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‘If this…, then…’
Resource allocation in a finite world

Background 
Tasks in general practice can be divided into three areas: 
acute care, planned secondary and tertiary prevention, and 
primary prevention. There is some evidence that the demands 
placed on practitioners by the second and third areas can 
decrease the time available for the first. 

Objective 
To assess the work load of general practitioners and the 
evidence around benefit for effort, and suggest some strategies 
for making the most of available time.

Discussion
Time wasting in general practice can be doctor-generated, 
role-generated or Medicare/government-generated. Doctor-
generated time wasting includes doing things for which 
there is evidence of futility and may comprise investigations, 
screening and specific treatments. Appropriate workforce 
deployment can reduce role-generated time wasting. 
Medicare/government-generated waste occurs when there 
are financial incentives for health care providers to persist in 
activities with little evidence of benefit, or even evidence of 
no benefit. GPs need to actively plan to achieve a balance in 
providing care in the three areas of general practice.
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Time is a valuable commodity for general practitioners 

(GPs). We have many competing demands and therefore 

need to spend our time wisely. Amongst physicians, 

time pressure contributes to stress1 but time spent well 

influences outcomes in five areas. These are patient 

satisfaction, chronic disease outcomes, prescribing 

practices, physician satisfaction and risk of malpractice.2 

General practice can be divided into three areas:3

1.	traditional acute care: treating ‘ill health’ reactively, 

including the roles as ‘gate keeper’ of referral to second-tier 

care, coordinator when patients return, and non-patient 

contact organisational time for management of ill health

2.	planned secondary and tertiary prevention: chronic 

disease management (CDM) for cardiovascular disease, 

diabetes, asthma, etc. 

3.	primary prevention: adult and childhood immunisation, 

Pap smears, screening mammograms and age-

appropriate health checks. 

In this article we look at the workload of GPs and the 

evidence of benefit for effort in various areas of general 

practice. We then discuss strategies for improvement.

Time demands of prevention and CDM
Recently, the time that GPs are expected to spend on the second and 
third areas listed above has increased dramatically. A 2003 study 
looked at the time required for a primary care physician to provide 
all services recommended by the US Preventive Services Task Force 
(USPSTF). A patient panel of 2500, with an age and sex distribution 
similar to that of the US population, provided with the preventive 
services at the recommended frequency, took 1773 hours of a 
physician’s time annually, or 7.4 hours per working day.4

Using similar methods, Østbye et al5 applied guideline 
recommendations for ten common chronic diseases to a panel of 2500 
primary care patients (with an age and sex distribution and chronic 
disease prevalence similar to those of the general population). They 
found that 823 hours per year, or 3.5 hours a day, were required to 
care for the 10 most common chronic diseases, provided the diseases 
were stable and in good control. When recalculated for uncontrolled 
disease, the estimated time requirement tripled. Thus, time demands 
could be 2484 hours per year or 10.6 hours a day. When we combine 
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•	 Medicare/government-generated – some MBS item numbers create 
incentives for practices to perform tasks with no evidence of benefit. 
This is alluded to in NPHCS point 5: ‘a focus on financing and 
system performance to drive practice and system outcomes’.10

A recent article in the Medical Journal of Australia11 identified over 
150 low-value, non-pharmaceutical health care practices listed in the 
MBS, many of which were relevant to the primary care setting. These 
included testing for C-reactive protein, chlamydia screening, imaging 
in cases of low back pain and liver function tests. A recent article 
in Australian Family Physician12 identified five low-value activities 
common in general practice. Well women checks at the time of a 
Pap smear may still be recommended to include pelvic and breast 
examinations13 despite evidence of harmful consequences.14,15 This 
exemplifies doctor-generated waste of time and money.

Incomplete delegation to practice nurses may be a significant cause 
of the increase in short (Level A) consultations.16 In order to charge 
for a consultation, the doctor spends time with the patient, rather 
than delegating tasks completely to an appropriately qualified nurse. 
Qualified Nurse Immunisers17 and certified Pap smear providers18 
working in a general practice are capable of providing services without 
a doctor consultation. 

