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Chapter 1: uction

The Nature of 1. Tf% y health care services are in the front line of the NHS. They are the

Primary Health servnces ' outside hospitals by family doctors, dentists, retail pharmacists

Care e four professions make up the family practitioner services) and

rses, midwives, health visitors and other professions allied to

medicine (the\ommunity health services). Each year most people make use of one
or other of the primary health care services. In round numbers 650,000 people are
seen by their family doctor on any working day and about the same number get
prescription medicine their local retail pharmacist. Nearly 300,000 go to the
dentist; at least IO0,0(@ ited by nurses or other health professionals working
in the community; 50, @ community health clinics; and 30,000 go for a
sight test. Extensive use o eryices is made by people in good health who
require advice or screening ag’ by those suffering from illness. They account
for 90 per cent of all contacts 5 HS and they account for over 30 per cent

of the gross expenditure on the 1 ice in the UK. The current annual gross
expenditure on these services in the ';/; over £5 billion.

2. These figures indicate the extent G 2 of primary health care that is
provided under the National Health Sery{G& Xy addition there is the health care
which people obtain outside the NHS, n& .‘ y by treating themselves but
sometimes by making use of private pracu !)g are some signs of development
in private primary health care but for the for uture most people are likely
to continue to look to the NHS for the majorit; 0 y care.

3. Primary health care services are more fully develeged in the United Kingdom
than in most other countries, where patients have mo 5 7 access to specialist
care and rely less on general practitioner and commu ‘ ealth services.' Our
services are generally provided to a high standard and arewell appreciated by the
public. The Government considers that British primary care arrangements have
made an important contribution to both the quality and cost-effectiveness of our
health care system, and this view is widely held both by comme in this
country and abroad. ‘@ '

The Need for 4. Over the last 62 years the Government has given priority to the

Review of the National Health Service. Since 1979, the Government has direct
significantly more resources to the Hospital and Community Health Se
while health authorities have made increasingly better use of scarce resou
result is that in England alone the annual number of in-patient cases has riseg/
over % million; at the same time 57 major hospital building projects have bee
started as part of a massive capital programme amounting to more than £1 billio
The number of mentally ill and mentally handicapped patients resident in hospita
has continued to decline as the policy of providing support for people in more
appropriate settings has been backed with a significant increase in the level of
spending on all services for these patients and clients. Above all there has been a
fundamental change in the management of the services so that now general
managers have been appointed to ensure the best possible services to patients
within available resources. |

' Appendix 1 describes primary health care arrangements in other countries.
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s. At the same time—improvements have been made in the primary care field. In
England and Waj¢s these include: |

stronger and m cm ependent Family Practitioner Committees have been
established cha - local responsibility for family practitioner services;

community health -b;./f'i ’ responsibilities in relation to family practitioner
services have been ¢ --44‘({3\-_, d extended;

and new higher standar een set for doctors’ deputising services and
the use of those services.

Other improvements extending th t the United Kingdom include:

unncessary spending on expens has been reduced by the
introduction of a selected list of m in certain categories;

reviews of the community nursing se A

consumer choice has been increased by he restrictive opticians’
monopoly over the sale and dispensing of and glasses, with a marked
fall in their price and the introduction of n

budget-priced frames;

6. Our primary health care services are good but could be

Government believes there is scope for improving the qual s

value for money which patients and the nation get from them @ iri

care services have never been comprehensively reviewed. This papereo

on the family practitioner services (FPS)—the services provided f/?'!vl
general dental practitioners, community pharmacists and optician ‘Q/ -

the separate reviews of the community nursing services' being carried ot
different parts of the UK this paper provides the opportunity for a wideZ.;
examination of the main elements of the primary health care services. | :
7 Much health care depends on co-operation and teamwork. Consideration@ |
primary health care inevitably raises questions about the boundaries between

different professions involved. Are we making the best use of pharmacists? An@
are we realising the full potential of nurses? Can family doctors be helped to make”
more effective use of their particular skills and knowledge? These questions need

to be widely discussed and the Government hopes that a constructive debate will

take place about these and the other issues raised in this paper. ! %

! See Chapiter 10.
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mily practitioner services are provided by independent professional people
ntract individually with the Government to provide their services to

n\\ This is in contrast with the hospital service, where members of the same
pro — doctors, pharmacists, dentists and opticians — are salaried
emplog of health authorities. In some ways, the individuals contracting to
provi ractitioner services are like 66,000 small businesses, although in
their job and pension arrangements, they are more like salaried
employee is system has brought a number of benefits over the years and the
Governmentioes not intend to depart from it. It does mean, though, that the
ways in which the Government discharges its responsibility to the public to provide
a comprehensive and sfficient service are quite different from those by which it
ensures a proper anf/€

> judged by others. The result of the contractual
2y practitioners and of the organisation of
primary health care services is tha individual members of the public as the
recipients of the services are ofte laced to judge the quality of delivery of
services than the NHS bodies resp r them. There is therefore considerable
emphasis in this paper on ways of en i ]
choice in using the services.

9. The Government believes that conside the family practitioner services
should have the following purposes in mind:

to give patients the widest range of choice } zining high quality primary
health care services;

to encourage the providers of services to aim 4@ highest standards and to
be responsive to the needs of the public;

to provide the taxpayer with the best value for money from NHS expenditure
on the family practitioner services;

to enable clearer priorities to be set for the family practi ices in
relation to the rest of the NHS.
.

10. The Government is determined to ensure that the public receivesth¢
possible level of family practitioner services. The interests of the publi
paramount concern. The convenience and comfort of patients should t

as an important part of the standard of care which they receive. Within sens;

limits of cost, they are entitled to choose who they are treated by and where

to be treated. They are entitled to know what services are available for them. TR
are entitled to have complaints dealt with properly when they consider that the
services let them down. The central aim of this document is to seek ways of
improving the family practitioner services for the public. The Government believes
that the professions providing the services will themselves wish to do so in ways
that meet public and individual needs while meeting their own professional
standards.

Tendotehapter = [CONFIDENTIAL
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er 2: Primary Health Care Today

1. Many factors influence the health of the population. General economic and

d
@@ social conditions affect the opportunity to obtain adequate food and shelter.

Intro

& Public and environmental health measures help to reduce or eliminate common
isks by, for instance, safeguarding the quality of public water supplies.
ividuals and families have major responsibilities for their own health in, for
ple, diet, exercise and road safety. When, however, people need professional
maintain or improve their health it is important that the services they '
delivered as conveniently and acceptably as possible, as well as that

are effective.
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Practitioner

Services provide general medical services has risen from 26,345 in 1979 to 2§
increase of 11 per cent. There are over 225 million consultations with gz
doctors each a year. The cost of these services was about £1.2 billion in
1984-85; while the cost of supplying medicines on prescription under the€afil}
practitioner services in the UK in 1984-85 was over £1.9 billion. The cost of /
supplying medicines on prescription has risen by 28 per cent in real terms ov @
five years.

3. The number of dentists in the family practitioner services in the UK in 1984-8@@

was 16,477 an increase of some 2,300 over five years. These dentists provided some
364 million courses of treatment in that year at a gross cost of about £750 %
million. In addition, the equivalent of about 1,740 dentists are employed full-time

in the community dental services under which the teeth of over six million school %%

children were inspected and over 1.4 million school children had dental treatment.
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4. The number of opticians in contract to provide general optical services rose by
11 per cent in the five years to 1984-85 to a total of 8,678. Over the same period
there has been a slight rise in the number of retail pharmacies in the UK from
11,034 to 11,508, an increase of just over 4 per cent, though numbers are at present
growing faster.

—take in fig 2—

—takein fig 3—
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<
Figur@@g Practitioner Services in the United Kingdom, 1979 —1984
z - No. of Sight Tests
< (1 million)

( .~No. of General Dental

-~~~ Practitioners (16,477)

Courses of Dental
Treatment (36 million)

No. of Opticians (8,678)

No. of Family Doctors
(29,137)

No. of Prescriptions
_-= (396 million)

T No. of Retail Pharmacies
(11,508

Average Family Doctor
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5. Except in the case of an emergency, where any NHS general practitioner is
required to provide all immediately necessary treatment, a patient must be
registered with a family doctor to get general medical treatment under the
tional Health Service. Anyone can apply to the doctor of his choice in the area
ich he lives for acceptance as a National Health Service patient. If the doctor
him, a simple registration form is completed and sent to the local Family
er Committee or Health Board, which adds his name to the doctor’s list
d patients. Registration is necessary because once a patient ison a
the doctor has a continuing contractual responsibility for his medical
needs turn receives an annual fee, irrespective of whether or not the
patient n eek treatment.

6. Ninety-se¥en per cent of people are registered with a family doctor and rarely
change to another unless they move to another area. No one needs to be left
without a doctor because Family Practitioner Committees and Health Boards
have powers to all tients who are experiencing difficulty in registering to a
doctor’s list. ( E b

7. Unlike family docto
patients once a particula
according to the treatmen
registration with a dentist, ¢

patient for National Health Servige
with all the treatment that is necessg

§ ple dentures or crowns, which they
will only provide privately. Family Pract -/? Sommittees and Health Boards

have a responsibility for helping people to ‘.]'.‘t :

Sglianss they need by taking a
doctor’s prescription to any chemist’s shop where armacist dispenses it. In
some rural areas doctors dispense the medicines théggréscribe for patients who
live some distance from their nearest chemist. Some mgdicines, however, do not
require a prescription and can be bought over the counter at chemists: others are
available in shops and stores.

9. People who wish to have their sight tested can go to any op
ophthalmic medical practitioner who is required to give them 2 PECIE
need glasses. Under the new arrangements for supplying glasses 1f] @)

then free to take their prescription to any shop where glasses are omrsg

choose the best buy. Children and those entitled to National Health S€p\aces
must, however, go to the registered suppliers. ' K\

Paying for 10. Family practitioner services are mainly paid for from taxes. Of the tm/ -
services expenditure on family practitioner services in the United Kingdom of over
£4 billion in 1984-85 the users paid less than 10 per cent in patient charges. Abo
£145 million was paid in prescription charges; £195 million in dental charges; an
about £52 million in optical charges. Thus over 90 per cent of the expenditure was @
paid for from taxes and NHS contributions and the effective and efficient %
working of family practitioner services is therefore of interest to everyone however

much or little they need to call upon these services. _ % ®
. _ 9
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services are paid under terms that are negotj

professions and the Government. In all fou

remuneration systems are based on the princi !

cover both contractors’ expenses in providing N jce and their remuneration
for doing so. Most fees and allowances are paid to ittpners at standard rates
regardless of their individual expenses. This arrang is important because it
provide an inducement to the practitioner to run his practice with proper regard
for cost-effectiveness and thus avoids the need for instrusive examination of the
levels of expenses incurred. (There are three main exceptions to this: general
medical practitioners are reimbused individually for the cost o ” ) premises and
for the major part of their expenditure on ancillary help, in be g_ﬂ- ithin lai
down rules. And pharmacists and dispensing doctors are repaic

the drugs they supply.) The remuneration element of practitione

determined on the advice of the Doctors and Dentists Review Body’ ¢

those two professions and by negotiation (and where necessary indepex

advice) in the case of pharmacists and opticians. A more detailed descri

the remuneration systems for the four services is given in Appendix 2.

12. The remuneration system for family doctors is extremely complicated.
Government believes there may be scope to restructure these arrangements to ta@

better account of the interests of patients by providing better incentives to docto @

to improve services and to make it fairer to individual doctors by providing a level

of remuneration which more accurately reflects differing workloads and A
commitments. this is discussed further in Chapter 3. /

 The independent Review Body on Doctors and Dentists’ Remuneration was appointed in 1971 to advise the @
Prime Minister on the remuneration of doctors and dentists taking any part in the National Health Service.




Figure 4 Family Practitioner Services in the United Kingdom: \?
Gross Expenditure, 1984/85 <\
Total Expenditure £4 billion

General Dental edical
18.4% @ 3%

Pharmaceutical General Ophthalmic
471% 51%
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small number of salaried dentists and older dentists in receipt of seniority
payments) entirely depend on the number of particular services they provide and

/: their efficiency at doing so. A pilot study of a different system of paying dentists

:@ 13 Unlike doctors, the incomes of individual dentists (with the exception of a

or treating children is described in Chapter 4.

n 1985 the Government reached agreement with the pharmaceutical
sion on a new contract for paying for the NHS work of retail pharmacists.
uld improve incentives to efficiency by replacing the flate rate element of
% in the old contract by remuneration related to the volume of work done.
Ina ORm.the arrangements for determining total costs will be improved to the
beneii the taxpayer and the profession. Legislation is needed to introduce
the new ct in full. A suitable Bill is now before Parliament. More details of
these impr ts are given in Chapter 3.

15. The most¥ar-reaching changes to the relationship between the NHS and one
of the family practitioner services are those relating to general optical services. As
explained in Chapter 6, the Government is moving towards a system where those
entitled to glasses un NHS will receive a cash voucher instead so that they
may take advantage ider choice now existing in the private sector. However
the arrangements un sight tests are provided free to patients within the
NHS by the payment of rate negotiated between the Government and the
profession remain.

Administrative 16. The scope and objectives -‘A-- imary health care services, the systems of
Arrangements remuneration and terms and conf service for doctors, dentists, opticians
and community nurses are broadl \@ throughout the UK. In the case of
pharmacists there are separate Scot orthern Irish negotiating
arrangements but these are in effect cc -\Q > with those in England and Wales.
The most significant difference between ‘y >5 concerns the responsibility for

the administration of family practitioner sey¥ia

e,

17. In England and Wales, NHS arrangemen .,, ofessional practices are
managed by Family Practitioner Committees (FP ich the Government has
established from 1985 as authorities in their own Cs are now autonomous
authorities whose Chairman and members — usual members together with
15 from the four family practitioner services — are appRinted by the Secretary of
State for Social Services or Secretary of State for Wales. This gives them a stronger

and more independent base and enables them to have a higher profile than most
1ighm Wales.

practitioners and planning the development of the services in theif A

need to keep the public informed of their activities and plans and NejevE

public will be important in assessing the quality and standards of theGeyyjegs
which they are responsible. All FPCs have been sked to draw up a pro {’-;(\
services in their area as a first step in a systematic approach to the identify€awog-pf

the resources for which they are responsible and in the development of positive

needs and priorities. @
19. To assist and encourage FPCs to achieve high standards in the managem @

planning, the DHSS and Welsh Office have introduced a system for reviewing th
performance of each FPC, bringing to bear on FPCs the principles of sensible
financial management. To help FPCs identify the scope for improvements the %

Departments have worked with them to produce performance indicators, enabling
comparisons to be made between similar FPCs. The progressive computerisation
of FPCs will also help to improve their efficiency and performance.

