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SUMMARY

Background. The push towards a ‘primary care-led’
National Health Service (NHS) has far-reaching implications
for the future structure of the NHS. The policy involves both
a growing emphasis on the role of primary care practitioners
in the commissioning of health services, and a change from
hospital to primary and community settings for a range of
services and procedures. Although the terminology has
changed, this emphasis remains in the recent Scottish
Health Service White Paper and its English counterpart.

Aim. To consider three questions in relation to this policy
goal. First, does the evidence base support the changes?
Secondly, what is the scale of the changes that have
occurred? Thirdly, what are the barriers to the development
of a primary care-led NHS?

Method. Programme budgets were compiled to assess
changes over time in the balance of NHS resource alloca-
tion with respect to primary and secondary care. Total NHS
revenue expenditure for the 15 Scottish health boards was
grouped into four blocks or ‘programmes’: primary care,
secondary care, community services, and a residual. The
study period was 1991/2 to 1995/6. Expenditure data were
supplied by the Scottish Office.

Results. Ambiguity of definitions and the absence of good
data cause methodological difficulties in evaluating the
scale and the appropriateness of the shift. The data that are
available suggest that, at the aggregate level, there have
been changes over time in the balance of resource alloca-
tion between care settings: relative investment into primary
care has increased. It would appear that this investment is
relatively small and from growth money rather than a ‘shift’
from secondary care. In addition, the impact of GP-led com-
missioning is variable but limited.

Conclusion. General practitioners’ (GPs’) attitudes to the
policy suggest that progress towards a primary care-led
NHS will continue to be patchy. The limited shift to date,
alongside evidence of ambivalent attitudes to the shift on
the part of GPs, suggest that this is a policy objective that
may not be achieved.
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Introduction

-I-HE push towards a primary care-led National Health Service
(NHS)'2 has far-reaching implications for the future structure
of the NHS. Its impact has been felt in two ways. First, in the
role that primary care practitioners play in the commissioning
process of health services has changed. Secondly, services and
procedures are being shifted from hospital to primary and com-
munity care settingdThis has been encouraged by the rhetoric
and the financial incentives for general practitioners (&&s)-
tained in policy through the 1990s. Although the terminology has
changed, this emphasis remains in the recent Scottish Health
Service White PapeBesigned to Caréand its English counter-
part® The Government's ‘vision’ for the NHS in Scotland is a
service ‘centred on primary care’ in which ‘as much as possible
will be done for the patient in the familiar surroundings ... of
their family doctor'

The rationale for such policies is essentially twofold: better
patient care and lower costs. Together, these imply a more effi-
cient (cost-effective) NHS. It is argued that patients can receive
better quality of care if it is led by the primary sector, either by
direct substitution of care or by managing the care process and
the interface with secondary care. Patients may prefer this if it
can achieve better communication, continuity of care, better
access, and reduced waiting times. But perhaps the driving force
is cost; costly secondary care can be substituted with less expen-
sive primary care.

Evidence

Even in an international context there is very little research evi-
dence to inform or support any shifting of services from the hos-
pital sector to primary care. Two recent reviews have assessed
the evidence base for shifts to primary catdoth reviews
showed that there are few economic evaluations of shifts in the
balance of care. The limited amount of good quality data reflects
the methodological difficulties of evaluation in this area; difficul-
ties compounded by the lack of clear definition of what consti-
tutes a shift in the balance of canglany of the evaluations have
been conducted in the field of community care as an alternative
to long-stay care. The results of these studies tell us very little
about the relative costs and benefits of the move toward a prima-
ry care-centred NHS. The studies that have been undertaken sug-
gest that, in practice, general conclusions about the appropriate-
ness of the shift cannot be drawn, and each shift should be con-
sidered on its own merits.

So what are the scale of changes that have occurred? Although
primary care workload is apparently increasing, so is activity in
the secondary care sector, in particular owing to increases in
emergency admissiof$.As a result, the current pattern and
direction of shifts in the balance of care remains unclear. This
paper attempts to address this issue: routine data is used to exam-
ine the scale of changes that have occurred between care settings;
the impact of GP fundholding and a survey of GPs’ attitudes are
considered; and the barriers to implementation for a primary
care-led NHS are discussed.
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Method 0
The aims of this analysis were to use routinely available data [o

