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Introduction

The focus of this thesis is the revision of professional roles in primary care, in particular
the shift of specific aspects of general practice care to nurses. Skill mix change is another
term frequently used for the revision of professional roles, and it refers to a change in mix
of skills or competencies possessed by an individual. The thesis focuses on the effects of
the introduction of nurses into general practice on the quality of care, general practitioners’
workload, patient satisfaction and preference, processes of care, resource utilization, and
health care costs.

In this chapter a brief introduction is given to factors governing skill mix changes and to
conceptual models of skill mix changes. This will be elaborated in chapter 2. Also,
developments relating to skill mix changes in the Netherlands are reported. The chapter
concludes by outlining the purpose of this thesis, the research questions and the structure of
this thesis.

Factors governing skill mix changes
Pressures to increase the quality of care and to reduce the cost of primary care delivery
have led to the redefinition of the roles of health professionals and the creation of new
roles such as nurse practitioners, advanced practice nurses, clinical nurse specialists, nurse
clinicians, et cetera. In the seventies new nursing roles were seen to be a possible solution
to diverse problems in primary care, including rising demands and costs, a shift from
hospital care to primary health care, and the changing roles of medical professionals. A
decline in medical workforce size, as a consequence of a shift towards part time working,'”
has led many to suggest that health services could only be maintained by shifting care from
doctors to nurses.’ As a consequence the nurse’s role was redefined and increasingly began
to include types of care provision that had been the province of doctors. Nurses learnt new
skills, which enabled them to fill previously unmet health needs. Currently nurses perform
a wide range of tasks ranging from health assessment to education and to prescribing.
Nurses are involved in both preventive care (e.g. prevention of cardiovascular diseases,
smoking cessation, hazardous drinking) and chronic disease management (e.g. asthma,
COPD, diabetes, mental diseases).“'6

Since their initial introduction into the health care delivery system, nurse practitioners
have been widely used throughout the United States and Canada, in a variety of practice
settings and speciality areas.” Ever since, the role of the nurse practitioners evolved in the
context of external and internal influences on health care. They function as independent
health care providers as well as collaborative members of health care teams.® Today
- worldwide - many of the tasks previously performed by general practitioners have been
taken over by nurses. There is, however, considerable variation between, and sometimes
within, countries regarding the training and role of nurses who use the same title.”
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Models of skill mix changes

It is hypothesized that delivering primary care from a mixed team of doctors, nurses and
non-medical professionals offers an attractive model. Doctors and nurses are, together with
receptionists and assistants, part of a continuum of care that seeks to optimize health gain
from an appropriate use of skills and time of each professional. It allows health
professionals to contribute their unique assets towards the attainment of a common goal
(Figure 1).'"® Good team working is thought to enhance the quality of care, improve
patients’ health, constrain costs, and make best use of limited human resources.

Figure 1. Continuum of care from Kernick, 1999'°

MORE « « « Complexity/uncertainty of task > — —» LESS
<« <« < Resource allocation/unit time - — —
Area A Area B Area C Area D AreaE
(General Practitioner) | (Nurse Practitioner) [(Extended role Practice (Practice Nurse) (Practice Nurse
Nurse) Auxiliary)
Management and | Chinical diagnosis and | Well-defined protocol-| Traditional nursing | Simple, well-defined
planning treatment on treatment of less directed climcal care care: e.g. tasks that can be
the basis of complex presentations.| in specific areas: e.g. | immunization, ulcer undertaken with
interpretation and | Some areas of chronic asthma, HRT, management, limited training  e.g.
integration of complex | care Interaction with contaception management of minor | urine analysis, simple
clinical, psychological,| other members of the management. njuries dressings.
social, cultural, and primary health care
cost factors combined team.

with personal
experience and
knowlegde of patients.
Organizing and
coordinating a
muludisciplinary team

Skill mix changes may be grouped according to the type of organizational process
employed to bring about change (enhancement/supplementation; substitution; delegation;
innovation) or according to the changed boundary between different patient services
(transfer; relocation; liaison). Skill mix change is often complex, involving interdependent
changes in a number of these facets.'" (See also chapter 2)

This thesis focusses on the following two skill mix change models:''"'? nurses may
either work as general practitioners’ substifutes or as general practitioners’ supplements.
Nurses working as general practitioners’ substitutes provide services which otherwise
would be provided by doctors alone. The primary aim is to reduce the demand for general
practitioners. Delegation is another frequently used term for subsitution, but delegation is
about shifting care provision from a senior/higher grade to a junior/lower grade person
within the same profession, whereas substitution occurs when one type of professional (e.g.
doctor) is exchanged for another type of professional (e.g. nurse). In contrast, nurses
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working as general practitioners’ supplements provide services which complement or
extend those provided by general practitioners. The primary aim is to improve the quality
of care by extending the range of services available to patients.

