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SECTION A: BACKGROUND

1. INTRODUCTION

The publication of "Primary Health Care: An Agenda for Discussion” was

welcomed by the London Project Executive Committee of the King's Fund as an
opportunity to contribute to the debate on the future of primary health
care. In order to prepare a respense which would contain practical
recommendations for improving inner London primary care, it was decided to
hold a series of six workshops reflecting some of the major themes in the
Green Paper (APPENDIX 1). Whilec this response reflects the often animated

discussions that took place, ic¢ is net a record of them.

One disadvantage of focussing on the six workshop themes is that a number of
other issues are not given full attention. "Neighbourhood Nursing - a focus
for care" is not separately discussed; and comment on the family
practitioner services is largely confined to general medical practitioners.
This reflects the Green Paper's emphasis on general practice but should not
be interpreted as an endorsement of its reduction of primary health care to

primary medical care.

2. A NOTE ON THE INNER CITY

This response is informed by the practical experience of workshop
participants - all of whom are involved in primary health care in inner
London. Many of the difficulties of primary health care in the inner city
were documented in the Acheson report, and are well-known: social and
economic deprivation, a large proportion of elderly GPs, poor premises,
violence, difficulties in retaining staff, high workloads, and the need to
provide services for groups with special needs such as homeless people, drug
users and frail elderly people. Many people from black and ethnic minority
communities live in inner city areas and services are slow to meet their
needs. Compounding these demands on primary care is the scale of change in

the acute and long-term care sectors.

Continued/...2




The multiple deprivation associated with inner city areas can be found in
many other areas such as outer city estates, mining towns, and areaé of high
unemployment. The recommendations contained in this paper are relevant not
only to inner cities but are likely to be of interest to all concerned with

improving the quality of primary health care.
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3. STRUCTURE OF THIS RESPONSE
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The Green Papor is a tantalxs1ng mix of proposals questlons suggestions

AR 44 ! R SELY e e

and firm 1ntentlons Thls has prompted a range of responses from

’alternatlve green papers to detalled comments on the few firm proposals.

_ThlS response steers a mlddle course, and takes as 1ts structure the six

objectives outllned on page 49 of the document ralslng standards of care;
making serv1ces more responsive to consumers; promoting health and
preventing illness; giving patlents the w1dest range of cho1ce in obtaining
high quality primary health care serv1ces, improving value for money, and
enabling clearer priorities to be set for family practitioners in relation
to the rest of the health service. Under each heading we discuss the effect

the Green Paper proposals might have on inner city primary health carel

SECTION B: DETAILED RESPONSE

1. RAISING STANDARDS OF CARE

While most of the proposals contained in‘the Green Paper could be subsuned
under this heading, three separate areas will be addressed in this sectlon
changes in the contract (1. 1) (the Good Practice Allowance capltatlon fees,
retirement at 70 and end of '24 hour retlrement ); experiments in
short-term contracts and salaried GPs (1.2); and the part that FPCs can?play
in quality control (1.3). The bulk of the Green Paper'proposals focus on
professional contracts and their relationship to performance: (1.4)

outlines some alternative approaches to raising standards.

Continued/...3
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1.1 Changing the contract

1.1.1 The Good Practice Allowance (GPA)

The 115 recommendations of the Acheson report are about increases in

resources, improvements in practice premises, equipment (including
computers), and staffing, as well as ways of encouraging team work, group

I ADUEAR DLET W FIUTN
practice and links with secondary care. Basic changes of thls klnd have yet
to be achleved 1n many inner city practices ~ This means that the criteria

SIS : onornuatr 10 pig wxFriisiavt 3 01 oo
for receiving the GPA are unlikely to be met by many inner London pract1ces
frr enpe ) 5 Poramnty gt 2547 e bt
In add1t10n. there 1s llttle evidence that financial 1ncent1ves - 1n the
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form of ‘1tem of serv1ce payments ~ have been successful 1n transformlng
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1nner c1ty health care We would therefore argue that th1s proposal would

h HE S0 Dooahmn thosyd [ SR AR e ;)}? i

act as a reward for those practices already prov1d1ng prlmary care of a high

R

quallty and would serve to lower the esteem (as well as the income) of

HL 1y,

practlces fall1ng outside th]s category.
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_A further argument agalnst the proposal for a GPA 1s that it 1s firmly
targeted towards the GP pocket, although some of the cr1ter1a reflect
successful team work and efficient practice organlsat1on. As it stands this
proposal divides team members at a time when a team approach is essential
for effective prevention and care in the community.