CONFIDENTIAL
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20. In Scofland, responsibility for the administration of the services is undertaken
by 15 HealthBoards and the Common Services Agency. Health Boards were
established in 1974 and their members are appointed by the Secretary of State for
Scotland; each Board Jas responsibility for hospital, community and primary care
services in its area. = have developed their own organisational sub-structure
which includes a prirgz 2 administrative department to deal specifically with
the family practitioner s 5,1 he integration within one administrative
organisation in 1974 of ¢ ',.‘)A, tal, community and primary care services received
wide public and profession '
administrative machinery fo

SEN
» segxed by each Health Board.

21. Experience of the operation o @ angements in Scotland in the last

decade has not demonstrated any ne separate the administration of the

22. In Northern Ireland there is a dual system whers

are held by the Health and Social Services Boards an

functions are performed by the Central Services Agency. Boards are responsible
for the planning and organisation of all aspects of the health service — hospital

satisfactory balance between hospital and community provision:
integration of effort at the level of the primary care team will be i
and this will be pursued in the context of the accountability reviews
annually with each Board.

23. Monitoring of costs of certain aspects of the service is part of the monit

function of the Central Services Agency (CSA) in Northern Ireland. The A

responsible for investigating unusual patterns of activity, a role which is of sp

importance in view of the Province’s relatively high prescribing and dental costs.

The Department of Health and Social Services is also involved in initiatives in thi

area and there are signs that these initiatives are beginning to bear fruit in terms of

narrowing the gap between costs in Northern Ireland and those in Great Britain. A
The Department will wish to conduct regular joint reviews with the CSA to /

monitor progress in this area and to identify scope for further action to reduce
costs while maintaining or improving quality in the family practitioner services.

CONFIDENTIAL
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24. Alt main expenditure on primary health care is met through the
1S t

NHS, th the only route-providing such care. Some, although a very small
proportion, O patients obtain general medical services as private patients. There
have been a number of interesting developments in the provision of primary care
by the private sector — for example the provision of health maintenance and
check-up programmgsBN\hrivate companies, and the introduction in at least one
area of a full primar\\agz ¥h.care service by doctors operating in the private sector.
There is a fair amount n@j te dental practice. The Government hopes that
private primary care Sers tqv i develop in ways that provide both an alternative
source of care and also a i;}/» comparing NHS services with those provided
under quite different arrangeges 3‘\ here is merit in diversity and one advantage
of the contractor system in theMz ractitioner services — under which doctors
and other practitioners receive pe .;:;,u'\- r their practice expenses as well as for
their remuneration — is the relative -.’.Q' ith which it is possible to contemplate
the Health Service entering into con A \grrangements with different types of
health care providers. In the first place ;@5 be sensible to proceed by
experimenting in one or two limited areagZH/gyiable private health care
organisations were interested they could be; f’ o tender to provide integrated
primary care services under the Health Servi more than the cost to the

NHS under normal arrangements, in the same at individual practitioners do.

25. The development of integrated schemes offe e full range of primary
health care services is currently inhibited by regulat reventing anyone other
than a dentist or doctor from running a dental business for profit. There are no
similar rules in relation to other primary care professions, and provided there are
safeguards for professional standards its removal may open the way to new
schemes such as one stop health care shops which could be of @erable

advantage to patients.

26. The boundary between primary health care and the hospital {S never

static. Over the years the components of both have changed signifi

response to advances in medical science, social developments and ch

patients’ expectations. In hospitals new methods of investigation and n

therapeutic procedures such as heart surgery and hip replacement have incrga

demand for services. At the same time other medical advances have made it¢

possible to care for patients in their homes who previously needed to be treat :
hospital. Thus management of patients with duodenal ulcers has been

revolutionised by the introduction of new medicines, significantly reducing the

need for surgical treatment in hospital. In some conditions, as in diabetes, high

blood pressure and in ante-natal and post-natal care both primary care and A/

hospital services have an important role to play. Patients have also benefited from
the trend in recent years to care for a greater proportion of the elderly, the mentally

ill and mentally handicapped in the community. 1 9 (
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27. The content of primar are and the balance between its component

parts have inevitably been a these trends. The move towards the
provision of care in the communi

community psychiatry has made it possi > for many more patients
without admission to hospital. In the five yedrs 63984 the number of ancillary
- Changes in the patterns of
es to take on these new
1sability, such as
infections have largely
d car ownership have
reduced the burden of home visiting. These changes and the steady rise in the
number of general practitioners and consequent fall in list sizes have meant that
the average number of home visits carried out by each doctor
in the five years to 1984, while the average number of all consuk
and in the surgery) per doctor fell by two per cent.

28. These trends are likely to continue. At the same time, technolo® 2
developments are likely to create new possibilities for change. The increaé o

availability of diagnostic kits will enable many tests to be done in the d¢ J"\’\

surgery rather than in the hospital laboratory. The growth in self-testing devi .

for example for heart rate, blood pressure and intestinal bleeding, coupled Wiz

increasing health awareness, are likely to provoke a demand for confirmatory

The management of chronic diseases may be made more effective by the ®
increasing availability of technical aids, such as personal continuous-infusion

pumps for insulin and blood sugar monitors for diabetes. Discussion of primary @

health care services therefore needs constantly to question whether there are new %
opportunities for the management of health care.

—end of chapter 2—
CONFIDENTIAL 1
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1. General practitioners— family doctors—have long been a key element in the
delivery of health care in the UK. In this country almost everyone in need of
medical treatment goes first to a family doctor rather than to a specialist in a
particular field of medicine. The continuity of care which they provide for people
on their lists, and their ability to arrange for patients to receive the most

eral practitioners have the advantage of seeing the patient’s problems in the

f the patient’s wider lifestyle and usually with considerable knowledge of

l, family and social history of the patient. They should therefore be well
mote actively good health among patients and to mobilise where

necess € Aost appropriate forms of community care. Patients also see the
family d f;s a source of advice on a wide range of other aspects of their lives
that closelxgffect their health and well-being. Effective handling of the problems,
whether medical or social, that patients bring to their family doctor have a
significant impact on the use of resources.

3. In the 1960s the(génerpl practitioner’s contract with the NHS was re-negotiated
following the ‘FamMyDartar’s Charter’, a document that the profession had
drawn up in response < c spread dissatisfaction among doctors. The result was
a restructuring of the rémy#pration system with the Iintention, among other things,
of providing various incenfi¥ésidbetter standards. The main objectives were to
achieve improvements in su J‘,/-\ pD{emises, to enable doctors to employ more
ancillary staff and to encourage ;4,1;,. practice. The result is that today over 90%
of family doctors in the UK woK 3 tices employing some ancillary staff.
Many doctors employ practice n (.J qave health authority nurses working in
close association with them enablingAf {- Jictice to provide a wider and more
flexible range of therapeutic and pre \l;-;’ rvices, and helping doctors to
concentrate on activities where medical<s ‘1;’;" 2 essential. Many doctors now
practise from purpose built accommodatiorf 2 ‘-\ e Government is now spending
approaching £80 million a year on premises / ral practice. Over three
quarters of the general practitioners in the U ctice in groups.
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Figure 5 Numbers of Ancillary Staff Employed by Family Dochat Britain, 1979 —1984
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Number per family doctor (1.062) |

(Index: 1979 = 100)
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Note: The figures relate to the number of full-time or equivalent part-time staff
engaged on the duties shown in figure 6 below.




in Great Britain, 1 October 1984

Figure 6 Types of Ancillary Staff Employed by Family Dwtor\%v
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4. Another landmark in the development of general practice

in 1981 of a compulsory three year vocational training for new ent

crucial step in maintaining and improving standards of care by spet

training. General practice is a specialty in its own right and is increasifg

an attractive career by many of our best medical students. The new genasz
vocationally trained doctors are better equipped to tackle the present day'fieed
health care delivery. (s}n

5. These changes apart, the most significant long-term trend has been a fall L@
number of patients each doctor looks after. In the decade to 1984 the average

number of patients on a doctor’s list fell by over 12 per cent to around 2000 and
the Government expects to see a further fall. Despite increases in the number of
elderly people the number of patients aged 65 and over on the average doctor’s list A

has fallen slightly in the same period. /

A
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Public satis

Encouraging good
practice

6. Most people appear to be satisfied with the quality of care they receive.
ertheless in spite of falls in doctors’ list sizes and increases in ancillary help
are still criticisms from patients, particularly about the time it could take to
appointment with a doctor, and long waiting times on arrival for
ents. This is happening at a time of rising expectations in all sections of
nity, and at a time when people generally feel that they should have a
to participate in the decisions that intimately affect them. They want
oose the services they use on their own judgements of the quality
and nat the services provided. Some doctors positively welcome this with its
implicatiorf increasing their accountability to their patients.

7. Despite the advances that have been and continue to be made in the provision of
general medical services, some practices provide much hi gher standards of service
in both medical an @ isati
is to raise the generilayu@tt
involves consideration (:
practitioners; the availak b individuals of information about practices in a
local area; the ways in whih/gafitats who are not fully satisfied with the care they
have received can raise the p¥ <\ d the way in which patients can select and
change their doctor.

8. The present structure of the co undoubtedly encouraged
improvements in general medical serv e it was negotiated some 20 years
ago. But it is only right that the financ tives the system provides should be
kept under review to see that they match 7 rrent objectives. It is important
to ensure that there are adequate rewards f&ord who provide improved
services and proper incentives for others to Q?dards of care. Many of those
most closely concerned with general practice n t that the incentives to
reach high standards may be insufficient. Indeed: Ops who attain them may
find that they suffer financially compared with ot ors because of the
relatively higher cost of providing such services. For Wese reasons the Government
believes that the payments system should be developed in order to recognise high
standards quite explicitly, probably through the introduction of a ‘good practice
allowance’

9. This would be in line with views expressed within the medi

better patient care can only be brought about by changes to the ¢

service and remuneration system which would lead to a much wids

and more diverse patterns of service provision both within and withd

The Royal College of General Practitioners has been active in this debat6%
recognised that what constitutes quality in primary medical care in the 1980%
into the 1990s needs to be studied and discussed. Its recent publication ‘Qu
General Practice’! sets out a number of suggestions about the components o
good general practice and how these might be assessed and encouraged.

10. Building on the College’s ideas it should be possible to identify reasonably
objective criteria which could form the qualifying conditions for a significant part
of the total payments to doctors. Entitlement to a good practice allowance might
be linked to such factors as:

' Policy Statement 2, Quality in GenefE[ Bz




personal availability to patients, both for surgery consultation and in terms

< /g of out-of-hours cover;
the provision of a wide range of services, including preventive activities based

@ on systems for identifying certain patients for periodic review:

ensuring that certain services, eg immunisation, have been provided for an
proportion of patients in relevant categories;

ance at recognised post-graduate education courses.

In adw such objective measures, if a good practice allowance is to be based
onar ly wide spread of those aspects of practice which are indicative of
hlg]'{ quali k, provision would have to be made for some aspects of a doctor’s
services to ppropriately assessed, for example by other doctors. Similar
arrangements already exist for approving training practices and are now an
accepted part of general practice. The range of activities to be covered by such
performance review ‘@ need careful consideration, but it may be possible

to include examinatigns af such things as prescribing patterns and hospital
referral rates.

11. A particular feature of¢

Scotland, Northern Ireland & :

practices which are necessary te de appropriate services for people living in
sparsely populated areas, for exampléfNhe more remote parts of the Highlands
and Islands. Some elements in the ration system for doctors already
recognise the different circumstan P oengral practice in remote sparsely

populated areas. It would be importa heevelopment of a good practice
HAect these different circumstances.

Other aspects of

the contract
designed — for example, the designated area allo

allowance. An incentive for vocational training is n

training is now mandatory. There are now very few

Medical Practices Committee or the Scottish Medical Practices Committee as
having particular difficulty in attracting doctors and in which doctors can qualify
for a designated area (or district allowance). Other changes to t muneration
arrangements for doctors might also bring better value for m@me payments
have little connection with the work done by doctors and have it

the doctor’s personal commitment to the provision of general meg¢

Some expenses are paid to doctors in a way which may include ins

incentive to economy.

13. Other aspects of the contract may also need to be re-negotiated incly ”
proportion of a doctor’s remuneration represented by capitation fees. This is,/.

perhaps does it provide adequate incentive to doctors to practise in ways that wi
encourage patients to join their lists. An increase in the total proportion of incom
linked to the number of patients cared for (including a good practice allowance
also paid on a capitation basis) could overcome these difficulties.
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14. Changes to the contract are ultimately matters for negotiation between the
profession and the Government. But they are also relevant to the wider debate
about the future development of services because of their impact upon the quality
f and range of care patients receive. The Government will decide what proposals
ake to the profession in formal negotiations once full consultations have been
leted. The profession’s representatives have indicated their readiness to

Information about 15. I o meet the Government’s objective of helping the patient to choose
services ] sshecessary to supply the public with information about the different

d to prepare lists of doctors in their area but these only give the

nd addresses, surgery times and particulars of any appointments
system. These lists are only available from FPCs or Health Boards and in some
cases from post offices. The need for more comprehensive and accessible
information is increz :‘;"). eing recognised by the profession itself. The Royal
College of General P Acltipngrs has recently been examining the extent and type
of information that shou (' SeWvailable to patients from the practice with which
they are registered and hasenfgudaged practices to produce brochures outlining
the organisation of the prac %. g the doctors available, any special interests
they hold, details of surgery tigi2sard use of deputising services. The standards
committee of the General Medi&dl Colincil is reviewing its advice about
dissemination of information and 4/ sh Medical Association has said that
the information in official lists sho @ ade more useful in assisting members
of the public to choose a family doctor—7#& Qovernment welcomes these initiatives
and would like to build on them so that &{Oemation is provided on every practice

and made widely available in the locality X o’ réﬂ surgeries and through Family
V.

Practitioner Committees and Health Boards. A nsumer groups might also
play a role in ensuring that patients had as muc pfrfodmation as possible about the
services provided by various practices in the area. ;.f' ocal media could also be
used to disseminate factual information about praet or example, surgery
hours, times to telephone, and description of the clin . Information such as
this would help patients to choose the sort of practicesifey want. It. would also
help raise public awareness of doctors and encourage pesple newly moving into an
area to sign on with a doctor rather than leave it to the time when treatment is
needed, when they might have to have recourse to a hospital acm@nd

emergency department.

2,
©
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Choice of doctor

Dealing with
problems

16. The Government believes that the freedom of patients to choose their doctor
can be an effective influence on the quality of services. A doctor’s income 1s
derived from the patients registered with him and the satisfaction of those patients
ought to be, and generally is, a prime concern. Though this is not always fully
understood, patients have the right, wherever practicable, to take their needs to the
doctor of their choice. A number of suggestions in this chapter should strengthen
the patients’ position when choosing a doctor. There should be adequate
incentives to doctors to practise in ways that encourage people to join their lists.
Patients who are dissatisfied should have all the information they need to choose
another doctor. Other measures may be needed. For example, the system for
registering with a new doctor is already very simple, though this is not always
appreciated, but could be made easier still by allowing a patient to register with a
new doctor without, as at present, having to approach the FPC or Health Boards
or the doctor whose practice they wish to leave. The Government would welcome
views on these and other measures to promote patients’ freedom of choice.

