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Summary

In response to concerns provoked by the Government's vision of a "primary care-
led NHS", the Department of Health issued An Accountability Framework for GP
Fundholding in April 1995. This stresses that fundholders need to show their
"accountability to patients and the wider public” by

® publishing information
® involving patients in service planning
® ensuring an effective complaints system.

In a survey, ACHCEW has found that one in four Community Health Councils
reported an increase in the number of Patient Participation Groups based at GPs'
surgeries. However, most CHCs had never been informed of fundholders’' plans for
purchasing health care for their patients. Only one in ten CHCs had ever been
cansulted about fundholders' purchasing plans. Similarly, very few CHCs had
received copies of the Patient's Charter Statement which fundholders are supposed
to issue every year, giving patients information about the quality of care at the
hospitals used by the fundholder. One in four CHCs reported not having any
contact with local fundholders; and of the CHCs in contact with fundholders, 40
per cent described their relations as poor.

Many CHCs are determined to build links, obtain information and work with
fundholders to impraove health care services and their accountability to their local
community. Fundhaolders should be required to consult fully on their plans for
purchasing hospital and other types of health care. They should consult on draft
annual practice plans and major shifts in purchasing giving reasonable time for
responses from patients, carers, CHCs, voluntary organisations, social services and
other parts of the NHS. CHCs'’ rights in relation to fundholding need to be
strengthened sa they can continue to represent the interests of local people in the
"primary care-led NHS".
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Introduction

The development of GP fundholding is one of the most controversial aspects of the
purchaser/provider split in the NHS. Originally, two types of purchaser - the
District Health Authority (DHA} and the GP fundhoider (GPFH) - were presented as
co-existing and the fundholders often seen as-subordinate albeit more exciting -
"wild cards" or anarchists stirring up the status quo. More recently, some
commentators have seen fundholding as the future model for NHS purchasing. As
well as an increasing number of GPs becoming involved, the level of involvement
for some existing fundholders is deepening through pilot projects in Total
Fundholding. DHAs are to be merged with Family Health Services Authorities and
to develop their strategic, monitoring and support roles.’

The supposed advantages of GP fundholding derive from the fact that the
purchasing decisions are made by primary care doctors rather than health care
planners{"bureaucrats”). The GPs are not only medically qualified and so able to
understand the choices before them; but they are also close to their patients and
so can act on their behalf as their proxies. Fundholding encourages GPs to
consider the cost implications of their prescriptions and referrais. This allows them
to develop services at the surgery such as physiotherapy or counselling. As each
fundholder's spending is relatively small next to the required income of a major
NHS provider, the fundholders are less likely to feel beholden to particuiar
providers. This contrasts with Health Authorities who may feel reluctant to cause
providers financial difficulties. Fundholders, in other words, are more likely to act
in the spirit required for the internal market to work most effectively. They can
demand concessions from providers such as shorter waiting times or consultants
holding outpatient sessions at the GP's surgery.

The alleged disadvantages of GP fundholding are not primarily a set of distinct
considerations - rather, they come largely from seeing the same fundamental
characteristics of the system in a different light. As fundholders gain advantages
for their patients, an unfair "two-tier" system may develop within the NHS.
Fundholders may be reluctant to accept on to their lists patients who are likely to
require a significant use of resources or they may fail to pay for more expensive
forms of treatment. Even where this does not happen, patients may fear that it
does, undermining the trust between patient and GP. Fundholding compromises
the ability of providers to plan the development of services and the ability of Health
Authorities to play an effective strategic role in the light of health care priorities.
Service developments should be directed to the areas of greatest health care need
and not to the practices with greatest business acumen. [t may be beneficial for
fundholders' patients if consultants come to the surgery for out-patient sessions
but that does not make this the most cost-effective arrangement for the NHS as a
whole.

Less attention has been paid to another potential risk of fundholding - and one
which relates to the highly controversial nature of the system. Fundholding can be
seen as (even) less accountable than purchasing by Health Authorities. Purchasing
involves crucial decisions about which health care providers will prosper and which
will not; about the quality of the health care (how long must patients wait? will
they be seen by a consultant? will they be treated in a single-gender ward if that is
their wish?); and about the rationing of health care {which categories of patient
should be denied NHS treatment on cost-effectiveness or ather grounds?}. These
are obviously important questions and Community Health Councils and other
advocates of patients’ rights cannot be consoled by the argument that GPs can be
seen as patients' proxies {while accepting the importance of their patients seeing
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them as their advocates within the NHS as a whole). The danger is that the
"democratic deficit” of appointed Health Authorities will simply be replaced by the
accountability deficit of GP fundholders.

The situation is complicated further by GP fundholders working together in
consortia. The Department of Health points out that consortia can facilitate the
development of fundholding within inner cities, enhance GPs' purchasing power
and allow them to pool their skills and resources. However, the Department also
reports fears that fundholders in consortia "will seek to relmqunsh direct
responsibility for purchasing decisions":

"This is not within the spirit of the scheme and could lead to loss of
sensitivity to doctors' and ultimately patients' wishes; a reduction in
both patient choice and in competition and blurred lines of

accountability with a lack of clarity as to whether the consortium or
fundholder carried ultimate responsibility for purchasing decisions."?

GP fundholding is presented as part of a general shift towards a "primary care-led
NHS". In addition to giving GPs more influence over hospitals and over providers
of secondary care in the NHS, it is envisaged that less health care will be delivered
at hospitals as a result of technological developments such as keyhole surgery and
policy changes such as community care. This trend relates also to the favour
bestowed on the general notion of "primary care” in international health policy”
debates which is linked to ideas of community participation. This is ironic in the
UK context since Community Health Councils' legal rights have been far stronger in
relation to secondary care - not least because primary care professionals are
"independent contractors”, not employees of the NHS. So GP fundholders are
encouraged to develop a range of services under their control including some
formerly carried out in hospitals, while CHCs have no legal rights to visit their
premises or to be consulted on changes.

Community Health Councils were set up in 1974 in response to evidence that NHS
care was not sufficiently patient-centred. CHCs were given the role of representing
the community to local managers of the Health Service. Health Authorities have
been obliged to consult CHCs about any proposals for significant changes in the
pattern of services locally. The creation of the internal market implied that the
prospects of individual hospitals (and other providers) would depend on their
winning custom from a range of purchasers rather than on a planned strategic
approach by one Health Authority in control of the resources of the secondary care
providers within its district. There was some concern about what this change
would mean for consultation and for the role of CHCs. How could Heaith
Authorities realistically consult on proposals made by Trusts as a resuit of other
decisions made by a range of NHS purchasers? More generally, is it possible to
consult if it is not possible to plan? Ministers encouraged CHCs to shift their
attention away from the future of specific providers and instead to work closely
with the Health Authorities which were supposed to purchase health care to meet
the needs of local residents. Now, however, the ground has shifted again. If
Health Authorities are no longer to dominate purchasing, let alone to plan the
provision of health care, what is the point in discussing with them the future of
local NHS services?

