
EDITORIAL

Are changes needed in the content of general practice?

The content of general practice (GP) is changing. The
concepts of polypharmacy and multimorbidity, particu-
larly among older patients, are becoming common in our
practice as well as being the focus of research among
our GP colleagues.[1–5] Furthermore, calls for screening
and diagnosing that do not actually help our patients are
increasingly an issue brought up in our clinical work.
Words like medicalization, overdiagnosing and overdetec-
tion are hot topics in GP. So, once again it is time to
pause and reflect on the content of GP, what needs to
be changed and what components in our work are still
strong and robust, and hence can be used without
modification.

The Wonca Europe conference 2016 was held in
Copenhagen last June. Among the keynote speakers who
gave presentations was Professor Martin Marshall, from
University College London, UK. In his presentation, he
talked about how GP needs to change as well as about
the ways in which it does not need to change. In his
opinion, providing continuity of care, providing personal
care and care that patients want and expect from GP do
not need to change. However, he said: “In order to pro-
vide these general aspects of GP, we are going to need
to change, with general practitioners (GPs) needing to
take greater responsibility for the way the system runs”.
He stated three important areas that need to be
addressed and changed so that GPs would continue to
provide the general aspects of GP.

Firstly, he pointed out that GPs focus strongly on indi-
vidual patient needs, though they are indeed also very
good at keeping abreast of the whole health system.
Thus, the conclusion must be that GPs should participate
more in discussions and decision-making on how the
health system in which they work should operate.

Secondly, Professor Marshall spoke about uncertainty
in our work. “Although we often think we know exactly
what we are doing, for example what blood pressure
value to aim for and what diabetes control to aim for,
the reality is that much of what GPs do is uncertain. Our
job as GPs is to manage this uncertainty. We must be
more explicit in that role and much better in making that
part a central part of our function”. This topic of uncer-
tainty in GPs work is very interesting and the question
arises as to how many medical doctors have chosen not
to work as GPs because of this uncertainty. Managing
this uncertainty should therefore be one of the most
important aspects of teaching trainees in family medicine.

The third element that Professor Marshall thought
should be changed is the way we look at social determi-
nants of ill health. He pointed out that 70% of ill health
is not dependent on medical or biomedical problems,
but is dependent on social factors like employment, edu-
cation, income, etc. More evidence on the role of social
determinants in patient well-being is being uncovered,
for example, that parents’ socioeconomic factors are
related to higher antibiotic prescribing for children.[6]
However, despite the fact that western countries are
spending more money on their health system, inequality
still exists and is even increasing. People on low incomes
and immigrants are accepting different health care ser-
vice than those who have higher incomes and less social
problems.

Too much testing of well people and not enough care
for the sick worsens health inequalities and drains
professionalism, harming both those who need
treatment and those who do not (Margaret McCartney,
GP in Glasgow).

Consequently GPs need to have a critical approach to
all those calls for screening and investigations.
Nevertheless, we should always remind ourselves of the
importance of keeping an open mind and the need to
take pause now and then to reassess the content of our
practice and to consider what needs to be changed for
the good of our patients, while bearing in mind one of
the oldest bioethical principles, primum non nocere.

References

[1] Willadsen TG, Bebe A, Køster-Rasmussen R, et al. The role of
diseases, risk factors and symptoms in the definition of multi-
morbidity – a systematic review. Scand J Prim Health Care.
2016;34:112–121.

[2] Stam H, Harting T, Sluijs M, et al. Usual care and manage-
ment of fall risk increasing drugs in older dizzy patients in
Dutch general practice. Scand J Prim Health Care.
2016;34:165–171.

[3] Teramura-Gr€onblad M, Raivio M, Savikko N, et al. Potentially
severe drug-drug interactions among older people and asso-
ciations in assisted living facilities in Finland: a cross-sectional
study. Scand J Prim Health Care. 2016;34:250–257.

[4] Marshall M. A Precious jewel-the role of general practice in
the English NHS. N Engl J Med. 2015;372:893–897.

[5] Kallio S, Kumpusalo-Vauhkonen A, J€avensivu T, et al. Towards
interprofessional networking in medication management of
the aged: current challenges and potential solutions in
Finland. Scand J Prim Health Care. 2016 Dec.

SCANDINAVIAN JOURNAL OF PRIMARY HEALTH CARE, 2016
VOL. 34, NO. 4, 325–326
http://dx.doi.org/10.1080/02813432.2016.1253824



[6] Jensen JN, Bjerrum L, Boel J, et al. Parents' socioeconomic fac-
tors related to high antibiotic prescribing in primary health
care among children aged 0–6 years in the Capital Region of
Denmark. Scand J Prim Health Care. 2016;34:274–281.

Emil L. Sigurdsson
Department of Family Medicine, University of Iceland,

Reykjav�ık, Iceland
emilsig@hi.is

� 2016 The Author(s). Published by Informa UK Limited, trading as
Taylor & Francis Group. This is an Open Access article distributed

under the terms of the Creative Commons Attribution-
NonCommercial License (http://creativecommons.org/licenses/by-nc/
4.0/), which permits unrestricted non-commercial use, distribution,

and reproduction in any medium, provided the original work is
properly cited.

326 EDITORIAL


	Are changes needed in the content of general practice?
	References