Rather than putting resources into a GPA to reward the high standards of a
few GPs, we recommend that resources are directed towards ensuring that all

practices provide an agreed minimum standard of service.

%he01f10 local projects could do much to help inner city practitioners
o;eggome obstacles to raising standards of care. Some FPCs have already
started to do this, for example by helping to set up age-sex registers or
arrang1ng collect1on and delivery serv1ces but to allow this 'enabling'
funct]on to be developed. FPCs need access to a flexible budget which they

can use in an entrepreneur1al way
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1.1.2 Capitation fees

The proposal to encourage doctors "to practice in ways that will encourage
patients to join their lists" by increasing the proportion of practice
income made up of capitation fees is based on two assumptions. First, that

consumers are the best judges of the quality of care they receive; and

second, that large lists do not militate against the' prov181on of hlgh
: i . > [
quality services.

The l1terature on the relationship between list size and quality of care is
inconclusive. However, ev1dence from someblﬁ;er 01ty practices suggests
that 1ncreased workload as reflected in hlgh consultatlon ‘rates, high
turnover of patlents, more nlght v181ts and higher proportlons of patients
with multlple problems has led to a deliberate limitation of’ list size in
order to prov1de adequate standards of care. This suggests that manageable

list size varies with the location and nature of the practice.

It seems clear that making practice income more dependent on list size would
be detrimental to the quality of care provided by those practitioners with
'demanding' lists. Heavier workloads are associated with underprivileged
areas, and it has been suggested that taking this into account in devising a
system of financial reward for general practitioners would be more equitable

than the present system or than one more dependent on list size.

The relationship between composition of list and workload needs more
thorough investigation before changes are made to the way GPs are baid.

Part of any such investigation would be to look at how the work generated by
the practice list could be shared among members of the primary care teanm.
Flexible ways of utilising staff such as nurses, health visitors, e
psychologists, social workers, advocates and interpreters should be explored
by GPs, FPCs, DHAs and LAs. Longitudinal studies should be undertaken to
monitor ways in which workload is affected by size and composition of

lists; and by the division of labour in primary care.

230

1.1.3 Retirement at 70 and abolition of 24-hour retirement

These proposals are heartily supported.

Continued/...5




In Greater London there are more than 240 GPs over the age of 70

(approximately 6%) and a further 500 are over the age of 60. The proportion
of elderly GPs in the inner city is even higher. When these GPs retire, the
number of vacancies is unlikely to match the number of retirements, because

many elderly GPs have small and declining llStS 'However the comblnatlon

e

of retlrement at 70 and of the abolition of 24 hour retlrement could as the
Uiy 2 ieit Enrie
Acheson report pointed out provide an opportunlty to transform inner c1ty

2.

general practice.
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How far this potential will be exploited depends on the ab111ty of FPCs to
T BT e ’Ak("f DO 3}‘1‘44 MR AP AC TS SN .o : Lo
develop - and on theLr power to 1mp1egent - medlca%gmanpower pollcles FPCs
L Qi 28 L heoitt .
must match the dlstr1butjon and skllls of GPs to the needs of localitles
ERE RN R D

ThlS w111 involve FPCs working w1th CHCs DHAs, ILEA social services,

NS .. Lnmed

voluntary organlsatlons and others to complle local information and supply
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it to prospective appllcants for vacan01es Currently GPs have to give only

i

three months notice of thelr 1ntent10n to retlre ThlS is clearly
inadequate to allow FPCs time to gather the infdrmation needed to advertise
S NI . T PSS TR RS . . UL IS AN § SHATR S S5 SN

and fill the vacancy appropriately.
P N B

MY

Some FPCs are beglnnlng to develop equal opportunltles policies and we
welcome the adoptlon of recrultment pO]lCleS which take into account the

needs of black and ethnlc m1nor1ty populations

If FPCs are to take a, stronger role 1n manpower planning, their relationship

with the MPC needs to be rev1ewed We recommend that FPCs be glven more

SR oy o STHENYD

autonomy 1n dec131ons about medlcal manpower As a m1n1mum the MPC should

#iow 8 T TR d [ AR

make known to FPCs the crlterla on whlch 1ts decls1ons are based MPC

18 K

practlce area boundarles should also be renegotlated in the interest of a
vl AT L
more equitable dlstrlbutxon of doctors in 1nner city areas.

