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What is good general practice?
Three different views
Steven Lillis MBChB FRNZCGP MGP is a senior lecturer at Waikato Clinical School

ABSTRACT
This study explored the differences in values and beliefs
concerning quality in primary health care among three
groups of people: patients, general practitioners and an
organisation responsible for public funding of general prac-
tice services. The theoretical perspective of the study was
critical inquiry. Standard qualitative methods of focus groups
and semi-structured interviews were used to gather data.

The study found conflicting values among the three
groups. Differences in the definition of quality in pri-
mary health care were pivotal in understanding why such
conflicts occur. Public health funders maintain a popu-

lation focus, whereas both patients and general practi-
tioners value the relational aspect of medicine. Patients
believe there should be a greater emphasis on the serv-
ice component of the interaction, but that trust and care
comprise part of the ideal attributes of a doctor/patient
relationship.
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Introduction
There are multiple and occasionally
conflicting tensions implicit in gen-
eral practice. Cost and cultural bar-
riers limit access to general practice
services to specific groups in soci-
ety.1 Maori have historically had, and
continue to have, significantly higher
rates of disease across a wide spec-
trum of illnesses that are in the do-
main of general practice.2,3 The
Health and Disability Commissioner’s
office indicates that there are over
200 complaints against general prac-
titioners each year.4 Recent research
on general practitioners indicates low
levels of job satisfaction, a sentiment
often echoed in the media.5 Despite
several restructurings of primary
health care over the last decade, the
government continues to express a
degree of concern with the structure
of primary health care.6

Although patients, general prac-
titioners and public health funders
express concern about general prac-
tice services, there is a lack of in-
formation about the values and be-
liefs of these three groups regarding
quality in general practice services.

Without this perspective, it is diffi-
cult to structure services that will
better meet the needs of significant
stakeholders. The purpose of this
study was to investigate the differ-
ent views of quality in general prac-
tice services held by these stake-
holders in order to find areas of both
commonality and conflict.

Methods
Ethical approval was sought and
granted. The nature of the research
question suggested both semi-struc-
tured interviews and focus groups
to be the most appropriate method
of investigation.7 The structure of
the research process was carefully
examined to ensure that it was cul-
turally appropriate according to ex-
isting standards.8

The theoretical perspective of this
research is critical enquiry.9 Critical
forms of research question current
ideology. Critical research also initi-
ates action. In this form of research
there is an underlying concern with
issues of power and oppression and
the research holds the premise that
there may be inequality in interac-

tions between social groups includ-
ing those being studied. In general,
the process of critical inquiry can be
broken down into four stages: inter-
rogation of commonly held beliefs,
challenging conventional social
structures, engaging in social action
and appraising the results of social
action. The analysis of data in this
study specifically sought to under-
stand current beliefs and to reveal
areas where conflict between value
systems exists.

This study was undertaken in the
Waikato. Consent from participants
was obtained before data collection.
Focus groups were used to collect
data from patient groups. The number
of participants and the planning of
focus groups was guided by previ-
ously published qualitative research
work in general practice.10 The cri-
terion of being a mother with pre-
school children was used to develop
homogenous groups. This decision
was made on the basis that this group
would be likely to include experi-
enced, critical and careful users of
primary health care. Plunket groups,
Kohanga reo and playgroups were
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approached for their assistance. A
notice was placed on their notice
board requesting interested people to
contact the researcher. The focus
groups were held at the centre that
they took their children to. A total
of eight focus groups, four with
Maori and four with non-Maori were
held with average group size being
five. There were 42 participants in
this arm of the study.

Three groups of general practi-
tioners were approached and agreed
to participate in focus groups. The
participants were chosen and invited
as being representative
of mainstream general
practice. Of these three
groups one was com-
posed of rural practi-
tioners and two were
composed of urban
practitioners. The aver-
age number of partici-
pants in each of the
three general practice
groups was six.

Four managers in the Waikato
regional branch of the public health
funding body who had direct influ-
ence on decision-making in health
funding for primary health care were
identified. This included the Chief Ex-
ecutive Officer. All four agreed to be
interviewed. Semi-structured inter-
views were used to collect data from
this group, as the dynamics of a fo-
cus group in this circumstance was
methodologically unsound. The in-
terview questions used are appended
in Box 1.

