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Producer:  Andy Denwood  

Reporter:  Gerry Northam 

Editor:   David Ross 

 

NORTHAM: In a little over two years’ time, the Government’s 

health service reform will give enormous new financial powers to thirty thousand GPs in 

England.  They’ll have £80 billion a year to spend on hospital and community services for 

their patients.  But how much do we know about what GPs get right and wrong in their own 

surgeries?  

 

ESMAIL: If you asked me, do you know how safe general 

practice is, I would say I have no idea.  Can you go into a general practice and tell me is it 

safe, is it delivering safe care?  I would say absolutely not, I cannot do that, and no one in 

the country can at the moment. 

 

NORTHAM: And, on financial accountability, there’s still concern 

over the impact of the last general practice contract of 2004. 

 

MCKEON: Inevitably there will be some GPs – as there will be 

in every other walk of life – who will adopt an easy, minimalist approach doing just what 

they need to do and no more in order to get the payment.   
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NORTHAM: As GPs are to become the centre of healthcare in 

England, critics of the policy point to a general lack of information about their clinical 

practice and their finances. 

 

MAYNARD: The primary care sector run by GPs is a wonderful 

cottage industry, but it’s less than transparent and less than accountable. 

 

NORTHAM: Is that a solid basis for a fundamental change in the 

way the NHS is run? 

 

MAYNARD: It’s a big experiment and basically, if it goes badly 

wrong, you’ve built a castle on sand. 

 

SIGNATURE TUNE 

 

TERRY: He had a mole on his back along his pant line.  It was 

most probably about 2cm, just a normal mole, but it started itching him over an amount of 

time. 

 

NORTHAM: In July 2005, Karyn Terry’s son Jordan was nineteen 

and working on a construction site in Kent. It was there that his concern was first aroused. 

 

TERRY: Jordan was actually at work and he saw a poster in 

the toilets at work that said, do you have a mole, does it itch, has it changed colour, is it 

bleeding?  And Jordan recognised quite a few of these things with his mole, so he took 

himself off to the doctor’s and the doctor just freezed the mole with a therapy called 

cryotherapy. 

 

NORTHAM: Just burnt it off? 

 

TERRY: Yes. Just burnt it off. After they burn it off, it turns 

into a scab which is quite deep and that takes a long time to disappear. 

 

NORTHAM: And what did the doctor say about Jordan’s mole? 
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TERRY: He said that it looked absolutely fine to him, there 

was no problem with it and it just needed to be taken off, burnt off with this therapy. 

 

NORTHAM: Ten months later, Jordan’s mole was back. Again, his 

family doctor burnt it off. And then again a year later, it was troubling him. The mole was 

burnt off a third time. When it returned and began hurting, Jordan went to see a different 

GP who referred him for a biopsy.  

 

TERRY: They found out that it was malignant melanoma. 

 

NORTHAM: And that was how long after Jordan had first been to 

the GP? 

 

TERRY: Two and a half years. 

 

NORTHAM: What did you think? 

 

TERRY: I thought I’d been hit by a bus really, to be honest 

with you. You know, I was angry that it had taken all this time, and just all systems ahead, 

I’ve got to get him to the hospital as soon as possible.  

 

NORTHAM: What did Jordan say? 

 

TERRY: He felt like what the hell’s been going on, I’ve been 

having this treated for so long and now I know that I’ve got cancer. 

 

NORTHAM: And it spread to Jordan’s lymph system, his bones 

and his brain.  In an out of court settlement last summer, the lawyers for his GP, Dr Edward 

Malpass, acknowledged that he had made mistakes. The General Medical Council allowed 

him to continue practising subject to supervision and retraining.  The solicitor who brought 

the legal case against him, Rebecca Cherry of Irwin Mitchell, found the evidence 

convincing. 
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CHERRY: There was a failure to recognise the lesion was a 

malignant melanoma and to refer Mr Terry appropriately. And they confirmed that on the 

balance of probabilities – which means there is a greater than 50% chance – that this had 

impacted upon his life expectancy as a result of this delay. 

  

NORTHAM: Does that amount to an admission that the GP had 

misdiagnosed at the beginning and that had he diagnosed it correctly, Jordan would have 

had longer life? 