Most vacanCJes for Ebs;’hbwévér arlse because of changes in partnershlps
rather than from retlrements of 81nglehanded GPs, but this is an area where
FPCs have little 1nf1uence. If manpowen\piannlng is to provide a real
opportunity for change, FFCs must play p bleger part in partnership

arrangements. They should require certain categories of information from

NEeuhd T
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practices applying for a new partner, to include details of workload, case
mix. ethnic groups in the population and plans for expansion in services.

FPCs should also promote a standard contract for incoming partners.

1.2 Inner city proposals: financial incentives and short-term contracts

A large number of vocationally-trained doctors apply for every vacancy in
inner London - which suggests that financial incentives to attract
applicants are not necessary. However, some inner city doctors begin their
careers in single-handed practices, which can present them with severe
difficulties, especially in the early years when they are building up the
practice. FPCs should be given sufficient flexibility in their budgets to
help young doctors setting up in single-handed practice achieve more quickly
the high standard of care to which they aspire. For example, additional

ancillary staff allowances could be made available for a specified period.

Job-sharing schemes might also be introduced. Where the list size is
adequate, two doctors who wish to form a partnership should be able to set
up as separate principals but share a basic practice allowance for a
predetermined period. This would enable a practice to be built up and

might serve to reduce subsequent partnership problems.

We welcome the proposal to implement a cost-rent scheme which is more
sensitive to costs in inner cities. However, difficulties in finding
suitable sites and premises in inner cities remain. FPCs should take some
responsibility for finding premises when they do not accompany a practice
vacancy. If FPCs are to succeed in planning primary care services in inner
cities, they must have a strategy and resources for acquiring land and/or
premises where they are needed, and be able to sell, let or lease land and

premises to GPs.

The shortcomings of a system of primary health care based on independent
contractors are nowhere more evident than in the services - or lack of
them - provided for groups with special needs such as homeless people,
Travellers and hostel dwellers. The employment of salaried GPs for a

limited period meets specific needs but is only a short-term solution. If

R T TE T I IR A SIS TS S
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adopted in the long term, and limited to the care of certain people, this
further stigmatises them and reduces their choice of primary care.
Short-term solutions of this kind must be accompanied by longer-term

strategies for providing integrated health care for disadvantaged groups.

1.3 FPCs and quality control

We welcome the proposal in the Green Paper that FPCs "develop more
systematic means for measuring quality and detecting shortfalls in the

provision of services".

FPCs already have a remit to monitor certain aspects of service delivery
where criteria are clear, such as standards of premises, hours of
availability and telephone answering arrangements. They should be required
to carry this out and be provided with adequate resources and manpower to do
so. Withholding of rent and rates is not always an effective deterrent
where minimum standards are not met, and we recommend that sanctions
available to FPCs be strengthened. FPCs also have the potential to monitor
all 'item of service' payments. Complaints provide a further indication of
service quality. A number of FPCs provide their practitioners with practice
profiles and comparative information, which enable aspects of quality to be

assessed.

We envisage an expanded role for FPCs in monitoring standards. At a local
level, standards of clinical care as well as standards of service delivery
should be developed by the LMC, FPC, local RCGP members and in conjunction
with the DHA, CHC and other bodies.

While the setting and monitoring of minimum standards of clinical
performance is fraught with difficulty, and is not discussed in the Green
Paper, this area is of particular importance as it is one where patients are
least likely to be aware of shortcomings. It would be helpful to have
guidelines on setting standards for acute, chronic and anticipatory care;
which bodies (consumer, professional, statutory) are to be involved and how
audit can effectively be carried out. We recommend that, in conjunction
with the professional bodies, minimum standards of clinical care are
developed and monitoring procedures established.

