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With the goal of improving the 

provision of accessible services 

for patients and reducing the 

demand on secondary care it was intended 

that by 2006 ‘at least 1 million more 

outpatient appointments will take place 

in the community rather than hospital’ 

(Department of Health, 2002).

The concept of GPs with special interests 

(GPwSI) was first proposed by The NHS 

Plan in 2000 (Department of Health, 

2000). This was further formalized by a 

joint document from the Department of 

Health and the Royal College of General 

Practitioners that set out the key points for 

both the primary care trust and the clini-

cian when instigating a GPwSI-led service 

(Department of Health and Royal College 

of General Practitioners, 2002).  

The GPwSI was expected to ‘deliv-

er a clinical service beyond the normal 

scope of general practice’ but at the same 

time would ‘not offer a full consultant 

service and will not replace consultants’ 

(Department of Health and Royal College 

of General Practitioners, 2002). These 

new services were commissioned by the 

local primary care trusts responsible for 

the provision of a full range of clinical 

services to the population they serve.  

These extended roles were also planned 

for other health professionals such as physi-

otherapists, nurses or optometrists.  Within 

the provision of care for musculoskeletal 

services, the enhanced roles for both physi-

otherapists and GPwSI led to the develop-

ment of multiprofessional triage teams.

Thus, with significant policy rhetoric, 

the development of GPwSI clinics has 

gained momentum despite lacking any 

substantive evidence base. One of the few 

studies comparing orthopaedic services 

within GP-run clinics with those in hospi-

tal outpatient departments showed short-

term outcomes (3 months) in health to be 

similar (Baker et al, 2005).  

However, there were several problems 

with this study: 

1. There was no comparison of the tem-

poral delays for patients

2. There was no qualitative assessment of 

the diagnosis

3. There was no assessment of the patients 

seen in the GP-run clinic who sub-

sequently needed referral to hospital 

outpatients

4. The SF36v2 health survey, a non-specif-

ic measure of general health outcomes, 

was used as the principal discriminating 

measure. 

These are significant methodological defi-

ciencies for a study aiming to compare the 

clinical outcome and patient satisfaction 

between GPwSI-led clinics and hospital 

outpatients.

The momentum behind the develop-

ment of GPwSI clinics, such as the mul-

tiprofessional triage team clinic, was born 

out of a genuine requirement to improve 

patient services as well as a broader policy 

agenda to shift the balance of care toward 

the primary care sector.

It may be argued that the inception 

of such a radical change in the delivery 

of specialist care without a substantial 

body of supporting evidence was unwise.  

However, in practice generating an equiv-

ocal judgment on the benefits or costs 

of a GP-run specialist clinic would have 

been theoretically difficult before their 

introduction. This was highlighted in a 

British Journal of General Practice editorial 

in December 2005:

‘a key question is how the evidence 

base can be developed to support 

policy decisions.’ (Kernick and 

Mannion, 2005)

Scientific evidence must reflect unbiased 

facts and should not be developed to sup-

port policy decisions. Now that these clin-

ics have been introduced, valid and unbi-

ased evidence must be sought and reviewed 

with the relevant changes implemented.  

Assessment of clinical outcome should 

include subjective patient questionnaires 

and objective clinical and often radio-

graphic assessments. There are several 

non-clinical outcomes including time 

delays, training and education evaluation 

and the difficulties resulting from patients 

who are uncertain of the health-care pro-

fessional responsible for their care and the 

referral pathway. Benefit analysis is com-

plex and determining the complete finan-

cial cost is very difficult and should ideally 

take into account more than just the NHS 

costs (Kernick, 2003). In view of the 

inherent difficulties in collating clinical, 

non-clinical and financial outcomes of 

a GP-lead orthopaedic clinic, especially 

with long-term data, it is unlikely that 

a fully comprehensive study will ever 

become available.

No published data have been produced 

analysing referrals made from a GPwSI-run 

clinic from the perspective of the hospital 

clinician. Data from a 6-month survey (BA 

Rogers and N Bradley, unpublished data, 

2006) showed that patients seen by the 

GPwSI clinic and subsequently referred to 

a hospital consultant waited significantly 

longer (140 days to 62 days, P<0.05) to 

see an orthopaedic consultant compared 

to patients referred directly from their GP. 

Furthermore, over three quarters of this 

patient cohort incorrectly identified the 

health-care professional conducting their 

consultation, with an incorrect or absent 

diagnosis identified in 28% of the patients 

seen in the GPwSI clinic.  

One may view these data as partially call-

ing into question the professional capacity 

of primary care clinicians. However, in this 

study many patients seen in the GPwSI 

clinic had the same diagnosis made by 

both the initial referring GP and the hos-

pital consultant, suggesting the GPwSI 

clinic was a superfluous tier of care for this 

patient cohort.  

The benefit of a reduction in the waiting 

list time for surgery to less than 6 months 

is lost for those patients referred to the 

GPwSI clinic who subsequently require 

surgery because of the inherent delay.

A good rapport and patient confidence 

being essential for all surgeons and the 

doctor–patient relationship and consulta-

tion, the bedrock upon which general 

practice is based, must not be overlooked 

within the hospital outpatient setting. The 

Referrals from GP with special interest 
clinics should be adequately evaluated
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addition of another layer of professional 

consultation may easily lead to the patient 

receiving mixed messages and also lead to 

heightened concerns and unrealistic expec-

tations. This not only risks a sub-optimal 

standard of patient care but may have 

future medicolegal implications.

Within the context of the state of flux 

in which the NHS exists today, the laud-

able goal of improving patient services 

is frequently coloured by non-clinical 

factors that make true evidence-based 

decision making difficult. The ongoing 

role of the GPwSI, either complement-

ing or substituting secondary care, has 

not been defined and their benefit not 

clearly evaluated. Within the field of mus-

culoskeletal medicine, all studies to date 

focus on and compare patient care up to, 

but not beyond, the hospital consulta-

tion. Responsibility rests with hospital-

based orthopaedic clinicians to provide 

long-term evidence detailing the impact 

of changes in service provision, such as 

GPwSI clinics, in conjunction with their 

primary care colleagues. 

There is a significant geographical vari-

ation in the organization of GPwSI clin-

ics. For musculoskeletal medicine, some 

regions have developed GPwSI clinics run-

ning fully independently from orthopaedic 

consultants. Other regions have a consult-

ant clinic running concurrently within a 

health centre, resulting a more consen-

sual professional opinion while at the same 

time affording the opportunity for both 

the GP and the consultant to learn from 

each other.

Conclusions
It is important that both hospital and pri-

mary care clinicians evaluate the impact 

and costs of developing a system where GPs 

have an extended role. It is essential that 

steps are taken to create a complete and reli-

able evidence base on which to effectively 

evaluate these new procedures. Currently, 

all the policy statement and published stud-

ies have originated from primary care clini-

cians and research groups.  

Innovation frequently necessitates chang-

es which lack comprehensive evidential 

support. To this end, continual evaluation 

and audit are essential to ensure an accu-

rate cost–benefit analysis. Such an evalua-

tion and audit has yet to be conducted for 

GPwSI clinics. BJHM
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KEY POINTS 
n Despite little evidential support, GP with special interest clinics have been introduced to improve the 

access to secondary care.

n The few studies performed to evaluate their impact have been conducted from a primary care 
setting and have methodological deficiencies.

n Further hospital-based evaluation, including comparative clinical outcomes, is required to justify GP 
with special interest-led clinics in the modern NHS.