All focus groups and semi-struc-
tured interviews were recorded and
transcribed. Qualitative research soft-
ware has become an accepted method
for organising qualitative data.11

Therefore the Nvivo software pack-
age was used to assist in data colla-
tion and analysis. Each statement from
participants was given a descriptive
code. In this way a bank of codes was
developed. If a new statement fitted
an existing code, it was added to the
group of statements under that code.
In this way, a total of 40 codes was

developed. The codes were then
grouped into themes. This data was
then used to compare and contrast
the opinions of the different partici-
pant groups.

Results

1. The health consumer’s
perspective

Several strong themes emerged from
the patient focus groups. The inter-
personal relationship between patient
and doctor was valued highly by
those seeking medical care. However,

medical knowledge,
thoroughness, and
consumer focus were
also felt to be integral
components of quality.

This study divided
aspects of the doctor/
patient relationship
into technical and re-
lational processes.
Technical processes
are those that are in-

dependent of an ongoing interper-
sonal relationship between doctor and
patient. Technical processes reflect the
level of skills and knowledge of the
doctor and the services offered by
the practice as an organisation. Ex-
amples would be immunisations, rou-
tine minor health problems, complet-
ing insurance forms and reasonable
access to services. The general prac-
titioner is interchangeable with any
other general practitioner with no
diminution of quality.

In contrast, relational processes
are those where a good outcome is
dependent on the quality of the on-
going interpersonal relationship be-
tween patient and doctor. Examples
would be ongoing treatment of de-
pression, many psycho-social prob-
lems and chronic serious medical is-
sues. Relational processes imply that
the general practitioner is not inter-
changeable without significant effects
on the quality of the doctor/patient
interaction.

From the health consumer’s per-
spective, accurate diagnosis and ap-
propriate treatment were reported
to be the basic processes desired
from consultation. The attributes of
thoroughness, appropriateness of
immediate action and the exclusion
of major pathological events were
considered to demonstrate that
these basic technical processes had
occurred.

‘You knew he was giving you a
thorough check-over, and you walked
out of there feeling that he hadn’t
missed anything, be it true or false,
but you had the feeling that he had
done his best.’ – patient focus group

This quote also recognises the
difficulty that the consumer has in
assessing the quality of the service.
Although there was little overall sup-
port for a competitive, market-
driven approach to medical services,
there was strong criticism of the lack
of customer-focused service in re-
spect to some aspects of general
practice services.

Box 1

• What are the fundamental attributes that you would look for in an organisation

that you were considering contracting with in primary care?

• How would you consider the individual health care provider who is part of such

an organisation?

• How would an individual or organisation demonstrate they are providing good

primary health care?

• How well does the consumer/provider interaction reflect the patient/doctor

interaction?

If the technical
components of the

service are
unsatisfactory, it

becomes difficult for
relational processes

to develop
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‘I suppose it makes you feel like
it’s just not working. It just makes
you feel where’s the importance for
the medical profession, where’s the
importance in care for the people. If
there’s people sick and in need and
they’re made to sit and wait, where’s
the importance in their needs?’ – pa-
tient focus group

This comment indicates the impor-
tance of attending to the technical
aspects of general practice. If the tech-
nical components of the service are
unsatisfactory, it becomes difficult for
relational processes to develop.

As previously mentioned, rela-
tional processes are those where the
quality of the interpersonal relation-
ship between patient and doctor is
the major determinant of a positive
outcome of the consultation. In the
focus groups the discussion fre-
quently centred on the relationship
that people had or would like to have
had with their doctors. The two most
important components in building a
desirable relationship between pa-
tient and doctor identified by patients
were trust and care.

‘I trust him. I’ve never trusted
anybody more than what I’ve trusted
my doctor, apart from my parents of
course.’ – patient focus group

A feature of many medical con-
sultations is the con-
text of vulnerability
that frequently ex-
ists for the patient.
Vulnerability may
derive from lack of
knowledge about ill-
ness and treatment,
emotional turmoil
or reduced ability to
cope, resulting from
either physical or
emotional incapac-
ity. This high degree
of vulnerability is a major discrimi-
nating feature between medicine and
many other service industries and
the participants acknowledged its
importance.

‘…when you’re sick, you don’t have
your full faculties about you and so

you know if you go to a doctor you’re
not going to be abused in any way.
Not physically or sexually, but I mean
mentally, emotionally, intellectually.’
– patient focus group

In turn, the degree of emotional
involvement relates to the impor-
tance that people
place on their health
and the health of
their family mem-
bers. Problems
brought to the doc-
tor may be amongst
the most important
problems that a per-
son can have.