Continued/...8




Before GPs are able to fulfil an expanded role in preventive, continuing and
community care, effective monitoring systems need to be established. This
implies computerised information systems at practice ievel which will need
to be linked to a computerised register at the FPC. This would also provide
a resource for joint planning at district level. Where audit takes place
within individual practices in accordance with agreéd objectives,
information relevant to primary health care planning should be transmitted

to the FPC. Annual practice reports would be one way of providing this
¢ . - :

information.

We recommend that FPC and DHA staff jointly devise ways of monitoring the
effects of DHA policies, such as early discharge and day surgery, on the
provision of primary care services, on patients in fhé community and on
their carers; and that, in conjunction with Departmenté of Community
Medicine, outcome variables (such as avoidable deaths and infections,
take-up of preventive services, preventable handicap) are developed and used

as a tool to assess guality of primary health care services.

1.4 Further recommendations for improving service quality

First, we recommend that every district should have a multi-disciplinary and
multi-agency planning forum , involving providers, managers and users of
services, that will set objectives and operationalise local targets for
primary health care. A useful context in which to frame objectives for
primary health care can be found in the 38 'Health for All' targets
developed by the European Region of WHO. They reflect a broad definition of
primary health care, and the emphasis on reduction of inequalities,
community participation and collaboration make them of particular relevance
to inner city health care. We regret that WHO's 'Health for All' initiative
is not mentioned in the Green Paper, despite having been endorsed by the
government. Much information about health needs already exists at a 1bcal
level - not just with FPCs, CHCs and DHAs but also in voluntary
organisations and from community health project initiatives. Forums for
exchange of this kind of information should be established at

District and local ('patch') level, and GPs encouraged to participaféﬁ To

encourage information exchange relevant for joint planning, we recommend

Continued/...9



that theﬁlaws relating to the confidentiality of data be reviewed. so that,
for example, information held by the FPC may be made available - with

appropriate safeguards - for planning purposes.

Second, Academic Departments of General Practlce and Departments of
4 v}

Commun1ty Medlc1ne have an important role to play 1n aSSlStlng FPCs and

local GPs to 1mprove quallty of care. Some Departments of General Practice

AT gy pte s 7B uHns

are working w1th their local constltuenc1es' of primary health care
professionals and are forming links between primary and secondary care by,

for example, the creation of protocols for outpatient follow -up and by

S e it s

putting GPs and consultants 1n touch w1th each other ] An educatlonal base

can be used to reduce 1solat10n ralse profe351onal standards provide
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1nformat10n proflles and carry out epldemiologlcal studles

s
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Third, despite 1ncreas1ng numbers of local ‘GR forums' many GPs in the inner
c1t1es are 1solated from thelr colleagues,vother professionals, the
activities of district health authorities, andAthe communities they serve.
They may be unaware of basic help and information that can be provided by
FPCs. Remedies to overcome this isolation are difficult to implement due to
the independent contractor status of GPs. One way of overcoming this has
been through the employment of GP facilitators who visit GPs, identify their
needs.and provide relevant local information. We recommend that resources

are provided to FPCs to reduce the isolation of GPs and to encourage their

involvement in planning.

2. VyAKING SERVICES MORE RESPONSIVE TO CONSUMERS

Consumer choice is a second major plank in the Green Paper's strategy for
o

improving the quality of primary health care services.
B O

2.1 Dissemination of information

We support the suggestion that the FPC and individual practitioners should

Er S
disseminate a broad range of 1nformat10n about standards and targets as well

LG

as about services provided. The production of annual reports is one way for

Continued/...10
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practitioners to provide detailed practice-based information which could
meet the twin aims of professional and public accountability. There are
examples, particularly in the field of maternity care, where information
related to standards of care has been produced by consumer groups. We
believe this can and should be extended to other areas of care. Widespread

advertising by individual GPs, without first ensuring minimum standards of

clinical care will not necessarily be in the interests of consumers.

2.2 Choosing and changing doctors
o . .

The theoretical right to change doctor is a practical impossibility for many
living in the inner cities. Vsbctors close their lists, restricf their
catchment areas or refuse individual patients; some users cannot travel
easily due to constraints of geography or mobility. The ektént to which
ease in changing doctors will influence overall quality of care largely
depends not only on the existence of an informed, mobile and critical

clientele, but also on the availability of practices of a high standard.