17 Information can play a useful role in improving the quality of practice by
being fed back from consumers to providers of services. This can enable doctors
and patients to work together to improve the quality of health care. Some doctors
have taken the initiative to establish ‘patient participation groups’ where the
patients have the opportunity to discuss with the doctor ways and means of
improving the quality of health care. One useful outcome of such groups can be
the formation of mutual aid groups of patients with similar problems, which can
add to the total support available to such patients and at the same time reduce the
demands upon the doctor for individual support. It is important that the
difficulties some patients and their families have in getting access to their doctors
by telephone are tackled. Answering machines and telephone systems which
intercept and redirect calls can be substantial impediments to sick and anxious
people seeking help, particularly when there are language and cultural difficulties.

18. To support a satisfactory relationship between doctor and patient it is
important that there are effective arrangements for dealing with the inevitable
occasions on which patients consider that they have been provided with less than
satisfactory service. The first approach is for the patient to discuss his concern
with his doctor. In some cases the involvement of a third party can prove helpful in
providing the patient with an explanation of the background to the problem. Most
FPCs operate some kind of informal conciliation procedures of this sort and they
can often settle complaints to everyone’s staisfaction quickly and efficiently. The
Government believes that all FPCs should offer such a service in suitable cases. In
Scotland, Health Boards have also been encouraged to make arrangements to try
to clear up minor grievances that seem to arise from misunderstandings.

19. Most serious complaints are dealt with formally under a statutory procedure.
This formal procedure, and therefore the suggestions relating to it which follow,
apply to all four family practitioner services. Under it, complaints are investigated
in the first instance by special committees (known as Service Committees) on
behalf of the FPC or Health Board. These committees have an equal number of
lay and professional members and a lay chairman. Their function is to establish
whether the doctor, dentist, optician or pharmacist has complied with his terms of
service and if not to recommend what disciplinary action should be taken.

20. Almost all serious complaints can be dealt with under the statutory
procedures. This includes allegations that a practitioner has failed to exercise a
proper degree of skill, knowledge and care in the exercise of his or her professional
judgement in clinical matters. But some complaints, for example criticisms of a
doctor’s manner or the running of the appointments system, are not matters of
contractual liability and cannot be investigated under this procedure. These
complaints should not necessarily be the subject of statutory investigation but
proper arrangements need to be made to pursue them where appropriate. One
approach would be to bring such matters within the scope of the informal
conciliation procedures referred to in paragraph 18.
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21. The statutory procedure is complicated and often time consuming and the
Government believes there is room for improvement in the arrangements. For
example, patients are currently obliged to put their complaint in writing: they may
find it less daunting if complaints could be made orally in some circumstances. A
/3 complaint against a doctor in England and Wales must normally be lodged within

ight weeks of the incident giving rise to it; in Scotland and Northern Ireland the
(0d is normally six weeks but it can be extended to two months in certain
stances. These periods may not be long enough, particularly where there
a bereavement. Patients do not always find it easy to present their case.
not all FPCs allow the Secretary of the Community Health Council to
¢ patient. The Government would welcome suggestions for ways in
terests of patients might most appropriately be represented before
ittees. The composition of Service Committees may need to be
creasing the quorum, regularly re-selecting members, and, in
England a ales, enabling the deputy chairman to take an active part. There
may also be a#vantage in being able to draw members from outside the area of the
FPC or Health Board. Finally, Service Committees may need to be given powers to
SUmmon witnesses an ine documents which are directly relevant to the
patient’s or practitio@e. The Government would welcome comments on
these suggestions.

Education 22. In recent years the Q‘i ege of General Practitioners has been actively
promoting better standards\6f/pragice, and the MRCGP examination has been
introduced. Doctors wishing fe cepieNgeneral practice now have to complete at
least 3 years vocational training. Thts€ievelopments have helped to establish

general practice more clearly as a & 'ng and rewarding career choice. This

change in attitude has been mirrorehy4icreasing emphasis on primary care in
the undergraduate syllabus. However, *{‘\1 rgraduate course content varies
widely between medical schools, and in * e’geéneral practice still only forms a
relatively small part of the curriculum. The -i.i«” ppe for greater emphasis on the
role of primary care and its interface with the -;‘ and specialist services. This
would benefit not only those who then decide £ - ntry to a general practice
vocational training scheme, but also those studer{s-ishing to pursue a career in a
hospital specialty since they would carry with the ‘?: ater understanding of the
central role primary health care plays in the health ofth€ration. This is a matter
principally for the educational and professional bodie

23. The development of academic Departments of General Practice has helped,
and will continue to help, in the development of general practice gnd the further
education of doctors within a particular locality. Continuous p . duate
education is necessary if doctors are to keep abreast of modern 'yedé
developments, maintain and improve their standards of care and ayg
professional isolation that can result from their location in small gr>Ug
community. There are also encouraging developments in the number &f W ars
and informal meetings in small groups where doctors can discuss each ‘-;-(\
work. However, less than half of GPs attend any form of post-graduate educa¢jefs
Increased participation on post-graduate education should be encouraged bz
good practice allowance. The Government accepts in principle the case for raishg
the proportion of GPs involved in post-graduate education.
Retirement 24. When the NHS started in 1948 the number of young doctors was insufficient @
to meet demand. In consequence, the arrangements made for elderly doctors were %
designed to encourage them to remain in practice. Now that there are adequate ' .
numbers of younger doctors who want to enter general practice these | /
arrangements are out of date. W(
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25. Unlike hospital doctors who must normally retire at the age of 65, general
practitioners do not have a fixed retirement age. They can draw their pension at
any time after the age of 60 and many do now retire in their early 60s. However,
some stay on considerably longer and there are currently 515 practising in their 70s
and a further 76 who are aged 80 and over. It is reasonable to believe that the
replacement of very elderly doctors by younger vocationally trained doctors would
generally lead to an improvement in the standards of care, particularly in inner city
areas where, as discussed in Chapter 9, there is usually an above average number of
elderly doctors and an above average incidence of health care problems. The
Government therefore intends to change the present arrangements. Compulsory
retirement at age 70, with doctors aged 65 and over needing the agreement of the
FPC or Health Board to continue to practise might provide an appropriate degree
of flexibility whilst ensuring that doctors do not continue to work past the age at
which they can be expected to carry out properly the exacting responsibilities of a
principal in general practice.

26. The Government also intends to end the present system known as 24 hour
retirement; under which doctors or dentists in the FPS can ‘retire’, take their lump
sum and begin drawing their pension, and then re-contract with the NHS after a
break of just one day. Those who take 24 hour retirement between the ages of 60
and 64 receive their lump sum and pension but the pension is abated so that pay
and pension together do not exceed superannuable pay at retirement. The
arrangements for those who take 24 hour retirement between the ages of 65 and 69
are even more favourable to them in that they can receive both pension and
remuneration in full, without any abatement. This system, which is wholly
exceptional in the public sector, is no longer justified.

Relations with the 27 An important feature of general practice in this country—one that has made a

hospital service significant contribution to the effectiveness of the NHS —is the responsibility
placed on family doctors to select and provide access to the right forms of hospital
and other specialist care when patients need it. The development in some areas in
recent years of new district general and other hospitals has given family doctors
greater opportunity to select the most appropriate hospital and hospital
consultants to which to refer patients, in the light of their particular needs and
circumstances. But very little information is available about the extent to which
individual doctors refer their patients to hospital, though there is reason to believe
that there are very considerable variations. The Government believes that docrors
need to be given information on their referral rates and how these compare with
other doctors. The implementation of the Korner Steering Group
recommendations in England and Wales should help this. '

28. Because of their unique position in mobilising hospital services for their
patients family doctors are well placed to assess the adequacy of the services and to
contribute to the planning and setting of priorities by health authorities. This is a
development which will be fostered in England and Wales by the arrangements for
collaboration between Family Practitioner Committees and District Health
Authorities. The DHSS instituted a review of the arrangements for this and
identified a variety of ways in which both types of authority can work together in
developing co-ordinated services for the benefit of the patient.

Community child 29. For some 70 years doctors have been employed by health or local authorities

health services to provide and manage a range of preventive and caring services mainly for young
children. To provide these community medical services, District Health
Authorities in England and Wales currently employ 6,000 doctors, many part-
time, at a cost of about £60 million a year. About 70 per cent of the work of these
doctors is spent on child health, and a large part of this time is given over to
regular checking of children under school age to monitor progress and see what
further help they may need. Yet these checks can most satisfactorily be carried out
when the doctor has continuing responsibility for the child and is thus fully aware
of his or her medical and family background. This means that very often family
doctors may be best placed to provide this service. A number already do so, often
working directly with health visitors. The Goverment wishes to increase the
numbers of family doctors involved in this work.

' The NHS/DHSS Steering Group on Health Services Information was inted i
. s appoint 1980. T
recommendations are in its first report, published in 1982. i 4860 Thc reievant




30. Consideration is aiready being given to how this can be achieved and in
particular to a number of key points which still need to be resolved, including:

_. the contents and timing of childhood screening and examinations;

the respective roles of health visitors and doctors:
the training of doctors for this work;

the need to continue to provide a service covering all the childhood
population in the district with co-ordinated health authority and family
doctor recall and recording systems to prevent children slipping through
the net;

the special problems of inner cities where much greater involvement by
family doctors may not be realistic.

Discussions on some of these issues are already underway with representatives of
the professions concerned.

Prevention 31. Many services for prevention of ill health and promotion of good health are
well established in general practice — family planning, cervical cytology, ante and
postnatal care, vaccination and immunisation. There is scope for doing more, for
example in the early detection of hypertension, in the prevention of coronary heart
disease, by advice on smoking, diet and physical fitness. More can also be done in
the prevention of mental illness and of incapacity in the elderly. The provision of
call and recall systems as a component of a good practice allowance could
encourage more family doctors to meet this basic requirement for good practice-
based preventive work.

32. But the work of the practice needs to be related to the work in the Health
District or Health Board as a whole. Because many preventive services can be
provided both by family doctor services and by health authorities, these two areas
of the NHS need to work closely together. Good services can be delivered in
different ways, and there needs to be local assessments and experiments. Many are
underway. But underpinning local variations in service delivery there needs to be a
local health promotion strategy, drawn up jointly by those working in health
authority and family practitioner services. This would for example include:

establishing a general preventive health strategy, with specific programmes
for specific issues;

setting up systems for exchanging information;

reviewing services provided by both health authorities and family doctors, to
see whether a more co-ordinated approach could provide a more cost-
effective service.

33. Prevention is not solely for doctors. Nurses generally, as well as health visitors,
and other members of the primary care team have important roles to play.
Developments in dentistry and pharmaceutical services are mentioned later.
People can also take positive steps to improve their health, e.g. through a balanced
diet, reasonable exercise, and by giving up smoking. The Government intends that
discussions on this consultative document should consider what more might be
done to promote this field of activity.

Computers 34. The Royal College of General Practitioners in their policy statement, ‘Quality
in General Practice’!, recognises the importance of computers in assessing and
reviewing the quality of care provided to patients by family doctors and in general
practice management. Computer systems can be used to detect when patients are
slipping through the net and to increase the effectiveness of preventive health care
through the introduction of call and recall systems based on age/sex registers and
through the introduction of fail-safe methods for reporting and acting on the
results of tests. Such systems are already in use in immunisation and screening for
cervical cancer. Duplication of services could also be detected and services
rationalised. The Government has already supported experiments into the use of
micro computers in general practice. It now proposes to set up experimental
schemes to explore the feasibility of introducing computer systems to aid quality
assessment and performance review.

' Policy Statement 2, Quality in General Practice, published November 1985.
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1. Over the last decade there have been major improvements in dental health,
dental health articularly among children. For example, the proportion of five-year olds with
tal decay fell from nearly three quarters to under half between 1973 and 1983.
ymprovements among adults have been smaller but are still significant.

1978 and 1983 the proportion of people with no remaining natural teeth
7 per cent to 25 per cent.

hygiene and by-eating less sugar. However, the better availability of
conservatis and preventive treatment through the general dental service under the
NHS has made an important contribution to improvement in dental health. There
is also little doubt that factors such as the growing use of fluoride toothpaste and

fluoridation of plies in some parts of the country have contributed to
these improvemen

%,
%
B~
2
%

D
:
S,
2
%

A




igure 7
T70RC rtion of Children with Some Decayed Permanent Teeth in
: -‘n\ and Wales in 1973 and 1983
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Ofﬁcz@ 3. In August 1985 the Director General of Fair Trading published the conclusions

Trading ~ of his study into the availability of NHS dental treatment and the cost of private
e 15. ...

Recomm dental treatment. He found:

- little justification for the serious restrictions then in force on advertising by
dentists though emphasising that advertising should be honest, legal and-
@dccent and have regard for professional propriety;

%ck of publicly available information about the cost of private treatment,
with resulting high variations in the range of charges;

f information about the availability in a local area of the full range of
N tments;

that\onrrent restrictions limiting the involvement of those who are not
dentists or doctors in the business side of dentistry were no longer needed.
The abolition of such restrictions should help encourage greater competition

in the provisi rivate dental services, including the provision of more
private emergencxclinics; |

that dentures cofffd BYobtained readily on the NHS (although in London
and the South EXST#Afikht be necessary to change dentists to do so) and this
provided a competit Vm ative to private treatment;

that the responsibility (en\§tsng dentures should remain with dentists, and
should not be passed to d SHIZIAR hnicians.

4. The General Dental Council k 0 =ady relaxed the current restrictions on
advertising to enable dentists to givg4RE Ryblic factual information about their
practices. Advertisements on hours & ' ng and treatment including emergency
treatment available on the NHS are not l}' itted. The changes already made will
increase the public’s ability to make infory ices between dentists, and the
Government welcomes them. Further relaxafzénp{ restrictions on the nature of the
still more benefits. The Government is pursul ssibilities with the General

Dental Council.

