE, Is A 
TRAINING PRIoRITy 

‘Patients who are approaching the end of their life need high-quality treatment and care 
that support them to live as well as possible until they die, and to die with dignity.’ 

General Medical Council, 2010225 

IN THE UK: 

• 480,000 people die each year in England; it is predicted that this fgure will increase to
586,000 by 2030226 

• currently, 1% of each GP’s practice list will die with in any year227 

• 67% of deaths occur in people aged 75 or over228 

• 75% of deaths are ‘predictable’ and follow a period of chronic illness where end-of-life
care would be appropriate229 

• 60–67% of people would prefer to die at home; at the moment 53% die in hospital and
just 39% die in their usual place of residence230 

• In the year before death, each person who is dying is admitted to hospital 3.5 times;
20% of hospital beds are occupied by someone who is dying231 

225 General medical council. Treatment and Care towards the End of Life: Good practice in decision making (2010). Accessed 
via: http://www.gmc-uk.org/static/documents/content/End_of_life.pdf. 

226 Gomes B, Higginson, I. Where people die (1974–2030): past trends, future projections and implications for care. Palliative 
Medicine (2008);22:33-41. 

227 dying matters coalition. Find your 1% campaign. Accessed via: http://www.dyingmatters.org/gp_page/providing-good-
death. 

228 National End-of-life care Intelligence Network. Death in Older Adults in England (2010). 
229 National Audit offce. End-of-Life Care (2008). Accessed via: http://www.nao.org.uk/publications/0708/end_of_life_care. 

aspx. 
230 Gomes B, calanzani N, Higginson IJ. Local Preferences and Place of Death in Regions within England 2010. cicely saunders 

International, 2011. Accessed via: http://www.endofifecare-intelligence.org.uk/resources/publications/default.aspx 
231 NHs QIPP Eol workstream 2010. 
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• 40% of people who die in hospital have no medical reason to be in hospital232 

• Each unplanned hospital admission costs around £3,000; if each person had one less
crisis admission the NHs would save £1,350,000,000233 

• People are more likely to talk about end-of-life issues with their GP than any other
professional234 . 

The General medical council (Gmc) defnes end-of-life-care as care provided for people 
likely to die in the next 12 months. This includes people whose death is imminent (within a 
few hours or days) and also those with: 

• Advanced, progressive, incurable conditions
• General frailty and co-existing conditions that mean they are expected to die within

12 months 
• Existing conditions if they are at risk of dying from a sudden acute crisis in their

condition
• life-threatening acute conditions caused by sudden catastrophic events235 .

over the past 10 years there have been a number of initiatives to improve end-of-life-care 
in the Uk. The End-of-Life Care Programme ran from 2004–2007. It raised the profle of 
end-of-life care in the Uk and encouraged usage of end-of-life care models such as the 
Gold standards Framework (GsF), liverpool care Pathway for the dying Patient (lcP) and 
Preferred Priorities of care (PPc) to improve care. In 2008, the End of Life Care Strategy was 
published236 . This highlighted the progress that had been made in improving end-of-life care 
and set out a programme of work aiming to enable access to high-quality, end-of-life care 
for all. This pledge to improve end-of-life care was reinforced with the Government’s 2010 
White Paper, Equity and Excellence: Liberating the NHS237 . It states: 

‘In end-of-life care, we will move towards a national choice offer to support people’s 
preferences about how to have a good death, and we will work with providers, including 
hospices, to ensure that people have the support they need.’ 

End-of-life care is also one of the 12 national workstreams identifed in England for the 
Quality, Innovation, Productivity and Prevention Programme (QIPP)238 . This programme aims 
to improve quality of care whilst making substantial cost savings that can then be reinvested 
into front-line care. It highlights the need to improve end-of-life care in the community and 
particularly care for people in nursing and rest homes. 

In scotland, Living and Dying Well: A national action plan for palliative and end of life care 
in Scotland places great emphasis on the role of primary care in providing palliative care, 
regardless of diagnosis239 . The action plan uses the concepts of planning and delivery of 

232 National Audit offce. End-of-Life Care (2008). ibid. 
233 NHs QIPP Eol workstream 2010. 
234 dying matters coalition/Natcen. Public attitudes to death, dying and bereavement (2009). ibid. 
235 General medical council. Treatment and care towards the end of life: good practice in decision making (2010). ibid. 
236 department of Health. End of Life Care Strategy (2008). 
237 Hm Government. Equity and Excellence: Liberating the NHS (2010). ibid. 
238 department of Health. End of life care (2011). 
239 Living and Dying Well: A national action plan for palliative and end of life care in Scotland (2008). http://www.scotland.gov. 

uk/Publications/2008/10/01091608/0. 
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care, and of communication and information sharing as a framework to support a person-
centred approach to delivering consistent palliative and end-of-life care in scotland. 