 

CHERRY: Absolutely, yes. That’s an admission of negligence. 

An oncologist reported in the case for us and he confirmed that if an urgent referral been 

made, then there was a greater than 50% chance that this melanoma would have been cured 

and Jordan would have had a normal life expectancy. 

 

NORTHAM: As it was, Jordan’s cancer killed him in January 

2009. He was 23.  His case is a reminder that things can go horribly wrong in general 

practice and that even a long serving family doctor can make serious mistakes.  As the 

Government moves to make GPs the centre of the NHS in England, we’ve tried to find out 

how much is known about their safety record.  The answer is ... not very much.  There are 

statistics from the National Patient Safety Agency, which receives reports of more than a 

million safety lapses a year, most of them with less serious consequences than early death. 

But most come from hospitals, with only just over five thousand reported about general 

practice. This seems a very low figure to some experts.  Aneez Esmail is the Professor of 

General Practice at Manchester University and, in the absence of reliable official data, he’s 

conducted a study trying to assess the level of safety lapses by GPs.  

 

ESMAIL: We found surprisingly that there was very little 

information on this, but we were able to draw some crude estimates that there’s about 

eighty patient safety incidents for every hundred thousand patient contacts in primary care – 

prescribing errors, dispensing errors, delayed diagnosis and so on. 
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NORTHAM: If your figure is right – eighty safety incidents per 

hundred thousand consultations – that would imply a figure for the NHS of something like 

a quarter of a million incidents a year, just under – 240,000.  And yet the number reported 

to the National Patient Safety Agency is five thousand. 

 

ESMAIL: Yes. 

 

NORTHAM: That’s five thousand against 240,000. 

 

ESMAIL: That’s correct and we have known for some time that 

the current system for reporting errors that occur in primary care or patient safety incidents, 

more appropriately, how we should call them, is totally inadequate for primary care and a 

lot of people have worried about this under-reporting 

 

NORTHAM: So how does Dr Laurence Buckman, who chairs the 

General Practitioners Committee of the British Medical Association, explain this apparent 

discrepancy? 

 

BUCKMAN: Most of what GPs do doesn’t involve doing 

dangerous things to people. I don’t generally use sharp instruments on patients, I don’t 

generally undertake dangerous procedures, the drugs I use are usually not life and death 

drugs. 

 

NORTHAM: But you might make an extremely damaging 

misdiagnosis at an early stage. 

 

BUCKMAN: Yes, I might do that, but those things generally don’t 

end up at the National Patient Safety Agency because they are process things that 

eventually get sorted out somewhere else along the line. It’s surprising how few dangerous 

contacts there are in general practice. There are some. Why those are not reported to 

National Patient Safety Agency, I don’t know. 

 

NORTHAM: It’s about five thousand reports that come from GPs.  

That’s a very small number, isn’t it? 
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BUCKMAN: Well, when you reflect on the fact that almost every 

contact I have with patients is not fraught with danger except misdiagnosis I think that 

explains why there is such a small number. The opportunities for damage mercifully in 

general practice are fairly small. 

 

NORTHAM: But Prof Esmail’s figures suggest that only about 2% 

of GPs’ safety lapses get reported, leaving him unconvinced. He’s also a practising GP with 

a busy surgery in Manchester.  He takes care to keep his own practice’s safety record under 

annual review and recognises the potential for causing harm. 

 

ESMAIL: People always think of patient safety as being 

something associated with high technology and bells and whistles and machines going 

wrong, and we wanted to make the point that actually a lot is going wrong in general 

practice, which we don’t even know about.  I’m going to be commissioning care, I’m going 

to be spending loads of time in commissioning groups, you know, judging different 

hospitals, and I’ll probably know a lot about the safety of the hospitals, because I’ll be able 

to look at, you know, the MRSA rates, I’ll be able to look at their mortality rates and so on. 

But who, who is looking at my mortality rates?  Who is looking at the patients that I look 

after in nursing homes and are they dying more than they should be dying?  You know, no 

one is looking at that at the moment and I think that that’s a real issue.  

 

NORTHAM: And this is a view broadly shared by the Health 

Minister, Paul Burstow, though he doesn’t yet seem clear what the Government will do to 

put matters right. 

