
2023, Volume 55, Issue 1, 27-33, e-ISSN 0742-3225

ORIGINAL ARTICLE

Office-Based Minor Surgery: An Ever-Increasing Challenge Not Only for the
Dutch General Practitioner
Hans van den Doola; Ria Jochemsen-van der Leeuw, MD, PhDb; Nynke van Dijk, MD, PhDb

AUTHOR AFFILIATIONS:
aDepartment of General Practice/Family
Medicine, Academic Medical Center,
University of Amsterdam, Amsterdam,
Netherlands
bAmsterdam UMC, University of
Amsterdam, Amsterdam, Netherlands

CORRESPONDING AUTHOR:

Hans van den Dool, Department of General
Practice/Family Medicine, Academic
Medical Center, University of Amsterdam,
Amsterdam, Netherlands,
hvddool@huisartsbc.nl

HOWTO CITE: van den Dool H,
Jochemsen-van der Leeuw R, van Dijk N.
Office-Based Minor Surgery: An
Ever-Increasing Challenge Not Only for the
Dutch General Practitioner. FamMed.
2023;55(1):27-33.
doi: 10.22454/FamMed.55.740827

© Society of Teachers of Family Medicine

ABSTRACT
BackgroundandObjectives:Office-basedminor surgery (OBMS) refers toall surgical
procedures performed under local anesthetic in the office setting. It is cost effective
for the health economy, safe, and appreciated by patients. It is not yet fully
understoodwhy some general practitioners (GPs) performOBMS and others do not,
while there is a growing demand for OBMS. Therefore, we explored factors that
influence the performance of OBMS by GPs. The aim of this study is to explore the
facilitators and barriers that influence GPs in deciding whether to perform OBMS.

Methods:Weperformedaqualitative studyusing focusgroups consistingofGPsand
GP trainers. Two researchers analyzed the data independently.

Results: The analysis resulted in a comprehensive list of facilitators and barriers.
Besides already known factors such as financial consequences and geographic
location, themost important factors influencing the decision to performOBMSwere
training and the role of the GP trainer; fear of having to work alone and having to
solve unexpected complications; and the influence of collaboration, organization,
and facilities in the GP’s own practice.

Conclusions: The increasing demand for OBMS in primary care centers requires
more attention to training aspects, the existing fear, adequate reimbursement for
special accreditation, andcollaborationandorganization.Weexpect that addressing
these factors will result in the strengthening of primary care, improving patient
safety, lower referral rates, and a reduction in health care costs.

BACKGROUND
Office-based minor surgery (OBMS) has traditionally been a
feature of general practice. 1–11 OBMS refers to all surgical
procedures performed under local anesthetic, typically in the
office setting. This includes a wide variety of procedures,
ranging fromminor excisions of dermatological imperfections
and tumors, incision of abscesses, suturing wounds, and
removing foreign objects, tomore therapeutic procedures such
as elective partial matrixectomy and thrombosed hemorrhoid
treatment. In the Dutch setting, about 70% of these OBMS are
performed by general practitioners while about 30% are still
performed by surgeons in hospitals. 12,13 When performed by
GPs as a service to their patients, OBMS is cost effective and
appreciated by patients, as they do not have to be referred
for hospital-based care. 3,4,7,9,14,15 Also in the United States,
a recent study showed a positive effect of minor surgical
procedures performed in primary care on the costs of care. 15

In the Netherlands, for example, the insurance reimbursement
forOBMSperformedbyGPs is about 20%of the reimbursement
for hospital-based procedures. Additionally, these costs are

fully paid for by the insurance companies. All Dutch patients
have a GP for primary care. These GPs can choose to perform
OBMS themselves or refer their patients to hospital-based
care. Although all Dutch inhabitants are insured for medical
expenses, theymust pay the obligatory deductible for hospital-
based care. There is no deductible for GP care.

Regular performance of OBMS was shown to result in
increased satisfaction among GPs. 16 Despite the advantages of
performing OBMS in primary care, research in different coun-
tries showed great variation in the numbers of GPs performing
OBMS and in GP referral rates.4,7–9,11

This variation may be partly due to safety concerns asso-
ciated with OBMS in general practice.5,10,11,14,17–22 Previous
studies have reported that safety depends on the skills and
training of the GP.5,21,22 Some therefore suggest that, to
enhance safety, specific skills are required in order to perform
OBMS.5,20,21,23 Dutch GPs are expected to have the basic skills
required to perform minor surgery after completing their GP
training. Therefore, in the Netherlands, as in some other
countries, there is no official accreditation for GPs performing
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OBMS.6,13

The improvement of primary care is a key issue in interna-
tional comparative research. Due to the cutbacks in developed
countries’ health care budgets, an increase in skin disorders,
and the shift in care from hospitals to general practice, there is
an increasing demand for OBMS.2 An Irish study described the
importance of an accreditation system to ensure high quality
for OBMS in primary care.6 No literature is available on the
attitude of GPs towards OBMS, or on the factors influencing
the performance of OBMS by GPs. More knowledge about these
factors is essential to determine the conditions under which
GPs are willing to perform OBMS.