Skill mix changes in the Netherlands

In the Netherlands, as in other countries, the professionals employed in general practice
have changed over the years. For more than half a century, general practitioners have been
supported by so-called practice assistants. Initially practice assistants worked
predominantly as receptionists and administrative assistants.”> The profession of the
practice assistant has since evolved and training has been adapted to the changing job
description. General practitioners are now likely to delegate more tasks like assisting in the
guidance of patients with diabetes, asthma or COPD and those at high risk of
cardiovascular disease, provided that the practice assistant is further trained to perform
these tasks.'* Since the eighties, various medical-technical, patient information and

organizational tasks have been allocated to them.'*'

Delegation of these tasks greatly
increased between 1998 and 2003." Increasingly the term ‘practice nurse’ is used instead
of the customary ‘practice assistant’.

In the early nineties, following Britian’s example, a movement to introduce nurse
practitioners started.'*** A nurse practitioner has a level of education, clinical activity and
responsibility higher than that of the practice assistant or practice nurse. A nurse
practitioner will work with the general practitioner, while a practice assistant or practice

- st 23-24
nurse will work for a general practitioner.

Nowadays, numerous medical-technical
tasks, such as the independent checking of blood pressure, determination of patient risk
profiles for cardiovascular disease, and examination and follow up of patients with diabetes
and or asthma/COPD are examples of tasks performed by practice nurses as well as nurse
practitioners.'®

Although it’s subject of debate we will use the term ‘nurse practitioner’ in this thesis. It
refers to a registered nurse with additional training who has lead responsibility for a
defined area of health care in primary care. The nurse works in advanced roles in primary
care.

Purpose of this thesis

Ideally skill mix changes and models should be governed by reseach based evidence of
how skills may best be distributed among health professionals in order to optimize the
cost-effectiveness of health service delivery and improve the quality of patient care.’
However, although different skill mix change models have been widely implemented, these
have not been adequately studied before now (at least at the start of this thesis project in

10
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January 1998). The evidence base for skill mix changes is generally not robust and has
lagged behind service developments. A better understanding of the effects of the revision
of health professional roles will help policy makers and health care professionals in
primary health care to make informed decisions with regard to health delivery services (i.e.
the roles and responsibility of different health care professionals with a health care system)
and by doing so to optimize the cost-effectiveness of health services delivery and improve
quality of patient care.

The purpose of the present thesis is to evaluate the effects of skill mix changes, in
particular the shift of specific aspects of general practice care to the nurse practitioner, on
quality of care, patient satisfaction and preference, general practitioners” workload,
resource utilization and costs.

This thesis is divided into three sections. The first concerns an exploration of factors
governing skill mix changes and an exploration of Dutch models in which different types
of nurses support the general practitioner in order to optimize health care services. In the
second, the results of a clustered randomized controlled trial in which nurse practitioners
were added to the general practice team on quality of care, patients’ health, satisfaction and
preference, and general practitioners” workload are reported. In the third section, the results
of two systematic reviews which aimed to synthesize the world literature on the
effectiveness of two different skill mix models - substitution and supplemention — are
reported. The different research questions and methods are reported in box 1.

Part1 Exploration of the concept skill mix changes

Part I of this thesis consists of two chapters. Chapter 2 provides an overview of factors
driving skill mix changes in primary care, the mechanisms of change, and the impact of
skill mix changes on care provision, the professionals involved and patient outcomes. It
can best be characterized as a narrative study of the literature. It shows that skill mix
change is effective in some cases. Whether or not skill mix change is the most appropriate
solution to a perceived problem will, however, largely depend on the particular context in
which change is comtemplated.

