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General practice and
the quest for unity
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To think about Unity is to be
swamped with clichés, all attesting
to its desirability.

Such a Holy Grail has it become,
that to dispute its worth or question
its veracity as a core goal of primary
health care in 21st Century New Zea-
land, is to risk the wrath of one’s col-
leagues and to be labelled a destruc-
tive cynic.

Yet healthy scepticism should be
part of the debate. If we apply evidence-
based medicine to our daily clinical
practice, should we not be applying the
same standards to such a key goal and
to the structures that are being pro-
moted as tools for achieving this?

The 2003 RNZCGP Conference
theme of ‘Towards Unity’ will pro-
vide a forum to explore these issues.

Why do we want to work together?
Is it for the good of our patients who
accord us the ongoing privilege of be-
ing let into the most vulnerable part
of their lives? Or is it for our good as
health providers so that we can keep
doing what we do well and attract heirs
to our profession?

Or is it to satisfy a government
agenda for uniformity that will make
it easier to control primary health
care in order to translate that power
into votes?

Unity implies a formalising of what
we already do. It takes what most doc-
tors, nurses and support staff do on a
daily basis and fits it into an overt struc-
ture. The rationale for doing so would
be that such structures could be funded
uniformly, be replicatable and allow
for measurements of key outcomes
linked to improved health for the com-
munities we serve. We should be able
to objectively judge whether such
structures are delivering the goods.

If unity does not achieve this,
there is surely no point in changing
what we already do. If the aim of
unity is to create a large,
homogenous primary
health care system there
is a danger that the di-
versity and multiple
models of general prac-
tice that now exist will
be made extinct. The ability to re-
spond to different communities’ needs
may be lost at the same time as we
pay lip service to the politically cor-
rect idea of including such people in
the decision making.

Setting aside a disquiet about the
national adherence to such an
uncritically accepted goal, if we ac-

cept at face value that unity is a de-
sirable goal, it is hoped that the 2003
Conference will answer the other fun-
damental question: How do we do so?

If all arms of the Medusa that is
the health system (including the
funders and the recipients of primary
care) accept that Unity in Medicine is
a Good Goal To Have (it somehow
demands to be in capitals), the practi-
calities of how we are to achieve this
have not been critically examined.

How do you organise such a di-
verse group of small businesses as gen-
eral practices into one model and,
along the way, declare that lots of
other groups, from pharmacists to
podiatrists, will eventually be included
in this unified concept of primary
health care? The solution so far is by
imposing it from above by those who
hold the purse strings, trading off the
acceptance that working well together
is what everyone in primary health
care should be desiring and doing.

The questions as to how we actu-
ally achieve this are numerous. For
example, what business and practice

structures encourage
working well together?
Is a hierarchical man-
agement better than a
consensus decision-
making process? How
do we meaningfully in-

clude patients as community repre-
sentatives without being highjacked
by particular lobby groups? How do
we find and include representatives
to speak for the most marginalised of
patients such as the poorest, immigrant
and refugee communities, inarticulate
mental health patients or needy but
distrustful adolescents?

Unity implies a
formalising of what

we already do
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How do we identify and nurture
the leaders and the managers needed
to help us work well for the better-
ment of ourselves and our patients?
And how do we develop enduring
structures that are flexible enough to
acknowledge conflicting individual
patient demands while apportioning
health dollars in a fair and consistent
manner? Do we have the courage now
to tackle the toughest questions such
as what core services we can, and can-
not, afford as a country and to tell the
individuals concerned that they won’t
get that particular treatment?

As I write this (in May 2003), one
thing is evident: that general practice
in New Zealand is going to have a
structure imposed on it that will sat-
isfy at least the government’s concept
of Unity. It has so far had little room
for nurturing of grassroots participa-
tion and acceptance. The community
seems as befuddled as doctors and
nurses are as to how they are to par-
ticipate in deciding on health goals and
spending if the Ministry of Health-or-
ganised meeting on PHOs in Dunedin
a few months ago was any barometer.