5. For dental practices, alone amongst the prim ealth care professions, the
law restricts ownership to the professionally qualified. This restriction was
introduced in 1956 and makes it virtually impossible for any individual or
company to offer a full range of primary health care servic -'..‘_'!‘ e public.
Removing the restriction would mean that dental care was QL €%

moves towards the integrated provision of primary health car€g

companies or others wishing to offer a full primary care SErvViCR3E

‘Health Care Shops’ offering the full range of services might be ag

many people. On the other hand, fears have been expressed that all
companies or people without professional qualifications to own denfal
might harm professional standards and in particular lead to unnecessary«
treatment — a risk possibly greater in dental practice than in other forms
care because dentists are paid in the NHS by item of service. The Governnmes
would welcome discussion of the balance of advantage between these two po

of view.

advertising allowed and improved informati -Jts, g’vate fee scales might bring
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6. The Government is committed to the prevention of dental ill-health. The
Health Education Council is running a special campaign to encourage young
people to look after their oral health. It has long been known that adding small
amounts of fluoride to water supplies safely reduces dental decay and the need for
fillings, particularly in children. The Water (F luoridation) Act 1985 was an
important step and confirmed health authorities’ power to arrange fluoridation in
their areas. At present, about five million people in England and Wales are
supplied with fluoridated water, mostly in the West Midlands. Now the legal

wers are clear, there is obviously potential to extend this benefit to more people.

ridation is a local choice, but the Government expects health authorities in
where dental health is poor or the level of attendance at the dentist is
.:%am‘l ly below the national average to consider the benefits of fluoridation
it ticular care. |

%

%,
—take in fig 8— /@
S
v
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emphasising preventive care and treatment — for example ad

and the use of new techniques such as fissure sealants which may

number of fillings and extractions. In October 1984 the Governme

pilot scheme within the NHS under which some dentists are paid a &2

— an annual lump sum — for their child patients instead of the item fees

paid for individual fillings, extractions, or other forms of treatment.

successful, and showed that the small number of dentists so far covered te

like the arrangement. Change to a full-scale scheme is a far-reaching proce ‘(\\ )
the Government is now extending the experiment to a larger number of dentisgs
for a further three years. If, as this second phase progresses, it becomes evident th¢
the promising results so far achieved are confirmed, and that the scheme is
cost-effective and popular with parents, the Government will make plans to give all
children the opportunity of being treated on this bass.
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Figu;a @

Caries Experienc g Children, Measured by the Number of
Decayed, Missing or Fifed Permanent Teeth (DMFT) in Fluoridated
and Comparable N idated Areas Of the United Kingdom.

( : K3 Filuoridated £ Comparable
| Areas Non-fiuoridated

Ang
Bangor/Caernarvon
(15 year olds, 1974)

Birmingham
Salford
(11-12 year olds, 1977)

Stranraer
Annan

(9-10 year oids, 1880)

Source: adapted from data in the British Dental Journal Volumes 138 (1975) and
and Community Dentistry and Oral Epidemioclogy Volume 9 (1981)
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| ® them for NHS treatment. There is also sometimes difficulty in getting the full
range of necessary treatment from dentists in contract with the NHS, particularly
ems such as dentures. The first problem might be solved if the minimum times
n individual dentists were available to provide NHS treatment were specified
reement in their NHS contracts. They would then be obliged to offer NHS
] t during the hours specified by
ight have more certainty of access
of NHS treatment if the contract also required NHS dentists to
according to patient need. However,
perience so would not be included in such
bably rare cases in which people might
iculty in getting NHS treatment, FPCs and Health Boards could be
given powers to allocate patients to NHS dentists in the same way that they can
already be allocated to doctors. The Government would like views on whether
difficulty of a ‘ dentists and the full range of NHS treatment is
sufficient to justi

@ 8. On occasions people may have difficulty in finding a dentist who will accept

for paying dentists has the merit of encouraging

ce. However, the quality of service depends partly

Yent itemn of service payments. Probably the most
important opportunity thaeex0s tist has to promote long-term dental health is
when he gives patients advice to avoid decay, for example by sensible
eating and regular cleaning. It ¢ imes asserted that the dentists’ NHS
contract and payment arrange vide little or no cover for this function. In
fact, it is covered by the fee for ‘chin ination, advice and report’, which is
included in the NHS payments to d r all courses of treatment except those
given in emergency. The preventive el :mNHS dental services might however
be improved if the requirement to give p vice on maintaining oral health
were more fully and emphatically defined ists’ contracts than at present;
and perhaps also if this item were given great ue in the payment system,
relative to treatments such as fillings and ext > The Government will discuss
these possibilities with the dental profession.

10. One of the results of item of service payments that they appear to lead some
dentists — albeit a small minority —to undertake unnecessary treatment. The
Government set up a Committee of Enquiry in England and Wales and their
report has recently been published. The Committee found ere is a ‘small but
significant and unacceptable amount of deliberate unnecegsary
a larger amount attributable to an out-of-date treatment ph

ed about unnecessary orthodontic t
they did not consider that t i

general lose confidence in their dentists. @
n

11. They recommended improving monitoring of dental practice; st Wers
for FPCs and the Dental Estimates Board to deal with suspected overtrﬂ
cases; clearer and more public criteria for giving or refusing approval to t
where this is required in advance; the development of more realistic criteria
approving orthodontic treatment; more explicit warnings to dentists against

treatment by the General Dental Council; more guidance to the profession
generally on treatment standards; and guidance to patients on their own role an

v
rights of choice as consumers. %/
I
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12. The Government endorses the Committee’s general approach and
consultation with the interests affected is already under way. The Government
hopes to introduce the majority of the recommendations later this year.

The Community Dental Service has, since 1948, performed the important
ion of inspecting children’s teeth and providing them with some treatment.
tipthe decline in dental caries amongst children, the fall in the school
p apgon, and the increase in the number of general dental practitioners, the
nee tine inspections and treatment of children through the community
dent ce 1s now less clear. However, there is a need for increased effort in
dental ducation, group preventive programmes, screening in areas of
special n&d, and the treatment of people who for other reasons require special
care such as some mentally handicapped people. The Government intends to
discuss the development of the community dental service along these lines with the
rernterests concerned. A consequence would be that in most
parts of the count g routine care and treatment of schoolchildren would in
future be undertakez

ent age for general dental practitioners.
e after the age of 60 but some stay on much
 3ged 65 or more still in contract with FPCs

whether compulsory retirement at 65 o e
the general rule, FPCs should be able to agfeeektansions up to age 70 where this

" was justified on service grounds. The Gover il also discuss with the

profession whether the present entitlement to €e{aisrs®niority payments until
retirement is providing an artificial incentive to i) NHS practice beyond a
reasonable age. %

15. Discussions are already in progress on a scheme to encourage newly qualified
dentists not to enter practice on their own account without a period of vocational

16. Dentistry is likely to see changes in clinical techniques and mat
coming years. It is important that dentists already in practice should

post-qualification training opportunities are sufficient and how any increas
refresher training could best be financed within necessarily limited resources.

—end chapter 4—
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ter 5: Pharmaceutical Services

Impo 1. There is rising public interest in medicines and health. Patients need their
Pharmicy medicines promptly and accurately dispensed; but they also want to understand
/ more about their treatment and possible side-effects, and to accept a greater
ersonal responsibility for their own health. There is increased recognition that
dividuals can make a significant contribution to avoiding ill-health, and that a
pidicious measure of self-care can assist in the maintenance of good health. The
acist has a traditional role as an accessible and responsible source of advice
e treatment of minor ailments. The advice can include suggestions for
available without prescription ‘over-the counter’, or a recommendation
doctor at once or if symptoms persist. This advisory role is in addition
rtant task of dispensing accurately and promptly medicines prescribed
by doct d counselling patients on their use.

2. There has however been a shift of emphasis in the pharmacist’s role.
Community pharmacists are now rarely called upon to make up a medicine from
ingredients although 3t one time this was the very essence of their skill. Most
medicines are no 'ed in a form suitable for dispensing and increasingly in a
form for direct supgs Qe patient. Medicines have become more numerous and
are more powerful. T :

illnesses but they bring .,.,:,,‘};

side-effects. While the pKaff

formulation of medicines ' \ess important component of retail pharmacy,
other components of the phafme ’s knowledge are increasingly important. The
action of medicines in patients,dhgiRNtations of medicines, their contra-
indications and side-effects, and @ peractions between different medicines and
foods are all important in modern trgafx@ent as are the varying ways different

for Pharmacists  opportunity for pharmacy skills to be put to, d better use. It therefore
welcomed the initiative taken in 1984 by the Nyf#€ld Foundation in setting up an
enquiry into the future development of pharm th the benefit of their report
and the debate that will follow its publication, th ment will examine
carefully and positively what additional contributi®f pharmacies might make to
NHS primary care, and how that contribution would"best be monitored and paid
for to ensure the right quality of service and value for money.

people respond to medicines.
Extended Role 3. The Government believes that these d p%nts create a need and provide an

4. Various suggestions have been made in evidence to the N enquiry,
such as:

increased domiciliary services, or home collection and delivery £g»
including perhaps mobile or part-time pharmacies, to improve ses¥10¢s Je
people who are housebound or in isolated communities; @

the encouragement of pharmacists to participate more actively in the

continuing education of other workers who contribute towards commung

health such as health visitors, district nurses, social workers, home help

organisers, or those managing residential homes for those with special need

such as elderly people and mentally handicapped people. The aim would be %

to equip such workers better to detect problems with medicines or their /
administration and to provide them with a source of specialist help; ‘V
o
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the use of pharmacies to display health education and health
promotion material;

the keeping by pharmacists of records of medicines prescribed for or
purchased by individual patients. This would help to detect adverse reactions
and interactions for individual patients and could help patients and their
octors. It might be particularly useful for elderly patients who tend to take a
number of different medicines and regularly use the same pharmacy;

ouragement of some pharmacists to specialise in advising general
janers on the administration and handling of particularly complex
ces, eg cancer treatment and intravenous feeding;

throdgh membership of Drug and Therapeutic Committees, or other agreed
local arrangements, the offering of advice by pharmacists to doctors on
economic an ective prescribing generally and more specifically on the
effects of mg@s, their interactions with each other, and ways of

encouragin to gain the maximum benefit from drugs.

armacy practice has increased rapidly and many
ots which could be used to store information on
tl. N which can communicate with other machines.
This opens up many interes ;‘-“ ibilities for the sharing of information, the
updating of records and speedi /; munication generally and would greatly
facilitate some of the develop @
test whether information on mediingse

pharmacies to the Prescription Pri J(:{L

6. As more conditions become treatais

ensure that the appropriate facilities for

effectively as possible. For example, oxyger@oncestrators, which are more
cost-effective than cylinders in providing oxyger ple who need it in large
quantities were introduced into the family pmﬁn

Wales in January 1986.

r services in England and
7. The role and future development of pharmacy k.{cfore already the subject of
lively debate within the profession. The issues under discussion have implications
for other professions as well as for patients and the NHS. Effective primary health
care needs co-operation and team work between the differe ¥fessions, and
esihthesempetence of

particular professions to undertake different tasks. Neither thef
Government would wish to see an extension of the pharmacist’s
confusion over responsibilities to the patient. The Government is, €
anxious to ensure that the skill and knowledge of all professions are s
best advantage.
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The 8. Pharmacy contractors are paid on a ‘cost-plus’ basis, that is, within broad
Contrac bands they are reimbursed their costs and there is an addition which represents
Pharmaci § profit. In June 1985, after a long period of negotiation with the representatives of

ontractors, the Government concluded an agreement on a new NHS contract for
tail pharmacy in England and Wales. Similar arrangements were agreed in
land. Two main considerations prompted the change. First, the present
ct is complex and inefficient. In the past large under- or over-payments have
eading to disputes between Government and the profession. Secondly, the
ngements are causing a mismatch between supply and demand
eases costs to the taxpayer but does not improve services to the patient.
armacies with small volumes of NHS business incur higher unit
those with larger volumes and so under the reimbursement principle
they are paid larger sums per prescription. It had been hoped that this would make
it easier for small pharmacies to open in small or isolated communities. In
practice, the reve happened. There has been a steady increase in the number
of pharmacies b magt of these have opened in places where there were a number
of pharmacies al viding a reasonable service. So, since the NHS pays the
NHS costs of a// ph the cost to the taxpayer goes up but, since the
demand was previous tely fulfilled, the extra pharmacies provide no real
improvement in service.

9. The new contract remai zally ‘cost-plus’, but there will be an improved
system of annual negotiationgan@adst enquiries to a fixed timetable to enable
settlements to be reachedon 1 8 sach year. This will remove as faras -

Reed for large retrospective adjustments.

a more selective mechanism which
would encourage the right number o ies in the right places and which
would produce a service which matches'the of the people who use it. The
new contract will, therefore, provide for level of financial support to
essential small pharmacies which provide mainly rural areas with small
populations where they would not otherwise ically viable. These will
now enjoy a minimum income guarantee to ens eir continuing viability and
therefore the continuance of services.

11. The other side of this objective is to discourage the opening of further
pharmacies in those places, mostly in prosperous city cent Ssewd ere the demand is
already adequately supplied. The free market does not, ¢ ot, operate here
with the full effectiveness because there is no price compet ('-- e consumer
(the patient) either pays the prescription charge or nothing at § @) he objective
of the new contract has been to introduce the disciplines of a N #

means. Accordingly, there will be changes in the way remuneratic

will encourage contractors to be more cost-effective and efficient 2

benefits of economies of scale. This will put pressure on some pharmaci

high unit costs which are contributing to the over-supply. Nobody will k&

to give up the NHS contract but for those small contractors who, after ex

their own commercial judgements, choose to do so compensation paymen

be available for a period of two years. There is no target for the number who W3
choose to give up their NHS contracts, but the Government expects it to be sm

— perhaps some three per cent of the total, and certainly very much less than the
600 or so additional pharmacies that have entered the NHS contract during the

. > |
- %

.
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12. These measures alone will not entirely solve the problem. Any payments

system which meant it would never be worthwhile to open an unnecessary small

pharmacy would have a detrimental impact on a large number of pharmacies
@oviding valuable services, and services to the public would be reduced. So the

anges to the payments system will be reinforced by new arrangements for
nting NHS pharmacy contracts. Instead of the present system of free entry
entitles any pharmacist or pharmacy company to an NHS contract on
Family Practitioner Committees or Health Boards will have a duty to
carsi hether an application for an additional NHS contract is necessary or
desi myorder to provide a reasonable standard of NHS services and to refuse
ign where this is not the case. This will help ensure that pharmacies
ge their location to reflect the changing pattern of local needs but will
hat the taxpayer does not have to pay for excessive supply. Owners of
chemists’ shops will, however, remain free to make their own commercial
judgements about those retail activities which do not come within the NHS. There
will be no regulati pp-el\a y private or retail activities; the purpose is simply to
enable the NHS asia pablicly-financed service to match its costs to the needs of its

patients. This aspeStyFthenew contract requires new primary powers which are
being sought through\ths S (Amendment) Bill at present before Parliament.

c
€S

enefits for all. Patients will have a service which
"\- f the people who use it. Some of the expected
n’s wider role and the new remuneration
arrangements will be simpler efficient for contractors. The taxpayer will
achieve some savings and better money.

