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The context of general practice
in Singapore, for many years, has
been an industry where solo

general practitioners (GPs) predominate.
They operated out of small offices and in
the waiting rooms of these offices, you
would tend to find old furniture and
outdated copies of magazines like Her
World, Newsweek and Time . These
GPs tended to operate individually and
independently. Their practices would
not be opened seven days a week or
extended hours. It was also unlikely that
other services like radiology, clinical lab,
specialist consultation and physiotherapy
were available in the same setting.

Over the last few decades there
has been a great change in society –
affluent living standards, increasing
patient awareness of medical problems
and certainly rising consumerism. Parallel
to this development is the growth in
medical knowledge and treatment options
– improved understanding of disease
processes, a wide array of investigative
techniques, a formidable pharmaceutical
armoury and innovative surgical and
treatment procedures. To practise with
the background of such changes, the
GP of today is required to participate
actively in continuing medical education
and certainly encouraged to acquire
postgraduate qualifications in Family
Medicine and related disciplines. Until
recently, there is a somewhat interesting
situation where GPs have the medical
skills required for the new millennium
but applying them in a setting largely
unchanged for many years. However,
falling income levels in general practice,
increased stress levels, changing medico-
legal climate and difficulty in running a
small business are gradually changing
the nature and organisation of general
practice in Singapore. In recent times,
there appears to be an emergence of
corporate models of general practice. It
remains debatable whether this trend is
in response to the challenges that GPs
are facing nowadays, but the landscape
is complex and changing.

This article attempts to raise
awareness of general issues associated
with corporatisation of general practice.

WHAT IS CORPORATISATION?
A corporate is a legal entity created
through the process of incorporation.
This entity may enter into contractual
relations and engage in commercial
activities. The principal concern of any
corporation engaged in commerce or
trade is to return a profit to its shareholders.
A fundamental concept of corporatisation
is the changing of traditional ownership
and practice structures to improve the
profitability levels. With corporatisation,
non-physician investors and other
stakeholders can participate in the
business operations. Importantly, general
practice corporatisation may be part
of the bigger picture of integrated
healthcare business development.

Corporatisation of medical services
is not a new phenomenon locally. The
largest private general practice group in
Singapore is listed on the Stock Exchange
of Singapore. Other corporate entities
have acquired local general practices of
varying sizes over the years. In nearby
Australia, there has been a huge upsurge
in general practice corporatisation over the
past two years. A recent article in the
Medical Journal of Australia (MJA) stated
that about 10% of Australian GPs now work
in practices owned by large corporations.

In a free market economy, it is not
easy to identify with certainty the trigger
factors that lead to medical corporatisation.
Broadly speaking, there appears to be a
couple of important issues and these
were identified in the MJA article.
Firstly, the private healthcare industry
is going through a transition from a
“cottage industry” to a more commercially
sophisticated industry. Secondly, GPs
collectively as a group, because of the
gatekeeper role, can influence revenue
flow associated with prescriptions
and referrals (investigations, specialists
and ancillary services). This has direct
and indirect implications on the total

healthcare expenditure in industry.
Consequently, general practices are logical
targets for acquisition or transformation.

WHAT ARE THE CONCERNS WITH
CORPORATISATION?
The most obvious concern to a
practitioner would be loss of clinical
autonomy. This relates to issues like
medical record ownership, constraints in
prescriptions and referrals. If the practice
is part of an integrated care entity, the
GP may be contractually bound to use
only affiliated pharmacies, labs and
specialists. However, it should be
acknowledged that some of these issues
do not necessarily occur in corporatisation
alone. They may be seen in managed
care schemes or certain group practices.

Another concern is the scenario
where GPs are closely linked with their
specialist colleagues, say, in a multi-
physician centre in the same location.
Will this lead to unnecessary increase
in specialists’ referral by virtue of easy
access, even though the GP may be
trained to manage the condition? From
a healthcare expense point of view, this
is an important consideration in view of
the cost differential between GP and
specialist consultations. Will this also
lead to higher patient expectations and
demands? Will there be medico-legal
concerns about not referring when
specialists are easily available? Similar
considerations may surface in other
scenarios involving easy access to medical
laboratory, radiology and ancillary
services. These are difficult questions
to answer and are related to different
stakeholder interests and concerns. At
the heart of these are the professional
integrity and ethical standards that may
be challenged in the day-to-day practice
of the GP.

ADVANTAGES OF
CORPORATISATION
The proponents would argue that if pro-
perly and ethically managed, corporatised
general practices can provide efficient
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HIGHLIGHTS FROM
COUNTRY REPORTS
CAMBODIA:
The Medical Council of Cambodia was
established on 6 July 2001 with the
active participation of the Cambodian
Medical Association.

