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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?
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