 

BURSTOW: One of the things that we are changing in the new 

system is that the NHS Commissioning Board, who will have a very direct relationship 

with family practice, they will be the commissioners of those services, is that they will be 

establishing new and robust systems for collecting that sort of information, because it’s a 

very important point of how we make sure the system learns and changes in the future and 

it is one of the weaknesses in the current system and why we need to change. 

 

NORTHAM: How’s it going to work? 
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BURSTOW: Well, obviously the NHS Commissioning Board is 

being established this year in its shadow form, it will spend twelve months setting itself up 

and then start to take on its statutory powers from April of next year.  We haven’t got all of 

the details of that worked out at this stage.  If we had, I suspect some people would say that 

we had far too much detail worked out, far too presumptive, if you like, at this stage in the 

legislative process. 

 

NORTHAM: And at this stage, what you’re saying sounds – if I 

may say so – vague. 

 

BURSTOW: I mean, at this stage we are nine months into an 

administration. We are taking the legislation through its early stages in the House of 

Commons. We are as far forward as we possibly could be in giving as much detail as we 

possibly could, and as your question itself indicates, the current system doesn’t work very 

well. 

 

NORTHAM: While the Government maps out its plans for better 

safety reporting, with still no complete data, work is already underway to turn GPs into 

NHS commissioners in England.  Under the Government’s plan, health budgets will be 

spent by consortia representing GPs. They’ll get £80 billion each year and they’ll have to 

work out what to buy for patients.  Some doctors have seized the moment with enthusiasm. 

Fifty-two so-called Pathfinder consortia have been set up, covering half of England.  

 

ACTUALITY AT KINGS NORTON SURGERY 

 

PATIENT: Hi Carol.  I’ve got an appointment with Dr Coward, 

Dr Andrew. 

 

RECEPTIONIST: Okay, would you like to take a seat, he shouldn’t be 

too long. 

 

PATIENT: Will do, yes, okay, thanks very much. 
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NORTHAM: In South Birmingham, the new consortium is chaired 

by a GP from a busy local practice, Dr Andrew Coward. He’s a firm advocate of the 

Government’s policy, seeing real advantages for his patients and the prospect of more 

efficient use of precious NHS funds. 

 

COWARD: Most people - 97/98% of people - are registered with 

a GP.  In fact, 70% of the population see their GP in any one given year, so there’s no doubt 

that the reforms will give us an opportunity to build things from the bottom.  I think that’s 

the key difference. 

 

NORTHAM: Are you excited about this change? 

 

COWARD: I am excited, I’m also nervous and apprehensive.  

Our consortium will have a budget of between £200 and £250 million.  Those resources are 

finite.  It is up to me, as the chair, to ask the question, how are we going to spend the 

budget, you know.  Do we want to spend the budget on unnecessarily expensive drugs that 

are not evidenced?  On referring people into hospital outpatient departments when maybe 

clinically they don’t need it?  On people going to A&E unnecessarily or being admitted 

unnecessarily?   I think that’s an awful lot of responsibility. 

 

NORTHAM: These are the kind of decisions the GP consortia are 

going to have to make. If they get it wrong, they’ll risk wasting public money or, worse, 

giving their patients second-best treatment.  So what sort of management data will consortia 

be able to call on, showing what their GPs do in their surgeries?  We’ve learned of concern 

that it isn’t only in questions of safety that solid information can be hard to find. 

 

ACTUALITY WITH COMPUTER 

 

MAYNARD: What we’re looking at here is hospital episodes 

statistics and this gives us an insight into what is going on in hospitals and how consultants 

are performing …. 
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NORTHAM: At the Department of Health Economics at the 

University of York, Professor Alan Maynard calls up detailed published data on a different 

sector of the NHS - England’s network of major hospitals. It’s the kind of evidence he’d 

like to see about GPs. 

 

MAYNARD:  …. Reimbursed.  So we have a very clear picture of 

what is going on in the hospital sector, but we don’t have a clear picture of what is going on 

in primary care. 

 

NORTHAM: Professor Maynard is concerned that without a 

similar level of information about general practice, the Government’s new approach could 

get off to a shaky start. 