In order to answer the allegation that the system is unaccountable, fundholders
need to share information and genuinely consult CHCs and other local agencies
about their plans for developing services at their surgeries and purchasing hospital
care. They need to develop mechanisms to give a voice to their own patients
through research and surveys and by setting up Patient Participation Groups or
similar bodies. They need also to take on board the views of individual patients by
maximising the room for choice and by learning lessons from complaints and
enquiries.
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Requirements on Fundholders

If fundholders are to play a growing role in the Health Service, they must be
prepared to provide information about their plans and to consuit their patients, the
wider community and other parts of the NHS. The Department of Health has
responded by setting out requirements on GP fundholders in An Accountability
Framework for GP Fundholding issued with EL(95)54 in April 1995. This document
has the status of departmental guidance and does not carry the force of law.
However, the "Summary of key requirements” in the Framework lists:

® Management accountability

Looking

preparation of an annual practice plan

signalling major shifts in purchasing intentions

preparation of annual performance report

review performance with the health authority within the national
framework

Accountability to patients and the wider public

publishing information (eg annual practice plan and performance
report} ‘ -
involving patients in service planning

ensuring an effective complaints system

Financial accountability

preparation of annual accounts for independent audit

providing monthly information for monitoring by the health authority
securing agreement to proposed use of savings for material or
equipment purchases (including those relating to health education),
improvement of premises, clinical audit, research and training
stating planned contribution to the focal efficiency targets set by the
NHS Executive

Clinical and professional accountability

participating in clinical audit of GMS (General Medical Services]
activities

ensuring that agreed audit programmes are completed by hospital
and community health care service providers

in more detail at fundholders’ "accountability to patients and the wider

public", the information which they are "expected” to publish includes:

® warning of major shifts in purchasing (ie "changes in purchasing
intentions that are likely to have a material effect on hospitais and
community units or local health and social services strategy”)

@ annual practice plans {which should "set out how the practice
intends to use its fund and management allowances over the coming
year and demonstrate the practice's contribution to national targets
and priorities as well as any Jocally-agreed objectives”; and which
should "include an outline longer term view")

® the primary health care team charter (if separate)

® performance reports.
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These documents, or summaries, should be sent to the local CHC and should be
made available at the practice for consultation by patients.

The Accountability Framework states that fundholders are "developing a range of
models for involving their patients in service planning”. The NHS Executive
promises to publish examples of best practice: "GP fundholders will be abte to
adapt these guidelines to meet their own and patients' requirements as they wish.
Community Health Councils are also able to offer helpful advice in this area”.

In addition, fundholders "should ensure that they have appropriate arrangements in
ptace for dealing with patient complaints...GP fundholders also have a responsibility
to ensure that the contracts they place for hospital and community health services
include appropriate arrangements for handling complaints”.3

Means of accountability are also set out in Department of Health circulars (see
Appendix {}. In particular:

® "DHASs should normally hold GP Fund Holders' contracts and should
make these available to CHCs {anonymised to protect patient
confidentiality)".* "...Where GP Fund Holders are the purchasers,
they should also provide (anonymised} information about major. . ..
contracts to the CHCs, either directly or via the health authority, .
particularly where substantial changes are proposed”.®

e Fundholders are “required to publish major purchasing intentions six
months before the start of the financial year".®

® An annual "Patient’s Charter statement” should be issued to
patients and copied to the CHC. This should list providers with which
the practice holds contracts and information on "performance against
Charter Rights and Standards".’
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Survey of CHCs

Early in 1995, the Association of Community Health Councils for England and
Wales (ACHCEW) surveyed its member CHCs on GP fundholding. ACHCEW's
1994/95 Annual Report included findings of this survey as they related to the
development of services for fundhoiders’ patients, the argument about "two tiers”
of health care, the impact on patient-doctor trust and fundholders' relationship to
Health Authorities {reproduced here as Appendix ll). Questions were also asked
about the accountability of fundholders to their patients and to Community Health
Councils.

ACHCEW received responses from'101 CHCs, half the total. Of these, 29 said
that up to 20 per cent of the local population was covered by a fundhoiding
practice. Another 27 CHCs said that 21-40 per cent of the focal people had a
fundholding GP. 40 CHCs said over 40 per cent of local people were on
fundholders’ lists.

Fundholders Accounting to their Patients

In the survey, ACHCEW quoted the Health Minister John Bowis MP to the effect
that: “[t is essential that...fundholders take account of patients’ perceptions and
preferences when assessing health needs and deciding how to meet them”. CHCs
were asked to describe how local fundholders had gone about this. One CHC
responded simply: "Don't be silly"; another: "Haven't got a clue”. Other CHCs
reported in effect that GPs regarded themselves as patients’ proxies: "a very
‘macho’ approach to fundholding - primarily about GP v. consultant power in which
exciting blood sport patients do not get a look in."

24 CHCs reported that in general there had been an increase in the number of
Patient Participation Groups, Consumer Groups or similar organisations in their
area; however, 38 CHCs reported no increase. (For CHCs where more than a fifth
of population had a fundholding GP, the figures were 15 reporting an increase in
PPGs etc but 42 reporting no increase). 18 CHCs reported that fundholders had
set up Patients Participation Groups (PPGs) or similar arrangements, or had tried to
do so with varying degrees of success and enthusiasm.

"One doctor wishes to set up a Patient Participation Group but is
facing resistance from some of his partners.”

"One experiment to set up a User Forum is floundering badly as the

GPs can't cope with being 'equal partners’.

"Small but steady - found not to be very successful if GP led but if
patient led then tend to die through inertia - need to have dynamic
feaders - CHC trying to influence.”

"This is a bit of a joke in [this area]. With over 50 per cent of GPs
single-handers it appears they can't work with each other let alone-
allow patients to participate.”

Elsewhere, patient participation exercises had made more progress - often with
CHC encouragement and involvement.

The Accountability of Fundholding Page 7




"A number of new groups have cropped up in the last year.”

"One practice attempted to set up a PPG during 1994 with limited
success. Another practice in process of setting up a patient 'user
group' with the help of {the] CHC!"

"More practices have active groups and CHC members involved with

some."”

Patient Participation Groups are not the only tool available to GP practices
interested in their patients' views; surveys will involve more patients and
sometimes produce more representative findings. 12 CHCs referred to research

projects or surveys of fundholders' patients, some of which had been ca
with CHC help.