This is not the case in many parts of the inner city.

However, we support the proposal that consumers be more easily able to

change doctors without first contacting the FPC or the doctof whom they
wish to leave. The system which currently operates for people changing
address could be usefully extended to cover all those wishing to change

their doctor.

2.3 Capitation fees

We do not agree that increasing the proportion of practice income from
capitation fees would improve quality of care for reasons outlined in

1.1.2.

2.4 Complaints procedures
This section incorporates views on the consultative document "Family
. . . . - . : ‘f‘:‘;)
Practitioner Services: Complaints Investigation Procedures”. We welcome

. .l : TR
the proposals to extend the time limits within which complaints may be

Continued/...11
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lodged; to accept oral complaints; and to encourage all FPCs to operate
informal conciliation procedures. The latter proposal is important if the
many problems which do not constitute a breach of contract and which are not
appropriate for service committees are to be addressed. In addition, as
more FPCs offer informal negotiating procedures thls puts great
respon51bil1ty on lay members, to whom approprlate support should be
provided if the system is to work well.

CEmeT i 8D s Wy
We support the suggestion that greater’use should be™ maae of patient

advocates in informal negotlations and serv1ce committee hearings: the

s o BN O
vrrooln ennein nlbo g7

choice of advocate should rest with the patlent )

3 o yier cen
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FPCs may receive information about poor quallty care Wthh may amount to a
breach of contract although no formal complaint will be made. Some FPCs
have argued that they should be able to initiate complaints in such cases

and we would support this.

2.5 Patient participation groups

Patient participation groups are juét one of the ways users may participate
in primary health care. It appears that groups are most successful where
communication with GPs is already good and it is not clear how they would
succeed in improving the quality of some inner city practices. In addition,
the concerns of those who do not, or are not able to, participate in these
groups are unlikely to be addressed. Patient audit of general practice

should be further developed; views could be channelled through FPCs or CHCs.

Patient participation groups should be encouraged as one of a range of
approaches to involvement and participation of the community in primary
health care. Likewise, local health care associations recommended in the
Community Nursing Review could be part of the spectrum of community
participation, and an extension of CHC-based activities. Their
const1tut1on membershlp and accountablllty arrangements would need to be

clar1f1ed Pat1ent part1c1pat10n groups, local health care associations or
RS RO A X N 0T

any other forum for communlty 1nvolvement need to be properly resourced and
a4 THa iru', SRS S LI B -
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have clear relationships to planning structures and community health
councils. CHCs will need additional funds if they are to develop their role

as a specialised resource for community groups.

We would like to draw attention to the work being done to encourage local
communities to participate in primary health care. This takes a variety of
forms - district-wide, locality-based or focussed on particular groups or

health facilities.

Some DHAs are incorporating views of community groups and users of services
in planning and management through 'user groups' and 'local advisory groups'
based on health facilities. Community health workers and community
development workers are also being employed to help identify needs of
particular groups. Likewise, a small number of general practices are
working closely with community health workers. Users (through CHCs or
voluntary organisations) are also involved in district-wide planning on a
care group basis. As more districts decentralise services, user involvement
on a locality basis is likely to increase. Consideration needs to be given
to which kinds of participation are appropriate at district, local, care

group or other levels.

Existing mechanisms for user participation have not always been successful
in involving black people and other minority groups. We emphasise that
those groups least successful in making their voices heard do not fare well
in a market model. Some CHCs have shown that minority groups can
participate more fully once the right structures are established. For
example, advocacy schemes help patients negotiate directly with health
professionals and 'user representatives' on committees need to be supported
by a group to which they report back. Professional time spent in
identifying user views is essential if the objectives of primary health care
are to be achieved. All training courses should encourage professionals to

value the views of users.

Continued/...13




3. PROMOTING HEALTH AND PREVENTING ILLNESS

GPs are undertaking an increasing proportion of population-based preventive
services, such as immunisation and vaccination. Before practices engage in
preventive work of this kind, policies should be agreed between practices
and the DHA, and should include arrangements for monitoring and follow-up of
patients. The practice agreements suggested in the Cumberlege report could
help primary health care teams set objectives and annual targets for
prevention. »

High mobility rates in inner city populations make preventive and screening
services which depend on call and recall of patients difficult to
administer. Different ways of delivering preventive services for inner city
populations should be explored, and GPs encouraged to monitor the take-up of

preventive services on an opportunistic basis.