Nurses’ roles also need critical appraisal. An Australian study 
described six roles of nurses in general practice, including not only 
patient carer, but organiser and quality controller.19 The organisational 
activities included morbidity disease registers maintenance and recall 
in chronic disease management. These are clerical administrative tasks 
in the US and UK. Quality control includes some delegable tasks such 
as stocking and sterilising. 

Medicare/government-generated waste occurs when there are 
financial incentives for health care providers to persist in activities with 
little evidence of benefit, or even evidence of no benefit. Significant 
system-wide savings can be made by changes to item numbers. A good 
example to consider is the health assessment for Australians aged 
over 75 years (75+ HA), an initiative that was expected to be useful, is 
popular and cost $87,067,265 in 2012 (Table 2). There is, however, little 
evidence of this intervention improving health outcomes. Preventive 
care for the elderly originated with a study in the UK in 1964,20 which 
reported many unmet health needs in the elderly and advocated early 
intervention.Subsequent randomised controlled trials (RCT) inconsistently 
demonstrated improved outcomes for the elderly. Two systematic 

the results of these two studies, it is apparent that the average 
American family physician following guidelines is expected to spend 
10.9–18 hours per day delivering preventive and chronic illness care.6 
It is unlikely that the Australian experience is much different.

Is acute care suffering?
So where do we find time for the pursuit of reactive acute care? Could 
it be that we are sacrificing our traditional role of seeing sick people 
and making them better in order to attempt effective chronic disease 
management and preventive medicine? It is useful to look at overseas 
trends. In the US over the last two decades, urgent care centres (UCCs) 
have proliferated, growing to 9000 facilities. UCCs commonly treat 
acute conditions requiring reactive care, such as ear infections, strep 
throat and influenza, as well some minor injuries, such as lacerations 
and simple fractures.7 In Australia, care of these conditions is regarded 
as the province of general practice. 

There is some evidence of movement away from reactive acute 
care in Australia. Table 1 contains three Medicare Benefits Schedule 
(MBS) item numbers for management of common simple trauma: 
simple fracture radius (no reduction required); superficial lacerations 
face; and superficial lacerations other area. Between 2007 and 
2012, claims for these three items have decreased by 3.7–11.3%.8 
In addition, the fourth report on the National Healthcare Agreement 
from the COAG Reform Council, which was released in 2013, confirms 
pressure on acute care. It reported that 24% of people had to wait 
more than 24 hours for an urgent GP appointment in 2011–12, an 
increase of 14% from one year earlier.9

Wasted time
Time wasting in general practice can be:
•	 doctor-generated – doing things for which there is evidence of 

futility. The doctor is either unaware of or chooses not to cease 
activities of proven futility. This includes radiology and pathology 
ordering, specific treatments and screening activities. 

•	 Role-generated – doctors not delegating to nurses, nurses not 
delegating to administrative staff, the practice team not using 
appropriate IT software maximally to improve efficiency. Appropriate 
workforce deployment is emphasised in point 3 of the National 
Primary Health Care Strategy (NPHCS): ‘building a flexible and well-
trained workforce through effective training and teamwork’.10

Table 1. MBS statistics: whole of Australia and calendar year 2007 and 2012

MBS item number Description 2007 claims 2012 claims % change

47378 Fracture radius or 
ulna (no reduction 
required)

1782 1580 −11.3

30029 Superficial laceration 
other area

98289 94562 −3.7

30032 Superficial laceration 
face

38997 36524 −6.3
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•	 walk-in and wait ‘paperwork or script’ clinic once daily reserved for 
things of administrative urgency, not medical urgency, such as script 
renewal, routine referral renewal or travel forms.

•	 education of patients in differentiating between acute illness 
management and chronic disease monitoring, which should not 
be tacked on to the acute problem. For example, the diabetic 
hypertensive being treated for a tennis elbow does not need to 
have his blood pressure taken but should be recruited to a follow-up 
planned CDM consultation. 

Summary
It is our view that GPs need to actively plan to achieve a balance in 
providing care in the three areas of general practice. If we do not, then 
consequences may well follow, such as the advent of US-style acute 
care clinics, to further fragment primary care. Is this where Australian 
general practice should go?