“One practice has undertaken a major research project on consulti
its patients.”

"One practice (the first in our district) conducted surveys of their

patients' views on both hospital (in-patient/out-patient) treatment

their practice arrangements. CHC was invited to advise but too la
for much effect - FHSA had already given poor advice.” .

rried out

ng

and
te

"One local fundholder commissioned the CHC to research discharge

experiences of their patients. Recommendations were made abou
receptionist training and GP home visits after major surgery.”

"Patient views regularly sought through patient questionnaires,
generally directed at specific aspects of care.”

t

In some cases at least the GPs seemed genuinely interested in their patients’ views
and willing to act on survey findings and views expressed through Patient

Participation Groups.

"A rural practice (3000 patients) has a Patients Participation Group

and regular{ly] canvasses patients' views on specific hospital serv

ices

through questionnaires. Developed own physio. service and brought

London ENT consultant into surgery to resalve waiting time
problems.”

"[One] practice held ballot of patients to decide on fundholding status

(and as a result are non-fundholding}.”

"Local fundholder consulted with patients [and] changed services
two ways: (i} withdrew contract because of personality of nurse;
changed long distance orthopaedic services because patients didn
like consultant.”

“One practice [has a] quarterly newsletter - lively dialogue and

in
(i)
‘t

suggestion(s] acted on; and Coronary Support Group and Breast Care

Cancer Group etc. Another has a Patients Representatives Group
help with decisions on what to purchase in-house etc."

who
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Making Information Available to CHCs

Fundholders are supposed to publish information about their major intentions for
buying hospital treatment for their patients. However, most CHCs responding {56)
had never been informed of fundholders' plans. Only nine CHCs reported that they
had always been informed of fundholders’ purchasing intentions.

The situation was, naturally, even worse in relation to consultation on fundholders'
intentions. 77 CHCs had never been consulted; just ten CHCs said they had ever
been consulted. L

CHCs do appear to have made progress in relation to being informed (as opposed
to being consulted) about the purchasing plans of at least some of the fundholders
on their patch. Expressing the figures as percentages of CHCs responding to the
question, the present situation can be compared with that found in an ACHCEW
survey two years ago®:

Fundhoiders’ Purchasing Plans 1993 1995
CHCs never consulted 90% 89%
CHCs never informed 87% . 62%

CHCs' comments in 1995 showed that they were starting to push for this sort of
information and invoivement but often finding it an uphiil struggle:

"This is an area of major concern as the population covered by
fundholding increases, though where we would find the resources (ie
time)} to input to upwards of 20 different set{s| of intentions | know
not. This year the Health Authorities published joint intentions with
fundholders which covered 'major shifts' but not the marginal shifts
which are equally important to local people.”

"Endeavouring to improve matters - like pulling teeth!!"

“We have received for comment - not consultation - the Purchasing
Intentions [for] 95/96 of [the city's) GP fundholders, from the Family
Health Services Authority. We have had nothing from individual
fundholders...But we now have regular liaison meetings with {the
city’s] Multifund (management agency of most [of the city's] GPFHs)."
"We have found it extremely difficult to obtain contact and establish
any kind of dialogue with GP fundholders.”

"CHC was told we had no right to see these plans. Individual GPFHs
agreed to (et us see theirs when asked.”

"This has recently been taken up with the Family Health Services
Authority who seem oblivious to the requirements.”

"GP fundholders have not yet realised that they have to explain their
purchasing intentions to CHCs."

"Family Health Services Authority initiated meetings involving Senior
Partner, Fundholding Manager, Practice Nurse, CHC Chief
Officer/Chair, Public Heaith to develop purchasing plans and identify
top five priorities for year. This was repeated in one locality with non-
fundholders.”
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"A number of GP fundholding practices have contacted the CHC to
discuss the needs of the local population. One practice has involved
CHC in establishing 'quality’ criteria for provider contracts.”

"Moving forward from a slow start. We are now ‘consulted’
informally about quality standards by one {of four) GPfFH practices."

A large minority of CHCs (34} had experienced difficulties in obtaining fundholders’
contracts, -although 44 reported no problems. -Several CHCs had been. given the
run-around between their District Health Authority (DHA) and Family Health
Services Authority (FHSA). In any case, the documents were not always found
terribly informative:

"Health Agency had to be 'bludgeoned’ into compliance during 1994-
98."

"The request for CHC involvement/sight of fundholders' contracts was
refused with the comment that these were business documents
between the practice and provider and as such were seen as private.
Even the quotation of NHSE guidance had no effect.”

"We were referred to the FHSA for copies of contracts. Staff were
happy for us to see them but {possibly due to lack of officers?) no-one
could find them. [ was directed to two shelves of files on fundholders
and invited to browse through and see if | could find what | wanted.

It was difficult to tell what order the filing had been done in.”

“There appears to be a debate between DHAs and local FHSA as far
as who is responsible for letting the CHCs have the information. The
FHSA do supply a list of some information but it is not sufficiently
specific. For next year we will approach the fundholders directly.”

"Family Health Services Authority and local GPs obstructive to CHC.™

“Advised to go to FHSA then DHA then Region. Gave up. Now trying
again in view of recent circulars”

"We were given the run around before we were able to obtain
- copies.”

"First asked DHA, referred to FHSA, some delay and then provided.”
"Documents at FHSA but say very little.”
"Synopsis of quality standards only."

Just 11 Community Health Councils reported that all the fundholders in their area
had issued a Patient’'s Charter Statement - although the Department of Health says
these documents should be issued to patients every year and copied to the relevant
CHC. Another 30 CHCs reported that some of the fundhaolders in their area had
issued a statement. 19 reported that none of the fundholders in their area had
done so. The picture was even more bleak in relation to the statements being
copied to the CHC office. Just three CHCs had received copies from all the local
fundholders. Ten had received copies from some. 84 CHCs had not received any
Patient’s Charter Statements from local fundholders (including 54 CHCs where
more than a fifth of the local population was covered by fundholding practices).
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CHCs Working with Fundholders

it is therefore not surprising that just 14 CHCs described their relations with local
fundholders as generally good or very good. 27 thought the relations were
satisfactory and another 27 thought them poor. 23 CHCs reported no contact
{including 11 CHCs where more than a fifth of the local population was covered by
fundholding practices).