Although there is evidence that the proportion of people dying at home or in their usual 
place of residence is increasing slowly, less than half of those who wish to die at home 
are able to do so240 . For those who wish to die at home, hospital admissions often result 
from crisis intervention; having an appropriate care plan in place can avoid inappropriate 
admissions. As well as being distressing for patients and relatives, saving just one admission 
for each patient receiving end-of-life care could save as much as £1,350,000,000 every year 
in the England alone241 . 

The general management of people who are approaching the end of life forms part of the 
core essential services expected of GPs within their General medical services contract, 
and the QoF rewards practices for maintaining a palliative care register and regular, 
multidisciplinary review of people on that register242 . In scotland there is also a Palliative 
care directed Enhanced service that practices may opt to participate in. 

most GPs have one or two patients needing end of life care at any time and on average 47 
weeks of the fnal year of life are spent at home243 . GPs and the primary care team have 
always been, and will continue to be, the main providers of palliative care for most patients. 
Even when specialist palliative care services are involved, GPs of patients receiving end-of-
life care in the community are always team members, and often the key to quality co-
ordinated care244 . Therefore good end-of-life care from GPs is essential to meet the aims of 
the End of Life Care Strategy245 . 

However, GPs often fnd palliative care diffcult246 . This is for many reasons including: 
•	 diffculties identifying when end-of-life care should begin – particularly for patients 

with non-cancer disease 
•	 diffculties communicating with patients about issues surrounding the end of life 
•	 lack of initial training and ongoing education in end-of-life care 
•	 diffculties of integrating end-of-life care within a generalist caseload where there 

are many other competing priorities; and 
•	 diffculties liaising with other agencies (such as out-of-hours services or social care 

providers). 

The Royal college of Physicians recommended in 2007 that ‘generic palliative care should be 
a core part of training and a subject for the continuing professional development of all’247 . 
Enhanced training for all doctors in provision of end-of-life care was also recommended by 
the National Audit offce in 2008248 . However, although all GPs in training will encounter 
people receiving end-of-life care during their primary and secondary care placements, only 
a limited number gain any experience working with specialist palliative care services during 
their training. 

240 Gomes B, calanzani N, Higginson IJ. local preferences and place of death in regions within England 2010 (2011). ibid. 
241 NHs QIPP Eol workstream 2010. 
242 NHs Employers/BmA. Quality and Outcomes Framework Guidance for GMS Contract 2011/12. ibid. 
243 Watson m, simon c. Principles of Palliative care. InnovAiT (2008);1(4):250-256. 
244 shipman c, Gysels m, White P, Worth A, murray sA et al. Improving generalist end of life care: national consultation with 

practitioners, commissioners, academics, and service user groups. British Medical Journal (2008);337: doi: 10.1136/bmj. 
a1720. Accessed via: http://www.bmj.com/content/337/bmj.a1720. 

245 department of Health. End of Life Care Strategy. london: department of Health, 2008. ibid. 
246 shipman c, Gysels m, White P, Worth A, murray sA et al. Improving generalist end of life care: national consultation with 

practitioners, commissioners, academics, and service user groups (2008). ibid. 
247 Royal college of Physicians Working Party. Palliative Care Services: Meeting the needs of patients. london: Royal college of 

Physicians, 2007. 
248 National Audit offce. End-of-life care (2008). ibid. 
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In order for GPs to initiate and provide effective end-of-life care tailored to the individual – 
that enables people to die at home should they wish to, supports their families and carers, 
and avoids unnecessary, expensive and distressing hospital admissions – it is important that 
GPs receive enhanced training in end-of-life care. 

‘How people die remains in the memory of those who live on.’ 