Authors
Patrick D Byrnes MBBS, FRACGP, Senior Lecturer, Discipline of 
General Practice, University of Queensland and a general practitioner, 
Bundaberg, QLD. patrick@apmc.net.au

Margaret Crawford MBBS, FRACGP, General Practitioner, Bundaberg, 
QLD

Eleasa Sieh MBBS, Intern, Bundaberg Base Hospital, Bundaberg, QLD

Competing interests: Patrick Byrnes and Margaret Crawford are 
managing directors of PAT Pty Ltd, which markets a chronic disease 
management program patient assistance tool.

Provenance and peer review: Commissioned; externally peer reviewed.

References
1.	 Richardsen AM, Burke RJ. Occupational stress and job satisfaction among 

Canadian physicians. Work and Stress: An International Journal of Work, 
Health & Organisations 2007;5:301–13. Available at www.tandfonline.com/
doi/abs/10.1080/02678379108257028#.UhRGKcx-970 [Accessed14 August 
2013].

2.	 Duggdale DC, Estein MD, Pantilat SZ. Time and the patient – physician rela-
tionship. J Gen Intern Med1999;14(Suppl 1):S34–40.

3.	 National Health and Hospitals Reform Commission –Submission from Dr 
Patrick Byrnes on General Practice. Available at www.health.gov.au/inter-
net/nhhrc/publishing.nsf/Content/369/$FILE/369%20-%20Submission%20
-%20Patrick%20Byrnes.pdf [Accessed 14 August 2013].

4.	 Yarnall KSH, Pollak KI, Østbye T, Krause KM, Michener JL. Primary care: is 
there enough time for prevention? Am J Public Health 2003;93:635–41.

5.	 Østbye T, Yarnall KS, Krause KM, Pollak KI, Gradison M, Michener JL. Is 

literature reviews published in 2000 reported no sound evidence in 
favour of health assessments.21 In a small Australian RCT of 100 
patients, primary outcome measures did not demonstrate a statistically 
significant reduction in problems or mortality in the intervention (75+ HA) 
group, compared with the control group.21

One commonly held belief is that by doing the 75+ HA we will keep 
people functioning in the community for longer, but the evidence does 
not support this notion. A large Australian RCT assessed the effect of 
health assessments over 3 years for 1569 community-living veterans 
and war widows aged 70 years or older. During the study period there 
was no significant difference in the probability of hospital admission 
or death between the intervention and control groups. However, 
significantly more participants in the intervention group were admitted 
to nursing homes.22 This is not only contrary to the desire of most 
elderly people, but raises the risk of longer waiting times for beds in 
nursing homes for frail elderly people.

Time saving and supporting acute care 
in general practice
Abandoning the 75+ HA would seem a rational response to this 
evidence. Any patient over 75 years with a significant condition 
qualifies for a general practice management plan (GPMP) and team 
care arrangements (TCA). There seems to be little extra value in adding 
a 75+ HA to a properly performed GPMP. 

Abolition of nurse item numbers has been accompanied by an 
increase in item 3 consultations, suggesting a decline in solo role 
substitution and more doctor-generated time wasting.16 Reinstatement 
of the practice nurse item numbers would help to reduce this.

Authority script requests made over the telephone are very time 
wasting according to GP surveys;23 online requests could be a viable 
alternative. This leaves us with the very important question of what 
we can do to support our reactive acute care role. Here are some 
suggestions: 
•	 use booking systems that preserve a percentage of appointments 

per day for acute problems, or a ‘doctor of the day’ who starts the 
day with no booked appointments and is available for ‘walk-ins’; or 
a template with designated ‘acute’ bookings.

•	 ‘quick clinics’ twice daily for brief acute problems, no appointment 
needed, often reserved for children, and a duration of 30–45 minutes.

Table 2. Health assessments in 2012

MBS item number Description Dollar value 2012 
calendar year

Dollar value for 75+ HA % due to 75+ HA

Item 707 HA – prolonged 62,784,361 53,910,885 86

Item 705 HA – long 29,958,681 19,888,195 66

Item 703 HA – standard 27,838,355 12,544,110 45

Item 701 HA – brief 3,897,059 724,075 19

Total 124,478,456 87,067,265 70

HA = health assessment



FOCUS‘If this…, then…’ – resource allocation in a finite world

REPRINTED FROM AUSTRALIAN FAMILY PHYSICIAN VOL. 42, NO. 12, DECEMBER 2013  849

there time for management of patients with chronic diseases in primary 
care? Ann Fam Med 2005;3:209–14. 