In this study we aim to identify the facilitators and barriers
influencing GPs in deciding whether to perform OBMS.

METHODS
We performed a qualitative study using focus groups.24 The
Ethical Review Board of the NVMO Dutch Association for
Medical Education (NVMO, file number 2018-1024) ruled this
study did not fall within the remit of the Medical Research
Involving Human Subject Acts (WMO) because of its noninva-
sive character. In 2015 we organized a pilotmeetingmoderated
by an experienced moderator. We used the data from this pilot
meeting to draw up the initial and follow-up questions.

Context

In the Netherlands, GP training after basic medical training
lasts 3 years. In the first and third years, GP trainees work
in GP practices, supervised by GP trainers. One day per week
GP trainees take courses at one of the eight institutes for GP
specialty training, where they are taught by GP teachers. In
the second year of the training program, GP trainees work in
a variety of clinical settings, supervised by clinical trainers.
Because not all GP trainers perform OBMS and not all trainees
work in surgical settings in their second year, not all GP
graduates will learn how to perform OBMS.

SamplingMethods

Participants for the pilot meeting were recruited during a
monthly national meeting for GPs and GP trainers. In addition,
we used purposive sampling and approached GPs and GP
trainersworking in different settings by invitation.We selected
potential participants based on practice circumstances (GP
trainers/GPs; rural area with hospitals further away/big cities
with hospitals nearby; working alone/with colleagues). We
obtained written informed consent from each participant prior
to the focus group.

Data Collection

Wearranged four 60-minute focus groupmeetings throughout
the Netherlands in the period between 2015 and 2018. We used
thedata fromthepilotmeeting in2015 todrawup the initial and
follow-up questions. Initially, it proved difficult to organize
focus groups of busy GPs, delaying the process. Therefore, we
scheduled the focus group sessions in combination with other
meetings and postgraduate training.

Each focus group meeting began with the question, “Why
do some GPs perform OBMS while others do not?”

The starting question was formulated in such a way that
the participating GPs would think beyond their own reasons
for performing or not performing OBMS. We deliberately did
not provide detailed examples to ensure an opendiscussion.We
made audio recordings andverbatim transcriptions of the focus
group sessions.

The study was performed by three researchers: a physi-
cian/head of research department (N.v.D.), a GP instructor/re-
searcher with a focus on practical skills (H.G.A.J.L.), and a GP
trainer/researcher (H.v.d.D.). The focus group meetings were
moderated by F.D. andH.G.A.J.L. All four groupswere observed,
and field notes were taken by H.v.d.D.

Data Analysis
All four verbatim transcriptions were analyzed independently
by two researchers (H.G.A.J.L., H.v.d.D.) according to the prin-
ciples of content analysis. Following thematic open coding of
all transcripts, results were compared, and categories defined.
A check to ensure all statements were categorized in the same
agreed categories was performed during successive meetings.

RESULTS
A total of 31 GPs participated in four focus groups (Table 1
). Each focus group consisted of participants unfamiliar with
the other members of their group. After three of these four
focus groups, no new themes were identified. Only subtle
differences between the GP trainers and GPs were observed, so
we concluded that data saturation was reached.

Analysis resulted in a comprehensive list of facilitators and
barriers, divided into three categories (Figure 1 ).

Patient-Related Factors
GPs stated patients preferred OBMS by their GP because it is
less time consuming, closer to home, more comfortable, and
felt like an additional service.

Other patients preferred to be referred to a specialist,
expecting more experienced doctors:

The opposite happened to me: I was hesitant
about a procedure, where the patient indi-
cated that she really wanted me to do it.

Some patients were not aware their GP performed OBMS; GPs
had to mention this on their website or in their pamphlet.

We have written extensively in our leaflet and
on our website that if someone has a wound
or requires first aid, they can come to the
practice without an appointment.

