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What I do not want to say

SLV=AESE

“Primary care is better

than secondary care”
(IS4 TIEZRT T EYBN TN




What I do not want to say

UNTRUE!

BETHL0 !




I believe that ...
AOET EZEL -

Each one functions best
when the other

IS strong

ENENE, aAHALoMY LTS EZEIC
RROBREZER=T




I do not suggest that ...

BILRDELFIEELTOBD TIABYELA

“Japan should adopt the UK
model of health care”

[BREEE
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I do not suggest that ...

UNTRUE!

BETHL0 !

DTIEDHYELA "~




I understand that ...
FOETSElL -

our two nations have
different histories,

cultures and institutions

bHbLE=b=>20EI%
Bip-1-FE8, Xt HEEZEH->TWNS




But | should like
THEAE

* to persuade you of the contribution high quality
primary care can make to a nation’s health care system
BOEWITSAT - TTHEDANILAT T R TLICTESEBRIZDIVT
EELTHLLV =Y

* tosuggest how it is possible to evolve a system of high

quality primary care
ESLELBEDEWISAT T TDURT LEFKESETLHIEMNTEENZE
mrELEWL

and zLc

* toinvite you to imagine how Japan might benefit from
strengthening the primary care component of its

health care system
ANIWRT T D RATLDTZAR) - r7 e %58ib352ET, BANENIZ(T
BEEHLINMEZLTESL L




MEDICINE AS MAGIC
BEELTOER
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T AS PRIVILEGE
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High-tech
medicine

Increased
specialism

Ageing
population

Rising
expectations
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World Health Organization

Health Evidence Network
report, prepared by R. Atun

T SRR 15 R
HENER &2 (R. AtunfERK)

http://www.euro.who.int/document/e82997.pdf

EUROPE

What are the advantages and
disadvantages of restructuring a health
care system to be more focused on
primary care services?

T75A4)-TT7DHY—ERICEREZYTT
ANIVATT O RTLEBREETS
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‘Globally, Governments are
searching for ways to
improve the equity,
efficiency, effectiveness and
responsiveness of their
health systems. In recent
years there has been an
acceptance of the important
role of primary care in
helping to achieve these
aims.’

EUROPE

\ What are the advantages and
disadvantages of restructuring a health
care system to be more focused on
primary care services?
/ January 2004
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EUROPE

What are the advantages and
disadvantages of restructuring a health
care system to be more focused on
primary care services?
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MEDREDL, TSAI)-57T
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‘The majority of studies
comparing services that could
be delivered as either primary

health care or specialist services
show that using primary care
physicians reduces costs and
increases patient satisfaction
with no adverse effects on
quality of care or patient
outcomes.’




reduced overall

mortality
BT DD

reduced premature

HEETCORD

lower overall cost

as % of GDP

YD WL E R
(GDPD % ELT)

mortality

Well-developed
primary care
is associated

T34<) 57 &
B&RI S0

cost-effectiveness

better

FYRWERAAHR

improved chronic

disease morbidity
BEREEROUE

increased patient

satisfaction
BE®/EOEM

/

X

greater equity
of access to

health care
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What is primary care?
T34 57 XD b




World Health Organisation, Alma Ata declaration (1978)

defined primary health care as
HARBEE 7L -TAEEX. T3AT) ARG TEDIEDLIICEB LTINS

“.. essential health care based on practical,
scientifically sound and socially acceptable methods
and technology, made universally available to
individuals and families in the community through
their full participation and at a cost that the
community and the country can afford to maintain at
every stage of their development in the spirit of self-
reliance and self-determination.”

[ WADNIVRT 7 THY . REMTREZHRAAHYHRICR T ANONS T AL
MEPERMZEBRELT HEICODABEANEREICEOD+27ESMZEEL T, ELT
i EEABILEECREDTHTHEEIT 2T N TORETHERIERGERICEST
HERHAHRIEEICIE-TUNVS ]




.. essential health care based on practical, scientifically sound and socially

acceptable methods and technology, made universally available to individuals and

families in the community through their full participation and at a cost that the

community and the countryican afford to maintain at every stage of their

development in the spirit of self-reliance and self-determination.”

‘essential’ - i.e. whatever is necessary for health

or well-being
[WAZED 1 —DFY, BEROFEMRICEOTHRELGENDI AT

‘universal’ - i.e. the right of every citizen,

regardless of age, income or status
[HhERI—DFY. Ffh. WA, HICEHLTTATOERDIEF

‘in the community’ - i.e. predominantly based,
administered outside hospitals and delivered in or
near patients’ homes
MgV S 1 —DFY . WStz EBELTITHh . BEEDBEERN®
TDEETRESND

‘affordable’ - both by the State and by individual

patients
TAFAIRE I —EREFEEHF/|A. MAIZEST




Good modern primary care ...