A comparison with the 1993 survey by ACHCEW® shows that more CHCs have
secured some contact with local fundholders, but that this increased contact has
not led to improved relations:

CHCs' Relations with Fundholders 1993 1995
No contact 45% 25%
Where contact, relations:
very good/good 27% 21%
satisfactory 51% 40%
poor 22% 40%

Nevertheless, in 1995 some CHCs reported examples of contact with fundholders
which were mutually rewarding and potentially beneficial for the patients. One
commented: “We believe there is a changing atmosphere among the GPFHs and
greater willingness to involve CHCs on which we are currently working. Generally
things are improving from a poor starting point.”

CHCs have been encouraged by the willingness of some fundholders to agree to
meetings.

from all GP practices to discuss various issues of concern."”

"Several have come to CHC meetings to talk things over. The three
practices going for a total fundholding pilot {jointly) want to involve
CHC."

..discuss purchasmg plans, underspends, innovations, response to
mcreasmg fund etc.”

"All those approached have agreed to meet [the] CHC.”

"Regular meetings between GPFH consortium General Manager and
CHC Chief Officer. GPFH consortium held two public meetings in
1994 with CHC involved to present purchasing plan and annual
report.”

Several fundholders have agreed to visits allowing CHCs to learn about the
development of services at their surgeries.

"Monitoring visits have been made to health visitor clinics and
chiropody clinics on practsce premises - the introduction given by
community services.

"Grace and favour visits by invitation to two practices [in] 1994, For
1995, agreement for rolling programme of vasnts to all surgery
premises in co-operation with FHSA members."

|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|

“For the last year we have had regular meetings with a representative
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"Visit to fundholding practice to look at innovative community mental
health services that have been developed at the practice - including
drama therapy, counselling and very active CPN [Community
Psychiatric Nurse] involvement. This model has been useful in
informing planning process for district mental health services.”

"The CHC visited two local fundholders tast year. Made very
welcome and questions and comments invited.”

In some areas, CHCs and fundholders have co-operated in joint projects - either
through the fundholders seeking the advice of the CHCs or through their allowing
CHCs to pursue research involving their patients.

“Two fundholders have sought our advice re. setting up complaints
procedures within the practice/establishing [Patient Participation]
groups/seeking feedback."”

"Fundhalding practices have requested CHC involvement in
development of local Patients’ Charters (CHC developed Patients as
Partners in Care Charter). Aiso have been involved in development of
practice based complaints procedures."

"GP Tofal Purchasing Project...asked CHC to éur\}ey pétient |
satisfaction with one aspect of care.”

"Survey of GP referrals undertaken in three fundholding and three
nonfundholding practices. Community nursing survey and discharge
from day surgery survey - included cooperation from fundholder.”

"We are in the process of developing a model information leaflet with
the co-operation of fundholding and non-fundholding GPs."

On the other hand, some CHCs reported lack of interest from fundholders in
developing links, often due to CHCs' work in assisting complainants. CHCs were
asked to describe any ways in which their work was obstructed by uncooperative
fundhoiders. One respondent spoke for many CHCs' experience: "Not obstructive.
Just do not want to know."

“One positive visit to GPFH (report even commended by FHSA
chairman!) but requests to all practices in East Surrey have met with
poor response by fundholders though encouraging response from non-
fundholders...One [fundholder] refused to allow Chief Officer to
accompany complainant to informal complaints meeting describing her

presence as 'unacceptable’.

"GPs are reluctant to talk to CHCs due to our role in NHS complaints
procedures.”

"Most still see the CHC as a complaints bureau and are unwilling to
cooperate.”

"Some fundholders have refused to have a CHC visit."”

"Ob{aining information was impossible. We set out with every
intention of working collaboratively and sharing information but found
the fundholders did not want to know.™ '

"No obstruction, but it's one-way traffic - CHC has to initiate and
make all the running.”
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"CHC made approaches to fundholders for sight of contracts, for
involvement in monitoring patient satisfaction, particularly with
environment and quality of service; there was an initial hostile
response - but work is developing with individual practices.”

"It is proving impossible to pin them down for any dialogue at all.”

Then again some CHCs reported mixed results or expressed a degree of caution
about the depth of fundhoiders' commitment to accountability or their willingness
to share interesting information.

"We have finks with the major fundholders, have held visits and
meetings and are developing links. However, this becomes difficult
whenever we deal with a compiaint against the practice.”

"Endeavoured to interest one practice in Patient Participation Group
when approached by them re. threat to car parking; when threat
removed, they showed no further interest.”

“Poor relationships with local fundholding practices are as a result of
complaints - however, the same practices have come back to us for
help with DNAs [patients who Did Not Attend for appointments] and
to use us a Health Information Centre. We have also had visits from
trainee GPs who wished to know what the CHC could offer them."

"They welcome visits but usually only tell you what they want you to
hear! One practice {out of five) has been more open about tensions
with the local Trust.”

"Presentations to full Councit by two fundholding practices, but little
real information given."

"Relationships are neither good nor bad but they are based on the
premise that practices contact the CHC when they want its
approval/credibility for something, and the CHC is allowed to Visit
fairly regularly in most practices.”

"Visits to practices initiated by Chief Officer. No GP made themselves
available - practice manager met with Chief Officer.”

In relation to local consortia of fundholders, 37 CHCs reported that mechanisms did
exist to monitor their purchasing policies but 28 reported no mechanisms in place
(12 CHCs said the question did not apply to them and 16 did not know the
answer). For CHCs in areas where over a fifth of the population were on
fundholders’ lists, 31 said monitoring mechanisms were in place while 14 said they
were not. This monitoring was usually carried out by the FHSA, DHA or heaith
commission, with CHCs sometimes involved.

"Health Authority monitors, but not made public or available to CHC
currently.”

"The DHA acts as purchasing agent for local GPFHs.”

"Only 6 fundholding practlces They partncnpate with non-fundholders
in locality purchasing groups.

"No structured mechanisms. But discussion on GPFH policies in
health commission meetings involves CHC observer representatives.”
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"FHSAs have very well developed monitoring system, which was
drawn up in close consultation with CHC."

"Developing monitoring with FHSA. FHSA happy to share info. re.
fundholders’ plans.™

“The local Health Commission have not given us any details.”

CHCs' Commitment to Primary Care

Many CHCs reported ambitious and multi-faceted plans for future work with GPs,

both fundholders and others. These goals related to setting up or attending
meetings, visiting practices, helping develop Patient Participation Groups and
carrying out surveys.

(i) Lobbied [Total Purchasing Project] to allow CHC representation at
their meetings.

(i) Continue to write to local GP associations.

(iii} Continue to send CHC publications to practices.”

“CHC to target one GP practice {fundholding) to look at opportunities
to improve/develop patient participation. If successtul could be used
as an exampie of good practice.”