Referring a patient to a colleague GP or establishing a special
clinic managed by GPs for OBMS raised the number of OBMS
even more, including more complex procedures (eg, vasec-
tomies or upper eyelid lifts).
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FIGURE 1. Factors of InfluenceWhether to Perform OBMS in Primary Care Divided Into the Three Groups: Patient, Practice, GP

van den Dool, et al      doi.org/10.22454/FamMed.55.740827 29

https://doi.org/10.22454/FamMed.55.740827


Family Medicine, Volume 55, Issue 1 (2023): 27–33

TABLE 1. Characteristics of the Participants of the Four OBMS Focus Groups

Focus
Groups

Number of
Participants

Male Female Age in Years Feature of General Practice Location of General Practice

1 7 5 2 40-59 Center∗GP:         4
Employed§ GP: 1
Solo# GP:            2

City:         3
Suburb:  1
Rural:     3

2 8 6 2 39-62 Center GP:         5
Employed GP: 2
Solo GP:              1

City:   2
Suburb: 2
Rural:   4

3 7 5 2 52-62 Center GP:        4
Employed GP: 1
Solo GP:             2

City:    3
Suburb: 2
Rural:   2

4 9 3 6 42-67 Center GP:    6
Employed GP: 1
Solo GP:             2

Suburb: 9

Abbreviations: OBMS, office based minor surgery; GP, general practitioner.
∗ Medical center where several general practitioners work
# General practitioner working independently

Practice Organization and Finance-Related Factors
Adequate planning could have a positive effect on performing
OBMS. For example, scheduling OBMS at the end of the
working day could reduce stress factors eg, the presence of
other patients. Assistants play an important role in scheduling
enough time and taking over tasks. It appeared beneficial
to invest in training and skills of practice assistants. Due to
time constraints, GPs were often forced to perform OBMS
alone. Therefore, GPs were more likely to refer their patients
elsewhere in case of a full schedule. Due to strongly varying
incidence of OBMS, doctors can lose experience. On the other
hand, practical circumstances such as the availability of good
instruments, materials, maintenance protocols, assistance,
and an optimal working environment were stimulating factors.

By performing OBMS, GPs wanted to protect their patients
from financial consequences and help reduce the national
health care budget:

Because of the deductible patients are moti-
vated to go their GP for OBMS.

Also, appropriate financial compensation encouraged GPs to
perform OBMS themselves.

GP-Related Factors
Education or Work Experience Before and During GP Traineeship
GPsmentionedperforming surgical procedures before entering
GP traineeship gave them a head start in performing OBMS as a
GP:

I learned the most when I worked in the
emergency room.

Therefore, some trainees are already better trained than their
GP trainers and can even train GP trainers and the practice
assistants, causingGP trainers to feel insecure and afraid of not
being able to act in the event of complications due to the the
OBMS performed by the GP trainee.

GP trainees with sufficient training in OBMS during their
GP traineeships frequently performed OBMS as a GP after
graduation, while low incidence of OBMS, competition from
peers, and GP trainer with lack of enthusiasm or skills in OBMS
all had a negative influence on performing OBMS. However,
teaching trainees could also have a stimulating effect on the
GP trainer. Moreover,many GP trainers were convinced that all
GPs should learn how to perform OBMS and discover their own
limits in this respect:

We use the method of “see one, do one,
teach one.” First, I show the procedure to
the trainee, then I supervise the trainee when
he/she performs the procedure, andwhen the
trainee shows to be adequate in performing
the procedure, the trainee can perform it
without direct supervision.

GP trainers felt responsible for both trainees and the safety of
their patients.

GPs’ Fear of Performing OBMS
Complications related to OBMS led to fear of failure, poor
results, and complaints frompatients. Fear could also arise due
to poor planning, lack of available assistance, lack of time due
to emergencies coming in, or due to impatient patients:

One of them had a bad experience once, and
never did it again.

Usually, these fears did not materialize; results were better
than expected. It was reassuring that even referred patients
were often treated by trainees, less experienced than the GPs
themselves, and that OBMS performed by hospital doctors
could also show poor results.

Work Satisfaction
Some GPs took pleasure in performing OBMS, by seeing the
results immediately, and by enjoying the variety in their daily
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activities. During OBMS, GPs had time for a social conversation
with the patient, enhancing the relationship:

I think it’s fantastic. Really tangible. Finally
getting to do something. Finally having a
visible result. Fantastic. Better than someone
who’s tired.

Collaboration, Consultation, and Support in Daily Practice
The benefit of collaboration was the opportunity to ask for
practical help andmental support.WhenGPsworked as a team,
colleagues were able to provide emergency cover, offer assis-
tance, or takeover theprocedure. Furthermore, subspecializing
and therefore a better division of tasks automatically emerged
when GPs worked together in a single medical center:

I really noticed that if I had to work with a
colleague who didn’t perform OBMS himself
or had no affinity with it, it was passed on to
me.