 

MAYNARD: For sixty years we’ve had a situation where we trust 

GPs but we’re not quite sure what they do.  We have comparative data about their referrals 

to hospital, we have comparative data about their prescribing, but neither of those are very 

well managed and explicit.  We have no idea what GPs do nationally and what variation 

there is, so the primary care sector run by GPs is a wonderful cottage industry, it has 

excellence and it has less than excellence, but it’s less than transparent and less than 

accountable. 

 

NORTHAM: So how well founded is the Government’s intention 

to put GPs at the centre of £80 billion worth a year of spending? 

 

MAYNARD: It’s just like the previous administrations who’ve 

emphasised primary care and GPs – it’s based on faith and the belief that GPs can actually 

be better at helping patients get the appropriate care and the good outcomes that they desire. 

 

NORTHAM: Is that a solid basis for a fundamental change in the 

way the NHS is run? 

 

MAYNARD: It’s a big experiment and basically, if it goes badly 

wrong, you’ve built a castle on sand. 



 10 

 

NORTHAM: One source of information emerging about the 

performance of GPs is the set of data collected for the nationwide payment and productivity 

scheme introduced in 2004 as part of that year’s controversial settlement of the GP 

contract.  Practices can earn points for a number of clinical performance indicators intended 

to improve their patients’ wellbeing over a range of conditions including obesity, diabetes 

and heart disease.  

 

ACTUALITY OF BLOOD PRESSURE CHECK 

 

DOCTOR: Let’s just take your blood pressure. 

 

NORTHAM: The routine checking of blood pressure for patients at 

risk of hypertension, for example, can lead to timely intervention or medication, which can 

prove literally life-saving. 

 

DOCTOR: Okay …. 

 

NORTHAM: The pay and productivity scheme is grandly called 

the Quality and Outcomes Framework, universally known as QOF.  Under it, practices 

identify groups of their patients who ought to receive each type of regular check or 

procedure, and they earn points for the percentage of that group that they actually monitor 

or treat. And, as you might expect, points mean payments - big payments.  The scheme 

continues to give GPs more than £1 billion a year.  That’s the pay side of the deal. But what 

do the QOF data tell us about the way GPs responded - the productivity side?  Did they 

come up with the improved performance that was expected?  Dr Brian Serumaga led a team 

from Harvard and Nottingham universities examining GPs’ approach to hypertension. 

 

SERUMAGA: What we were looking at was to measure at monthly 

intervals the quality of care of patients. So we were looking at their blood pressures over 

time and how frequently they are measured and how intensively they are treated, if at all, 

and we compared this to the three year period after the intervention. So we looked at these 

four years before the QOFs and three years after the QOFs, and what we were looking for 

were two main things. We were looking for whether there was a significant change in the 

rate at which these things were being done by the GPs, so in terms of how often patients’ 
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SERUMAGA cont: blood pressures were being measured and how 

frequently they were being treated; and arising from that, we were looking at whether the 

outcomes that these patients were getting over time were impacted upon by these 

interventions. 

 

NORTHAM: A month ago, Dr Serumaga’s team published its 

results.  It found that the deal hadn’t worked as a productivity scheme. 

 

SERUMAGA: Our study found that before the intervention, before 

the QOFs, the quality of care for patients in primary care in the UK with hypertension was 

actually already on an improving course, it was on an upward trend. So doctors were 

measuring patients’ blood pressures over time more frequently and patients were getting 

their blood pressures controlled over time much better before any of these QOFs were 

introduced. 

 

NORTHAM: And what effect, if any, did you find of the pay for 

performance scheme, the so-called QOFs? 

 

SERUMAGA: Interestingly, we found that the QOFs had no impact 

on this rate over time, so there was no significant change at all in the rate at which patients 

were being monitored or the rate at which they were being treated over time.  We also 

found that the rate of the outcomes did not change due to the QOFs at all. 

 

NORTHAM: Did that surprise you? 

 

SERUMAGA: What was actually surprising was looking at it from a 

lay point of view, one might assume that increasing doctors’ incomes significantly, you 

might expect that to alter their behaviour. But that did not happen in this case. 

 

NORTHAM: GPs’ responses under this past financial incentive 

scheme have also been studied by the Audit Commission, as part of a project examining the 

robustness - or otherwise - of financial oversight of the scheme by Primary Care Trusts. 