As present, government pro-
nouncements about PHOs seem to be
interpreted by the populace as being
focused primarily on providing
cheaper doctor visits and medicines
to the individual. Yet very little evi-
dence (can you recall any?) has been
presented to show that the large in-
creases in primary health funding are
affordable in the longer term. Realis-
tically it would seem likely that a large
chunk of the allocated money will be
soaked up by the extra layers of bu-
reaucracy that PHOs are creating. And
dare we ask: Does anyone out there
really have vision of where PHOs will
lead us in five or 10 years time?

Certainly no evidence on the vi-
ability and long-term value of PHOs
has filtered down to those who will
deliver the services. The doctors and
nurses, supported by practice manag-
ers and receptionists who together
make up the little cogs in the big PHOs’
wheels, go about their daily business
trusting that somehow this growing
edifice will be sustainable and amount

to something more than rhetoric to
the monument of a unified and uni-
form primary health care service.

Underlying it is the assumption,
albeit not the evidence, that the PHO
as an imposed form of unity, will
deliver what is promised: better pri-
mary health care for patients (as op-
posed to merely cheaper).

So far, the politicians and their
worker bees at the Ministry of Health
have done little to sell the PHO concept
or back it up with research data. (But I
do spare some pity for the poor health
bureaucrats, who like us doctors and
nurses, have seen several health reforms
come and go in the past 15 years. Each
time they have been
required to sell the new
concept as the best
thing since hot choco-
late and to promote the
current favoured idea
as the great solution to
the insoluble. Most
such ideas have met a
whimpering death with
even the political opposition not mak-
ing too much of a fuss at the demise of
another great idea.)

At the Dunedin PHO meeting,
when the Ministry of Health repre-
sentatives were asked at the end of
the presentation (which was heavy on
political jargon and woefully short on
real vision or practical detail) what
about PHOs would make it possible
to attract and keep young doctors in
general practice, the answer was a tan-
gential but blunt one: Accept the vi-
sion of PHOs on faith, or get out.

The ‘like it, or lump it’ approach
gives little ammunition to persuade
young graduates that there is a future
in general practice. As a teacher of
general practice registrars, it is em-
barrassing to tell them to stick around
on the basis of such a vague concept
or on the promise that job satisfac-
tion alone will sustain them when they
are well aware that this is currency
that does not pay student loans or let
them live at a standard comparable to
their surgical colleagues.

Certainly they will work hard to
meet increasing community expecta-

tions of what sort of care can be deliv-
ered at what cost, as they are increas-
ingly restricted in the drugs they can
prescribe and by the twelve different
agencies looking over their shoulders.

And every time the government
promises cheaper doctor visits as the
rationale of PHOs, the subtle and un-
spoken message is enforced – that you
really shouldn’t have to pay very
much to see your general practitioner.
It is hard to enthuse young colleagues
to meet the hugely challenging work
that is general practice when both
government and patients think it
could, or should, be done for less.

Unity implies that everyone in-
volved places a simi-
lar value on key con-
cepts and that there is
agreement on core
health needs. It im-
plies that such a
multi-disciplinary and
integrated approach
will deliver what it
promises: benefits all

round. To the patient it promises the
immediacy of medical care at a lower
personal cost. For the government, it
provides a framework to impose its view
of what primary care should be deliv-
ered at what cost as a way of contain-
ing burgeoning health spending.

But for those at the coal face pro-
viding that care, and working in teams
as we already do, the challenge re-
mains: how do we provide good indi-
vidual patient care plus promote pre-
ventive health care when the ground
is shifting under our feet? How do we
make sure that all our team members
are valued, supported and nurtured and
attract young blood to make sure that
in twenty years time, when I am old
and frail, I have a good GP to go to?

As we work towards unity in the
largely unknown framework of PHOs,
I hope that we do not lose all those
good parts of the present system. We
need to incorporate the goodwill, the
commitment and the resilience that it
takes to do primary health care well,
into this new framework. Unity may
be desirable but it will only survive if
it delivers on its promises. To all of us.

Unity implies that
everyone involved

places a similar value
on key concepts and

that there is agreement
on core health needs
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