BEDIShTS5r~v T FlE

... balances optimization
of health with equity of
resource distribution.
BEORELLEEREDD
NEEEDINTURELED

... provides preventive,
curative & rehabilitative
services in the
community.

FBh. BE.UNE)T—3Y
D H—E 2% #hig, TR 9 3
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... Integrates care ot

' ith multipl
p a t I e n tS W I t u t I p e ‘What are the advantages and
disadvantages of restructuring a health
care system to be more focused on

conditions.
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... deals with the social,
emotional, psychological,
family and economic
contexts of illness.
RO, BIFR ., DER.
KW, BFHIVIRANERS

... acknowledges
individual patients’
responses to their health
problems.
BExcDEEDRERE~D
RILZEZEDH S

... organises and
rationalises the use of
specialised resources e.g.
secondary care.
HMSMEL-ER (B ZXR77)
DFEAZHBIELEEILETS




e

provides every UK citizen with\

comprehensive health care
‘from cradle to grave’.

i was founded in h
u SRERICAFMEREIRE
1948. (YN Mo EFET] )
. 19484F %31 ~
& is funded out of
The UK general taxation
National Health RECHRATHS
/ relies heavily on Service ,—/ \ \
GPs as ‘point of (NHS) and IS free at the
first contact’ and REERT—ER point of use.
‘gatekeepers to  ELTHIAT HRRICIT MR
secondary care’.
rﬁ*ﬂd)?ﬁlﬁj 4 (though some patients contribute
ZRTTF~D to the cost of medication,

IdF—/ \—&ELTD

\zr&&kawﬁ /

dentistry and spectacles)
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Of the UK's 135,000 doctors ...
EEEM13A5FADAHR

47/3FAN(32%)
T4 7R,

M THREEELT
ELyTLNS
43,000 (32%)
provide primary
care, and work in
92,000 (68%) the community as
work in secondary GPs (family
care, in specialist doctors)
or hc?sp.lta.l-based 9:7;2;7)":(%;;/‘3)
disciplines EFEORERERBEL:

EfZEICLD




Key features of UK general practice
REREEROTELHS

Every citizen is registered with a GP practice
TRTOEREFREEZEMICEFELTLDS
Except in an emergency, the GP is the patient’s first
point of contact with the health service
MAREZRE. REEFRBICE - TEEY—ERADZYIDERTHD
GPs are based in the community, and usually work in
‘Primary Care Teams’ with nursing, paramedical and
administrative colleagues
REETHIBZEBRLLT. BEITFE. \TATHIIL EHEEDR2YTLE
[T54<) 477 - F— LI TEK
GPs act as ‘gatekeepers’ to secondary care
REEFXZRTT7ADIT—hFx—\— 1 BZHEDD
As generalists, GPs deal with clinical uncertainty,
complexity and co-morbidity
DIRTVARELT, BRI ERS, B EELE-BRZHRS

GPs may also develop a special clinical interest
RIEEIFFFAGERERMEREFERIEIMELAGL




‘Medical gaze’ [EgEDF4LEL

CLOSE —UP: SPECialis_t GeneraIiSt

WIDE-ANGLE:
detail’ < >  ‘context’
IO0—R7 7T s
[ ED gaze gaze r:*/l—‘;bxw
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Membrane
depolarization
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‘Medical gaze’ [EgEDF4LEL

ANV )ARD DIRT)RARD
EXA AP FHIL

CLOSE —UP: SPECialis_t Generall t \WIDE -ANGLE:

detail’ < context’

90—X7v7 gaze gaze r. J‘/Eﬁ;;( ~/

[ =5

L2\  The ideal? Be a
S\ zoom lens
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ANV )ARD DIRT)RARD
EXA AP FHIL

CLOSE —UP: SPECialis_t Generall t WIDE-ANGLE:

detail’ < >  ‘context’

P Qaze 9aze Sy

[T3F70XK~)

The best doctors can ‘think like
a specialist” and ‘think like a
generalist’, in order best to meet
the full needs of the individual

patient.

EEDEMZ. ALXDEENDITRTHO=—XIC
BRBIZHAB=OIZIAR ) RARDESIZEZ ]
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ANV )ARD DIRT)RARD

FHEL

FasL

CLOSE —UP: SPECialis_t Generall t WIDE-ANGLE:

‘detail’

> ‘context’

[ =5

HA—X7 v g aze

LA
gaze . 3‘/?_'7/? ~J/

The best health care systems
can provide excellent secondary
care and excellent primary care,
in order best to meet the full

health needs of every citizen.