In the seventies and eighties in the Netherlands general practitioners acquired more
responsibility for surveillance of their patients as a consequence of shifting secondary care
to primary care. It also became widely accepted that patients should be treated at the lowest
possible echelon of care without compromising quality. Next to other developments (see
chapter 2), these developments led to different models of skill mix changes in the
Netherlands. Chapter 3 focusses on four possible skill mix models in which different type
of nurses support the general practitioner. Written questionnaires were used to make an
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inventory of these skill mix models. Subsequently, semi-structured telephone interviews
were used to gain information about the nurses’ roles.

Box 1. Outline of the thesis

Chapter Research questions Method
Introduction

1 Brief introduction
Exploration of the concept of skill mix changes

2 What is known about factors governing change, mechanisms  Narative literature review
of change and the impact of skiil mix changes on care
provision, professionals and patients?

3 Which skill mix models do exist in primary care and how are ~ Observational study
these models deployed? Questionnaire and Interview
Impact of skill mix changes in the Netherlands

4 Which forms of care are delegated to and provided by nurse Randomized controlled tnal:
practioners in general practice? Referral & contact sheets

5 What 1s the impact on general practitioners’ workload of Randomized controlled trial:
adding nurse practitioners to the general practice team? Questionnaire & diary

6 What 1s the effect of adding nurse practitioners to the general  Randomized controlled trial:
practicc team on respiratory care? Questionnaire
What role does the nurse practitioner perform: substitute or
supplement?

7 Are patients equally satisfied with nurse-led care compared to  Cross sectional study:
doctor-led care? Questionnaire
Which factors determine patients’preference and satisfaction
with nurse practitioners and with general practitioners?

8 Which factors are related to the successful implementation of  Observational study:
nurse practitioners in general practice? Questionnaire & Interview
Impact of two skill mix change models

9 What 1s known about the effects of substitution of primary Systematic literature review,
care on health outcomes, process of care measurecments, meta analysis
resource utilization and costs?

10 What 1s known about the effects of suplementation of primary  Systematic literature review,
care on health outcomes, process of care measurements, meta analysis
resource utilization and costs?
Discussion

] General discussion Synthests of results
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Partll  Impact of skill mix changes in the Netherlands

Nurse practitioners were first introduced in the USA, Canada and UK. In the early nineties,
Dutch policy makers, inssurance companies and general practitioners also developed an
interest in substituting nurse practitioners for general practitioners in order to address
health care problems that, amongst others, included a shortage of doctors, rising health care
costs, and increased patient demands. In 1998 a small scale improvement project, in which
five nurse practitioners were added to general practices, was implemented. This project
was initiated by the Local Association of General Practitioners (DHV Midden Brabant)
and Local Community Nursing Authorities (Thebe) and funded by two local inssurance
companies (CZ and VGZ). The rationale for this project was the increasing workload of
general practitioners and the idea that without extra support the quality of primary care
would decrease within a few years. At that time, this was one of the first projects in the
Netherlands in which nurse practitioners (‘praktijkverpleegkundigen/praktijkonder-
steuners’) were added to the general practice team. As the impact of these nurse
practitioners on the quality of care, patients’ health, satisfaction and preferences, and
general practitioners’ workload was for the greater part unknown the effects were
evaluated using a cluster randomized controlled trial. The results of this trial are reported in
chapter 4 to 8. 1t was hypothesized that the deployment of nurse practitioners would have a
positive impact on the general practitioners’ workload, on the quality of primary care, and
on patients’ satisfaction. The chapters describe the tasks general practitioners delegated to
the nurse practitioners (chapter 4); the effects of adding a nurse practitioner to the general
practice team on general practitioners’ workload (chapter 5); the effects on quality of
respiratory care (chapter 6); and the effects on patients’ preference and satisfaction
(chapter 7). In chapter 8 the results of the process evaluation are presented. This chapter
gives an overview of factors which may influence the introduction of the nurse practitioner
in the Netherlands.

PartIIl Impact of two skill mix change models

The factors motivating skill mix changes in primary care are many and complex (see
chapter 2). Nurses are increasingly employed in advanced nursing roles. It’s clear that they
have a prominent role in primary health care provision. Nowadays, we can’t rule them out.
They are inseparably bonded with general practices; taking over part of the work of general
practitioners and/or providing a wider range of services to primary care patients. The
introduction of nurses into general practice is, however, based on changes in the health
care practice instead of research evidence on the effectiveness of skill mix changes.
Chapter 9 and 10 evaluate the effects of two different skill mix models in primary health
care. The results of rigorous systematic reviews of research into the impact of nurses
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working as substitutes (chapter 9) and supplements (chapter 10) on patient outcomes,
process of care, resource utilization and costs shed new light on the effectiveness and
efficiency of skill mix changes in primary care.