6.	 Pimlott N. Who has time for family medicine? Can Fam Physician 
2008;54:14–16.

7.	 Yee T, Lechner AE, Boukus ER. The Surge in Urgent Care Centres: Emergency 
Department Alternative or Costly Convenience? Center for Studying Health 
System Change 2013 July; Research brief no. 26. Available at www.
hschange.org/CONTENT/1366/ [Accessed 14 August 2013].

8.	 Australian Government. Department of Human Services. Medicare Item 
Reports [Internet]. Available at www.medicareaustralia.gov.au/provider/
medicare/mbs.jsp#N1003F [Accessed 14 August 2013].

9.	 Council of Australian Governments (COAG) Reform Council. National 
Partnership Agreement on Improving Public Hospital Services: Performance 
report for 2012. Published 31 May 2013. Available at www.coagreformcouncil.
gov.au/reports/healthcare/national-partnership-agreement-improving-public-
hospital-services-performance [Accessed 14 August 2013].

10.	 Jackson C. Our first national primary health care strategy: 3 years on, what 
change for general practice? Med J Aust 2013;198:581–82.

11.	 Elshaug AG, Watt AM, Mundy L, Willis CD. Over 150 potentially low-value 
health care practices: an Australian study. Med J Aust 2012;197:556–60.

12.	 Mitchell B, Cooke G. A is for aphorism ‘Nothing is sometimes a good 
remedy’. Aust Fam Physician 2013;42:507–08.

13.	  South Eastern Sydney Local Health District Well woman’s health program 
Activities, Interventions and Resources Handbook 2013. Available 
at www.seslhd.health.nsw.gov.au/Policies_Procedures_Guidelines/
Clinical/Women_Babies_Health/documents/HB017–
WellWomensHthProgActivitiesInterventionsResources.pdf [Accessed 14 
August 2013].

14.	 Kösters JP,Gøtzsche PC. Regular self-examination or clinical examination 

for early detection of breast cancer Editorial Group: Cochrane Breast Cancer 
Group The Cochrane Collaboration. Published by John Wiley & Sons, Ltd. 
Available at www.thecochranelibrary.com [Accessed 14 August 2013].

15.	  Stewart, RA, Thistlethwaite, J. Routine pelvic examination for asymptomatic 
women - Exploring the evidence. Aust Fam Physician 2006;35:873–76.

16.	 Britt HC, Fahridin S, Miller GC. Ascendancy with a capital A: the practice 
nurse and short general practice consultations. Med J Aust 2010;193:84–85.

17.	 Byrnes P, Fulton B, Crawford M. An audit of influenza vaccination rates. Aust 
Fam Physician 2006;35:551–52.

18.	 Byrnes PD, McGoldrick C, Crawford MV. Cervical screening in general prac-
tice: strategies for improving participation. ibid. 2007;36:183–84, 194.

19.	 Phillips CB , Pearce C, Hall S, et al. Enhancing care, improving quality: the six 
roles of the general practice nurse Med J Aust 2009;191:92–97.

20.	 Williamson J, Stokoe IH, Gray S, et al. Old people at home, their unreported 
needs. Lancet 1964;283:1117–20.

21.	 Newbury J. A randomised controlled trial of the outcome of health assess-
ment of people aged 75 years and over. Source Department of General 
Practice Adelaide University July 2001. Available at http://digital.library.
adelaide.edu.au/dspace/bitstream/2440/37741/3/01front.pdf [Accessed 14 
August 2013].

22.	 Byles JE, Tavener M, O’Connell RL, et al. Randomised controlled trial of 
health assessments for older Australian veterans and war widows. Med J 
Aust 2004;181:186–90.

23.	 Bracey A. Authority time savings justify wider reform. Medical Observer 
Newspaper. 11 July 2013. Available at www.medicalobserver.com.au/ 
[Accessed 14 August 2013].