Dame Cicely Saunders (1918–2005) 

CHALLENGE 1: IDENTIFICATION OF PEOPLE APPROACHING THE END OF LIFE 

The End of Life Care Strategy highlights the importance of identifcation of people 
approaching the end of life as stage 1 of its end-of-life care pathway. It also acknowledges 
that more training is needed: 

‘... Many health and social care staff have had insuffcient training in identifying those who 
are approaching the end of life. … To address this, a major workforce development initiative 
is now needed, with particular emphasis on staff for whom end of life care is only one 
aspect of their work’ 249 . 

In primary care, if people approaching the end of life are recognised early and included on 
practice palliative care registers they receive better co-ordinated, proactive care that is more 
in line with their preferences250 . However, it is not easy to identify people approaching the 
end of life. For some the start may be at the time of diagnosis of a condition that carries 
a poor prognosis, such as metastatic cancer or motor neurone disease. For others with 
organ failure, such as those with chronic obstructive pulmonary disease or heart failure, 
exacerbations cause a rapid deterioration with recovery afterwards on the background of 
a gradual decline until the terminal event from which the person does not recover. others 
may simply become increasingly frail as a result of old age (Figure 2.5.1). 

Figure 2.5.1: The three main trajectories of decline at the end of life 

Number of deaths in each trajectory, out of the average 20 deaths each year per UK general practice list 
of 2000 patients 

Cancer (n=5) 
Organ failure (n=6) 

Physical and cognative frailty (n-=7) 
Other (n=2) 

Low 

High 

Fu
nc

tio
n

Death 

Time 

murray, s A  et al. BMJ 2008; 336 958-959 

249 department of Health. End of Life Care Strategy (2008). ibid. 
250 omEGA. End of Life Care in Primary Care: 2009 National Snapshot. Accessed via: http://omega.uk.net/admin/uploads/fle/ 

National%20snapshot%20of%20end%20of%20life%20care%20-%20key%20fndings.pdf. 
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Because of lack of familiarity with specifc disease trajectories, GPs may have diffculties in 
identifying when patients would be regarded as nearing the end of life. This can lead to 
access to end-of-life care services not being offered at all, or being offered quite late in the 
patient journey251 . 

In the 2009 National Primary care snapshot Audit, a quarter of patients on the palliative 
care register were added to the register less than a month prior to death252 . In the same 
audit, analysis of practice palliative care registers found that only 29% of people who died 
were included on practice palliative care registers253 . The National Audit offce estimates 
that 75% of deaths are ‘predictable’ and follow a period of chronic illness where end-of-life 
care would be appropriate254 . Therefore people approaching the end of life are currently 
added to the practice palliative care register late in their disease course, and there is a 
substantial shortfall in the number of people being identifed as needing end-of-life care 
in the community. Further analysis of the 2009 National Primary care snapshot Audit also 
shows inequity between people who have cancer-related disease and those with other 
conditions: 71% of people on practice palliative care registers have cancer, yet just 28% of 
deaths in practices result from cancer255 . 

This suggests that GPs need enhanced training in identifcation of people approaching the 
end of life, and particularly for those with non-malignant diagnoses. 

CHALLENGE 2: DEVELOPING SKILLS TO COMMUNICATE EFFECTIVELY WITH 
PEOPLE APPROACHING THE END OF THEIR LIVES AND THEIR FAMILIES 

‘Death and dying remain one of the last taboos. ...Too many people are not receiving the 
care they want and need at the end of their lives – part of that has to do with our collective 
failure to discuss these matters openly beforehand, when the pressure on everyone is much 
less.’ 

Niall Dickson, Chief Executive of the King’s Fund256 

As a nation, the Uk fnds it diffcult to talk about death and dying and GPs are no exception. 
They may refrain from initiating these sorts of conversations with their patients as they are 
‘simply diffcult conversations to have’ or because they are anxious that they will not be able 
to support patients in meeting their preferences because of resource limitations257 . 

The 2010 Government White Paper Equity and Excellence: Liberating the NHS urges 
increased choice for patients258 . Unless GPs do talk about death and dying with patients 
and their families/carers, it is impossible to determine individual choices and preferences. 
A number of studies demonstrate the importance of communication with patients nearing 

251 Addicott R, Ashton R. Delivering Better Care at End of Life: The next steps. london: The king’s Fund, 2010. 
252 omEGA. End of Life Care in Primary Care (2009). ibid. 
253 Ibid. 
254 National Audit offce. End-of-Life Care (2008). ibid. 
255 omEGA. End of Life Care in Primary Care (2009). ibid. 
256 king’s Fund Press Release. doctors are no better than patients at facing up to personal end-of-life care decisions (2009). 