Supervision of 14. The Government will be interes about how the skilled resources of

Dispensing pharmacy can be best deployed. At p dispensing of medicines must be
performed either by a pharmacist or un isxhrect supervision. The pharmacist
must be directly aware of what is being do staff. Most modern medicines
no longer need specialised dispensing skills supplied ready made by the
pharmaceutical manufacturer. A relaxation i ngent supervision
requirements for dispensing would enable the p st to spend more time
dealing directly with the public, explaining and ad\§ing on their treatment both
with prescribed medicines and with those purchas edicines which do not
require a prescription. The pharmacist would still supervise sales of medicines and
take the responsibility for the quality of dispensing, which ¢ e carried out by
trained technicians or dispensing assistants. ( Z i;

Standards 15. The Terms of Service for pharmacists reflect their professi ! :‘ :
only to the dispensing activity. The shift in emphasis which is alrez 1ki

Training 16. A wider role for pharmacists is likely to put more emphasis on providing
personal services direct to patients. It will be important to ensure that post-
registration training supplements pharmacists’ scientific training with skills
relevant to their wider roles. There may also be a need to enhance technician/
dispensing assistant training to enable the skills of pharmacists to be re-deployed.
The provision of suitable training will be an important issue to be settled before
making any major changes in the role of pharmacists.

CONFIDENTIAL




sale of me# would be the treatment of choice for some conditions in some people, for others

Restricti e 17 Medicines vary widely in their nature. Some are very powerful and while they
hey could be highly dangerous; or they might cause dependence; or they might be
igned for the treatment of conditions that are serious and require the -
rvision of a doctor. Only a doctor can decide when medicines such as these
g safely taken. Other medicines may not call for medical oversight, but
C Ml cause unpleasant side-effects if misused and therefore call for the advice
o acist. Accordingly medicines are classified under the Medicines Act

into tegories:
th vailable only on prescription from a doctor;

thoseqor sale without a prescription but only under the supervision of
pharmacist;

those on ge Ve
other retail

ale of medicines clearly act as a valuable safeguard
ant that, in its operation, the system does not impose
Unnecessary restrictions ¢
medicines they require.

Q¢ operation of the system and issued new
ical companies seek some relaxation of
restrictions applying to their ow diesds. One of the results of this which is both
important in its own right and illusfx&t\Ne £ what can be achieved was that
Ibuprofen, a non-steroidal anti-inflangafafgry analgesic, came off prescription in
1983 (action which was followed by the sd\States a year later).

20. Despite the steps that have already bee e Government would be
interested to have the views of the interested

the operation of the
classification system to see whether it would be@(m‘e to make any further

changes.

——END OF CHAPTER 5—
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apter 6: General Ophthalmic Services

Co n

D

NHS Services

Benefits of the
changes

1. There have been major changes recently in the arrangements for supplying
spectacles. These followed a 1982 report on ‘Opticians and Competition’ by the
Office of Fair Trading which concluded that spectacle prices were unnecessarily
high because of lack of competition between opticians caused by severe
restrictions on advertising. This meant that consumers were denied information to
enable them to shop around to achieve value for money.

oving artificial barriers to trade, while retaining appropriate safeguards to
t consumers. The necessary legal changes were made in the Health and

%’Security Act 1984.
3.

t step was to end the opticians’ monopoly on the supply of spectacles.
Fro mber 1984 unregistered suppliers have been allowed to sell spectacles to
adultS&eainst a recent prescription and subject to minimal conditions. This
change Was followed in March 1985 by the removal of the unduly restrictive
advertising rules for opticians so that customers may now have the chance to
g and goods on offer by different businesses supplying glasses.

g
é@c Government concluded that competition should be encouraged by

not affect the arrangements for NHS sight tests for
ian carries out an NHS sight test and believes he has
> eye or of some other condition that needs treatment
; atient’s doctor. However the Government concluded
4

that with extended comg
conditions the universal availg

no longer justified. ’@

5. In recent years the subsidy 1t (w\.‘a\ pectacles had averaged about £5. This
subsidy was removed in April 192 &’;-" om that date the general supply of NHS
glasses to the public at large was WiJaydws. Vulnerable economic groups continue
to be protected by having access t0 Nk ’4* es. Children, those on
supplementary benefit and certain othe get them free. People on low
incomes also get them free or pay smaller es: and those needing the most
complex lenses can choose between suppl the NHS at cost prices or

purchase on the private market.

'n the supply of glasses and changed social
of spectacles under NHS arrangements was

6. A further step is still to come. Now that the jvate market is settling down, the
Government intends to move to a voucher system under which those still entitled
to free glasses or remission of charges will no longer be supplied through the NHS
but instead by given vouchers which they can exchange fi get-price spectacles
on sale through the private market, or put towards the c@§t oi\nig

frames if that is their choice. They will therefore continue

the cost of glasses, but no longer be limited to the somewhatstax

frames. Vouchers will be exchangeable only for spectacles whi

prescription for the individual customer: there will be no increasg

for abuse. Separate consultation on the details of this change is alr€aty

progress.

7. The benefits the Government expected from a more compelitive mark
occurred and will continue. Prices have come down, pricing information 1
widely available and better displayed, and a wide range of budget-price s

is now being sold at rates which can compeie favourably with the charge for
spectacles supplied through the NHS. In some cases single-vision glasses are
advertised for private sale at about £12, when the NHS charge for a comparable
pair would be over £14.
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8. There have been improvements too in standards of service. The volume of
optical business has increased since the Government liberalised the market
ecause public awareness of what is on offer has improved. The number of

major and well-established retail companies have entered the market.

@ticians and other retail outlets for the sale of glasses has also increased, and

criptions for all but the most complex lenses within twenty-four hours.
Opt ave since April 1985 been required to offer patients a copy of their
prescri 7 so that shopping around for the best buy and the widest choice is
easier. ll, customers are now being actively courted rather than passively
accommodated; a better service has resulted, and the cost to the taxpayer has come
down.

tisa] goods are therefore more easily available to the public. Many opticians
ernised and brightened up their premises and now for the first time offer
to

9. Taking these s as a whole, the Government believes that when the NHS
supply of glasses d is replaced with the voucher system the right balance
will have been achiev een maintaining health needs through the NHS sight-
test and prescription, asing consumers’ freedom of choice in a properly
competitive market.
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illion in 1984-85. In that year it accounted for 24 per cent of total NHS spending
@invparcd with less than 22 per cent five years earlier. The primary care services
o)

ide vital, immediate, health care, and are a cost-effective way of providing for
€ who might otherwise need expensive hospital facilities, and the
er
famy

§ 1. The total expenditure of the family practitioner services in the UK was over £4

ent welcomes the increased proportion of NHS resources devoted to the
itioner services. But the very size of the funds provided for the FPS
ma@ e more important to ensure that they are being well used and give
good r money. The resources that can be made available to the NHS can
never be\imitless. The hospital service also must develop to meet new demands as
must the community health services. It is therefore important to establish, and to
be able to implement, the right relative priorities within the Health Service.

2. At a number ¢foNmts in this document there is discussion of various steps that
might be taken -( Mnppove the quality and extent of NHS primary care. Many cost
money. The extent ta ) they, or any other developments, can be financed

aefurds available but also on the scope for making better use
of the resources that a “’f deavailable. This chapter therefore gives more details
of the way money is spents (N Wmily practitioner services, and examines some
of the implications.

Analysis of 3. In cash terms the gross cost S has increased from about £2 billion in

expenditure 1979-80 to about £4 billion in 19 er allowing for inflation, the increase
over the five year period was 24 per , A3 against a cash increase of 100 per cent
in the FPS as a whole, the cost of the services has gone up as follows;

General medical services 109 per cent
General dental services 88 per cent

Medicines L 89 per cent
Dispensing ‘V 119 per cent
Figures for the general optical services are not giv@his chapter in view of the
substantial changes that took place in the GOS on MApril 198S.

Services expenses.' The remuneration system is complex, but after g for the average
net pay agreed by the Government for the year the total cos million for
1984-85 can be accounted for as follows: -
£667 million on doctors pay including employers’ superann
contributions;

General Medical 4. The cost of the services is determined by the number of @f their pay and
oW,

£313 million for expenses indirectly reimbursed (through fees and allo$gs
paid to doctors); 7

£135 million for directly reimbursed expenses for staff;

£67 million for expenses on the cost of premises.

! Appendix 2 contains a description of the remuneration systems for each of the practitioner services.
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5. The number of doctors has gone up from 26,345 in 1979-80 to 29,137 in 1984-85
(about 11 per cent). The average net pay increased from £12,867 to £21,615 for each
doctor, an increase of about 10 per cent after allowing for inflation.

6. There are no charges to patients for services provided by a doctor under the
general medical services.

General dental 7. As with the general medical services, the cost of the general dental services is

services determined by the numbers of practitioners and by their pay and expenses.' The
number of dentists went up from 14,200 in 1979-80 to 16,477 in 1984-85, an
increase of 16 per cent. Their target average net income went up to £18,707 and
their estimated average expenses went up to £27433, increases of about 10 per cent
in each case after inflation.

8. Asexplained in Appendix 2 the fees paid to a dentist are made up of two
elements. The first reimburses their practice expenses in full and the second
provides them with an average net income which is agreed annually by the
Government. In 1984/85 the fees paid amounted to nearly £750 million
comprising:

£419 million on expenses;

£331 million on pay, including FPCs’ contribution to the dentists’
superannuation scheme.

To this cost patients contributed about £195 million by way of charges. In April
1985 changes were made in the structure of dental charges. Patients pay a fixed
charge for some treatments such as dentures and crowns; for other treatment they
meet the full cost up to £17; if the treatment costs more than that amount, the
patient pays £17 plus two-fifths of the balance. No patient pays more than £115 for
a single course of treatment, and some who are not exempt from charges may be
able to obtain help in meeting them. Children, expectant and new mothers and
those on low incomes do not pay anything for their treatment. The effect of the
exemptions in 1984/85 was that about 63 per cent of all courses of treatment were
provided free. Check-ups are free to everyone.

Pharmaceutical 9. Expenditure on the pharmaceutical services is determined by the cost of the
Services medicines prescribed by doctors and dentists and by the cost of dispensing them.
The size of the latter item is mainly accounted for by the number of pharmacies
and by the pay of pharmacists and other dispensing expenses. Total expenditure
increased from £981 million in 1979-80 to £1,913 million in 1984-85, a rise of
28 per cent after inflation. The 1984-85 costs were made up as follows:

£1,484 million on medicines;
£429 million on dispensing.

In 1984-85 patients contributed £145 million to the total cost of the
pharmaceutical services, about 7 per cent. The charging arrangements are
different from those in the general dental services. First the charge made to paying
patients for each item on their prescription in a flat-rate charge regardless of the
cost of the medicine. Second, there are more extensive exemptions from charges: in
addition to those groups exempt from dental charges and those with certain
specified conditions, all those over pensionable age are exempt regardless of
income. For those who do pay it is possible to purchase a prepayment certificate
which — like a season ticket — allows a patient an unlimited number of prescription
items for a set period without any additional charge. As a result of these
arrangements in 1984-85 73 per cent of prescribed items were dispensed free. A
further S per cent were covered by prepayment certificates.

' Within any financial year the cost is directly related to the number and types of treatment given: over the longer 4 1
term 1hcr? are arrangements to ensure that sums paid match the intended average net income plus
expenses incurred.




Managing the
costs of the
family
practitioner
services
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PS\K determine the overall level of expenditure in
the short term. The normal dis 2 of annual cash limits would not therefore be
practicable either for the fami ,@ ioner services alone or jointly with the
hospital and community health se ‘x\ Ithough the remuneration systems
described in this document contai domant regulators and controls which help
to ensure that family practitioner se CCSfare provided economically, the services
are subject to few direct controls by Gov arent. This places a special
responsibility on everyone to ensure that ayer’s interest is safeguarded and
that value for money is obtained. /

11. In the longer term the expenditure on the pt for the drugs bill, 1s
largely determined by the number of practitione eir pay and the expenses they
incur. It is desirable now to examine ways of impro\ing the planning and control
of expenditure — while at the same time preserving the essential features of the
services, including the independent status of the contractors and their clinical

12. The Government is taking five major steps to improve the
existing systems that determine the various costs of the FPS:

with the profession so that the Doctors’ and Dentists’ Review Body

better informed when framing recommendations on pay of doctorg; -

Second, as part of the new contract for pharmacists it has arranged :
profession to institute annual inquiries into the components of remune

so as to avoid the large build ups of arrears or overpayments that have

occurred in the past;
Third, in the negotiations on the Pharmaceutical Price Regulation Scheme it A
is exploring with the industry ways of increasing incentives to reducing the /

rate of rise in pharmaceutical costs;
CONFIDENTIAL| 4
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Fourth, the selected list arrangements for medicines have introduced an
additional element of economy into the prescribing of medicines and have
released significant funds for the health service;

Fifth, the Government is improving its own procedure for forecasting the rate
of growth in FPS expenditure.

3. The repayment of practice expenses accounts for a large proportion of the
tal cost of the family practitioner services. Where expenses are reimbursed to the
essions as a whole through fees paid at standard rates, practitioners have a
owecful incentive to avoid extravagance. Among the matters which the
oMament will want to discuss with the medical profession are whether two
SC f direct reimbursement of expenses — for premises and for ancillary staff
— in ways that encourage doctors to incur expenditure at reasonable levels.

Number of 14. The%rowth in FPS expenditure is linked to the growth in the numbers of

practitioners practitiotiers in contract with the NHS. FPCs and Health Boards are required by

| law to enter into contract with qualified doctors, dentists, pharmacists and
opticians regardf the existing level of provision. '

15. The numbage0f¥IQCtors and dentists working in the family practitioner
services have increa iﬂ -r the years faster than the population. And the
Government intendesiriagehere should be further increases, though — given the
direct effect these have@f ERS costs — these cannot be uncontrolled if decisions
are to be taken on the re clt’(; priorities of the FPS and the hospital and
community health servicés”L\pegg are different ways of influencing the growth
rates in the numbers of prac r’- _ As outlined in Chapter 5, the new NHS
contract with the pharmaceu -- fession is designed to limit the number of
contractors to what is required &g -f‘i{ an adequate service to the public. In
April 1985 new immigration rule Cv \into effect to control the numbers of
doctors and dentists coming here fspgaployment. The retirement rate is another
factor and Chapters 3 and 4 discuss ‘",r’ rability of arranging for the retirement
of the more elderly doctors and dentistS. LA be necessary also to introduce
legislation to provide a reserve power to ' n access to contract with FPCs
and Health Boards. For the longer term it ary to review the numbers of
student training places. Such a review of the n of medical student places is
already planned to start later in 1986, and the ]

with the dental and academic concerned whethexghere should be reductions in the

intake to dental schools in addition to those that have already been made.