General discusion

In chapter 11 a general discussion of the main findings from the studies reported in this
thesis is reported. The main conclusions will be summarized. Next, relevant
methodological limitations will be reviewed. This chapter ends with recommendations for
future research and health policy.
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Changing task profiles

Introduction

Skill mix is a term used variously to refer to the: mix of skills or competencies possessed
by an individual; the ratio of senior to junior grade staff within a single discipline; and the
mix of different professions within a multi-professional team. General practice shows
considerable variation both within and between countries in all these aspects.

General practitioner partnership size is growing in many European countries with
consequent role differentiation among doctors. Nurses increasingly are employed to
undertake simple clinical tasks such as taking blood samples and syringing ears. In some
countries, notably the UK, nurses have moved to more advanced roles in first contact care
and the management of patients with stable chronic conditions such as asthma, diabetes and
cardiovascular disease. Primary care teams may be further extended through the addition of
medical specialists, therapists, or social care workers as in Finland. Other countries are
moving in a similar direction. The UK, for example, saw a marked rise over the 1990s in the
prevalence of general practices with a mental health counsellor and ‘outreach’ clinics staffed
by hospital-based medical specialists. The Netherlands has introduced policies to enhance
collaboration among general practitioners, primary care psychologists and social workers'.
The dominant trend is towards a more complex skill mix reflected by larger team sizes,
increased multi-professional working, and increased role differentiation within teams.

Factors governing change

The factors driving such changes in skill mix are many and complex but may be distilled
into the following broad groups:

¢ wider environment;

e policy;

e payment systems;

e professional regulation and training;

e professional attitudes.

The wider health care environment provides the impetus for change. Rising demand for
care, health workforce shortages, and the rising costs of health care provision are powerful
factors stimulating the revision of health professional roles. Policy makers respond by
articulating the benefits to be achieved through new ways of working. Payment systems
and professional regulatory systems determine whether policy will be implemented in
practice. The pace of change is moderated by the extent to which professionals need to be
retrained and their attitudes to negotiating new roles.

20
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Wider environment

Population aging has placed increasing pressure on health care systems throughout the
developed world while, at the same time, medical advances have increased patient
expectations. Rising demand and cost of care has led many governments to experiment
with cost-cutting reforms. One strategy has been to make general practitioners the
‘gatekeepers’ to expensive hospital care. A second has been to shift services, such as minor
surgery and chronic disease management, from hospitals to general practice. A third
strategy has been to shift work from high to low cost health professionals.

Shortages of particular professional groups may additionally accentuate the need to find
alternative care providers. In the UK, the Netherlands, and elsewhere in the developed
world, the effective size of the general practitioner workforce has fallen consequent on a
shift towards part time working accentuated by the increasing proportion of female
doctors.” As nurses can be trained more quickly and cheaply than doctors, expanding the
nurse numbers and extending their role into the medical arena is seen to be an effective
strategy for dealing with medical shortages. Similar arguments may be applied to the use of
unqualified health care assistants as substitutes for nurses when the latter group is in short

supply.

Policy

Multiprofessional teamwork is a widely favoured strategy for addressing the problems
created by rising demand and cost. Good teamworking is thought to enhance the quality of
care, constrain costs, and make best use of limited human resources. Quality improvements
are sought through the enhanced co-ordination of care delivery and by the opportunity for
specialization within larger teams. Cost savings are sought through economies of scale and
scope, and by shifting care from expensive to cheaper health professionals. Better use of
scarce human resources is sought by breaking down disciplinary boundaries which prevent
professionals being deployed where their skills can best be utilized. Countries such as Italy,
the Netherlands and the UK, and have been persuaded by such arguments to promote the
development of larger multiprofessional teams.>*

Payment systems
The successful implementation of policy requires payment systems which reward providers
for making the desired changes. Where there is no financial advantage for providers, the
pace of reform is likely to be negligible.

In the UK, successive reforms to payment systems for general practice have favoured
growth in the size and complexity of general practice teams. The biggest impact was
brought about by the 1990 general practitioner contract which gave doctors a budget (i.e.