Accessed via: http://www.kingsfund.org.uk/press/press_releases/doctors_and_eol.html. 
257 Addicott R, Ashton R. Delivering Better Care at End of Life: The next steps (2010). ibid. 
258 Hm Government. Equity and Excellence: Liberating the NHS (2010). ibid. 
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the end of life and their carers259, 260, 261. open discussions about end-of-life care also help 
carers to manage their bereavement262 . 

People are more likely to talk about end-of-life issues with their GP than any other 
professional263 . However, the dying matters GP pilot project examined confdence of GPs 
about talking about death and dying and explored whether this could be improved with 
appropriate education264 . It found that only 33% of GPs were confdent about initiating a 
discussion with a patient about end-of-life issues. These fndings are supported by a 2010 
king’s Fund study that found that less experienced GPs felt ill-prepared by their training to 
communicate with and manage people approaching the end-of-life265 . In the dying matters 
GP pilot project, a training workshop signifcantly increased GP confdence to 79%266 . 

This shows that enhanced GP training including communication skills training for end-
of-life care could signifcantly improve patient care and choice. Furthermore, as 18% of 
complaints referred to the Health service ombudsman in England in 2009/10 concerned 
communication and staff attitude267, and the average cost of each complaint was around 
£2,500, better communication has the potential to save time and resources through a 
reduction in complaints, as well as improving patient choice and reducing patient/carer 
distress. 

CHALLENGE 3: ASSESSMENT AND CARE PLANNING FOR PEOPLE APPROACHING 
THE END OF LIFE 

Although people may differ in their precise wishes about death, most would like to be 
treated as an individual, with dignity and respect; be without pain or other symptoms; be in 
familiar surroundings and in the company of close family and/or friends268 . 

The second component of the end-of-life care pathway described in the National End-
of-life care strategy is assessment of people identifed as approaching the end of life and 
agreement with them about how to meet their preferences using advanced care planning 
with regular review (Figure 2.5.2)269 . This may include: 

•	 symptom control 
•	 discussion about preferences for care including ‘do not attempt to resuscitate’ 

directives 
•	 Advance directives to withhold treatment 
•	 discussion about preferred place of death. 

259 Wright AA, Zhang B, Ray A, mack JW, Trice E, Balboni T, mitchell sl, Jackson vA, Block sd, maciejewski Pk, Prigerson HG. 
Associations between end-of-life discussions, patient mental health, medical care near death, and caregiver bereavement 
adjustment. Journal of the American Medical Association (2008);300(14):1665-73. 

260 murray sA, Boyd k, campbell c, cormie P, Thomas k, Weller d and kendall m. Implementing a service users’ framework for 
cancer care in primary care: an action research study. Family Practice (2008); 25:78-85. 

261 kendall m, Boyd k, campbell c, cormie P, Fife s, Thomas k, Weller d and murray sA. How do people with cancer wish to be 
cared for in primary care? serial discussion groups of patients and carers. Family Practice (2006);23:644-50. 

262 Wright AA, Zhang B, Ray A, mack JW, Trice E, Balboni T, mitchell sl, Jackson vA, Block sd, maciejewski Pk, Prigerson HG. 
Associations between end-of-life discussions, patient mental health, medical care near death, and caregiver bereavement 
adjustment (2008). ibid. 

263 dying matters coalition/Natcen. Public Attitudes to Death, Dying and Bereavement (2009). ibid. 
264 dying matters. Evaluation of the Dying Matters GP Pilot Project (2010). Accessed via: http://www.dyingmatters.org/sites/ 

default/fles/user/documents/Resources/dying_matters_GP_Pilot_Evaluation_-_fnal.pdf. 
265 Addicott R. End-of-life care. london: The king’s Fund, 2010. 
266 dying matters. Evaluation of the Dying Matters GP Pilot Project (2010). ibid. 
267 Parliamentary and Health service ombudsman. Listening and Learning: The Ombudsman’s review of complaint handling by 

the NHS in England 2009-10 london: Parliamentary and Health service ombudsman, 2010. 
268 department of Health. End of Life Care Strategy (2008). ibid. 
269 Ibid. 
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Figure 2.5.2: End-of-life care pathway 