"Aim to set up 6 monthly liaison meetings with the North Clwyd GPFH
to discuss planning and purchasing. We will continue to receive the
purchasing intentions from both consortia and the Heaith Authority for
comparison and our consortium has expressed willingness to have a
CHC observer at purchasing meetings. FHSA seemed worried about
this in view of the independent contractor status of GPs.”

"The CHC has tried 'formal’ channels to access groups

unsuccessfully. We are currently formulating objectives for next year
and will be trying to approach GPs one by one, minimum will be to see
public documents, but would like to actually talk to GPs.”

"We are asking for:- discussions, meetings and:-
{(iy Information - key documents which related to management of

* funds; major shifts in purchasing; annual practice plans; primary heaith
care charter & performance reports; changes in contracting since they
began to purchase; variation from HA providers; flexibility on ECR
[Extra Contractual Referral] needs.
(i} Their plans for evaluation & monitoring & patients views. How
they follow up out-patient referrals.
(iii) Their plans for practice based complaints procedures.”

"Two GPs are happy to discuss joint monitoring of quality standards in
respect of hospital services. We are in discussion with the FHSA on
how the CHC could develop Patient Participation Groups with
‘sympathetic’ fundholders. CHC 'commissioning’ group is beginning
to understand the planning cycle for purchasing and hopes to become
mare effective in monitoring purchasing plans etc in 1995/96."

“{i} Rolling programme of visits in liaison with Health Commission to
all GP surgeries.

(i) Current discussions with consortium GPFHs to encourage increase
in Patient Participation Groups and development of 'in-house’ patient
newsletters for informing patients and obtaining feedback.”
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"CHC members have visited fundholding practices for informal
discussion. Plan to have two CHC members involved with each
locality - liaising with GP reps, purchaser reps and locality managers
from the community health trust.”

"We have scheduled regular meetings with the Local Medical
Committee to develop a constructive relationship with local GPs. We
are making contact with individual fundholding practices re.
monitoring, patient forums, practice charter development, patient
educatlon eg. non- attendance for appointments, inappropriate home
visits.'

"This is a key objective for 1995 particularly in the light of the recent
EL and consultation document concerning accountability. Include
targeted visits to assess services offered to elderly people, the impact
of fundholding. Work to develop consumer groups. Awareness
raising seminars with voluntary organisations.™

"Continue links with Local Medical Committee and Fundholding
Consortium to raise issues of quality and access to premises
(especially those premises carrying out secondary treatment).”

"Developing dialogues and working on emerging standards.”

"We hope to fund a Development QOfficer to develop links with local
GPs and assist in setting up Patient Participation Groups.”

"This is being done with relation to specific issues, eg alcohol
services, where the views and experiences of GPs are important.”

"CHC members are now working with FHSA managers to develop
mechanisms that will enable us to work closely with a limited number
[of] GPFH practices to gain knowledge and expertise in managlng
CHC's role with fundholders.”
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Conclusions

ACHCEW's survey reveals that CHCs have not found it easy to obtain even the
basic information about fundholders' activities which is supposed to be freely
available. Consultation on fundholders' purchasing plans is rare. Fundholders
frequently show little or no interest in working with CHCs.

However, in some areas there has been a development of Patient Participation
Groups and other mechanisms for giving a voice to GPs' patients. Community
Health Councils are clearly keen to work more closely with fundholders and
recognise the need to play a full role within a “primary care led NHS".

At present, progress depends very much on the goodwill of local fundholders.
CHCs can gain influence by helping fundholders respond to the requirements set
out in the Department of Health's Accountability Framework for GP Purchasing
including the establishment of in-house complaints procedures and involving
patients in service planning. As one CHC argues: "Currently, we operate a
fostering of 'good refationships' with all practices - approaching individual practices
to sort out a complaint, provide information or assistance. This has worked well
and we believe it is the only way forward to encourage liaison - no other
mechanism is available to insist CHCs are involved." Some CHCs have also made
progress by working with DHAs, FHSAs or health commissions, for example in
relation to participating in visits to surgeries. On the other hand, CHCs cannot
afford to put patients' confidence at risk by putting good relations with fundholders
above support for complainants; and some CHCs will wish to continue to express
objections to the fundhoiding system on principle.

The publication of the Accountability Framework'® was a significant step in the
right direction, not least due to the recognition that there was an issue to be
addressed. However, ACHCEW's survey shows that many fundholders have failed
to comply with previous circulars from the Department of Health in relation to
sharing information. There is no good reason to believe that they do now, or wiil in
future, uniformly respect the "requirements” laid down in the Framework. Even if
fundholders did comply with the Framework, Community Health Councils could not
be satisfied with the existing arrangements for securing "accountability to patients
and the wider public”.

® ACHCEW welcomes the expectation that fundholders will pubtish
key documents. However, Health Authorities shouid be required to
publish annual aggregate summaries of fundholder performance, rather
than being told they "should consider” this form of public
accountability.

® Fundholders should set out in their published performance reports
the contact they have had with CHCs and the steps they have taken
to involve patients in service planning, including measures such as the
use of surveys and the establishment of Patient Participation Groups.
The reports should give examples of the practical improvements which
have resulted from this involvement.

® The performance reports should also specify-the lessons which have
been learned from patient complaints. Practice-based complaints
systems must be a mechanism for airing and addressing problems, not
for smothering them. ' :
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ACHCEW is particularly concerned about the weakness of the Accountability
Framework in relation to the scope for genuine consultation and for enhancing
CHCs' rights.

In relation to consultation on purchasing intentions, ACHCEW!'s starting point is
that fundholders should be no less accountable than DHAs. In January 1994, Dr
Brian Mawhinney, the then Minister for Health, stated in relation to DHAs: "There
is a growing view that purchasers have to justify the legitimacy of their role as
decision-makers for local people”.’" In April 1994, he set out six "key messages”:

e ..We must get away from the notion that health services can be
designed for the community by ‘experts’ who define people’s needs
but ignore their wishes.

e . .health authorities do have to demonstrate that they are going the
extra mile to explain their proposals, to take account of people’s
concerns and to carry the public with them...

e _..Heaith authorities need to be open-minded and receptive...They
should not make decisions in principle in advance of the outcome of
public consuitation...

® ...there is no room for 'macho’ approaches where the issues are of
major concern to the local community...

¢ _ _health authorities should consult on their purchasing plans in at
least two stages. There should be preliminary consultation about
what might go into a purchasing plan. Then there should be formal
consultation on a draft ptan...

® _ _ Health authorities must also have a clear communication
strategy...'?