‘It’s got to do with
feelings a bit. They have to realise
you are vulnerable. You are not go-
ing to get a video fixed or something
that can be thrown away and re-
placed. You are giving them one of
your most important possessions,
whether it be your child, your hus-
band or yourself. This is the most im-
portant thing in the world; there is
nothing more important than the
health of you and yours.’ – patient
focus group

The relationship between patient
and doctor is a dynamic one. Not
only does the patient’s perspective
of the doctor change over time but

the doctor’s skills
and knowledge also
change over time.
Patients see the doc-
tor’s willingness to
learn new clinical
skills and change es-
tablished patterns of
practice as a positive
influence in devel-
oping a relationship
where trust is an in-
tegral part. A par-
ticipant commented

on a change in clinical behaviour
by her doctor after a hospital spe-
cialist had adversely criticised the
doctor’s previous performance:

‘So when I went to her again for
an infection with a different child,
and the first thing she did was take

a swab, so she really learnt and took
it on board. I thought that was great.
You can’t get that if you just go to an
A and E and never build up a rela-
tionship or trust.’ – patient focus group

Failure of the doctor to act
quickly in a medically competent

manner leads to dis-
illusionment and
lack of trust.

‘…you basically
put your life in a GP’s
hands, and because
they are a GP and
they are educated
people in that field,
you take everything
they say as gospel.

But when you get let down a couple
of times like, just things getting
missed or whatever, I suppose you lose
that trust, that aura that basically
you seem to have with a GP.’ – pa-
tient focus group

The emergence of trust does not
depend solely on the purely medical
interaction of the provision of accu-
rate information and decision-mak-
ing. The emergence of trust also re-
quires interpersonal skills.

So trust goes beyond just the abil-
ity to diagnose reasonably accurately?

‘Yes, beyond the medical skills.’
– patient focus group

Good communication skills were
identified as an important prerequi-
site for a trusting relationship be-
tween doctor and patient. The terms
used in the patient focus groups
when describing good communica-
tion skills were openness, honesty
and equality. Openness was described
as the degree of comfort of the doc-
tor when being questioned by pa-
tients. The greater degree of comfort
with questioning the more open the
doctor was considered to be.

Maori health consumers

The focus groups revealed significant
generational differences amongst
Maori in their approach to modern
health services, in that older Maori
were sometimes reluctant to access
these services.

The two most
important components
in building a desirable
relationship between
patient and doctor

identified by patients
were trust and care

The relationship
between patient and
doctor is a dynamic

one. Not only does the
patient’s perspective of
the doctor change over
time but the doctor’s
skills and knowledge

also change over time
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‘I think a lot of Maori are like
that too, because Dad always tries to
fix things himself before he gets there.
Gets leaves and things you know.
Even if the kids get cut at their house,
try his Maori ways before he ever gets
to the doctors or emergency centres
anyway.’ – Maori focus group

The focus groups also revealed a
profound sense of faith in traditional
Maori medicine and a lack of trust
in modern medicine on the part of
older Maori.

‘I’d say they would really try their
hardest to stay completely away from
the health system if they could. It
would be their kids, and their kids’
kids who are the ones who are drag-
ging them into it when they are sick.’
– Maori focus group

There is also some conflict be-
tween the belief systems of older and
younger Maori concerning the choice
of traditional Maori medicine versus
modern medicine.

‘He knows her; he is one of those
doctors who has built up a rapport
with her. If she can’t get to see him
she just won’t see anyone. My dad is
very similar as well. He’ll see our doc-
tor. I don’t think he has ever been to
the emergency place.’
– patient focus group

From this de-
scription of how
older Maori preferen-
tially interact with
modern health pro-
fessionals, it can be
concluded that the
depth of the relation-
ship with the health professional will
significantly influence the success of
the interaction. For this group, the
relational component of general
practice services seems to be par-
ticularly important.

2. Public health funder

The 1991 health sector restructuring
introduced competition between
health care providers with the inten-
tion of creating economies of serv-
ice provision.12 Thus, at the time of
this study, the funding body for pub-

licly funded primary health care, the
Health Funding Authority, embraced
what could be considered a consum-
erist business ethic. Several themes
emerged as being of priority to the
funder:

‘There doesn’t seem to be a
wellness focus in GPs’ services. There
is nothing there about follow-up, I
think GPs should follow-up, I guess
it reinforces my poor view of general
practice services in many respects.’
– public health funder

Implicit in this statement are sev-
eral themes. Firstly, the notion that
general practitioners have a disease
rather than wellness focus. Such a
perception would conflict with the
principles of population-focused
medicine that emphasise the impor-
tance of preventative health care. Sec-
ondly, there is the perception that fol-
low-up does not occur, or seldom
occurs, in general practice. There was
an overall negative view of general
practice services expressed by the
participants.