define a primary care ‘programme’ and a secondary care ‘pro-
gramme’ in Scotland, and to examine and quantify changes |n
the relative size of the primary and secondary care programmgs
between 1991/2 and 1995/6. 1991/92  1992/93
. Prqgramme budgelt)swere compiled to assgss Changes 0VerFigure 1. Percentage change in the share of total expenditure com-
time in the balance of NHS resource allocation with respect tQyared with the base year (1991/92)
primary and secondary care. Total NHS revenue expenditure for
the 15 Scottish health boards was grouped into four blocks attio has fallen steadily, and by 1995/6 was £100 to £231.
‘programmes’: primary care, secondary care, community ser- Over the study period, the 15 Scottish Health Boards received
vices, and a residual. a total of £727 million of ‘growth’ money (defined as change in
The study period for this time series analysis wasfunding from previous year), or £198 million in real terms.
1991/2-1995/6, the five years after the internal market reforms iSecondary care received 45% (£325 million) of this, while pri-
the NHS. The principle source for expenditure data was Scottisthary care received 40% (£290 million). The balance of pro-
Health Service Costsand Scottish Office Annual Audited gramme investment is disproportionate to their relative size,
Accounts 1991/2-1995/6 supplied by the Scottish Office which has increased the percentage of spending on primary care.
Expenditure data are presented in nominal and real terms, the l@ver the five-year period, primary care increased its share of
ter calculated in 1995/6 terms using the HCHS pay and pricesnnual ‘growth money’ (29% to 46%), while the trend for sec-
index. Total numbers and skillmix of staff employed were alscondary care was downward (61% to 16%).
analysed by programnié.In addition, available measures of
activity were examined. Primary care
Over the study period, nominal primary care expenditure
R increased by 38% compared with base year (19% in real terms);
esults .
a rate ahead of both the secondary programme and total expendi-
Programme budgets for Scotland as a whole ture (Table 1). Although the primary care share of total revenue
Trends in the total budgets for primary, secondary, and commexpenditure only increased by three percentage points (from
nity care programmes are shown in Table 1 and Figure 1. TH&2.9% to 26.0%), this represents a 13% increase of primary
trends in staffing in the primary and secondary care programmesare’s share since 1991/2 (Figure 1).
are shown in Table 2. At the start of the period, for every £100 Within primary care, whole time equivalent (WTE) numbers
spent in primary care, £277 was spent in secondary care. This
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Table 1. Programme budgets (real terms = adjusted for health service inflation).

1991/2 1992/3 1993/4 1994/5 1995/6
£ millions £ millions £ millions £ millions £ millions 1991/2 (%) 1992/3 (%) 1993/4 (%) 1994/5 (%) 1995/6 (%)

1. Primary £764.3 £829.0 £916.8 £976.6 £1054.0 100 108.5 (101) 120.0 (109) 128.8 (113) 138.0 (119)
(real terms) (£885.7) (£898.8)  (£961.4)  (£999.0)

2. Secondary £2113.6 £2249.3  £2370.0 £2411.3 £2438.7 100 106.4 (100) 112.1 (101) 114.1 (101) 115.4 (100)
(real terms) (£2449.3) (£2438.8) (£2485.2) (£2466.6)

3. Community £252.9 £272.4 £288.9 £303.1 £337.5 100 107.7 (101) 114.2(103) 119.8 (106) 133.5 (115)
(real terms) (£293.1) (£295.4)  (£302.9) (£310.1)

Non-hospital £1017.2 £1101.4  £1205.7 £1279.7 £1391.5 100 108.3 (101) 118.5(107) 125.8 (111) 136.8 (118)
(real terms) (£1178.8) (£1194.2) (£1264.3) (£1309.0)

4. Residual £200.7 £201.6 £156.2 £200.6 £228.3 100 100.4 (94) 77.8(70) 100.0 (88) 113.8 (98)
(real terms) (£232.6) (£218.6) (£163.8) (£205.2)

Total £3331.4 £3552.3 £3731.9 £3891.6  £4058.5 100 106.6 (100) 112.0 (101) 116.8 (103) 121.8 (105)

(real terms) (£3860.6) (£3851.6) (£3913.4) (£3980.9)
Primary as %

of total 22.9% 23.3% 24.6% 25.1% 26.0% 100% 102% 107% 110% 113
Secondary as

% of total 63.4% 63.3% 63.5% 62.0% 60.1% 100% 100% 101% 98% 95
Community

as % of total 7.6% 7.7% 7.7% 7.8% 8.3% 100% 101% 101% 103% 110
Residual as %

of total 6.0% 5.7% 4.2% 5.2% 5.6% 100% 94% 70% 87% 93%
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Table 2. Staff numbers (‘NHS in Scotland’” manpower summary).