16. Policies to influence the numbers of practitioners in

need to be framed in such a way as to support policies fqy

of services. In the case of doctors there are already arrany

case of dentists there have long been significant differences

of people per dentist in different parts of the country. Althot

declined over the last five years there are still substantial geogrz

For instance in the Trent Region there are nearly twice as many pegss

as in the North West Thames Region, an .

for the UK as a whole. In 1983 the British Dental Association providé&
with information about the higher levels of earnings that should be ave
least well provided parts of the country. It remains to be seen whether thi
to a more even distribution or whether other measures are needed, such as
redistribution of income to provide financial incentives or using the reserve
to control entry to contract referred to in the previous paragraph.

' In the case of doctors this is subject to the decisions of the Medical Practices Committee and the comparable
Scottish Committee and to the compulsory vocational training requirement.
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Medicines

about £1,480 million RS 2485 The bill for these medicines has increased in cash
terms by over 13 per cenjg/fgarover the last five years and in 1984-85 accounted
for 36 per cent of gross fz

17. The medicines'st ,*‘R’. under the family practitioner services in the UK cost

18. The introduction of new

advances in the treamtnet of ilk ?f\

money in terms of benefits to patié

en possible. The Government has
money by introducing from

April 1985 a selected list of drugs, which restp range of medicines available
under the NHS in certain categories, mainly s medies, to those which meet
all clinical needs at the lowest possible cost to th 2 This policy is already
achieving significant benefits by making availablé@e Health Service an
estimated £75 million in annual savings which would not otherwise have been
available. |

19. The Department of Health and Social Services in Nort eland has since
the middle of 1984 been pursuing a comprehensive pro tion aimed at
promoting safe, effective and economical prescribing which s turn reduce
unnecessary public expenditure. The early signs are that this ac hieving the
desired results.

20. In September 1985, the Health Departments held a conference sted
parties to consider the future action to achieve more effective and econo
prescribing throughout the UK. They have since been engaged in discusstee

the medical and pharmaceutical professions about how to take this forwa

first result has been agreement on the need to provide individual doctors wit
better information on their own prescribing patterns and how they compare w

other doctors. The Government has allocated funds to the Prescription Pricing 2

Authority and Welsh Pricing Committee for new computers for this purpose, and
discussions are continuing with the medical profession and other professions on
the type of information that should be provided. Methods are also being
developed for providing such information in Scotland. Other matters under

consideration include:
CONFIDENTIAL
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how to make more helpful to doctors the sorts of information they receive
about the therapeutic benefits and side-effects and comparative prices of
different medicines;

encouraging the use of local practice formularies to achieve more rational
prescribing;

encouraging doctors not to prescribe when no medicine is necessary; and

educating the public about the properties of medicines and the importance of
@ compliance with the doctor’s instructions.
. Parallel with this, the Government has entered into discussions with the
iation of British Pharmaceutical Industry on ways in which the prices of
es supplied to the NHS may be determined in future so as to achieve both
a'rie of stability that would enable a successful industry to plan further

1 d research and development with greater confidence and the means

at expenditure on drugs does not imbalance the NHS. A description

t arrangements for controlling the cost to the NHS of drugs supplied
aceutical industry is given in Appendix 3.

The Structure of 22. NHS dental costs have risen very considerably in recent years. As indicated in
patient charges paragraph 8, the stfz re of these charges is complicated. It could be changed so
as to relate the pe ey ade by patients more closely to the cost of the
treatment they receil @ p was taken in this direction in the pattern of charges
Q857 Lite result is that though people who have relatively little

would be possible to take t )
in fact the British Dental Asso pP\has recently indicated that it would favour
gtem under which patients not exempt would

—insert figure 11—




Figure 1|
Pharmaceuticat3ervices: Charges and Exemptions in England,
1984/85

Number of items 343 m

Children Contraceptives Pre-payment Payable
13% 2% 5% 22%

* Specified Conditions Exemptions
mpt* L.l Exempt +

+ Low Income Exemptions
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23. For prescription charges a closer link between drug costs and the charges paid
ight be fairer. In France and Portugal, for example, the basic charge levied for
ugs dispensed is augmented by a percentage charge based on the cost of the

icine. In some other countries, the level of charges is related to the importance
edicine: life saving medicines may be free (as in Belgium, France, and
attract only a small percentage charge based upon the medicine cost
rk, Sweden), and medicines at the other end of the scale of importance
ged for in full. Whatever charging arrangement is adopted,
on existing lines for pre-payment certificates could be retained as a
safeguakkfor those likely to require an above average number of prescriptions.

24. The Government would welcome views of the case for changes.
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Chapter S%ty in Primary Health Care

1. ity of health care is determined largely by the standards of the
people giving it and by those of the authorities responsible for
ervices. There is much in the primary care system that those
r it can be proud of, but with so many thousand health care workers
authorities involved it is hardly surprising that standards should vary.

2. Many of the issues discussed in this Paper are relevant to the quality of the
services — the provisjen of information to patients about practices, the greater use
of computers, extefision pf postgraduate education and so on — and there are
already a number f ‘quality control’ in operation throughout the United
Kingdom:

professional bodies -&’;4. she standards of those who wish to provide
training, eg in general .,pf‘( practice and in nursing; -

A administer a scheme for testing samples
ycists: the Pharmaceutical Society of Great

practice premises;

the DHSS and Welsh Office DentdiR¢fefence Service, the SHHD Regional
Dental Service and the DHSS Northes and Referral Dental Service
examine a proportion of patients;

the Dental Estimates Board, Scottish De ates Board and the CSA
refuse approval for dental treatment it judg {essary.

In addition:

the DHSS Regional Medical Service, the Division Medical Office in Wales,
and the DHSS Northern Ireland prescribing unit visit doctQrs with particular
reference to prescribing patterns;

the DHSS and Welsh Office carry out performance revi Cs; and the
DHSS Northern Ireland carries out accountability reviews ur Health
Boards and the CSA; '

RHAs s and in Wales, the Welsh Office, carry out performance
DHAs s dealing with community services among other things. g
P

To this list may possibly be added in the future the assessment of the stan&gr

those doctors who apply for the good practice allowance discussed in Cha
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3. The setting of professional standards is very much a matter for the professional
bodies. The main responsibility of Government is for the standards of service
delivery. In April 1985 FPCs were reconstituted as free-standing health authorities,
a major objective being to improve collaboration between the primary care
services by establishing separate Committees able to claim a place as of right at the
lanning table. The evidence so far is that the change of status is having the effect
iMended. But effective planning can only take place against a background of
r appraisal of the quality and quantity of services being provided. It is
clear that there is a need for FPCs to develop more systematic means of
‘?%: quality and detecting shortfalls in the provision of services. A number
of'pr ing ideas have emerged and some initiatives have been taken, for
ompiling reports about services. The Citizens’ Advice Bureau,
ies, and Community Health Councils can be a valuable source of
informa @n consumer attitudes. Committees could also undertake their own
consumer SMrveys or retain an agency to conduct one on their behalf. An analysis
of complaints, both written and oral, can shed light on standards of care. Closer
working relationships could be established with many national and local bodies
representing clien m such as the mentally and physically handicapped and
the elderly, the greatanggacity of whom receive their health care in the community.
3Yhe adequacy and use made of the information they
W— already hold and how this can contribute to the

development of a compreng
their area.

service personnel, to make a study in

g WRYS in which primary care services are
being co-ordinated, planned and deliverefl/? A ing point would be whether the
services meet the public’s needs and how th¢ be improved within available
resources. Amongst other things they would ¢gafiine the ease of access to the
services and the extent of the public’s knowlec .
5. In the first place this would be an experiment 1@3{ control in primary care
and its results would be of interest to health autho Isewhere in the UK. It
may well be that the benefits from giving the chairmen and members of FPCs and

responsible for, and of giving Ministers feedback on the quz
the local level, would justify the costs of a permanent moni
case it would be necessary to consider how such a system sho

having regard to the management arrangements for health autl
the UK.

——END OF CHAPTER 8—

CONFIDENTIAL




M e | PW11374
PRINTED | HMSO-Founts: 1,18,18,20-HD2-Week: 2-Galley: 9A
WORD | First Proof: 170386 -

Ty, J

Chapter 9: Inner Cities

1. An underlying principle of a national health service is the promotion of
equality of access to, and quality of, health services in different parts of the
country. The continuing policy of redistributing Hospital and Community Health
resources is based on that principle, while taking into account that different areas
may have different needs. Yet, for a variety of reasons, the quality of primary
health care services available in many inner city areas is almost certainly poorer
than elsewhere.

2. The nature of these problems has been studied closely. As far as London is
concerned, a major inquiry was commissioned in 1979 by the London Health
Planning Consortium.' 1t made a number of recommendations aimed at:

improving the availability of young, vocationally trained general
practitioners in inner cities;

the improvement of general practice premises, and the formation of group
practices;

the development of primary health care teams;

the better co-ordination of the different agencies involved in primary health
care, and the identification of specific management responsibilities within
the health authorities for community services;

more education for general practitioners and community nurses;

the involvement of Academic Departments of General Practice with their
local primary health care services;

better information for the public about the range of services available within
general practice;

better communication arrangements for patients with their general practice;

alternative ways of providing primary health care where existing services are
not meeting the needs of certain groups.

3. The Government recognised the importance of the Report, taken as a whole,
and its significance for primary health care in both London and other inner city
areas. It has taken steps to promote action by the wide range of bodies at whom
the Report’s recommendations were aimed, and some progress has been made on
all major fronts identified above. The Government has made additional resources
available to implement improvement in inner cities in England. The money 1s
being used:

to provide financial incentives to general practitioners in Inner City
Partnership areas to form group practices and to improve the quality of
practice premises;

to increase the number of training places for community nurses;

to allow Health Authorities with Inner City Partnership areas in their
boundaries to fund improvements directly concerned with the provision of
primary health care in those areas;

to fund specific projects or innovations for which either central funding is the
most appropriate channel, or which may be ‘pilots’ to be adopted by Health
Authorities or Family Practitioner Commitiees after evaluation.
' A study group under the chairmanship of Professor Donald Acheson (before his appoiniment as Chief Medical
Officer) was commissioned by the London Health Planning Consortium io define the problems of organising and

delivering primary health care in inner London and to make recommendations on how these policies might be
overcome. Its report was published in May 1981.




| PW11374

HMSO-Founts: 1,18,19,20-HD2-Week: 11-Galley: 9B
| First Proof: 1703.86

4. Many of the proposals in this consultative paper have particular relevance to
inner city problems. The number of elderly doctors tends to be higher in inner
cities than elsewhere and many practise single-handed without proper support
staff. The changes to retirement policy proposed in Chapter 3 would accelerate
eir replacement by younger vocationally trained doctors who are more likely to
ish to practise in groups and as part of a primary health care team. The provision
ter information about services should encourage patients to make better use
ily doctors, rather than relying on hospital accident and emergency
ents, as often happens at present, where staff are not trained in general
d are unable to provide continuity of care. As the health problems
] th social deprivation call for higher standards of care, inner cities
@aﬂicular benefit from the introduction of a good practice allowance.
The develpment of neighbourhood nursing teams should also help because these
are the areas where there is most scope for rationalisation of the ways in which
members of the primary health care team operate.
5. But much ma@s to be done and new approaches need to be developed
directed at problemsfietnlar to inner cities. The main problem is often the
sfrom which a full primary health care team can
)on in 1983 of special 60 per cent grants for
ly premises too many GPs in these areas still
: Is too cramped for adequate support staff.
Financial incentives which in o ) - arts of the country have led to major
improvements have not always'g J‘@)

o0 the capital employed subject to
> Js operated on a national basis and

Government believes that the
ds. However, many inner city
hat make it difficult to meet

the need for high standard premises and call for theipglvement of F PCs, health
authorities and local authorities as well as doctorikEither the available property is
unsuitable and cannot be improved and there are noew sites for development or
the area is such that doctors will not invest money there because they will be
unable to dispose of the premises without financial loss. Onl imaginative and
flexible approach by all the agencies concerned can resolve

6. Although some young and enthusiastic doctors elect to en City practice,
the fact remains that it is a less popular career choice. The high ying, the
shortage of suitable, or suitably priced, private and practice acco '
the difficult working conditions mean that working in these areas is
rewarding both financially and in other respects. There is a case for p
Jinancial incentives to ensure that practising in these areas offers equivale
attractions to working elsewhere.

%,

- ’
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Scotland

Northern Ireland

7. More could be done to make services accessible to ethnic groups and enable
them to make better use of the system. For example, in areas serving some Asian
communities where women are reluctant to seek treatment from men there may
need to be special arrangements to attract women doctors and to encourage their
appointment to the vacancies that occur. Special staff could be more widely
employed by local health authorities to assist their ethnic populations and to
facilitate access to services. "

arrangements for some doctors. Because the demands of working in inner cities
all for special commitment it might be appropriate for FPCs to contract with
e doctors on the basis of fixed-term contracts for limited periods of say 3-5
The nature of such contracts might need to be decided with regard to the
C difficulties faced and need not necessarily be determined by generally
ey scales of fees and allowances. The Government will explore the
experiments along these lines in a small number of pilot areas.

@8. Finally, there may be advantages in developing different contractual

y
p
p

o,
9. The{€overnment is determined to tackle the problems of providing high
standard¥of primary health care in inner cities. Special effort will be made during
the consultation on this paper to explore their needs and establish what more
needs to be done.

10. Many of the ‘- ems, of multiple deprivation found in inner cities are not
confined to such ar Scotland, a report in 1980 ‘Scottish Health Authorities
Priorities for the 80 \.__;,. )

Board services for the

report doubted whether top pr

resources for acute child health.

by expanding preventive, screening's sment services. Health Boards’
programmes following the SHAPE being monitored with them by the
Scottish Home and Health Departmen

11. Similar conditions are to be found in ma;f e valley communities in South
Wales. The Welsh Office is committed to tac e problems, which are
associated with an ageing housing stock, envi dereliction and the decline
of traditional sources of employment. The Dep ent recognises that there are
difficulties in attracting and retaining professional staff to serve those
communities and will be considering how the practitioner se

can be improved.

environment.

——END OF CHAPTER 9——
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CM%)O: Community Nursing Services

<

Review of
Community
Nursing Services

1. There is one important area that has not yet been covered in this discussion
cument, namely the role of nurses in primary health care. The greatest |
ntribution comes from the community nursing services managed and funded in

nd and Wales by District Health Authorities. In England these services are .
d by some 50,000 full and part-time staff employed by health authorities

visitors and school nurses, who have a health promotion/illness
p gbn role largely in relation to children and young people;

distRet nurses who provide clinical care at home to patients either discharged

from hospital or not requiring hospital admission;
and their support ﬁf registered and enrolled nurses and nursing auxiliaries.

Services are also froviged by community midwives, community psychiatric and
community men @ap nurses, and other specialist nurses working in the

community.

whole time equivalents — who ithin the practice, usually in treatment
rooms, providing for example sation, cytology. Primary health care is best
- y nurses and practice nurses work
are team.