Like DHAs, fundholders need to justify the legitimacy of their role as decision-
makers. Medical qualifications give GPs a particular expertise but also a
constrained perspective; and qualifications do not give GPs any superiority when it
comes to facing the moral and social implications of health care rationing.
Justifying their legitimacy will involve fundholders in a range of activities to seek
out people's views., Fundholders should be required to consult on draft annual
practice plans and major shifts in purchasing giving reasonable time for responses
from patients, carers, CHCs, voluntary organisations, social services, Health
Authorities and NHS providers.

it is important to consult with CHCs as the statutory representatives of patients’
interests in the Health Service. They can offer a collective view of the interests of
the local community as a whole which should be considered alongside the interests
of GPs' patients as individuals. CHCs are in close contact with other local NHS
purchasers and providers as well as being closely linked to voluntary sector
organisations and local authorities. This means that CHCs are able to provide an
overview of the possible implications of changes which fundholders have in mind
without being tied to the interests of any particular service or organisation. This
overview is, however, that of an independent body while Health Authorities are
accountable to, and subject to direction from, Regional Health Authorities, which
are themselves being replaced by outposts of the NHS Executive. CHCs draw on
extensive work with complainants and are acutely aware of quality issues within
the NHS. They also keep an eye on the ongoing debates over the extent of
patients' rights and responsibilities. Drawing on CHCs' unique viewpoint and wide
expertise could help fundholders make the most of their purchasing power for the
benefit of their patients.
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There are significant resource implications for both the fundholders and those they
are consulting. Fundholders must not be expected to fund consuitation and
participation exercises at the expense of patient care. CHCs cannot be expected
with their present resources to cope with additional meetings or to respond in
depth to a number of detailed draft purchasing strategies. If fundholders are to
lead NHS purchasing and that purchasing is to be accountable then there is no
alternative to finding additional resources to pay for genuine consultation.

As we move towards a primary care-led NHS - including the development of a
range of services based at GPs' surgeries - it becomes even clearer that Community
Health Councils' rights in relation to primary care need to be significantly
strengthened. As the statutory patients' representatives, CHCs need to have a
voice wherever services are delivered or significant decision-making takes places
within the Health Service. To be fully effective, that voice cannot be dependent on
the maintenance of good will and on fundholders wishing to invite CHC
representatives to advise on complaints handling or survey techniques, attend
meetings, visit surgeries and respond to drafts. From time to time CHCs will need
to make comments which do not go down weltl. At present, fundholders - and GPs
generally - can respond by shooting the messenger.

At the Annual General Meeting of the Association of Community Health Councils
for England and Wales held in July 1995, two resolutions were debated and passed
expressing concern about the inadequacy of existing arrangements:

"This AGM notes with concern that the widening and deepening of GP
fundholding will adversely affect strategic planning and public
accountability in the purchasing of health care. in the light of this,
this AGM calls upon the Secretary of State for Health to ensure that
the demands on fundholders to hold regular meetings in public, to
consult the public on their purchasing intentions and to submit their
contracts to quality monitoring should be at least as rigorous as for
health authorities. Fundhaolders should have relationships with CHCs
comparable to those already existing with other purchasers and
providers."

"This AGM calls upon the Secretary of State for Health to use the
opportunity of the current revision of the Community Heaith Council
Regulations to remove the inconsistency in those Regulations whereby
-CHCs' statutory role of keeping under review the health service in
their districts is limited by the exclusion. of the right to monitor those
services provided on GP premises. This AGM considers such a change
in the Regulations to be particularly important as the number of those
services, eg child health surveillance, outpatient clinics, health
promotion, etc. grows with the shift from secondary to primary care
and the increase in GP fundholding."

In particular, ACHCEW recommends:

® CHCs should have visiting rights to all premises occupied by GP
fundholding practices.

¢ CHCs should have the right to be consulted on all significant
changes to fundholders' purchasing intentions.

® Fundhoiders’ patients should be entitled to bring CHC staff with
them to any meetings convened to discuss complaints.
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¢ Fundholding practices (singly or in combination} shouid be required
to arrange meetings with Community Health Councils at least once a
year.

® CHCs should be invited to attend the regular review meetings
between fundholders and health authorities.

® Meetings of fundholding consortia should be held in public and CHC
representatives should be invited to participate as observers with
speaking rights.

® The results of any health authority audit or review of fundholding
practices should be made available to CHCs.

The best fundhoiders are happy to work with CHCs and to learn from patients’
concerns and criticisms. Exhortation and the circulation of models of good practice
will enable the best fundholders, and many of the other good fundholders, to
strengthen the existing accountability mechanisms. But firm rules and effective
monitoring are also required if the interests of patients covered by the more
guestionable fundholding practices are to be protected and promoted.

BEN GRIFFITH
10/95
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APPENDIX I

GENERAL PRACTICE FUND-HOLDERS:
OFFICIAL GUIDANCE AND THE RIGHTS OF CHCs

This list of guidance and legislation is not intended to be comprehensive but merely
an aide-memoire for CHCs when working with fund-hoiding practices. It is intended

that the list will be updated as and when this becomes necessary.

Although reference copies of these documents are gen'erally held at ACHCEW,
please contact the Department of Health or HMSO if you require extracts or
additional copies.

ESTABLISHMENT OF FUND-HOLDING STATUS

DoH Booklet {1988): Funding General Practice - The programme for the
introduction of General Practice Budgets Question and answer format covering all
aspects of the scheme for prospective fund-holders.

S1 1753 (1990): The NHS (Fund-holding Practices) {Applications and Recognition)
Regulations 1990 Sets out the process and conditions for receiving recognition as
a fund-holding practice.

S1 567 (1993): The National Health Service (Fund-holding Practices) Regulations
1993 Updates the above with regard to the process and conditions for receiving
recognition as a fund-holding practice, also outlines procedures whereby this
recognition can be removed. Regulations 19-24 and schedule 3 define the
authorised purposes for which the fund-holding practice may use its allotted sum
(ie the medical and other services, drugs and appliances for which it can receive
payment). These Regulations are further explained in HSG(93)21: GP Fundholding.

THE ENTITLEMENTS OF CHCs IN RELATION TO GP FUNDHOLDERS

EL(82)11: Community Health Councils {March 1992) Stressed the need for DHAS
to ensure that CHCs are involved in the purchasing process and that they have
access to relevant information. States that "DHAs should normally hold GP Fund
Holders' contracts and should make these available to CHCs {anonymised to
protect patient confidentiality)". A subsequent letter to ACHCEW from the Deputy
Chief Executive of the NHSME clarified that both Regional GP Fundholding Officers
and DHAs had been advised to make contracts available to CHCs. The NHSME
declined, however, to place any requirement on fund-holders to supply copies of
their contracts direct to CHCs.

