'2030 – Looking back at what made medical care sustainable’
When I was a medical student in Sheffield in 2011 the division between primary and secondary care was still clear; but the move towards integrated community-based medicine was already well underway, even if I was blissfully unaware of it. Again and again we were told “Fifty percent for community practice”; a figure that the half of us who would eventually work in “The New General Practice” were attempting to ignore as we were drawn towards hospital specialties that we perceived were more glamorous. After two years of stressful foundation jobs, I like many of my peers was persuaded myself to head down the GP route. Little did I know that over the course of my training the family physician would have something of a renaissance; a phenomenon the press have coined “The New General Practitioner”.

In the early ‘00s we had more junior doctors in training than we had consultant posts in virtually every specialty. With the advent of “The New General Practitioner” came  “The New Nurse Specialist”. It has long been recognized that senior nurse specialists were an incredibly valuable resource in both primary and secondary care; and often as competent in treating patients as their junior doctor peers. As early as 2005 hospital trusts were employing senior nurses to fill F1 and F2 posts due to the reduction in training costs associated with them, but in the late “tweenies” the number of these posts available to nurses expanded massively, with even SHO equivalent posts being occasionally filled by nurses with advanced qualifications. The additional 2 year course that could be studied as a masters directly after an undergraduate university nursing course, available as a full or part-time in one of 15 particular fields nationwide proved incredibly popular with trainees. This demand was compounded, as the fees for nursing remained considerably lower than many other university courses. The presence of a specialist nurse in a post a junior doctor traditionally would fill was at first controversial, but savings made by reducing places at medical school and lost years re-training doctors who found that they had ended in dead-end training posts to them persuaded many of their usefulness. In addition, the continuity provided by having a “junior” member of the medical team in place for several years was popular with firms. 

Specialist nurses are also more common in the community. In my own practice (8600 patients) we have 6 specialist nurses. As they are qualified to see, prescribe and advise for many minor ailments, speeding things up in clinic considerably. At audit we have found they are often better at ensuring patient compliance than doctors, and patients are as happy to see a specialist nurse as they are a doctor for most minor complaints. The phone and internet triage systems pioneered in by some forward-thinking practices 15 years ago are now widespread meaning that aliments that can be seen by nurses rarely make it as far as the GPs, freeing us up to spend more time with the patients who really need it. By combining an NHS direct with a GP triage scheme patients can book directly into an urgent slot in their practice or be given the details of a nearest pharmacy if that is more appropriate.

Widening treatment options in the primary care setting is something that the (now 70%) female workforce in medicine has really allowed to flourish. While many of us as we graduated had ambitions for hospital medicine the realization that we could both have our cake and eat it by having family friendly GP careers lives coupled with specialist interests allowing us to treat many more patients without them making the trip to hospital. Keeping patients in familiar surroundings with familiar staff while not only cut the costs of referrals but reduced administration costs for both practices and hospitals. We are now able to undertake many of the procedures that we would typically have associated with secondary care providers 15 years ago by pooling resources and knowledge. Taking lessons from family practitioners in Canada and Australia – leaders in GP lead services “The New General Practitioner” with their outpatient’s style specialist clinics and community centric care was born.

By increasing contact with members of the primary healthcare team key issues in public heath can be addressed at a local level. Overall we have seen that cancer rates have dropped, and while diabetes rates are increasing the rate year on year seems to be leveling off. Undoubtedly the most difficult savings to measure have come through public health, but these will probably be the most influential in years to come. The price of fuel has forced people to walk and use public transport more regularly; while the duties on alcohol and cigarettes have seen the rates of alcoholism drop and smoking rates have dropped from 1/5 adults to 1/7. Weighing of everyone who attends a doctors surgery is now the vogue and weight-loss literature and advice is provided to all those whose BMI exceeds 30. Healthy eating is now as well ensconced in the school curriculum as reading or basic arithmetic. Obesity rates are slowing their climb, but not as significantly as might have been hoped back in 2010. Literacy rates have increased, as have the percentage of the public undertaking some type of tertiary education, and as many epidemiological studies have shown; the more educated the population the more likely they are to be health aware and seek treatment earlier.

One of the most controversial, but financially successful schemes to be implemented was the patient value scheme, implemented to many doctors disgust in 2013. The 250 points allocated on each patient’s swipe card by the GP consortia, are “spent” by the patient on electronic card readers as they move through the healthcare system – for example when attending an outpatients clinic or undergoing elective surgery. This system allowed managers to see which patients, and which management plans were the most and least cost effective.  While patients and practices were not penalized for patients “overspending” it provided a new safety net for practitioners – encouraging a critically thought-through outcome based system, as opposed to the target based system of the early 2010s. The card also allows patients to directly access their own medical records via secure practice-based webpages; giving them the opportunity to opt in to health education schemes such as smoking cessation or providing them with educational resources surrounding any medical conditions they have. By providing patients with a basic understanding of the financial implications of their decisions, overall GP and A&E attendances have been reduced. By educating patients about their health and that of their community there was an empowerment that lead to an improvement in personal and financial outcomes, particularly when coupled with more appropriate spending from management. This system did of course have its controversies; some practices were reprimanded by the GMC for sourcing “low spending patients” despite its illegality and the fact that practices with higher spending patients, if appropriately audited, received higher budgets.

As I was training healthcare provision was split into three distinct tiers – Primary, Secondary and Tertiary. Today it is increasingly polarized. The number of beds available in “secondary” centers as dropped, while those in tertiary centers have increased; both due to patients requesting treatment in larger centers and patients who require treatment often have the greater number of co-morbidities associated with our aging population. A huge capitol payout for the redevelopment of 100 new hospitals nationwide proved a great financial success. Recognition of the fact that annual running costs of most of the hospitals standing in 2012 would dwarf the cost of re-building sparked a minor green revolution within the NHS. The most inefficient hospitals in terms of electricity, water usage, ability to maintain high levels of sterility, amongst other factors were selected via appraisal for refitting, redevelopment or if necessary rebuilding.  These new hospitals are fully equipped to deal with the stresses of the modern NHS including its elderly population and approach to medicine and surgery. Green energy provision and evidence-based design cut running costs in some of the oldest hospitals by 75%.

Of course, us “New General practictioners” would like to take all the credit for the financial stability of the system, and indeed community based care has brought medicine back to the public making healthcare more accessible, more approachable - taking patients out of secondary care and moving them either to specialist centers or back into the community. But by providing patients with a very personal awareness of their health both financially and personally the public has been able to undertake a grass routes public health revolution. Top quality services and an educational approach have empowered them to take control of making their own health sustainable, and in turn, the NHS.
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