The provision of screening services for at risk populations is only part of
what is required to promote health and prevent illness. If healthy
lifestyles are to be encouraged and healthy environments created, the
community will need to participate fully in setting local targets for
prevention. Collaboration across statutory and voluntary agencies will be
required to effect change. Team work for primary prevention therefore needs
to involve local people and community workers as well as professionals from
health and local authorities. We recommend that DHAs, local authorities and
FPCs find ways of involving local communities in jointly developing targets

for primary prevention.
4. GIVING PATIENTS THE WIDEST RANGE OF CHOICE IN OBTAINING
i HIGH QUALITY PRIMARY CARE SERVICES

See Section 2.

Continued/...14




VALUE FOR MONEY IN PRIMARY HEALTH CARE: THE CASE OF HMOS

in the USA, HMOs are praised for delivering cost-effective health care with

minimum federal intervention. While the Green Paper does not clarify

whether such organisations might produce similar effects in a UK setting, we

would make the following observations.

Much of the success of HMOs derives from management and financial

integration of primary and secondary care. Most of the savings compared

with trad1t10na1 fee for- serv1ce systems accrue from reduced hospital

B .
admlssion rates Prlmary health care workers perform an effective
gatekeeplng functlon and thelr performance is monltored through,
extensive feedback and audit procedures across prlmary and secondary

sectors. Phys101ans and other primary care staff work from protocols and

guidelines designed to ensure efficient use of expensive secondary care

facilities.

The HMO model shows what may be achieved through integration of primary and
secondary care and we would recommend that stronger links continue to be
forged in the UK. We see potential in the development of protocols for
follow-up and continuing care, and for information on referral and
utilisation rates to be made available fo primary care workers. We
emphasise that the success of HMOs depends on management audit of clinical

activities as well as of service delivery.

HMOs compete for customers and provide a ‘user friendly' service. Patients'

views on the quality of care received are regularly canvassed and waiting
times are monitored. We consider that management arrangements of this kind

play an important part in ensuring user accountability in primary health

care workers.

Ty
While supporting certain management and monitoring aspects of HMOs, we do
not consider that integrated funding across primary and secondary care on a

piecemeal basis is a viable opfion. Indeed, the NHS already provides a

framework for management and there is great potential in
3 i ‘ VS R
developing stronger management and planning of primary health care

S

"y

services.
Continued/...15
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Crltlclsms 1evelled agalnst HMOs include lack of equity (1n population
terms) and varlable comprehensiveness of coverage and in services offered.
Some HMOs are attempting to achieve monopoly status in order to underwrite

more 'expensive' clients - in other words, creatlng a mini- NHS

RS . R . WA L seno @

In the UK context the questlon of devisiné 1ncent1ves whlch w1ll amprone
standards remains. We con51der that the development of m1n1mum standards
educat10nal support, improved management quallty control and a‘more
1nformed and partlclpatlng public will go further than flnan01a1 incentives

to increasing 'value for money' in primary health care.

6. ENABLING CLEARER POLICIES TO BE SET FOR FPS IN RELATION

TO THE REST OF THE HEALTH SERVICE
bHAs have overall responsibility for ensurlng that publlc health and
preventlve services are available for populations. Thus health authorities
continue to provide preventive and screening services and first stage
dlagnostlc services (for example, through a001dent & emergency departments).
In 1nner cities, where primary medical care lags behind, they provide a
greater proportion of these services. New patterns of care are developing
and the scale of change is dramatic. This has implications for the content
and style of delivery of GP services.
Flnst it is increasingly recognised that much of the work of outpatient
departments could be carried out by GPs. Initiatives to extend the
boundaries of general practice include agreements on follow-up care,
attacnments to general practice of a wide range of DHA staff, consultant

LY OTE L

”Y151ts and access to hospital beds. The 1mpact of these changes on the

WTED

quallty of patient care needs careful monitoring.
SN !