Step 1 Step 2 Step 3 Step 4 Step 5 Step 6 

Discussions 
as the end of 
life approaches 

Assessment, 
care planning 
and review 

Coordination 
of care 

Delivery of high 
quality services 
in different 
settings 

Care in the last 
days of life 

•	 Open, honest •	 Agreed care •	 Strategic •	 High quality •	 Identifcation •	 Recognition 
communication plan and coordination care provision of the dying that end of 

•	 Identifying regular review •	 Coordination in all settings phase life care does 
triggers for of needs and of individual •	 Acute •	 Review of not stop at the 
discussion preferences patient care hospitals, needs and point of death 

•	 Assessing need •	 Rapid response community, preferences for •	 Timely 
of carers services care homes, place of death verifcation and 

hospices, •	 Support for certifcation 
community both patient of death or 
hospitals, and carer referral to 
prisons, secure •	 Recognition coroner 
hospitals and of wishes •	 Care and 
hostels regarding support of care 

•	 Ambulance resuscitation and family, 
services and organ including 

donations emotional 
and practical 
bereavement 
support 

support for carers and families 

Information for patients and carers 

spiritual care services 

source: department of Health. End of Life Care Strategy (2008). 

60–67% of people express a preference to die at home, but at present 53% die in hospital 
and just 39% die in their usual place of residence270 . Place of death also varies by condition, 
with cancer patients being more likely than others to die at home or in a hospice. The 
majority of deaths from dementia occur in care homes and the vast majority of deaths 
from heart disease and pulmonary disease occur in hospital271 . However, the National 
Audit offce found from a detailed review of clinical records that 40% of people who die in 
hospital have no medical reason to be there272 . 

For those who wish to die at home, hospital admissions often result from crisis intervention; 
having an appropriate care plan in place that all those caring for the patient have access to 
and including anticipatory drugs can avoid inappropriate admissions. This is particularly true 
of care home residents. The National Audit offce highlighted the wide variation between 
care homes in the number of patients dying in hospital, ranging from none to all residents. 

270 Gomes B, calanzani N, Higginson IJ. local preferences and place of death in regions within England 2010 (2011). ibid. 
271 National Audit offce. End-of-Life Care (2008). ibid. 
272 Ibid. 
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They estimated that the proportion of care home residents who die in hospital could be 
reduced from 39% to 20% if greater support in the community were to be provided273 . 

In primary care, the QoF affords rewards to practices for end-of-life care through two 
indicators274: 

•	 Pc3 – the practice has a complete register available of all patients in need of 
palliative care/support irrespective of age (3 points) 

•	 Pc2 – the practice has regular (at least 3 monthly) multidisciplinary case review 
meetings where all patients on the palliative care register are discussed (3 points). 

Although over 90% of practices maintain a palliative care register275, and over 60% of 
practices in the Uk now use the Gold standards Framework to some extent276, the 2009 
National Primary care snapshot Audit found that of those identifed as nearing the end of 
life (i.e. that were on a palliative care register), only 58% were offered a discussion about 
their preferences for care and just 42% had an advance care plan documenting their 
wishes277 . lack of access to palliative care drugs, breakdown of the home situation and 
inability to manage complex problems in the community are cited as the major reasons why 
people are unable to die in their usual place of residence278 . 

Enhanced GP training to provide GPs with the clinical skills to better manage end-of-life 
care problems, together with improved care planning, could avert a substantial proportion 
of these admissions. As well as reducing distress of both patients and carers, the National 
Audit offce estimates that £104 million could be saved every year in England alone by 
reducing emergency hospital admissions for cancer patients approaching the end of their 
lives by 10%, and the average length of stay following admission by 3 days279 . If these 
fgures are applicable to other end-of-life situations, the savings that enhanced GP-led end-
of-life care in the community could deliver are potentially even greater. 

CHALLENGE 4: DELIVERY OF HIGH-QUALITY, CO-ORDINATED SERVICES IN ALL 
LOCATIONS 

There are currently a number of problems with end-of-life care provision in the Uk. First, the 
amount spent on end-of-life care varies considerably between primary care organisations. 
The average amount spent on specialist palliative care services for individuals approaching 
the end of their life varies from £154 to £1,684 per death280 . There is also variation in the 
availability of palliative care beds, and in the number of staff within hospital and community 
specialist palliative care teams281 . Provision of end-of-life care by primary care organisations 
is not proportional to need282 . 