In England the review was undertaken b 2
Mrs Julia Cumberlege.

The English review team’s report, ‘Neighbou rsing — A Focus for Care), is
being published simultaneously with this discu cument, and the
Government intends that there be discussion and ment on that report as part of
the primary care debate in England.

4. Community nursing reviews are also being undertaken in Wales and Northern
Ireland. In Wales, a two year review was initiated in April }885W consider the
future pattern of community nursing provision in the lightadt M narticular needs
of the Principality, and in relation to primary health careas a

comparable review is underway in Northern Ireland. These are

in July 1987 and January 1987 respectively. Aspects of communi

also being studied in Scotland in a number of ways. For example, 2

study of primary health care team work, ‘Health Care in the Comm©b

Review of Activities in Primary Health Care’, commissioned by the Sco

and Health Department, was undertaken during 1985 and its findings

available to Health Boards and professional bodies. Follow up work to tha

is now being considered, and the recommendations of the Cumberlege repo
as appropriate, be taken into account,
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Reco%:s 5. The review was set up because of concern that community nursing services were

of the no longer meeting people’s needs as efficiently and effectively as they might. The
in Englan report shares that concern and makes 14 recommendations plus many detailed
comments and suggestions covering five main themes:

neighbourhood nursing services

aking better use of nursing skills

roving the effectiveness of the primary health care team
es in nurse training
i ing public involvement in the way services are run

6. The réport recommends that community nursing services should be planned,
organised and provided on a neighbourhood basis. In each neighbourhood, which

ation of between 10,000 and 25,000, the work of health

>\ and school nurses would be integrated under the control of

#¥me manager, in association with community psychiatric
| @3 health nurses and community midwives. This concept
€ Flexible use of nursing services under local

management, so impréviggk delivery of services to the community,
collaboration in primary\ags

A The term ‘nurse practitioner’ which
ime had a variety of meanings and could
to see discussion on the important

additional training some nurses could Wmore to help and assist patients. The
Government would also welcome views o ort’s other recommendation in
this area which proposes that, as part of th 8 care programime, nurses
should be able to prescribe a limited list of ite ontrol drug dosage in well-
defined circumstances.

8. The Government shares the review team’s beliefYhat the strengthening of the
primary health care team is a key objective. The lack of adequate understandings
between team members at present can lead to uncertainty inefficiency in the
provision of services. There seems advantage therefore in @ coming together,
as the report recommends, to produce a written statement .._.. t the agreed
activities of the team members. However discussion on this & @
strengthening the team is needed before considering the detail’e

or the role the review team saw for it as a qualifying condition fo

payments to doctors to improve the quality of general practice.

9. The report also suggests new measures for identifying and promoting
practice. The Government intends to consider this in the wider context y

assurance in primary care generally, a subject discussed in Chapter 8.

10. The statutory educational bodies are at present considering changes in

education. They will no doubt wish to examine carefully the report’s : ®
recommendation that there should be a common training course for all first-lev %
nurses wishing to work outside hospital in what are now the fields of health /

visiting, district nursing and school nursing.

e
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11. The Government recognises the value of the many local groups that exist to
represent patients’ interests and it may be that more will develop as the report

/@ recommends. Mention has already been made in this consultative document of the
development of patient participation groups. Informal health care associations
ising in response to perceived local needs may also have a part to play. |
The Government is not seeking comment on the review team’s :
o)

Smendation on the way in which doctors are reimbursed for the cost of

'-"-\» g practice nurses. The total cost of nurses employed by general

pra 3,. Zers is reimbursed, part to the individual doctor and the remainder in the
v’ uneration from which fees and allowances are paid to general

G / Pas a whole. If neighbourhood nursing services develop in the ways

recom ded, it seems quite likely that more family doctors will wish to obtain

their nursthg advice and support from the health authority team. However, it is

also likely that some practices will see advantages in employing their own nurses.
ag not propose to end the present arrangement of part direct

s’

X the recommendation that it should give consideration
{Hardistrict health authorities. But independent Family

14. The report also comment
service. The Government believe

consultative document, will provide a fré Dy
examination of all the major elements of P

-~

——END OF CHAPTER 10—
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1: Conclpsion

ly in the treatment of disease but also in the maintenance and promotion of

% Primary health care has played a key role in improving the nation’s health, not

of primary health care has changed significantly over the years, and
e shown a capacity to respond to new needs. This quality will be no
less imp&@gant in the future as new challenges arise from technical advances in
health ¢ d changes in social factors such as the increase in the number of the
very old. This paper is designed to open up discussion of ways in which the

primary health C@ices can be helped to meet future needs.
t’s

3. The Governm ain objectives are:
to give the publ. ice of high quality primary care services;

to encourage high

the introduction of arrangmen
the highest standards of care;

increasing the proportion of docto ration made by way of
capitation fees in order to provide an to doctors to practice in ways
that will encourage patients to join thei

to choose the medical

improvements in the arrangements for handling complaints;
arranging for the retirement of elderly doctors and de :

ion of good

improving access to NHS dental services;

placing more emphasis in the dental services an oral hygiene

making local studies of the quality of primary health care actually deliv
improving services in inner cities. @E ®

>,
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5. This paper is a discussion document about the future of a vital part of the
health service. The Government hopes that the issues it raises, together with the
report of the review of community nursing services in England, will form the
enda for a widespread debate among the public and professions alike. To carry
s debate forward the Government will be arranging a series of meetings over the
ix months at which the professions and others will be invited to give
1dence. A number of these will be held in areas of England outside London,
cularly those with inner city areas, and elsewhere in the UK. Written
co

ill also be welcome and should be sent by 31 December 1986 to the
add wn below.

In Eng to:

Primary Health Care,
DHSS,

Eileen House, '
80-94 Newington @nx
London SE1 6EE

In Scotland to: ©

Primary Health Care,

Scottish Home and Health

St Andrews House,

Regent Road, @

Edinburgh EH1 3DE.

ent,
In Wales to: ’ @
Primary Health Care,

Welsh Office,

Health and Social Work Department,

2
%

Cardiff CF1 3NQ
In Northern Ireland to:

Primary Health Care, -
DHSS Northern Ireland, .
Dundonald House,

Upper Newtownards Road,
Belfast BT4 3SE

—end of chapter 11—
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Ith Care Arrangements In Other Countries

ppendix discusses the differences and similarities between primary health
he UK and that in other countries. There are wide variations to be
arising from differences in needs, geography, historical and cultural
s, and resources available. Some of the differences are very great
ke the comparisons manageable and relevant the Appendix
on the arrangements in Europe, North America and Australia.

2. In considering how primary care is funded it is necessary to begin by
commenting on the financing of health care systems as a whole, including

secondary care. o
3. Among the cou udted the UK is unusual in the high propomon (85 per
cent) of costs met o 1 | ' taxation. By contrast responsibility in the USA
rests to a much greatcryX / t on the individual and often on his employer to

Britain grows and as the Fed
responsibility for those inelig!

\- alth care to be funded largely through
and employees contribute at rates
pepditure may still be met from general

: . In some countries — for
example Italy and the Federal Republic of Ge eneral practitioner
consultations are free, as they are in the UK. In a charge is made. In

' ] ich i n low incomes; in France
patients pay 20-30 per cent of the cost of treatment; in Finland primary health care
is provnded free in health centres but panents are charged 40 per cent of the costs if

rgg ommon, though
s{ed to make some

care is reimbursed. The coverage of the state system, too, varies and Kof']
countries provide the full range of dental care to all who are insured undef th¢

arrangements. In the Netherlands only 70% of the population are covere @

National Health Insurance and in many countries specific treatment, such

orthodontics or supply or dentures, are not covered. In Australia the NHS d

not cover routine dental treatment at all. In Canada provision varies from

Province to Province: for example, in Saskatchewan dental services are provided

up to the age of 16, over that age all adults attend private dentists but treatment o

those on social assistance is paid for by the Province.

CONFIDENTIAL




Payment of
Primary Health
Care Workers

Medicines

6. In some countries — notably Belgium, France and the Federal Republic of
Germany — patients are able to refer themselves direct to specialists. In the UK,
access to specialist services under the NHS is normally obtained only on referral
by the general practitioner. In this country great importance is attached to the role
of the family doctor as the co-ordinator and mobiliser of secondary care. This role
is enhanced by the requirement on patients to register with a single doctor (a
requirement unusual outside the UK and Scandinavia) and by the way in which
doctors, nurses and other professionals work together in primary health care
teams. This country is one of the few which require doctors to undergo three years’
cational training before becoming principals in general practice although the
pean Commission have now prepared a draft Directive that would extend
Isory vocational training to other member States.

. %o countries nurses and ancillary staff are salaried, but doctors and

deritg self-employed. Dentists usually are paid on a fee for item of service
basis UK. This is also the method of payment for general practitioners in
many c8gntries, though in the Netherlands, Italy and parts of Denmark and Spain
there is a ®apitation system as in this country. In Portugal and Sweden general
practitioners are salaried, as are some in Denmark, Greece and Spain.

8. The UK occupyes g fairly central position in its prescribing rates, substantially
lower than Italy, and France, and similar to Australia the USA and

g, Portugal, Spain and Switzerland) while
atecharge with a percentage of the cost of
with the importance of the drug: at

cost is charged.

10. A separate section on developmentsint 1s worthwhile because of the
recent emergence of Health Maintenance Org ioms (HMOs) as the provider
of health care for an increasing proportion of th&fRdpulation. The traditional
system has provided fee-for-service care. In other words both primary and
secondary care are funded from insurance for those able to meet the fees. The
HMOs — which provide a complete health care service for thgse enrolled with
them on an annual pre-payment basis — are a response to "%‘ e health care

days by about 40 per cent. This was possible in the particular SKX
What it demonstrates, however, is the effectiveness of primary ca
controlling the use of specialist services.

remuneration systems that relate doctors’ payments to their performance.

12. A more extended discussion of HMOs is contained in the annex to this
appendix.

CONFIDENTIAL
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H%Maintenance Organisations

Introdu This is the Report of a visit to the USA which two DHSS officers made during the
§ course of the Government’s review of primary care in order to study Health

aintenance Organisations (HMOs). It sets out the background; it explains why
MOs are a response to the particular situation in the USA; it identifies features
are relevant to any health care system which seeks to be acceptable, effective

n

ficient.

W designed as a system to function in a cost effective and integrated

fas re has been expensive duplication, uneven allocation of resources, and
until redéqtly a disregard for costs. Economic incentives have worked the wrong
way and rnany features of the system, notably the inaccessibility of health services
to the poor, compare unfavourably with the UK. However the American
environment all@ a wide variety of new approaches to a problem to be

Background 2. @m in the USA is delivered by a variety of competitive ‘providers’ and
hi

tested. Experiméfitatin is encouraged by the competitive environment.

alarmed both government'z
insurance. (For example, Chry

experiments, but now that the movz IERL, has taken off, government had adopted
a regulatory and supervisory role. gwffer a prospect of cost containment
. \O
because they are ‘managed health caRgsysis
and entrepreneurial management.

The Nature of 4. HMOs are complete health care systems ing comprehensive care on a
Health prepayment basis. They compete both with er, and with traditional
Maintenance ‘fee-for-service’ practice. They vary in the pro f care they themselves
Organisations provide, sometimes employing salaried doctors, etimes having arrangements
with existing group practices and hospitals, and often buying in the more
specialised services that they need. In contrast, health care insurers like Blue Cross
reimburse retrospectively for care which has already been gjver, HMO premiums
are around $110 per month for an individual, or $250 for ‘ AN ] . Employers
often pay 80%, but there may be patient charges at the tims
example for prescriptions. Subscriptions cover preventive se

selected a young and healthy population. This effect now is less dorif A

care is being offered to wider groups. During the last few years HMOs higve/
accepted over 65s, who can apply their Medicare benefits to an HMO <
subscription. Five years ago the Federal Government launched a pro
experimental schemes for the elderly in which the premium was paid direct

HMO at 95% of the average fee-for-service costs in that area in the previous

The ability of HMOs to contain costs allowed them to make a considerable p
even though they offered extensive services. However, unless there is some system
of meeting the costs of care, HMOs cannot provide it. For this reason nowhere in
the USA do HMOs currently provide comprehensive care to all people in the area.

[ConFiDENTIAL]
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5. HMO:s have forced competition onto a very fat system, and this is conceded by
the hospitals who are the sternest critics of HMOs. By bringing the budget of most
forms of care under the same management and into close relationship with the
doctors and the hospitals so that their performance can be monitored, HMOs
ve been able to influence medical decision makers. Financial incentives have
introduced, the use of hospital facilities has been cut, and drug usage has
ined.

s normally control access to costly specialist care by insisting that
eRfs fizst consult a primary care physician, who in the American context may
ﬁ ctor, a general physician, a paediatrician or an obstetrician/

. The result has typically been a 40 per cent reduction in hospital bed
days co d with fee-for-service practice. This reduction in bed usage has
affected the profit of hospital companies, and it has been predicted that some
1,000 hospitals in the USA will have closed by the year 2000. In Minneapolis-St
Paul (where HM particularly active) 60 per cent of hospitals were operating
at or below 55 engpccupancy in 1983.

7. Financial incentiv @ most universal. Doctors are provided with target
hospitalisation rates bIste 1‘ past performance and their incomes depend on
undershooting this. Bet < and 20 per cent of income may be withheld until
the figures are known anc },{-‘\ told monthly of their performance. Doctors
are provided with informatisn ®bgpt the expenses they incur by their referral of a
patient or by the use of labora e:;- adiological investigations. Costly behaviour
: @y actice can jeopardize everyone’s bonus.

AT) -‘A-‘ and they can see which hospitals are
the best buy and which specialists haxe'¥hetowest guaranteed fee for a particular
procedure. American hospitals have akge) , peted with each other and HMOs
are taking advantage of this. The spare cgpdcippwhich generally existed to avoid
turning away trade is a handicap now the er admissions and length of stay
is shorter. As a result hospitals are linking to o protect their market share,
closing wards, reducing manpower and scttin@ﬁncy targets. Doctors are
changing their behaviour.

8. To recruit each new patient as a subscriber rnay{thc HMO $60-100, and
there is annual renewal. HMOs must ensure that people are happy so efforts are
made to inform them about services and to establish personglrelationships with
their doctors. HMOs produce illustrated brochures setting :
qualifications, experience and special interests. Staff qualit

waiting for the doctor, or for laboratory tests to be performed. Ind
complaints are dealt with rapidly by staff employed to investigate g
Accessibility and availability matter to patients, so locations are planned Wi}
Two HMOs seen had developed city centre offices which open early and $2
late to help those working nearby. Regular newsletters provide informatio

25 per cent turn-over at renewal time is not uncommon. TV commercials leave
people in no doubt that their custom is sought after.