Second, the ratlonallsatlon and centrallsatlon of acute services involving
‘H, Y ‘

increases in day cases and patient throughput affects community health

R
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services and primary care, but this is rarely quantified. GPs and community
nursing services should collect as part of their routine information
gathering, data that will show the effects of policies in the acute

sector.

Third, with increasing numbers of mentally ill, mentally handicapped and

elderly people living in a range of community settings, GPs are now

~providing primary medical caré for these groups. In order to promote a

policy of normallsatlon services should be delivered through
ey Bt

u1t1 dlsrlpllnary feams 1ncluding communlty psychiatric nurses and

A s

psychologists, whlch are bar~ of prlmary care services. FPCs need to liaise

with DHAs and local authorltles _over plans for developing care in a

community setting. FPCS shu ;d communLcate with GPs likely to be affected.
GPs must be involved at an early stage in arranging primary medical care

for those leaving institutions.

Fourth, the expansion of privately or local authority funded residential
care and sheitered housing often occurs without consideration of the
implications for primary care. FPCs and primary care workers should be

consulted at an early stage.

We would urge that joint planning between FPCs and DHAs is promoted so that
the two extremes of assuming availability of GP care - or alternatively of

providing parallel primary care services - be avoided.

A number of organisations have suggested the creation of new primary care
authorities. We recognise a further reorganisation is not imminent.
However, the potential for improved planning and management and for setting
up systems of quality control already exists and should be strengthened.
This would provide a solid base for any possible future reintegration of

services.
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SECTION C: CONCLUSION — QUALITY IN PRIMARY HEALTH CARE

Many of the recommendations included in this response are based on the
following:

e
- that minimum standards for clinical act1v1t1es and service delivery in

primary medical care need to be establlshed 1mplemented and monitored;

. Vi A
L . .
P e e i

- that independent contractor@status 31ts uncomfortably w1th the promotion

of management and accountablllty 1n prlmary health care;

R TI P N o T

- that fragmented responsibility for primaby”care has resulted in a policy

vacuum;

- that the principles spelled out in the Declaration of Alma Ata and
operationalised in the European Regional Strategy of WHO demonstrate
that far more is involved in primary health care than the performance of

professionals;

- that the market model of care espoused in the Green Paper and based on
choice for consumers and increased financial incentives for doctors, will

do little to improve care for disadvantaged groups;

- that the scale of change in acute and long-term care sectors is not

matched by developments in primary care;

- that primary health care continues to be underresourced and that FPCs
will need additional resources if they are to fulfil their new management

and planning roles.




APPENDIX 1

Green Paper Workshops
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1. Raising standards of imner city general, practice:

or payment?

standards

4. Health Maintenance-Organigat!

FRE

et r My TH 2

5. Consumers and primary care: beyond market research’

Each of the workshops was chaired by a m
Executive Commi
FPCs, development workers, community unit managers,
Departments of Community Medicine and General Practice,

GPs and representatives of Social Services Departments..

_persidsion. pressure

6. The management challenge: changing the pattern of primary health care

ember of the London Proigct

ttee; and participants included chairs and administrators of

representatives from

e

CHC secretaries,
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London.Projecf Executive Committee

Chairman: Peter Westland, Under Secretary (Social Services),
AsSociation of Metropolitan Authorities
RPN Lol SR ST ¢ S S ’ o e, .
Be}ry'Beéhmont, General Practitioner, Nor th! Liondon
Graham Cannon, Director, King's Fund Centre

Robert Davies, Chairman, Kensington & Chelsea & Westminster FPC

Christine Farrell, Member, Haringey HA

Ed Glucksman, Consultant, Accident & Emergency Department,
HK¥ng's Follege Hosp1tal :
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Chrlstlne Hancock Dlstrlct Genpral Manager, Walfham For@st HA .
Christopher Heginbotham, Director, MIND

Brian Jarman,,St Mary‘cgqospltal Medlcal Schovl o E

Robert Maxwell Secretaly, King Edward's Hospital Fund for London

Celia Pyke-Lees;. Prierity Care Unit General Manager, Lewisham
& North Southwark HA' ' . '
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London Programme Primary Care Group

Pearl Brown
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