21
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fundholding) with which to purchase the services of community nurses and other health
professionals. General practitioners encouraged primary care nurses to undertake extended
roles, largely in the areas of health promotion and chronic disease management.” The larger
practices were best able to find the money and other resources needed to extend nursing
roles, and those practices which enhanced their skill mix in this way were best able to meet
the new performance targets attracting payment.’ Thus economies of scale and scope
accelerated growth in team size and complexity. A similar situation prevails in other
countries.”®

A closely related issue is whether payers can be billed for the services delivered by non-
physicians within primary care teams. In the USA there is considerable variation in
whether ‘mid-level’ providers such as nurse practitioners and physician assistants are able
to charge for their services or whether the costs must instead be subsumed as a doctor
overhead. Where mid-level practitioners are able to bill for their services, there is a higher
prevalence of such providers.” A randomized controlled trial examining the effectiveness
of substituting nurse practitioners for Ontario family doctors concluded that substitution
was not cost effective for family practices because payment systems in the 1970’s did not
enable doctors to bill fully for the services provided by their nurses.'” In the Netherlands, a
covenant was introduced in 1999 to enable general practitioners to employ nurse
practitioners;'' but numbers have grown slowly due to disagreements about the level of
reimbursement. '

Professional regulation and training

Governments and professional governing bodies specify the scope of practice for the
majority of clinical professionals. These regulatory boundaries influence team composition
by limiting the opportunities for extending the role of particular health professionals. The
ability to substitute doctors for other health professions is constrained, for example, by the
drug prescribing rights permitted to non-physicians. The solution is to change the statutes
governing scope of practice. England, for example, has extended prescribing privileges to
nurses."

Staff taking on new or extended roles need to be trained for this work. The speed with
which skill mix changes can be realized therefore depends on the range of pre-existing
skills within a particular health profession and the amount of additional training required to
extend those skills. The bigger the gap between existing and desired skills, the bigger will
be the investment needed to achieve change and the slower will be the pace of
development. Central and eastern European countries wishing to move from a hospital-
centred to a general practice-centred health care system have had to develop new systems
for training doctors as experts in family medicine — a process which takes many years to
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implement." In contrast, the rapid introduction of nurse-led chronic disease clinics in
British general practice was facilitated by the high level of skills already possessed by
practice nurses and further supported by the provision of short courses. Even so, the pace
of service development in the 1990s often outstripped the ability of training programmes to
equip nurses for these new roles."

Professional attitudes

A more pervasive factor affecting the pace of skill mix change is the attitude of health
professionals to renegotiating new boundaries between themselves and other disciplines. In
the UK, general practitioners initially welcomed extended roles for practice nurses where
these enabled doctors more easily to fulfil their contractual commitments. This, however,
conflicted with nurses’ views that modifications to their role should be guided by concerns
about developing nursing as an autonomous profession which is complementary, not
subservient, to medicine and medical professionals.'® As the overlap between nurse and
doctor roles in primary care has grown, general practitioners have begun to voice concemns
that nurses may erode the doctor’s role.'” In the Netherlands, general practitioners have
been reluctant to introduce nurse practitioners, preferring to use practice nurses who they
have themselves trained. For their part, practice nurses are anxious that nurse practitioners
might usurp their role.'®

Mechanisms of change

Skill mix changes may be grouped according to the type of organizational process

employed to bring about change.

Within general practice, skill mix change may be brought about through:

o Enhancement — extending the role or skills of a professional group;

o Substitution — exchanging one type of professional for another;

o Delegation — shifting care provision from a senior/higher grade to a junior/lower grade
person within a profession;

o [nnovation — introducing a wholly new type of worker.

Skill mix may additionally be altered by changing the boundary between general practice

and other patient services. This may include:

e Transfer — moving the provision of a service to general practice from another health
care sector e.g. substituting general practice for hospital care;

® Relocation — shifting the venue of a service to general practice from another health care
sector without changing the provider e.g. running a hospital clinic in a general practice
setting;
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e Liaison — using medical/clinical specialists to educate and support primary care teams in
their care of patients.

In practice skill mix change is often complex, involving interdependent changes in a
number of these facets. For example asthma care may be shifted from hospitals to general
practice (transfer). In order to support this change, a practice nurse may acquire specialist
skills in asthma care (enhancement) enabling her both to extend the range of service
provision and reduce the demand on general practitioners (substitution). Routine tasks
formerly undertaken by the nurse, such as patient reception, may in turn be delegated to a
more junior nurse (delegation) or a non-clinical assistant (substitution). Hospital-based
specialist nurses or doctors may continue to advize and support the primary care team in its
management of patients (liaison).