The type of surgery and the person in need of the proce-
dure could force GPs to define professional limits. There-
fore, cases of suspected melanoma, difficult localization of
lipomas, surgery involving children or the face, especially in
female patients, were more likely to be referred to a hospital.
Another reason for referral was not experiencing patient’s
trust, although patients could be thankful afterwards. By
contrast, liability for risk when something went wrong could
damage the doctor-patient trust relationship.

Most GPs reported that performing OBMS had to be pre-
served for the GP practice to protect the diversity of their
profession. By achieving good results, they felt proud and
respected:

Because I have a lot of experience, I notice
I also project this onto my patients.

To preserve OBMS for the future and protect professionalism,
a recurring wish was better postgraduate education with more
focus on practical implementation of new skills.

However, courses could be counterproductive (eg, too
much information at once):

But that’s something Ididn’t learnproperly in
yet another course we took on that subject.

DISCUSSION
Main Findings
Our study showed three different groups of facilitators and
barriers influencing GPs in deciding whether to perform OBMS
in their general practices in the Netherlands: one concerning
practical arguments, one explaining the role of the patient
and, and one category concerning the GP and GP training
perspectives.

Newly identified and prominent factors were prior experi-
ence in surgical interventions of the GP trainee, and therefore
the role of the GP trainer,25 fear, and the influence of collabo-
ration, organization, and facilities in the GP’s own practice.

Limitations

This study was performed in the Netherlands, with its specific
position and financing of health care. Therefore, the results
may only be partially applicable to other countries. On the
other hand, due to the observed trends in a high variety of
settings, these factors should be similar (or the results should
be applicable) in other countries.

ComparisonWith Existing Literature

An important barrier for performing OBMS is fear. However,
Murchie et al demonstrated that patients who received an ini-
tial excision for melanoma in primary care did not have poorer
survival or increased morbidity compared to those initially
treated in hospital care.22 Czarnowski et al emphasized the
importance of proper technique, documentation, and knowing
one’s limits to achieve a good result.26 So, existing fear may
be reduced through optimal practice organization and good
education.

Our participants also believed that good training in OBMS
will likely increase patient safety. However, the QUALICOPC
study concluded that logistical factors, such as consistently
more equipment, appeared to have a positive effect on services
offered,8 our research added the importance of cooperation
with colleagues, practice assistants, and optimal practice and
timemanagement. As described by Riain et al, the development
of accreditation for OBMS may provide a useful model and
minimize risks for patients.6 Perhaps an official accreditation
could convince health insurers and government authorities
to provide adequate reimbursement.6 A general consensus of
which procedures should be always taught, as in US family
medicine residencies, could also be helpful in family medicine
education in other countries.27

Young et al suggested that additional training appears to
benefit learners by better preparing them for settings where a
broader scope of practice is needed.28

To cut back referrals and reduce national health care costs,
GPs in our cohort emphasized the importance of OBMS in
primary care centers, a view supported by Ramdas 19 et al
and Eide et al.8 To achieve this, adequate reimbursement
is key. Without appropriate reimbursement, time-consuming
surgical procedures may be deprioritized, as shown by both
Eide8 et al and our study.

Reimbursements for GPs are always less than hospital
rates. 3,4,14,15 Therefore, if GPs perform more OBMS, this can
contribute to reduction in health care costs. This is confirmed
by the cost-effective effect on the health economy observed by
Koelink and Lakasing.2,3

Recently,more countrieshave struggledwith similar ques-
tions: is OBMS a task for primary care? What is necessary to
make this possible? Is it safe, and will it reduce national health
costs ? 1,5–7,9–11,14,18,20,21,23,27,29 Nelligan et al demonstrated that
OBMS driven entirely by family physicians significantly low-
ered health spending at their AMC. Perhaps more equitable
payment for OBMS (greater than 20% of hospital rates) could
still contribute to lower national health care costs, and also
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better support theGPpractices toprovide theproper equipment
and staffing to provide OBMS in safe and timely manner.

CONCLUSION
The increasing demand for OBMS in primary care centers
requires more attention to training aspects, the existing
fear, adequate reimbursement for special accreditation, and
collaboration and organization. By addressing these factors,
strengthening of primary care, improving patient safety, lower
referral rates, and a reduction in health care costs, can all be
expected.

Future Research
Future research is needed for designing targeted interventions
for education and improving practice organization.Measurable
outcomes like improvements in training facilities for family
medicine, fewer referrals to hospitals, increased patient safety
and quality of care, and reduction in health care costs are
needed to encourage governments and health insurers to
develop special reimbursements for performing OBMS, and
perhaps, to establish an accreditation that is recognizable to
patients.
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