EL{92)68: GP Fund-holders: public availability of contracts {(October 1992)
Reiterated the guidance above stressing the need for RHAs to ensure mechanisms
exist so that fund-hoilders' contracts are available to the public.

HSG(92)36: The Patient's Charter: monitoring and publishing information on
performance (August 1992) Requires fund-holders to issue an annual "Patient's
Charter statement” 1o their patients and 1o copy this to the local CHC. The
statemeht should list providers with whom the practice holds contracts (including
€ost per case contracts) and should include information on "performance on
Charter Rights and Standards".




EL{93)44: The Patient's Charter (May 1993} Gives similar information about the
“Patient's Charter annual statement” (see above) which must be copied to CHCs. It
also describes what should be contained in the "Patient's Charter annual report"
which must be published by the middle of July by all purchasers. The report should
be "simple, friendly and widely available", portraying information on 'hard"
standards (eg through the use of graphs and charts) and 'soft’ standards which will
generally have to be described. The reports must include information on "local
standards and good practice initiatives as well as other Charter information such as
details of health information services - both at local and national level - and on how
to complain®”.

HSG{93)27: The Patient's Charter and primary health care {June 1993) Gives
practical guidance about monitoring and publishing information about FHSA
Charters. Recommends that RHAs and FHSAs discuss with local CHCs how CHCs
can play a full role in helping to monitor Patient's Charter performance and that
CHCs are provided with copies of all reports on how successful the FHSA has been
in meeting Charter standards and targets. Some information in these reports will
clearly relate to local fund-holders.

EL(94)4: The operation of Community Health Councils (January 1994) States that
purchasers should involve the: CHC in: needs asséssment and ‘priority setting within
purchasing plans; strategy underlying decisions on the placing of contracts; the
development of quality standards within contracts; monitoring services; ensuring
services meet the cultural, religious and other aspects of health needs in the
community. Purchasers are specifically asked to "make available information they
hold which will enable local CHCs to fulfil their role” and “where GP fundholders
are the purchasers, they should also provide {anonymised) information about major
contracts to the CHCs ... particularly where substantial chanqes are proposed.™

Ministerial letter on Fund-holders' Purchasing Plans and Practice Reports (January
1994} A letter to ACHCEW from the Minister for Health stated that fund-holders’
purchasing plans "are not considered to be public documents, since they may often
contain practice sensitive information relevant to the business of the independent
practitioners themselves. Similarly, the annual practice report is not meant to be a
public document, but is specifically intended to assist FHSAs in their management
role.”

MISCELLANEOUS GUIDANCE

EL(91)84: Joint guidance (NHSME/JCC) to hospital consultants on GP fund-holding
{June 1391) Formally states that it is "not acceptable for patients to be accorded
differing standards of clinical care whilst undergoing hospital treatment by virtue of
the contracts covering their care.” The guidance goes on to discuss fund-holders’
contracts and stresses that "Provider units should not be expected to accept
quality stipulations which might be a waste of resources judged in terms of patient
care {such as consultants performing minor operations)".

EL(82)82: GP Fund-holding Consortia {December 1992) Following concerns about
consortia covering entire districts or FHSAs and in effect creating a separate
purchasing authority with duplicated management costs, RHAs are asked to look
more carefully at proposals to form a consortium. Eg, each practice must retain
responsibility for its own budgets, provide its own business plans and remain
accountable for meeting national and local objectives. RHAs must also be satisfied
that there is adequate clinical input by GPs into the contracting process. ’




EL(92)97: Tertiary referrals (December 1992} Providers no longer need to obtain
prior authorisation from the relevant purchasing authority/GP fund-holder, before
treating tertiary referral patients who have not been referred within existing
contracts. Instead, the consultant involved will simply inform the purchasing
authority/GP fund-holder when the referral is made.

HSG(93}14: GP fund-holding practices: the provision of secondary care (March
1983) Following on from the 1993 Regulations {see above) these guidelines set out
how fund-holders can be paid from the fund for providing certain non-GMS services
to their own patients, with the consent of the RHA. Examples of such services are:
Blood counts, Pharyngoscopy, Laryngoscopy, Vasectomy and Diagnostic

Ultrasound (not obstetric). RHAs are responsible for monitoring these services {with
regard to training, premises, equipment, discharge etc) and to ensure that adequate
arrangements are in place to audit the treatment provided.

HOSPITAL AND COMMUNITY HEALTH SERVICES

EL(92)48: Guidance on the extension of the Hospital and Community Health
Services elements of the GP fund-holding scheme from 1 April 1993. "The Yellow
Book™. Since -1 April 1993, GP Fundholders have been responsible for purchasing
their own Community Health Services in the same way that they purchase acute
services from NHS providers. This includes the following services:

- district nursing;

- health visiting;

- chiropody;

- dietetics;

- all community and out-patient mental healith services;

- mental health counselling;

- health services for people with learning disabilities;

- referrals made by health visitors, district nurses and community
mental handicap nurses.

The Yellow Book discusses in detail how the new scheme is intended to work.

HSG(92)53: The extension of the Hospital and Community Health Services
elements of the GP fund-holding scheme from 1 April 1993 - Supplementary
Guidance (December 1992) Following on from the “Yellow Book" {see above), this
supplementary guidance covers The Children Act and disseminates specimen
contracts (as proposed in the original document). It also addresses some of the
queries which arose from the original document, eg that health services for people
with learning disabilities are the financial responsibility of the GP fund-holder,
irrespective of where the referral originated.

OTHER RELEVANT PUBLICATIONS

Dept of Health [eaflet: General Practice Funding (May 1992) Aimed at the patienté
of fund-holders. Gives information and assurances eg “A GP will not refuse to treat
you - or refuse to accept you onto their list - because your treatment is too costly”

List of goods and services covered by the GP fundholding scheme The NHSE holds
the comprehensive list which defines the goods and services (under the NHS {Fund-
holding Practices) Regulations 1993} which fund-holding practices may purchase
out of the allotted sum. :



GP Fund-holders' Manual of Accounts (Annex A to FDL(93)16) updated February
1893) Detailed manual covering budgetary processes, reports, financial
management, audit and technical matters. Section on audit states that the National
Audit Office has the "statutory power ta visit fundholding practices to carry out
testing of their own and make whatever enquiries they consider necessary".
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ArreENDRDIX L1

Better for some!.....
GP fundholding - what it means for patients.

*The 1990 NHS reforms have provoked heated debate both within and outside the Health

Service with one of the most controversial initiatives being the introduction of GP

fundholding. The scheme allows practices which qualify to manage a budget to buy medical

services for their patients from hospitals and community units.

Supporters of the system feel that this has the potential
to make GPs more efficient and hospitals more

responsive to what GPs and their patients want.