Impact on care: role enhancement, substitution, delegation and innovation

The overarching purpose of skill mix change is to improve health care effectiveness and
efficiency. The question is whether it does so in practice. The evidence base for change is
generally not robust and has lagged behind service developments. Here we review the
impact of role enhancement on health care effectiveness and efficiency, substitution,
delegation, and innovation within general practice teams.

Enhancement

Health promotion is one of the principal areas in which nurses working in extended roles
have increased the range of services available within primary care. In the majority of
British general practices, nurses are responsible for carrying out well-patient health checks
and providing lifestyle and other interventions in accordance with agreed treatment
guidelines.'”” Two large-scale randomized control trials have shown that the benefits to
patients of such health promotion do not outweigh the costs.'*?® The problem is not that
nurses are unable to deliver high quality care, but that the treatments they have been asked
to deliver are not sufficiently effective !

The situation is more promising in the area of chronic disease management. Here there
is good evidence from controlled trials that the treatments to be delivered by nurses are
effective. Case studies show also that the quality of care delivered by nurses can be
high.**** However surveys of nurses working in extended roles suggest that, in reality,
many nurses are insufficiently well trained.”’ More importantly there is a dearth of
evidence about the overall cost-effectiveness of nurse-led clinics.”*

General practitioner roles may also undergo enhancement. Many hold additional
qualifications which enable them to provide more specialized services. In the UK, this is
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becoming more formal, as general practitioners with appropriate qualifications may apply
to become ‘general practitioners with special interests’ and so receive patient referrals from
doctors in neighbouring practices.”> The intention is to expand specialist care in the
community and thus reduce waiting times and improve access for patients. The key
question which has yet to be answered is what activities will general practitioners give up
to specialize. Does the new balance between generalist and specialist skills result in a more
efficient use of resources and increased benefits to patients?

Substitution
The substitution of nurse practitioners for general practitioners is widespread in the USA
and becoming so in the UK. In these countries nurses are able to undertake advanced
training in diagnostics and therapeutics which enables them to manage a wide range of
patient problems without reference to a doctor. Such nurses have increasingly been used to
provide first contact care for patients presenting in general practice settings. Systematic
reviews of the available evidence suggest that these nurses generally achieve as good
health care outcomes as doctors and may have superior interpersonal skills.”®

The substitution of nurses for doctors might be expected to reduce costs. However,
research suggests this is not necessarily so. Compared with doctors, nurses have longer
consultation times, order more tests and investigations and may recall patients at a higher
rate, thus eliminating net savings in salary costs.’*?’ From the perspective of the health
care economy as a whole, it is generally cheaper to train nurses than it is to train doctors,
but savings are again eroded because nurses tend to have lower lifetime workforce
participation rates than doctors. The net saving to the state is therefore difficult to predict
and may differ between countries and over time.

Delegation

Delegation from senior to junior staff within a profession is not a strong feature of general
practice which has a ‘flat’ organizational structure. Nevertheless, when general
practitioners come together to practice in groups, there tends to be some degree of
differentiation among them in their clinical roles. Female doctors frequently have lead
responsibility for managing women’s health problems, if only because female patients
show a marked preference for female doctors.”® The general assumption is that such role
differentiation within teams can enhance the quality of care provision to patients.*

Innovation

New professional designations are introduced by clinical governing bodies to
acknowledge, and then regulate, health workers undertaking new roles which require

25



Changing task profiles

radical revisions to their training, skills and competencies. The creation of ‘nurse
practitioners’, ‘clinical nurse specialists’, and ‘advanced practice nurses’ are good
examples. As noted above, such skill mix change centres on revising the work undertaken
by existing types of health professionals, so it is arguable whether this should be regarded
as ‘innovation’ or ‘enhancement’.

In the USA a unique professional — the physician assistant — has been created. This
position is used interchangeably with the nurse practitioner to enhance health service
capacity in many areas, notably family practice. Physician assistants are drawn from a wide
variety of backgrounds which may include nursing as well as other health or social care
workers.2? Research suggests there is little to distinguish nurse practitioners from physician
assistants in terms of the quality and scope of their care or cost-effectiveness when used as
doctor substitutes.””*® This makes physician assistants an attractive option for expanding
workforce capacity when there are shortages of medical and nursing staff.”>!