The Commission’s Managing Director for Health, Andy McKeon, wanted to know if the 

Quality and Outcomes Framework was poorly designed as an incentive. 
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MCKEON: The average practice is paid about £118,000 for 

achievements under the Quality and Outcomes Framework. 

 

NORTHAM: Each year? 

 

MCKEON: Each year.  In the first year, the achievement was just 

over 90% and last year it was just over 94%. 

 

NORTHAM: That’s a very high apparent success rate. What does 

it mean? 

 

MCKEON: It is a very high success rate and it means that GPs 

have collectively met the targets that have been set. 

 

NORTHAM: Does that mean the targets were set too low? 

 

MCKEON: That’s always been one of the questions about the 

incentive scheme, about whether GPs were already performing at a high level, doing the 

work that they should be doing when the incentive scheme was introduced and therefore 

had to do only very little in order to achieve the incentives. 

 

NORTHAM: This is the basis of much criticism of the Quality and 

Outcomes Framework, with reports of doctors lining their pockets while doing little new to 

earn the money.  It’s a view we tested with the British Medical Association’s Chairman of 

GPs, Dr Laurence Buckman. 

Wasn’t almost all the improvement in doctors’ monitoring of blood pressure and so on 

before the introduction of the Quality and Outcomes Framework? 

 

BUCKMAN: Yes, it’s absolutely true. 

 

NORTHAM: Then how was this a productivity deal? 
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BUCKMAN: There’s been a step change in that improvement. The 

pay was not just for productivity. The Quality and Outcomes Framework was brought in to 

reward doctors for work already done for which they hadn’t been being paid at all. 

 

NORTHAM: So it was back pay? 

 

BUCKMAN: Some of it was back pay, absolutely. 

 

NORTHAM: But it was sold as an incentive. 

 

BUCKMAN: Not sold by GPs as an incentive. The General 

Practitioners’ Committee made it absolutely clear at the time that this was money for work, 

some of it already delivered.  The idea that somehow the Framework was brought in and as 

a result doctors should be more productive or whatever is a myth put about I’m afraid by 

Government, who saw this as an incentive scheme. A lot of it is to reward doctors who had 

been putting in a lot of work for no pay, no additional pay, and this was part of that. I’m not 

pretending it wasn’t to do with productivity, but that was definitely not the major lead to 

the deal. 

 

NORTHAM: In shaping financial incentives in the new NHS, the 

Government will be sensitive to complaints that pay for improved productivity should 

mean just that.  Further academic research has uncovered another aspect of GPs’ response 

to the Quality and Outcomes Framework. It’s a suggestion that some GPs played the 

system in order to maximise their payments. 

 

ACTUALITY IN MANCHESTER 

 

NORTHAM: Here in Manchester, the university’s School of 

Medicine carried out a detailed study of the way some doctors behaved.  Professor Matt 

Sutton realised that practices could raise their scores and win more points by judicious 

statistical footwork.  The key to this was not to treat more of their patients who had a 

particular medical condition, but rather the opposite - to exclude some of them from the 

calculations. 
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SUTTON: For most of the performance indicators in the Quality 

and Outcomes Framework, the measurement is done on a percentage basis, so it is the 

percentage of patients who should receive a treatment that actually did receive the 

treatment.  So for example, in some of the indicators the target level is 70% and a practice 

will get payment if it treats seventy patients out of the hundred that it has with a particular 

condition. Now practices are allowed to say how many patients they think should have been 

part of this population. So if a practice has only actually treated 65 of the hundred patients, 

what they can do is say, well for ten of those patients it would be inappropriate for me to 

offer this treatment. 

 

NORTHAM: So that becomes 65 out of ninety? 

 

SUTTON: Exactly, so if they excluded ten of those patients 

because they didn’t turn up or because the patient didn’t think it was appropriate, then they 

would get 65 out of ninety and then they would have the 70% that they need. 

 

NORTHAM: So if they exclude from the calculation more patients, 

but still treat the same number of patients, their apparent performance goes up? 

 

SUTTON: Yes, that’s right. 

 

NORTHAM: With colleagues from York University, Prof Sutton’s 

team wanted to find out if this technique was being abused, and if so, to what extent. 