Within the community, there is inequity of care provision, with people suffering from non-
malignant disease having reduced access to end-of-life care (see challenge 1). Furthermore, 
the lack of continuity between in-hours and out-of-hours GP services and failure to share 
important information such as Do not attempt to resuscitate orders between different 
agencies delivering care can lead to inappropriate treatment or hospital admission283 . 

273 Ibid. 
274 NHs Employers/BmA. Quality and Outcomes Framework Guidance for GMS Contract 2011/12. ibid. 
275 Ibid. 
276 Ibid. 
277 omEGA. End of Life Care in Primary Care: 2009 National Snapshot. ibid. 
278 Ibid. 
279 National Audit offce. End-of-life care (2008). ibid. 
280 Ibid. 
281 Ibid. 
282 Ibid. 
283 Addicott R, Hiley J. Issues Facing Commissioners of End-of-life Care. london: The king’s Fund, 2011. Accessed via: http:// 

www.kingsfund.org.uk/publications/endofife_care.html. 
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variability in co-ordination between services can result in end-of-life care being disjointed 
and ineffective, which is often a cause of distress284 . 

The king’s Fund recently published its 10 priorities for commissioners in the changing 
healthcare system285 . Among them was the need to focus on the delivery of high-quality, 
end-of-life care, central to which should be the integration and co-ordination of provision 
across the care pathway. 

The introduction of clinically-led commissioning in England provides an opportunity for 
integrating the wide range of services, spanning multiple sectors and settings that are 
needed in order to meet the diverse needs of individuals and their families/carers at the 
end of life. However, in order to do this and develop local care pathways for end-of-life 
care, GPs will need to develop a greater understanding of the role and expertise of other 
professionals, and also voluntary sector organisations, involved in end-of-life care and the 
skills to work effectively with them in shared team leadership roles. 

CHALLENGE 5: SUPPORT FOR FAMILY AND CARERS, BOTH DURING A PERSON’S 
ILLNESS AND AFTER DEATH 

Evidence for the physical, emotional, social and fnancial consequences of being a carer and 
support needed are summarised in supporting Evidence document 1, outcome 1.5. 

support for carers of people approaching the end of life leads to fewer unplanned 
admissions, thus reducing health costs, and more people dying in their preferred place 
of care286 . However, the 2009 National Primary care snapshot Audit showed that there 
had been an assessment of carer’s needs for only half of those on the practice palliative 
care register287 . As less than a third of those approaching a ‘predictable’ death are on 
the practice palliative care registers288, this suggests that there is signifcant room for 
improvement of carer support in general practice for end-of-life care. 

Bereaved carers are at increased risk of health problems and even death289 . The End of Life 
Care Strategy states that GP support for carers after bereavement is a vital part of good 
quality end-of-life care290 . But the National Primary care snapshot Audit showed that overall 
only 32% of families are offered bereavement support291 and research reveals dissatisfaction 
among bereaved carers with the support they received from their GP292 ,293 . Enhanced 
training to improve bereavement support for carers will improve carer satisfaction and is 
likely to reduce health consequences. 

284 Hughes-Hallett T, craft A, davies c, mackay I, Nielsson T. Funding the Right Care and Support for Everyone: Creating a fair 
and transparent funding system. The fnal report of the Palliative care Funding Review. london: Palliative care Funding 
Review, 2011. Accessed via: http://palliativecarefunding.org.uk/wp-content/uploads/2011/06/PcFRFinalReport. pdf. 

285 Imison c, Naylor c, Goodwin N, Buck d, curry N, Addicott R, Zollinger-Read P. Transforming our Health System: Ten 
priorities for commissioners. london: The king’s Fund, 2011. Accessed via: www.kingsfund.org.uk/document.rm?id=9100. 

286 Boyd k, Worth A, kendall m, Pratt R, Hockley J, denvir m, murray sA. making sure services deliver for people with advanced 
heart failure: a longitudinal qualitative study of patients, family carers, and health professionals. Palliative Medicine 
(2009);23(8):767-778. 

287 omEGA. End of Life Care in Primary Care: 2009 National Snapshot. ibid. 
288 Ibid. 
289 Relf m, machin l and Archer N. Guidance for Bereavement Needs Assessment in Palliative Care. london: Help the Hospices, 

2008. 
290 department of Health. End of Life Care Strategy (2008). ibid. 
291 omEGA. End of Life Care in Primary Care: 2009 National Snapshot. ibid. 
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