CONFIDENTIAL
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—end appendix 1—

9. HMOs have an interest in demonstrating the quality of their care — which
appears to be at least as good as under fee-for-service schemes — and under
Federal regulations they have to establish a formal quality assurance programme.
National guidelines, developed with professional help, do not define quality of
care nor dictate methods for its assessment. However, an organisational structure
is required which makes professional review possible. There must be a committee
responsible for quality assurance activities, accountable to the governing body.
The doctors must be involved in this and its work must be supervised by one of the
HMO’s physicians. Regular meetings must take place, and records of the action
taken must be kept. The personal commitment of two ‘medical directors of quality
assurance’ seen was impressive; one had an annual budget of $500,000 and a team
of 10 staff. Methods used include peer group review, and random examination of
records for completeness, legibility and the appropriateness of tests, diagnosis and
treatment. Attempts were being made to review organisation structure, the process
of care, and patient outcome, and to identify problem areas like the care of the
young unmarried pregnant patient. Consumer surveys pin-point potential
trouble-areas. Quality is valued both for its own sake and because it is an element
in the marketing and survival of the organisation. There is cut-throat competition,
and an HMO which has a good local reputation is at an advantage.

10. Drug costs in the USA have been increasing at 20 per cent per year. HMOs
generally pay for medicines although a contribution of $2-3 is required from the
patient. Most HMOs seek savings, sometimes through using their own pocket
formulary, which is in effect a Selected List. Generic substitution may be
mandatory. Incentives are used, and doctor’s prescribing costs may be one of the
factors incorporated into a wider system which determines whether or not he will
get a bonus. HMOs are often large enough to negotiate discounts either with
pharmacy chains who dispense the prescriptions, or with the manufacturers
themselves. One brand of antibiotic may be offered in preference, if its
manufacturer makes a good offer. As a result of such efforts one HMO reduced
drug costs from 7.5 per cent to 4.5 per cent of its total budget.

11. Promotional literature and TV commercials demonstrate the importance of
preventive medicine in marketing terms. An HMO which did not provide such
service would not survive. HMOs, given half an indication that advice on conduct,
diet, relaxation or exercise is worthwhile, will institute programmes in ‘creative
parenting strategies’ or ‘intensive couples workshops’. Nevertheless there is a
reality and commitment behind these initiatives, and HMOs provide a good case
for proven activities like cervical and breast cancer screening, both of which are
widely offered.

12. Nurses are employed as managers at the corporate headquarters and at
operational level. They may be given a patient’s admission details and projected
length of stay so that progress can be monitored. They may also act as hospital
discharge planners, making the necessary arrangements for which the doctors
might not find time. Community nursing being cheaper than hospital care, HMOs
are developing their own scheme to reduce the time spent in hospital. Nurses also
assist in quality assurance, in handling complaints, and in the provision of ‘nurse
helplines’ to assist patients in an emergency when practice premises may be closed.
In addition ‘nurse practitioners’ may work side by side with medical staff as first
points of contact for health care. This seemed particularly welcomed by female
patients. :

13. For those served, Health Maintenance Organisations provide a high standard
of service. The management of all health care from a locally controlled budget
avoids attempts to transfer costs at the margin, and has led to significant savings.
Good information and competition has led HMO staff to seek to attract rather
than repel patients. Patients can make a better choice of doctor and change with
ease. The importance accorded to quality assurance and performance assessment
is impressive. There are lessons to be learned from American experience.
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A ix 2
Payin@grofessions

is Appendix describes how doctors, dentists, pharmacists and opticians in the
practitioner services are paid.

o
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Doctors . ystemn for paying GPs is, like that of the other professions in the FPS,
b e principle of cost plus, that is the payments they receive are intended
tobes t both to cover expenses and provide a given net income to the
average@P. :

2. Responsibility for advising the Government on the appropriate level of net
income rests with the Doctors and Dentists Review Body (DDRB). The
Government de .;;.‘. the light of the DDRB report upon the average level of
income for all > actual amounts individual GPs receive vary, depending on
the service they prov ‘ and the expenses they incur, and some obviously earn
more than the average aid some less. For example, a relatively junior
single-handed GP with 2

ients practising in a group and acting as a GP

excess of £30,000. The average net income

3. Any expense incurred in pro ‘@ y general medical services is paid back to the
profession in full. Some of these &3 ;,'\‘; are paid back to the individual GP
incurring them (this is known as -"\* bursement’). The remainder are
reimbursed on an average basis thro ard rate fees and allowances (and
usually referred to as ‘indirect reimbursgenp), It follows that the exact amout a
GP receives by way of indirectly reimbu ses will not, except by chance,

equal his or her expenditure and that the G ve a strong incentive to
economy so far as these expenses are conce ample survey is conducted
a

each year to establish GPs’ average expenses p forecast what provision
should be made for them in pay in the coming The provision in fees and
allowances for 1985/86 is £11,320 per GP. On top of this, directly reimbursed
expenses are expected to average about £12,400 per GP (excluding drug costs). The
average GP’s gross income in 1985/86 is therefore cxpcct:d@msist of £23,400

net income, plus £11,320 in indirectly reimbursed expenseg,plug £12,400 in directly
reimbursed expenses.

4. With the exception of those expenses which are paid on

the GPs who incur them (see below), both net income and expe
GPs through a range of fees and allowances. An individual GP’s
upon which fees and allowances he or she qualifies for. Fees and all
three principal types.

i. Capitation Fees

An annual fee is payable for each patient registered witha GP. S

capitation fees are paid at three rates, depending upon the patient’s

that for patients under 65 is currently £6.85 a year; that for patients ag

65-74 is £8.85; and that for patients aged 75 and over is £10.90. %
Supplementary capitation fees are payable in certain circumstances to /

doctors undertaking to provide out-of-hours services. Capitation fees
account for some 47% of the total paid in fees and allowances. (
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Allowances

Apart from capitation fees, the biggest single element in a GP’s pay is
normally Basic Practice Allowance. The full rate allowance of just over
£7000 is payable to all GPs with 1,000 or more patients and who are
regarded as devoting a substantial amount of time to general practice. A
proportion of the allowance is payable to GPs with smaller lists. Doctors
can also receive a Seniority Allowance at one of 3 rates (top rate £4,560 a
year), depending on how long they have been in general practice.
Doctors who have yet to become entitled to Seniority Allowances can, if
vocationally trained, obtain an allowance of £1,450 a year. There are also
allowances for practising in a group of 3 or more doctors for providing

ut-of-hours cover and for having completed postgraduate training

nducement payments are available to doctors setting up in certain

ely populated areas. On average, allowances account for some 40%
f GPs’ income from fees and allowances.

Item of service fees and certain other minor payments

A GP is entitled to a fee each time he provides certain services. For
exampn@ctor receives a fee for carrying out some vaccinations or
immu -L\- f £2.30 or £3.30); for carrying out cervical cytology
tests on sof @- en (£6.60); and for making a night visit (£15.55).
Doctors alsoregtaye fees for providing contraceptive services (of up to
£29.90 a year

patient with co

CONFIDENTIAL




Figure 12 %

Estimated Avemgﬁf7ents to Family Doctors in Great Britain,

1984/85
(Capitation fees Allowances

£13,617

i

nsing
accommodation yments
Other fees £2453 Ancill £4,492
£4,298 staff :
£4,.996

glote: gross payments to unrestricted principals in general medical practice, excluding )
rug costs.
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Dentists
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5. The other element in GPs’ income is payments to cover expenses actually
incurred. These include payment normally in full for rent and rates. Doctors who
own their own surgeries receive a notional rent equivalent to the current market
rental value of the premises as assessed by the District Valuer. (Doctors may also
be entitled to receive extra financial help with the cost of building new
purpose-built practice premises or improving existing ones). GPs can also claim
back 70% of the salary of certain ancillary staff, up to a maximum of 2 staff per
GP. Other expenses which are directly paid for include the cost of drugs dispensed,;
the salary and expenses of trainee doctors employed by GPs; and the cost of
ploying a locumn whilst sick or on study leave. About half of the total cost of
Ps’ expenses is now met through payments of this kind, and half through fees

: sts are paid a fee for every item of treatment they give to patients. There
are rate fees, and it would obviously be very difficult, if not impossible, to
set the fee for each and every item of treatment in isolation. So dentists’ pay,
like thaéps, is based on the principle that the average dentist should earn a
certain ins®dme before tax from the NHS and have the expenses of running his or
her NHS practice met in full. The amount individual dentists earn will depend on
the amount of work they do and the amount of expenses they incur.

whith the average dentist should earn is decided by the
Government in th recommendations by the independent Doctors and
Dentists Review Bo ). When making its recommendation, the DDRB
makes use of informaiti t the average dentist’s hours of work and the
amount and type of treat ich the average dentist does. The average dentist
currently works about 30 eek in the NHS and the average net income the
system is required to provide fr une 1985 is £20,280.

3. The amount due to dentists ses is determined by uprating information
about the average dentist’s actua obtained every year from a sample.
These expenses are substantial. Fo this year the estimate of average
expenses is about £29,000 — getting o times that for net income.

—Insert figure 13—
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4. After forecasting the number of times the average dentists will do each of the

Z:m different forms of treatment, the level of fees is set in such a way that the average

/: dentist can earn an agreed net income. The relationships between the different fees

o
RINTED | HMSO-Founts: 1,18,19,20-HD2-Week: 11-Gagg XL
V

are based largely on the time taken to carry out the different forms of treatment
though, for some forms of treatment, the fee includes an allowance for expenses
@/hich can be specifically linked to that treatment. _

Pharmacists e amount due to pharmacists for dispensing NHS prescriptions is based on
ur and overheads costs incurred in dispensing NHS prescriptions plus an
te of profit. The rate of profit is arrived at through direct negotiation
Government and the pharmacists’ representative organisation.
verheads costs are assessed by sample statistical enquiries which are
¢ally, normally.every four years. For non-enquiry years the amounts
due are IRsreased by the latest statistical indices. The amounts due for labour and
overheads plus the agreed rate of profit are paid out to contractors as
remuneration in the manner described below. As with doctors and dentists, the
payments made t y them the cost they incurred in NHS dispensing on an
average basis. ( ; 5

2. The amounts due spensing are paid to pharmacists through three main
types of payment:
i. a professiond
according to thg

249 prescriptions), the lowest rate’of ost (8.4 per cent) is paid where
the greatest number of prescripti ispensed during the month
(over 5,000) and there is a full range 0 st scale points (over 80)
between these two extremes. <

a basic practice allowance at a rate of £3,800 per annum is paid for each
pharmacy except one entering into contract with the NHS for the first
time after 1 July 1980 where the new pharmacy is within 1 kilometre of
another pharmacy.'

There are also additional payments, not common to every p | , inasmuch as

they are only paid for a particular service performed:
iv. payments for remaining open outside normal hours on%&cc.
v. urgent out of hours dispensing. *
vi. oxygen therapy cylinder service. @

vii. essential small pharmacy payments (annual grants).

viii. grants for training pharmacy graduates in their pre-registration y @ 1

3. Pharmacists are also paid the wholesale cost of drugs and appliances dispens
in meeting NHS prescriptions, less the discount which they can on average be
expected to obtain from suppliers.

' There is no basic practice allowance as part of the Scottish remuneration arrangements and as a result the basis -

and levels of professionals fees and payments are different.
CONFIDENTIAL
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1. Opticians receive a fee for each NHS sight test or NHS dispensing they
conduct. The average costs of NHS sight testing and dispensing are settled
through negotiations taking into account information obtained from periodic cost
enquiries, and an agreed profit element is added to arrive at the fees.

Between main enquiries, which are conducted at 4 or 5 yearly intervals,
formation on costs is updated using appropriate price and earnings indices. A
(fficulty has been that updating of fees by this means has not prevented the
of sums due to the profession or the Department. This has been

3. There is a standard sight-test fee payable to ophthalmic opticians. Because of
the varying nature of dispensing, however, it is necessary to have seven rates of
dispensing fee, takj count of factors such as type of frame chosen, whether
single vision or bi
the direct supply o ses with a voucher system to enable those still eligible
for free supply or hel yarges to obtain their glasses from the private

&N be unnecessary as suppliers will need only to

ded to them by the patient. :

4. Opticians are responsible™ /. oaching suppliers of optical appliances (i.e.
frames and/or lenses) for NH ;ﬁ‘"’- d in addition to receiving a dispensing fee
are reimbursed for each NHS ap @- dispensed. The rates of reimbursement are
fixed after conducting monitoring -1<i erices paid by opticians for their
supplies. Reimbursement is not inte :’ rovide a profit since this is catered for
in dispensing fees. These reimburseme ements will be discontinued once

the voucher scheme is introduced.

. &
—end appendix 2— %

CONFIDENTIAL




1374

Pharmace

: —end appendix 3—
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Price Regulations Scheme (PPRS)

1. (FHe prices of NHS drugs are subject to review and a measure of control

thro t harmaceutical Price Regulation Scheme (PPRS), a non-statutory
arran at is administered by the DHSS with the agreement of the drug
manufa

2. The firs @ective of the PPRS is to secure the availability of safe and effective
medicines on\air and reasonable terms to the NHS. As an important secondary
objective the PPRS is intended to promote a strong, efficient and profitable
pharmaceutical industry in the UK, capable of such sustained research as should

3. For the majority of comps &;‘,\ present method means that reasonable costs
incurred in supplying medicinggadths NHS are recovered through the prices
charged and the company is allow ;f.’ garn a reasonable profit, expressed as a
return on the capital employed. ¢ @ ableness of profits is assessed across a
company’s range of products as a '(\ \ it does not matter to the NHS if a
higher profit on one is counterbalanced® \aNower profit on another. The DHSS

-7 which it regards as unusual or

e approving proposed price

= stiyeme is inherently cost plus like

the arrangement for reimbursing the professid Family Practitioner
Services.

4. Capital employed is divided into two roughly eq : Fixed assets, such as
land, buildings, plant; and the working capital involveqd in running the business
including cash and stocks. While, as the name implies, the value of fixed assets
changes relatively slowly, working capital is much more volatile and changes
directly in relation to volume of sales.

that raw material and energy costs are less and sales-related costs
promotion allowances under the PPRS are automatically reduced. I
profit target will also fall because the capital employed, especially the
capital, will also decline with sales. At the end of the day some loss of p

the product range. But generally the cost of such increases will be only a smag

in some circumstances be recouped through compensating price increases w:

fraction of the value of sales lost. And this effect will in any event tend to

disappear within a year or two as the company adjusts to its new trading level. @

Furthermore, any increases arising from the higher unit costs of the losing
company will tend to be offset by the lower unit costs of companies gaining sales.
Clearly, therefore, it is very much in the financial interest of the NHS for doctors
to prescribe the cheapest acceptable medicine available.
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