1991/2 1992/3 1993/4 1994/5 1995/6 1991/2 1992/3 1993/4 1994/5 1995/6

WTE WTE WTE WTE WTE (%) (%) (%) (%) (%)
General practitioners 3805 3848 3,861 3890 3866 100 101 102 102 102
Practice nurses 695 736 772 813 875 100 106 111 117 126
All other practice staff 4643 4800 5034.2 5173 5375 100 103 108 111 116
Total primary care staff 9143 9384 9668 9876 10116 100 103 106 108 111
All hospital medical and dental 5969 6133 6255 6478 6642 100 103 105 109 111
Nursing and midwifery? 52 648 52 829 52 635 52 521 52 416 100 100 100 100 100
Administrative and clerical® 16 061 16 839 17 387 17 754 17 598 100 105 108 111 110
Ancillary 15022 13974 13 286 12323 11 858 100 93 88 82 79
Total secondary care staff 89 700 89 775 89 563 89 076 88514 100 100 100 99 99

All figures rounded up to zero decimal places. @Nurse learners excluded for all years, as transferred to higher education mid-period; includes obso-
lete management grades and management trainees.

of all staff types increased in total by 11% compared with thénas maintained a constant 41% share of the total. The rate of
base year (Table 2). The total numbers of GPs increased Bxpenditure on inpatient geriatric assessment has increased
2.2%. The total numbers of practice nurses (WTE) increased Hastest (up 29% in real terms). Non-inpatient hospital expendi-

26%, and the total numbers of all other practice ancillary staffure has also increased rapidly, as might be expected with the rise

(WTE) increased by 11.4%. of ambulatory care. Expenditure on the other sub-programmes
National data on health outcomes and process activity wereas relatively declined. This decline has been most dramatic in
not routinely available for primary care. maternity inpatient expenditure (down 3% in real terms), mental
handicap inpatient expenditure (down 16% in real terms), and

Secondary care mental illness inpatient expenditure (down 9% in real terms).

Secondary care expenditure has expanded more slowly than totalVariation betweenindividual health boards in the proportions
revenue expenditure and has been almost stable in real ternspent on primary care narrowed during the study period. At the
Hence, the secondary care share of total revenue expenditure e year this ranged from 18.5% up to 29% of total expenditure.
contracted by just over three percentage points, from 63.4% By 1995/6 this range was 19.5% to 27.5%. The direction of
60.1% (Table 1). This represents a fall in secondary care’s shachange in proportional expenditure over the study period differed
of 5% compared with the base year (Figure 1). among Health Boards, several decreased the proportion of total
Over the study period, total WTE staff numbers in the fourresources spent on primary care.
areas shown in Table 2 have decreased by 1%. At the start of the
study period there were close to 10 secondary care workers f@oes GP fundholding lead to a primary care-led NHS?
every one in primary care. By 1994/5, the ratio had reduced tGlennersteret al'® suggested that the shift to primary care-led
nine to one. Within secondary care, there have been cle@ommissioning in the form of fundholding had been successful
changes in skillmix as well as in totals. The total numbers ofn improving choice and quality of service for patients. They
medical and dental staff have increased steadily (up 11% on baseggested that motivation to seek service improvements and cost
year). Total nursing numbers have gone down slightlyreductions generated by the fundholding scheme, coupled with
Administrative and clerical staff numbers have increasedhe patient-level information on patient needs and preferences,
markedly year-on-year (up 10% from base year). enabled fundholders to exert pressure on providers to improve
Health outcome data are not routinely available for secondargervices for patients. Reductions in prescribing ébatsd shifts
care. However, over the study period, total acute inpatient disn care settings resulted from the shift in purchasing decision-
charges increased steadily year-on-year (up 8% in total). Totahaking power, illustrating the link between the two aspects of a
bed days have decreased (down 17% on base year). The topsimary care-led NHS defined earlier.
number of acute day case discharges and new outpatient attenAn early assessment of the impact of fundholding in Scotland
dances has risen rapidly in every year of the study period (bglso came to positive conclusions regarding the potential of the
76% and 31% in total, respectively). scheme to encourage primary care-led commissioning. Howie
looked at the initial impact of the Scottish shadow fundholding
Defining areas of growth and decline — analysis of sub-scheme in Grampian and Tayside regions. The practices con-
programmes cerned in the scheme were generally positive to change and inno-
Within the primary care programme the proportion spent on GRation, became more aware of the financial implications of their
pharmaceutical services has been increasing. This increaslecisions, were able to challenge standards in the hospital sector
accounted for 54% of the total increase in primary care spendintprough the process of negotiating quality on behalf of patients,
over the study period. Table 3 presents 11 categories drawn froamd, overall, came to see themselves more as part of a team of
the list of drugs that have shown the greatest change in eithprofessionals and organizations involved in commissioning care,
volume or cost since 1992/3. requiring them to work with rather than independently of other
Within secondary care, the acute inpatient sub-programme hagctors.
expanded at the same rate as total inpatient costs and, thereforeSubsequent evaluations of the effectiveness of the scheme
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Table 3. GP prescribing (real terms = adjusted for health service inflation).