INDONESIA:
A national conference was held in
November 2000 to restructure the
Indonesian Medical Association. At the
central level, aside from the central
executive board, there are two other
structures, namely the Academy of
Medicine and the Honorary Board of
Medical Ethics. A task force for Family
Medicine was formed and a new website
www.idionline.org was launched on 24
August 2001. IMA has also collaborated
with the Ministry of Health in a draft
for establishing a National Medical Council
which will oversee good medical practices
in Indonesia.

LAOS:
Laos is still in the process of forming a
national medical association for doctors.
In 1999, experts from Vietnam assisted in
the formulation of a document for setting
up the Laos Medical Association.

MALAYSIA:
The Malaysian Medical Association
(MMA) has negotiated with the British
Medical Association to provide a free
student edition of BMJ to student
members. It has also liaised with

government agencies on various pro-
grammes, such as an equitable managed
care system.

Issues of concern include the
advertisement of traditional medicine in
the media. The health of foreign medical
workers is also of concern and medical
examinations done by doctors (FOMEMA)
for M$60 are mandatory. An online
system of reporting and monitoring
these examinations has been set up
and a diploma of occupational safety
and health has been started.

Private hospitals have been active
in promoting “medical tourism” and
the number of foreigners treated has
increased from 33,000 (1993) to 70,000
(2000). The MMA stand is that such
hospitals while providing specialist and
in-patient services should not also
provide primary healthcare to compete
with general practitioners.

Regular meetings with pharma-
ceutical trades about the escalating cost
of medicine have been started. Schemes
for government doctors to have limited
private practice would be brought up
with the government.

As to the issue of compulsory HIV
testing for young adults applying for
marriage licences, which was advocated
by a Muslim group, the MMA supported
by the Malaysian AIDS Council,
successfully opposed that on ethical and
professional grounds.

MYANMAR:
Projects with NGO such as UNICEF, UNDP-
UNFPA and Family Planning Assistance
(USA) have been carried out.

SINGAPORE:
SMA’s Centre for Medical Ethics and
Professionalism organised the Annual
Ethics Convention in November 2001 to
discuss maid employment, the Bolam
test and ethical issues regarding informed
consent. Other educational activities are
monthly sessions on bioethics and health
law, and practice management issues.

At the national level, Singapore
introduced the Faculty Practice Plan
which allows public sector doctors to do
some private practice. The scheme also
allows private doctors to work part-time
in the public system. Two statutory
boards, the Health Promotion Board
and the Health Science Authorities
were also set up. The Traditional Chinese
Medicine Practitioner Act 2000 was
passed which provided for the eventual
registration of all such practitioners starting
with acupuncturists.

THAILAND:
The Thai Medical Association (MAT)
organised a review course in basic medical
science and clinical practice for graduates
from abroad who are preparing for the
medical licence examinations. Scholarships
and awards were given for Thai doctors
to extend their studies abroad and
in Thailand.

VIETNAM:
The Vietnam General Association of
Medicine and Pharmacy (VGAMP) has
developed good working relationships
with many national medical associations
such as those in Malaysia, Myanmar,
Singapore and Thailand.  ■
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and quality primary healthcare. In
short, the best of both worlds – medical
professionalism and business efficiency.
It would appear logical to expect doctors
to do what they are trained to do – practise
medicine and free them from the adminis-
trative tasks of running their practices. In a
business sense, the small, individual and
isolated practices may be ill-equipped
to compete in the modern competitive
external environment. Corporatisation
offers these practices the opportunity to
compete in a different league.

In addition, with rising patient
expectations and increasing affluence
in a developed country like Singapore, it
is not enough to have a competent doctor

in the consultation room – high standards
of business operations and services
(human resource management, financial
operations, marketing development,
inventory management, and so on) have
to be maintained too. A well-trained
clinician is not necessarily a successful
businesss manager. Corporatisation may
allow the practices to cope with these
challenges better.

THE FUTURE – WHAT’S NEXT?
For many GPs, the industry may appear
big enough to accommodate different
models of general practices. However,
regionalisation (and globalisation) is fast
transforming the business environments
of every industry. National healthcare

needs will evolve with changes in
demographics and disease patterns.
The healthcare industry and its business
climate will change. The corporate
model may be an answer to this or
perhaps practitioners may be forced to
adopt this to survive. An important
consideration is to look into alternative
models with emphasis on patient values,
standards of care, autonomy, and so on,
in addition to what is emphasised in
the corporate model.  ■
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