Impact on care: service transfer, relocation, liaison

Skill mix may additionally be altered by changing the boundary between general practice
and other patient services. Here we review evidence of the impact of service transfer,
relocation, and liaison on health care effectiveness and efficiency.

Transfer

Rising demand and cost of care have led many policy makers to transfer services from
hospitals to general practice in an effort to both enhance patient access and constrain
expenditure. Good research into the cost-effectiveness of such service transfers is
scarce.’> In particular, evaluations generally fail to take into consideration the wider
implications of transferring resources from secondary to primary care. If general
practitioner referrals to hospitals decline as a consequence of service transfer then the
savings in hospital doctors’ time may be used for other purposes. This would only be cost-
effective, however, if the benefits of these new activities outweighed the benefits of the
service transferred to general practice.

In the area of diabetes, a systematic review of available research suggested that that the
quality of care attained by general practice was equivalent to that provided by hospitals,
provided that general practice care was ‘structured’ i.e. patient registers were established,
patients were recalled for regular review, and reviews were conducted according to clinical
guidelines.”® Other research has shown that patients attending general practice clinics
report improved access to care and reduced personal costs, largely through reduced travel
times. However, the direct costs of care provision may be higher in general practice
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because practices consume more resources than hospitals in providing the same standard of
care.”?

Minor surgery is another service where transfer from hospital to general practice is
intended to enhance patient access and constrain cost. This was introduced in the 1990
general practitioner contract in the UK where doctors were given financial incentives to
undertake minor surgery. Experience showed that the quality of care provided in general
practice was initially poor due to inadequacies in general practitioner training, problems in
maintaining surgical skills given low patient volume, and inadequacies in the equipment
and/or procedures used to sterilize surgical implements.*® The only controlled study,
however, found no differences in health outcomes between hospital and general practice,
with patients treated by general practitioners reporting higher satisfaction and shorter
waiting times. The costs of general practice based minor surgery were also found to be
lower than those in hospitals.’’ Similar results were found for general practitioners
providing diagnostic ultrasound.”® However, costs were not necessarily ‘saved’ as the
failure to divest in hospital activity while increasing care provision in general practice led
to an overall increase in service capacity and costs, rather than a transfer from secondary to
primary care as was intended.”

Relocation

Adding specialists to general practice teams might be expected to enhance the quality of
care and improve access for patients. These benefits have only partially been realized in
England, which has experimented with bringing hospital physicians into general practice to
provide ‘outreach’ clinics. A systematic review of research comparing outreach clinics
with conventional hospital ‘outpatient’ clinics found that outreach clinics were not cost-
effective.”* Although outreach clinics enhanced patient access and satisfaction, clinical
outcomes were similar and the costs of service delivery were higher because of increased
travel time for physicians and the smaller number of patients seen. Other expected benefits,
such as the dissemination of knowledge and skills from hospital specialists to general
practitioners, were not realized, as the two groups rarely interacted.

Mental health problems form a substantial part of the workload for primary care teams
in most countries. The UK and USA have experimented with adding mental health
counsellors to general practice teams as a way of both enhancing the quality of care
provision and reducing the workload for general practitioners. A systematic review of
available evidence suggests that counsellors are as effective as general practitioners in the
management of patients with minor mental illness — more effective in the sense that
patients treated by counsellors recovered more rapidly than did patients treated by general
practitioners.! However, research evidence also shows that other anticipated benefits of
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attaching counsellors to general practice teams are not fully realized.*” Specifically, the
claims that counsellors might generally reduce general practitioner consultations,
prescribing, and out-of-practice referrals for mental illness are not well substantiated.
Moreover, the costs of care were not lower when counsellors were substituted for general
practitioners in the management of minor mental illness.*!

Liaison
Using specialists to advize and support general practitioners in their care of patients is
another strategy for enhancing the skills of primary care professionals and hence the
quality of care provision. A number of models for liaison exist. General practitioners and
hospital specialists may enter into ‘shared care’ agreements which specify the division of
responsibility between general practitioner and specialist in the joint management of a
patient which the general practitioner would otherwise be unable or unwilling to manage
alone. Shared care arrangements have been evaluated in the management of chronic
disease (asthma and diabetes). The empirical evidence on co