Opponents of the scheme fear that it gives GPs the
opportunity to cut back on expensive forms of treatment
to save money or even refuse to take “expensive”
patients on to their lists. Also, there is concern that
fundholders might be able to get their patients treated
carlier than non- fundholders because they are dealing
directly with the provider, creating “two tiers” of

hospital care.

Last vear the Government announced new steps to
encourage more GPs to become fundholders as part of
the move towards a “primary care led NHS”- a vision
for the future of health care which involves more patient
care being provided in a community setting. Moves to
expand the system demand that attention be paid to the
potencial risks and benefits from making GPs responsible
for purchasing treatment for their patients. ACHCEW’s
survey addresses this issue by finding out how the
scheme is working in practice and whether the fears of
its opponents and the enthusiasm of its supporters are

justified.

ACHCEW sought CHCs’ experiences of fundholding to
date in order to assess its impact on the provision of
health care from the patients' perspective. Over a
hundred CHCs responded to the Association’s sunvey
with half reporting that between 21 per cent and 60 per
cent of their local population are covered by
fundholding practices. Two-thirds of CHCs say.over a
fifth of local people have fundholders as their GPs.

Gains at the Surgery

Nearly half the CHCs report that most or all
fundholders have upgraded their premises. This creates
improved facilities in patient waiting areas and has led
to a wide range of services being developed at

fundholders’ surgeries. Physiotherapy services appear to

be most common with almost hall the CHGCs reporting
that they are provided at most or all surgeries. Slighuly
less common are counselling services and consultants
providing out-patient sessions at GPs' surgeries. Other
services developed at [undholders’ surgeries include:
chiropody; minor surgery such as the removal of cysts;
homeopathy; osteopathy; psychotherapy; marriage

guidance; wellare advice and dietary clinics.

Purchasing from Providers

Fundholders’ patients have also benefited in terms of
access to hospital care, Just under hall the CHCs report
that all or most fundholders have obrained shorcer
waiting times for hospital referral or admission for their
padents. Almost as many CHCs report that most or all
fundholders have achieved other types of quality
improvement including: direct access to diagnostic
procedures, some fundholders can arrange
appointments for N-rays and other exploratory tests,
with the hospital; faster rewurn of laboratory resuts;

patients being seen by more senior doctors.

Undermining Patient/Doctor Trust?

Some concern has been expressed that giving GPs
financial incentives to take cost-effectiveness into
account could compromise the services provided to
“expensive” patients. Whether or not this actually
happens, fundholding can raise suspicions in patients’
minds and undermine the relationship between the
doctor and the patient. Responses from a minority of

CHC:s suggest that this is indeed starting to happen.

Seventecen CHC:s report that they are aware of patients
\\'-ho feel they have been removed from a fundholder’s
list, or not accepted on to a list, on cost grounds. Several
of these patients may be unduly suspicious and it is not
possible to establish what proportion of the allegations

are justified. Responses worth noting include:

“Ite hate received complaints about patients on long term courses
of medication who have been struck off. 11 suspect the allegations

are justified.”
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“Several examples, particularly older people with multiple health
needs, but also families with several young children who it is felt by
fundholders(s) are making “excessive demands” on the service.
Other examples are people with mental health and substance abuse
problems. Fundholders monitor use of thetr services regularly and

invite “miscreants” in for interviaw!”

“One patient was refused admission to GP list and was told that

this was due to the cost of her treatment.”

Nineteen CHCs report knowledge of patients who feel
that they have been denied medicines or hospirtal reflerral

by fundholding GPs on cost grounds. They report:

“Several people feeling medicines have been denied because of cost -
with some justification. Also referrals for second opinion and out-

of-county referrals have been difficult in some instances. Whether

allegations are justified or not. it is of concern that patients should

Seel they may not get the care they need because of cost...™

“IV'e have received complaints about GPs wanting the patient to call
out ambulances themselves rather than the GP referning the patient to
hospital for treatment which costs the practice money. One
complainant who lived in a vitlage was told by their GP to go back lo
the city centre hospital for drugs they needed as they were too

expensive.”

However, these suspicions are not restricted to
fundholders’ patients. One CHC has no examples of
fundholders’ patients being denied treatment on cost
grounds: “This has however happened with ron-fundholding
GPs who sometimes use finance as an excuse for non-referral rather

than the truth"'.

Equity and impact on Health Authorities

In addition to the impact for the GPs’ patients, the effect
of fundholding on the NHS generally is an issue for
debate. Do fundholders’ patients enjoy quicker or
betrer treatment® Do other patients benefit as hospitals

improve their procedures?

More than onc in four CHCs say that fundholders’
patients get priority access to hospital services in their
area but nearly hall say they do not. Most CHCs have
examples of fundholders placing contracts for acute care
away [rom their traditional providers - often to specd up
waiting times. On the other hand, there is less evidence
of fundholders making contracts with dilferent providers

for community health services.

Twenty three CHCs are aware of health authority
planning and purchasing being influenced by
fundholders’ contracting decisions. This influence
appears o have been generally positive, with health
authorities trying to improve services for patients of
non-fundholding GPs. Meanwhile, 28 CHCs are aware
of health authorities attempting to influence
fundholders’ decisions, for example in order to protect

local providers. One CHC comments:

“Partnership’ between health authorities and fundholders is
increasingly the name of the game, with health authorities using
Jfundholders bite’ to achieve change, and fundholders increasingly
making use of the “strategic overview’ the health authority is
formulating to give direction to their purchasing. At ils best, this
starts™to give some real power to purchasing within the reformed
NHS; at worst, they form an unkoly alliance. My problan with it
is that as the fico power bases jostle around together, engaging in

trade-offs et al, where is the voice of the patient?”

Fundholders and health authorities work together well
in some areas, suggesting that the tension berween the
two svstems of purchasing can have positive results for
patients, Could this be put at risk il health authorities

move away from direct involvement in purchasing?

Conclusions

Although the survey indicates that fundholders have
secured significant improvements in the services
provided for their patients at their surgeries and
elsewhere, there is concern amongst some CHCs that
the scheme has the potential to compromise the trust
berween patient and doctor. Claims by some paticnts
that they have been refused admission or struck off a
fundholder’s list should not be dismissed even where
there is no hard evidence that their fears are justified.
This issue must be carefuily monitored in order thar any
potential threat to the most vulnerable sections of
society is not realised. A starting point could be that all
GPs be required to provide a reason for refusing people
admission to and for striking them off their list of
paticnts, ACHCEW would like to see this requirement
included in the GPs terms of service, so that patients
receive an explanation for action that often causes great

distress and confusion.
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