 

SUTTON: We looked to see whether practices which had 

struggled to achieve good performance in the first year, how they behaved in the second 

year of the scheme. And we found that those practices which had done worst in the first 

year of the scheme went on to exclude more patients in the second year of the scheme.  

Now that was quite a substantial effect. The number of patients that were excluded was 

increased by 16% in these practices, and we also then looked to see if they were doing it 

across the board or if they were only doing it for the indicators where they hadn’t done very 

well in the first year. Now this was very directed activity, so the increase in the exclusion of 

patients was only in the indicators where they needed to exclude patients in order to get 

maximum payment. 
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NORTHAM: And what was the effect of their excluding more of 

these patients? 

 

SUTTON: The exclusion of this additional 16% of patients 

meant that those practices which hadn’t got maximum payment in the first year got much 

closer to getting maximum payments in the second year.  We suggested that that was 

gaming activity, that GPs in some sense were gaming this payment system in a way to 

maximise the payment they got without actually changing the treatment for patients. 

 

NORTHAM: And gaming means what? 

 

SUTTON: It’s an activity where there is no benefit for patients 

of this activity, but there is a benefit for the GP or for the general practice. 

 

NORTHAM: Excluding some patients from the calculation is 

called exception reporting. There may be good reasons for it which, for Dr Laurence 

Buckman of the BMA, could explain the potentially damaging appearance of GPs fiddling 

the system. 

 

BUCKMAN: It would be damaging if it were true. Unfortunately 

this is an urban myth for which there is no evidence. 

 

NORTHAM: Well what about the evidence of the study by York 

and Manchester Universities? 

 

BUCKMAN: The study by York tried to prove that there had been 

gaming and was unable to demonstrate that the amount of gaming activity that had gone on 

had significantly influenced the way things are. 

 

NORTHAM: You’re saying these academics have got it wrong? 

 

BUCKMAN: I’m saying these academics have completely 

misunderstood what exception reporting is all about. I know because I was one of the 

people who devised it and negotiated it. 
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NORTHAM: And the dramatic increases that there were in the 

second year of the scheme, when doctors had realised they hadn’t had the maximum 

payment in the first year, dramatic increases in the number of exclusions you say were 

explained by what? 

 

BUCKMAN: I’d say were explained by the fact that a lot of 

patients had reached the maximum level of therapy in the first year and couldn’t be 

exceeded. Remember there are eight reasons why you can accept somebody. 

 

NORTHAM: Let me just get this absolutely clear, you are telling 

me GPs did not game the Quality and Outcomes Framework? 

 

BUCKMAN: Systematically, no. There are some GPs who may 

have cheated the system. They are crooks, they need to be sorted out. 

 

NORTHAM: Which is one non-academic way of expressing 

Professor Sutton’s conclusion. He says that he stands by his finding on gaming which has 

been peer-reviewed and published in a top journal.  The Audit Commission’s research into 

the monitoring of payments under the Quality and Outcomes Framework goes some way to 

reinforcing the Manchester and York study.  Andy McKeon found that, given an 

opportunity, some doctors will work the system and take their payments.  

 

MCKEON: I don’t think GPs are very different from anybody 

else; many of them are trying to do the best for their patients. But clearly with any incentive 

system, some people will do the minimum that they need to do and that’s not right for the 

incentive system, the taxpayer or the patient. 

 

NORTHAM: Not right because? 

 

MCKEON: Because the incentive system is really there to make 

all GPs reach higher standards, go that extra mile if necessary to reach the right patients. 

 

NORTHAM: And the danger if they are not robustly inspected is 

what? 
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MCKEON: The danger if they’re not robustly inspected is that 

patients won’t get the best deal and neither will the taxpayer. Because inevitably there will 

be some GPs – as there will be in every other walk of life – who will adopt an easy, 

minimalist approach, doing just what they need to do and no more in order to get the 

payment.   

 

NORTHAM: So those devising the financial incentives in the 

coalition’s reform of the health service will need to bear in mind that GPs are both doctors 

and the managers of small businesses.  As to what the whole reorganisation will produce, to 

opponents it will be a giant step towards privatisation or shambles.  For supporters, it’s the 

creation of a more patient-friendly and responsive NHS in England. 