BREDANIWART T O RATALIE, TRTOER®D
TARTOBE_—XIZHEBEIZIGAST=OIZ
EBNF-ZRTT7ELECEN=TS47) -5 T7%
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... was founded 1952
as a ‘break-away’
from the Royal

College of Physicians
ZEAFFEEHDL

o3B3 ILT , .
19524F Zgl3L ... is the academic

institution for UK
general practice and

family medicine
REDREERLE

REERFZD-HD
A iy B 4

... now has about
35,000 members

(MRCGP or FRCGP)

BRESKAHMIASTA
(EFE AR EIFHE)




Since 1972, the RCGP has played a leading role in:
19724F LISk REREEFZSNRE-LTE-EEMEE

* defining medical generalism & the role of the clinical
generalist EECtRSUXLLBERES TR NDEEEEET S
e establishing general practice as a legitimate and high-

status medical discipline
REEBRZEZMICESTHEOSEVVEEREMSEFELTHEILTS

* developing mandatory comprehensive vocational training
for future GPs *EDZREED-HONEAEFELERESES

e setting the curriculum & assessment standards for new
GPs #HLOWREEDOHDHF1SLLTMELEEZRTETD

e securing influential Departments of General Practice or

Primary Care in every University or medical school $~t®
RE-EEZRICEENDOHIREEREZIETIA7) - T 7EEEHERT D

* pioneering the involvement of patients in healthcare
policy-making H=&LTALRSTOBEIEICEELHESSES




To build the discipline of primary care,

we have had to engage with 3 key groups of ‘stakeholders’
T4 r7 DEMRBEHHETHHIC
Hi-Li=H Iiﬁ#’éﬁf'éso0)*IJ%Eﬂﬁ%tb\b\bb&#mi&bm\

1 TF

N zEzmeEes A

The public Our colleagues
(our patients) Royal College of (the medical profession)

EE

P General Practitioners 15 DEE
€ N==10)--E))

(EREFMR)

Politicians EBrAZ
(the policy makers % i1EE)




Polls consistently show that
the public rates family doctors

the highest of all professionals

HRAECLDE, BRITKRIE—R
BRXEFEOPTREEZRLEEHEL TS

(" Close personal\ 4 Role as )
relationship ‘the patient’s
between doctor advocate’
& patient TEEDHES]
BEZCEANG . tLToi#El )
\ EfM-EBEER
. ™ d h
Continuity of Clinical
care over time - ~N competence
B ZhN T 7= E&PRBE
b DRk Easy access by
J patient to GP (S J
BEOREE~D
BRETIER




How can we encourage high clinical
standards in primary care?
TS5L7Y - FDEEBKEEZDIZAEE TEE5

* Recruiting the best young medical graduates
SULEBFLCEFZERLEZERTS

* Providing excellent training and a high-status
qualification s<¢hr-mslEnminREERETS

* Educating the public to expect high standards
ERICSEVKEZFITSIIIICHETS

* Financial incentives: performance-related pay
SR EDIVE T4  REICEEELI=Z L

e Continuing medical education
+EHE

* Appraisal and (possibly) revalidation
BElis (BEL) BRE




4 Distinctive N
curriculum and

skill set
BeaHEIN)Fa1TL

\_ ER MDYk )

-

\_

Explanation &

advocacy
ERBALIBE

~

J

General practice is now accepted
as a medical specialty in its own right,

with status equal to hospital medicine

WEREERILX. ENEFEDMBEL . BRERERFD
MAZFOVEDDEFEMATHLELTRZIFANGNTINS

4 High entry & )
gualification
standards

4 Educational, N
academic and

research role
HEH.KRFE.HARIC

\_ BlT5H%E )

4 Clear and )
rewarding

career path
BARETOULLD

LS BEKE
- J

\ HIFrIT/IR




REEREMNE

Typical structure of VTS
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EH)F*15.L (GP curriculum)
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RCGP general

Royal First GP practice
College of  College of  yocational Vocational curriculum
Physicians General training training published
founded  Practitioners schemes in UK made HEFEESL
ZENF#S  founded  EEBR#HIDZEE compulsory KEER

Bl REEZLET FFIFETOTSA B GFEE 1 VUEES YA 3

1518 1952 1966 1976 2006

R [ — —— - S—

1948 1965 1967 2001 2007
NHS First Royal Launch of MRCGP
Began MCGP Charter MRCGP assessment made
HEFERY—EX  exam conferred on International compulsory for
Bt B#D  RCGP EEFFEEEL  all new GPs
BrEHAR zmzpmEyse BESE  mEzEEye
EIE Bl ieE EEEFE

FTRIEEICSEE




Policy-makers need to be persuaded ’

of the value of primary care

BUERILEEIETIM4<) 77 D EEHR %
MBSEONIBENHS

g High quality h & Evidence of )
leadership effectiveness &
BHo®EL public support
)—5—vT AMELERN D
- / \ XBOIETUR

4 Politically ) (" Realisticand )
astute but sensitive to
non-partisan 4 _ ) political
BUA RIS ISHs IS Co-operation, constraints
\_7YSHITIRESD ) not SABHIRISHL
confrontation \ BERNHOBRIC /
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