£millions Percentages
(real terms) (real terms)
BNF Group 1992/3 1993/4 1994/5 1995/6 1992/3 1993/4 1994/5 1995/6
Ulcer-healing drugs £48.4 £53.6 £61.5 £68.0 100 111 (107) 127 (120) 141 (130)
(£52.5) (£56.2) (£62.9)
Corticosteroids £15.5 £19.2 £22.8 £25.6 100 124 (120) 147 (138) 165 (152)
(£16.8) (£20.2) (£23.3)
Antidepressant drugs £12.3 £14.3 £17.1 £21.6 100 116 (112) 139 (131) 175 (162)
(£13.3) (£14.9) (£17.5)
Bronchodilators £16.2 £17.6 £18.8 £20.5 100 108 (105) 116 (110) 126 (116)
(£17.6) (£18.4) (£19.3)
Lipid-lowering drugs £3.1 £3.7 £4.4 £6.8 100 118 (114) 142 (134) 219 (202)
(£3.4) (£3.9) (£4.5)
Drugs used in substance dependence £0.4 £0.7 £1.0 £1.4 100 161 (156) 255 (241) 346 (319)
(£0.4) (£0.7) (£1.1)
Drugs affecting bone metabolism £0.6 £1.0 £1.3 £1.9 100 171 (165) 237 (224) 330 (304)
(£0.6) (£1.0) (£1.4)
Drugs used in diabetes £7.8 £9.1 £10.5 £11.8 100 116 (112) 134 (127) 152 (140)
(£8.5) (£9.5) (£10.7)
Dressing and dressing packs £1.8 £1.6 £2.6 £3.1 100 89 (86) 143 (135) 171 (158)
(£2.0) (£1.7) (£2.7)
Drugs used in psychoses and £1.6 £2.0 £2.5 £2.9 100 122 (118) 153 (144) 181 (167)
related disorders (£1.8) (£2.1) (£2.5)
Drugs used for genitourinary disorders £1.4 £1.7 £2.0 £2.7 100 126 (122) 151 (142) 195 (180)
(£1.5) (£1.8) (£2.1)

have been less convinced of its impact. Robitfsargued that, embodied.in the shift t.o primary care, most GPs nejther felt com-
although there certainly are examples of fundholders successfiprtable with nor predisposed to the new roles being carved out
ly exerting pressure on Trusts to implement organizationaf0’ them. The results corroborate those found by the Audit
changes, such as improved waiting times, patient information, dgommissior?® and support the hypothesis that practice charac-
access to services, the efficiency implications and the overalfistics are more important in determining the impact of fund-
extent of the changes remain ambiguous. The evidence diplding than the incentives created by holding funds and being
changes in referral rates — shifting services from secondary t@iven new responsibilities.

primary care, improved patient choice, and improved quality of

care — is ‘very limited, ambiguous, and inconclusi\fe’. Discussion

Coultet” and Howieet al*® found conflicting evidence of the N
impact of fundholding on referral rates. Coulter found no differ-1 "€ results reported in this study suggest that, at the aggregate

ence between fundholding and non-fundholding practices. HowiVel: changes in the balance of resources between secondary and

et al, examining the referrals of a small number of practices iPfimary care have occurred. Although the balance has tipped in

detail, found that outpatient, day case, and inpatient referral ratdde direction that NHS strategy intended, the changes:

fell for a number of conditions in the year after the change 1@ have arisen from differential growth rates in expenditure in

fundholding status. WeStcites a number of studies that found  each programme,

that, in ter_ms of ch_0|ce of p_rowder, fundholders ‘were relatively, \yere relatively small and slow,

con;ervanve and did not shift large numbers of refgrrals between had little impact on the secondary care share of total expendi-

providers'!® There are examples of the use of savings made by ture, and

fundholders fo_r the de_velopmer_lt of practlc_e_-based a_nd non-stap- gre supported by a flimsy evidence base.