 

ACTUALITY IN BRAMPTON 

 

NORTHAM: This is the small town of Brampton to the north of 

the Lake District. It’s picturesque, with a number of ornate buildings on the Market Place 

here in the local bright red sandstone.  They already know about GP Commissioning here. 

For the past four years the doctors’ surgery has been at the centre of a county-wide 

revolution in healthcare, as GPs have been given increasing financial responsibility. 

Largely rural Cumbria is, of course, hardly typical of England. But the NHS reform here 

does hold lessons for the Government’s plans for the rest of the country. 

 

ACTUALITY AT BRAMPTON SURGERY, KNOCK AT DOOR 

 

WEAVING: Come in. 

 

LEWIS: Hello, doctor. 

 

WEAVING: Hi Mr Lewis, come in. 

 

NORTHAM: Clifford Lewis has arrived for the doctor to check the 

dressing on a deep cut to his forefinger. 
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WEAVING: Let’s have a look, no, that’s come together quite 

nicely.  I’m quite pleased with that. 

 

LEWIS: Good. 

 

WEAVING: It was just a single stitch and I think that’s all it 

needed, but they do bleed like crazy, these things. 

 

LEWIS: They do, they do. 

 

NORTHAM: You’ve been able to get this sorted out today in the 

GP’s surgery. 

 

LEWIS: Yes. 

 

NORTHAM: What would the alternative be? 

 

LEWIS: Well, I think the alternative would have been a 

journey to Carlisle to the hospital. 

 

NORTHAM: That’s how far? 

 

LEWIS: I think it’s about twelve miles.  More importantly, 

perhaps, it would no doubt have been quite a long wait in A&E, so it’s very convenient to 

be able to pop down to the local GP’s surgery and just get minor things dressed, you know, 

pretty much straightaway. 

 

NORTHAM: Clifford’s GP, Dr Peter Weaving, is one of six 

doctors around the county leading a commissioning system in which hospital admissions 

and community-based health services are called up and paid for by organisations of GPs, 

with budgets devolved from the Primary Care Trust. 

 

WEAVING: One of the most important things for me is the 

improvement and enlargement of community services. So we are actually able to do much  
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WEAVING cont: more for people closer to their own homes, even in 

their own homes, rather than knee jerk admit to hospital - here’s a problem, go to A&E.  

Hospitals are absolutely brilliant if you have got hospital things. But what we were tending 

to do then was use them as the safety net for everything.  

 

NORTHAM: Next month, Dr Weaving and his fellow GPs will 

take responsibility for almost the full budget, more than £800 million a year.  Managers 

told us that GP commissioning has helped bring the county’s NHS books back into balance 

after a near-disastrous deficit under the old arrangement four years ago.  But some doctors 

fear the appearance of a conflict of interest, if GPs across England follow Cumbria in 

commissioning less from hospitals and at the same time see their own practices grow.  

Dr Michael Dixon, who chairs the NHS Alliance, which represents many in primary care, 

favours publishing the annual accounts of each practice to avoid the suggestion of doctors 

secretly feathering their own nests.  

 

DIXON: One of the problems is going to be when GP 

practices want to start taking on services that have previously been done by a hospital 

which can be done closer to patients’ homes more cost effectively by the practices 

themselves, but where they will need to show taxpayers and local people that they are 

getting value for money and they are not simply doing it for profit. I think that these things 

should be transparent. We live in a changing society with MPs’ expenses and the rest of it, 

where in order to maintain trust, in order for the taxpayer who’s basically contributed to the 

health service to know that they are getting value for money, these things now need to be in 

the open domain throughout public services. 

 

NORTHAM: That kind of transparency isn’t evident in Cumbria. 

The commissioning groups account publicly for their spending, but each GP practice is still 

a private business and can keep its financial affairs to itself.  This doesn’t worry Dr Peter 

Weaving - one of the scheme’s leaders. 

 

WEAVING: I don’t know what the individual GP profits are in 

any practice. But I do know what the health service spend going into that practice is. 
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NORTHAM: But if you don’t know whether they’re - to put it 

bluntly - pocketing the money or putting it into services, how can you manage them? 