It was perceived that in general
practice there is inertia about ac-
cepting the consumerist philoso-
phies that pervade business outside

the health sector and
that there is an over-
all lack of competition
between general
practices. This results
in a poor overall
level of service to the
consumer. A conflict-
ing view was also
mentioned; a per-

ceived lack of social responsibility
on the part of general practitioners.
The high cost of general practice vis-
its, and the reluctance to become in-
volved in health initiatives that had
little financial reward exemplified
this lack of social responsibility. A
‘patch protection’ attitude where gen-
eral practitioners attempt to resist
competition in health services was
reported by the participants and was
adversely criticised.

The majority of managers inter-
viewed considered the patient-doc-

Key Points
• Although patients, general

practitioners and public health
funders express concern about
general practice services, there
is a lack of information on the
values and beliefs of these
three groups regarding quality
in general practice services.

• Patients see the doctor’s
willingness to learn new
clinical skills and change
established patterns of practice
as a positive influence in
developing a relationship
where trust is an integral part.

• The majority of managers
interviewed considered the
patient-doctor relationship as a
commercial entity subject to
the rules, regulations and
influences that describe service
supplier to service consumer
relationships in general.

• Although there are some areas
of commonality in defining
quality between general
practitioners, public health
funders and the general public,
there are also areas of conflict
in beliefs and values concern-
ing quality in general practice.

The terms used in the
patient focus groups

when describing
good communication
skills were openness,
honesty and equality

tor relationship as a commercial en-
tity subject to the rules, regulations
and influences that describe service
supplier to service consumer relation-
ships in general.

‘We’re a more assertive, litigious
bunch of well-informed consumers
who know our rights because we’ve
been told what our rights are. I think
that very easily translates into the
general practice environment, and
should.’ – public health funder

The public health funder demon-
strated a strong population focus with
an emphasis on outcomes and re-
source management. Information sys-
tems in primary care that would al-
low population-based decisions were
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considered to be very important.
However, frustration was expressed
over a perceived lack of interest in
general practice concerning outcome
measurement or resource allocation.

‘There’s no comprehension that
we’re either measuring outcomes or
trying to put some criteria around who
should have access to a GP. It’s kind
of like it’s free access for whatever
you like whenever you like.’ – public
health funder

This comment reflects belief in a
model of health care where disease,
illness and suffering are accurately
quantifiable and the effect of inter-
vention is similarly measurable. It
also reflects the difficulty of allocat-
ing limited resources when the de-
mand for those resources cannot be
controlled.

The issues in primary health care
of interest to the public health funder
have several common attributes; they
are easily and unambiguously de-
fined, there are standard and meas-
urable interventions and there are
measurable outcomes. There were,
however, very clear, and openly dis-
cussed deficits in their knowledge
about what quality is in general prac-
tice and how to achieve it.

‘Well, that’s a challenge for gen-
eral practice isn’t it, I mean what is it,
we talk about outcomes in all other
spheres of health, but what is a good
outcome from a general practice visit?
I don’t know.’ – public health funder

The public health funder clearly
recognises the technical component
of general practice and maintains a
strong public health focus. The rela-
tional aspect of general practice work
was, for the most part, not acknowl-
edged by these participants.

3. General practitioners

The focus groups of general practi-
tioners revealed tensions between
conflicting value systems in several
areas of their work. This included the
tension between the requirements of
running a business and providing a
health service where compassion and
care are part of the relationship.

‘Well, that’s why we do these
things, that’s why Dave will see a pa-
tient that he feels needs an hour spent
on him, that he knows he’s not going
to get paid for, and do it happily be-
cause he’s a compassionate person.’
– general practitioner

‘I hate money, I hate the whole
issue of money. I wish someone would
just pay me, almost for an hourly rate.’
– general practitioner

Large administrative workloads,
conflicting messages from govern-
ment and non-government agencies,
with fragmented funding, are lead-
ing causes of stress. The increasing
involvement of patients in the deci-
sion making process and the desire
of the practitioner to respect and in-
stitute the patients request can lead
to conflict with funding bodies.