dard community services, again emphasizing the link between

shifts in purchasing power and the shifts in care setting that they Growth in primary care has been dominated by areas of expen-

facilitate. However, these changes may be unequally distributediture, such as practice nurses and prescribing, that do not them-

socioeconomically and geographically. Leese and Bosafiquetselves constitute a shift in care settings, although they may be

found that it is only GP practices in affluent areas and in areas ebnsistent with it.

population growth that tend to be innovative. Several other stud- Health board views on these empirical findings were discussed

ies have concluded that the potentially radical impact of fundat a workshog?® which general managers, directors of public

holding has still to be realizeé#?3 health and representatives from primary care from all Scottish
Variations in practices’ attitudes to the concept of a primaryhealth boards were invited to attend. Discussion focused on the

care-led NHS were explored in a recent stlidgxamining the barriers to implementation of a primary care-led NHS; four main

ways in which needs assessment is being used to improve heaisisues were highlighted.

in Scotland. The study suggested that GPs had little or no First, the lack of data is a barrier to progress. Showing changes

appetite for the broader issues involved in GP-led commissiorin the broad programme budgets, while useful, cannot give a

ing, and that, but for a few champions of the new roles for GPdetailed picture of what is actually happening in terms of patient
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care. Intra-programme changes in the way services are deliveréa.
are likely to be occurring, with corresponding changes in th
roles, responsibilities, and workload of primary care teams. It iS
not possible to identify from current data sources whether
increased expenditure in primary care was a result of increaséd-
activity in secondary care leading to further implications for pri-
mary care; to decreased activity in secondary care with substitu-
tion by primary care (i.e. a shift); or to other factors such as phars.
maceutical developments generating pressures on prescribing
budgets. 1
Secondly, a particular concern is the extent to which increases,
in primary care workload are not being supported by shifts in
resources into primary care. Again, data on this are limfted. 19
Along with the remuneration system embodied in the GP con=""
tract, and the financial constraints on Trusts affecting their abilityo.
and willingness to provide resources to support the shift, this is
likely to be a factor influencing the willingness of the primary
care sector to support the overall policy goal of a shift to primary
care. 22.
Thirdly, changes in care settings have implications for the
quality and accessibility of care to patients. However, the evig3:
dence base on patient preferences is even narrower than that qr
cost-effectiveness of different care settings. Patient preferences
need to be weighed against the clinical and resource arguments
surrounding changes in where and how care is delivered. Thi
will require research into the costs and benefits of, and patient
preferences regarding, specific shifts. It will also require mecha-
nisms to gauge patients’ needs and wishes for a shift in care séf:
ting, and to monitor quality of services for patients after any shift
has occurred. 27.
Fourthly, eroding the cost base of secondary care is likely to
be both highly political and slow, especially given the current
pressures on the hospital sector and the perverse incentives g
erated by some performance indicators such as the now defu

Information and Statistics Division. National Health Service in
Scotland Manpower Summary Data. Edinburgh: NHS Scotland, 1997.

3. Glennerster H, Matsoganis M, OwengdriRplementing GP fundhold-

ing: Wild card or winning handBuckingham: Open University

Press, 1994.

Whynes DK, Baines DL, Tolley KH. GP fundholding and the cost of
prescribing: further resultd. Public Health Med 997;19: 18-22.

15. Howie JGR. Evaluation of the Scottish shadow fundholding scheme:

Analysis of first resultsHealth Bull1993;51: 94-105.
Robinson R. The impact of the NHS reforms 1991-1995: a review of
research evidencd.Public Health Med 996;18: 337-342.

. Coulter A. Evaluating general practice fundholding in the United

Kingdom.Eur J Public Health1995;5: 223-239.

Howie HGR, Heaney DJ, Maxwell Nheneral practice fundholding
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West PAUnderstanding the National Health Service reforms: The
creation of incentivesBuckingham: Open University Press, 1997.
Leese B, Bosanquet N. Change in general practice and its effects on
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tics.BMJ 1995;311: 546-550.
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