 

WEAVING:     Because the outcome measures that we have, the data 

measures that we have got about A&E attendances, referrals and all the rest of it, even the 

very basic public health data about morbidity and mortality and hospital admissions, that 

gives us a very good snapshot of the health of a practice’s population, and certainly if there 

was variation that I couldn’t explain, I would be wanting to ask the question, what is going 

on here, why are we not delivering the care we need to for these patients? 

 

NORTHAM:     But you don’t know what the partners or the salaried 

GPs in a practice are being paid? 

 

WEAVING:     No. You are absolutely right, because they are 

independent contractors.  I think that’s best left up to the individual practice. 

 

NORTHAM: The Government doesn’t propose any greater 

financial candour by individual GPs or whole practices. The new commissioning consortia 

will publish their own finances, but nothing lower down the chain.  The design of future 

financial incentives, though, does raise concern, this time from the British Medical 

Association.  It is worried about the moral implications of the plan to pay consortia a 

success fee, called a Quality Premium, if they show themselves to be effective 

commissioners of health services.  This is how the Government explains it: 

 

READER IN STUDIO: It is proposed that a proportion of GP practice 

income - in the form of a quality premium - should be linked to the outcomes that are 

achieved collaboratively through commissioning consortia and the effectiveness with which 

they manage financial resources. 

 

NORTHAM: It’s that last part - a payment for effective financial 

management - which troubles the BMA. The problem is that everyone knows that this is 

going to come in at a time of budget savings, and Dr Laurence Buckman sees a potential 

pitfall ahead. 
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BUCKMAN: We don’t understand what the Quality Premium 

means, we don’t understand where it will come from. We rather fear it will come out of our 

pay and be paid back to us if we do certain things. It appears that what we might actually be 

asked to do is to save money, and if we save a certain amount of money we will receive 

some of our pay given back to us. And that is something we think is appallingly unethical. 

 

NORTHAM: Unethical because? 

  

BUCKMAN: Because I don’t believe that I should be saying to a 

patient, you can’t have treatment because that is the way I’ll get paid. 

 

NORTHAM: But isn’t the Quality Premium fundamental to the 

point of GP commissioning in that you’re supposed to know what your patients need, 

you’re supposed to get the best for them and make savings for the health service, and if you 

do, you get appropriately rewarded for it? 

 

BUCKMAN: Well the Secretary of State may think that’s the point 

but I’m afraid I think that’s unethical. I don’t think any patient would want to sit down with 

me and have in their heads the thought that I will only be being paid by withdrawing 

treatment from them, and I’m not prepared to do that. That is disgracefully unethical and 

most GPs will have nothing to do with that. 

 

NORTHAM: So how does the Health Minister, Paul Burstow 

respond to this challenge to a new financial incentive at the heart of his policy? 

You’ve got a problem with this, haven’t you, because the British Medical Association have 

set their face against the Quality Premium.  The leader of their GP’s Committee told me 

that he thinks that a Quality Premium would be appallingly unethical. 

 

BURSTOW: Erm, wel that’s very strong language and the 

gentleman in question does use very strong language in regard to many of the proposals. 

 

NORTHAM: His worry is that GPs would effectively be paid 

money, rewarded for making cuts to their patients’ services, that’s what he regards as 

unethical. 
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BURSTOW: No, that really is I think a caricature, a gross 

distortion of what we are trying to do here. What GP commissioning consortia will be 

rewarded for is improving survival rates, improving the quality of the care that’s being 

delivered to their patients. 

 

NORTHAM: Do you understand the BMA’s concern that if there is 

the appearance of GPs being rewarded for cutting their patients’ services, this would 

damage their relationship with their patients? 

 

BURSTOW: I mean, if that was the intention, I can understand the 

concern, but that is not the intention.  And if the BMA haven’t understood that at this stage, 

then we clearly need to talk with them further. 

 

NORTHAM: Members of the BMA are preparing for a special 

conference this month to discuss the Government’s reform of the NHS. It’s likely to prove 

a lively meeting with many doctors suspicious of the coalition’s plans.  Given the recent 

record of NHS financial incentives for GPs, the question for the rest of us is whether we 

have enough information about our family doctors, their financial behaviour and their 

safety record to be confident that the health service should be put so comprehensively into 

their hands. 
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