‘There are just so many pres-
sures pushing in the other direction
and what suffers? The patient’s care
suffers in the long run.’ – general
practitioner

Clearly, the consumerist perspec-
tive plays a limited role in the values
and beliefs of general practitioners.
There was an implicit recognition of
the difference between relational and
technical aspects of professional work:

‘This is actually the sort of stuff
the HFA wouldn’t quantify as good
quality outcomes. Yet
it’s something that the
patients really value.’
– general practitioner

Female general
practitioners felt that
their workload had a
higher proportion of
difficult and time-
consuming psychoso-
cial problems than
their male colleagues.
The nature of such
work raises conflict-
ing perspectives regarding quality of
medical care and the inevitable time
management difficulties it creates.

‘And the interesting thing is that
there are many patients who expect
to have long consultations and yet
don’t like it if they are kept waiting

and don’t want to pay for the privi-
lege of having taken 45 minutes of your
time.’ – female general practitioner

Compassion was a powerful driv-
ing force in the relationships of gen-
eral practitioners with their patients.
General practitioners believe that
communication, continuity of care,
meeting patients’ needs and good
medical knowledge are components
of quality.

‘I think you could slice off cer-
tain areas of medicine and have them
provided by suitably, very simply
trained technicians. The real core of
it is when the patient goes in and sits
down with the doctor and wants to
talk to them about their problems,
whether they be physical or psycho-
social.’ – general practitioner

Discussion
The conclusions of this study are lim-
ited by the small sample size of those
representing public health funders. The
dynamic nature of public funding bod-
ies and public funding policies also
must be considered in assessing the rel-
evance of this research to current fund-
ing structures. Current trends in pub-
lic health funding would indicate that
the consumerist philosophies evident
in this research might not be so appli-
cable. A further limitation on the

generalisability of
the study findings
was the entry crite-
ria for the patient
arm; being female
and being the mother
of a preschool child.
These limitations
should be considered
before generalising
the results to other
populations.

The pivotal point
in understanding the

conflicts that occur among these three
stakeholders is in how quality is de-
fined. There is a multiplicity of views
about what determines good quality,
with alternative interpretations clash-
ing on the basis of tradition, logic,
politics, power and issues of financial

There is a multiplicity
of views about what

determines good
quality, with alternative
interpretations clashing
on the basis of tradition,

logic, politics, power
and issues of financial

responsibility
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responsibility. In this regard, the ob-
jectives of general practice services
are often not entirely clear. Rather,
they are problematical.

In this study, the public funder
defined quality through the princi-
ple of ‘measurable deliverables’ and
other quantifiable
parameters of health
care. This approach
of technical ration-
ality holds that
practitioners are in-
strumental problem
solvers who select
technical means
best suited to par-
ticular medical pur-
poses and that prac-
titioners apply theory and technique
derived from the best available evi-
dence. Similarly, the health funder
is concerned with the perspectives
of resource allocation and outcomes
of intervention on a population
level. The interpersonal interactions
between health professional and
health consumer are peripheral to
such interests.

In the ‘swampy lowlands’ of gen-
eral practice, uncertainty, unique-
ness and value conflicts are central
to professional practice.13 However,
dividing general practice services
between relational and technical
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components allows greater under-
standing of where and why conflict
occurs between health funders and
those both supplying and receiving
general practitioner services.
Clearly, patients and general practi-
tioners valued both the relational

and technical as-
pects of the doctor-
patient interaction.
Maori in particular
seemed to value
highly the rela-
tional aspects of
their interactions
with general prac-
titioners. Balint’s
model of the mu-
tual investment

company is supported by both pa-
tient and general practitioner beliefs
and values.14 However, the health
funding body and patients criticised
the poor quality of some technical
components in general practice serv-
ices such as excessive waiting times.
Indeed it would seem that the funder
found value only in the technical
component of general practice serv-
ices. The relational zone of practice
seemed to be one of the important
determining factors of quality for
both general practitioners and pa-
tients, yet the approach of technical
rationality found in the health

funder failed to adequately recog-
nise this importance.

Conclusion
A well functioning primary health
care system would have, at its core,
shared beliefs about need, access,
cost, intervention and other desired
outcomes from the service. A model
to develop such shared perceptions
would encompass a multi-perspective
approach that would accommodate
different value systems. However, al-
though there are some areas of
commonality in defining quality be-
tween general practitioners, public
health funders and the general pub-
lic, there are also areas of conflict in
beliefs and values concerning qual-
ity in general practice. Unfortunately,
unidimensional perspectives of qual-
ity, however well developed, will fail
to understand the important concepts
in complex social interactions and
will encourage continuing dysfunc-
tion in general practice services.
Progress towards a more functional
general practice service requires
both recognition and respect of the
beliefs and values of all stakeholders
in the service.
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