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PRACTICE OBSERVED

Family Practitioner Committees

Family practitioner committee independence: what will it

mean?

NORMAN ELLIS

For many general practitioners the new status of family

as (which
starts on 1 April 1985) may seem to be just one more administra-
tive change in the health service. Some may think that it is a
thinly disguised refurn to the position of the Executive Councils
before 1974. Though it may look like an administrative device
to tidy up the anomalous position of the family practitioner
committees (which were virtually forgotten during the rurbulence
of the 1982 reorganisation of the National Health Service), it
has been generally welcomed by general practitioners as a
unique opportunity to develop the contribution and the voice
of primary care in the NHS.

A forgotten sector?

Several months after the guidelines for the 1982 reorganisation
of the NHS were laid down in July 1980 the Department of
and Social Security issued a consultative paper
(HN(81)10) outlining options for the future adminisuration of
family

turbulence caused by the transfer of records and staff) and
would have been contrary to the main purpose of the re-
organisation, which was 10 reduce the burden of administration.

TABLE 1—Hor famuly
praztiioner  commrtiees
presently relate 10 district
heclth authorties

40 FPCa relstc to 1 DHA

2 ¥PCS relate 1o 6 DHAS

So this option was not floated. Instead, the discussion paper
gave three options and left the interested parties 10 weeks to
choose which they preferred. These options and the arguments
for and against are summarised in table 11,

At the outset the debate about the future of family practitioner

Having been with
promulgating a new structure for the hospital services, the
government was now left with the dilemma of how to slot in
the family practitioner committees. Because the number of
health authorities had increased from 90 to 192 the previous
“coterminosity” between family practitioncr committees and
area health authorities had gone (table I). It was conceivable
that a new family practitioner committee structure might have
been proposed, increasing their number to 192 to maintain a
one to one relation with health authorities. But this would
have gready increased administrative costs (apart from the

British Medical Association, London WCIH 9JP
NORMAN ELLIS, M, PHD. under sectetary

seemed 10 be couched in administrative and
legislative terms. In the consultative paper the need to develop
the contribution and voice of primary care in the NHS was
given little prominence, though this view subsequently prevailed
in official thinking after the case for independence had been
won and the necessary legislation was being enacted. This
shows the shift of emphasis that occurred; this view fitted casily
into current govemment policy once it was recognised that an
expanding primary care sector might contribute directly to the
overriding aim of containing the rising costs of the NHS.
Finally, the possibility of abolishing the family practitioner
committees was not raised, though the royal commission on the
NHS had recommended the “abolition of family practitioner
committees in England and Wales and the assumption of their
functions by health authorities as a step towards integration”
only two years previously (para 20.57).' The government did
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716 1—Framework for independence of family practitioner commitiees

Norfolk, and Surrey, alresdy do so. Some scasoned observers
may recall that the former Executive Councils published annual
reports before they were brought within the health authority
structure.

The accountability process for family practitioner committees
will comprise annual scrutinies (which may be conducted by
correspondence) and more detailed periodic performance
reviews, undoubtedly similar to those already operating for
district health authorities (sce fig 2 for sequence and a summary
of these reviews). These exercises will enable DHSS officials
to analyse key documents, including the financial returns and
accounts and annual p es. The officials will review
what progress has been made towards achicving agreed
objectives during the past year and will assess proposals for
two years ahead. Work is already in hand in establishing
performance indicators to apply to family practitioner com-

- progress over previous year ensuse farmty pectitioner
- proposals for 2 years aheod sarvices are adminsiersd
- FPC’s response to DHSS gudelines cormuctly ond efticrently

Ob}!ct To nssn FPC;

nnsswxywu ‘o

~ o consider new inlbatives

Meeting with ministers

— review of current national policy
~ 1 hear new ideas for deveiopment

Object. To discuss new

Wentity mapr deficrencees.

FiG 2—The accountability process

DHSS will therefore not hold them to account for the total
volume of their expenditure. They will, however, expect to see
family practitioner committees exercise such discretionary
powers as they have to secure value for money, and they are
required "o pay the utmost regard as public bodies to their
responsibilities for the use of public funds™ (HN(FPXB4)37.

Family

family i ittees will be required
to satisfy the DHSS that they are: (/) administering arrangements
for the family practitioner service correctly and efficiently;
(if) implementing government policy; (ifi) remaining within
administrative cash limits and manpower targets; (iv) playing
their part in cooperation with health and local authorities;

Performance review
['some can mvoive misters }
~ analysis of FPC's policy ond stralegy Object. To aanety good FPC
(PASS) proctics; ogree
- with documents used for famdy practitione m,
T sekey e ol knowtedga o cevecp

- FPC's rewew of its performance,
def

- present programme of work for
mprovement

mitee administraton. The purpose of these is 1o provide 2
means one  famil; s
performzncc with that of family practitioner committees
generally and to monitor changes over time in individual
committees.

Every five years a more detailed and rigorous performance
review will be undertaken, and this will be based on a family
practitioner committec’s “policy and strategy statement” (sec
below), together with the documents referred 10 above. These
periodic reviews will be used to identify and promulgate good
practices. Where there are particular local difficulties these
performance reviews may be carried out more often than the
five year cycle. In :ddmon, ministers propose to meet family

(¢v) providing the family service for
the comprehensive distict health authority plan; () keeping
the public informed of their activities.

On this last requi family practi are
exhorted to make information about their activities more
widely known (after paying due regard to confidentiality) and
required to involve community health councils in defining the
aims of and policies for the family practitioner services in their
localities. This may encourage family

irmen annually in three groups to
review progress and pollcl:s relating to the provision of family
practitioner services.

Some may be critical of the amount of information family
practitioner committees will be required to assemble for these
reviews; the DHSS retort is simply that the aim in compiling
profifes and strategies, programmes, and other performance
review documents is to use the information that family
should already be using for their own

to publish annual reports; several, such as Avon, Croydon,

management, consultation, and planning.

TABLE 11— Three oprions conndered

() Keap present arvangements

For Againi

Least change and mimumises Ammmnnu':ly compies: up 1o ne
‘sdmunitrative turbulence. district health suthonues need to

No ew Jegsslation required.

Thves o ngeoas ot comarriiam:
Better for 3taff development and o
mobibly

srringemenit lor iy practiones

Comites adcommodsion o
Safing
(0 Groe famly praceinones commitess status of independons Malh aushomies
For
Piterea by conructr profeions 1na Roare o 10 be
riiane! oo ‘Vincnded; nex: sangements fot
coule ke By e fanding and mmm'.fi"mmm
ecuve; they staf and sccommantaon, and
- WOk i dutrict  gremes involvement of Depiriment
Feah SReries on e of S Fieakn and Socu) Secunty in
Sork o fumily practtner
A smmuraive compleni Commtees

Direet respomaibilty on Eeommodation

Improve sdeinistrative eficiency by
Joint consortium arrangements for

i) Relate famiy practitioner commitiees 10 regional health axchomies

For Agami
Avord sdministrative complexities of REquires umendmenn 1o legisiation
1) and one body concemed  Regooa! health nboriies would
become concerned in local matiers—
for example, staffing and
accommodition; not consiatent wath
thexr prmary seratepe role. Family
ractiioner committees
ndent on other health
suthornies Could weaken
jon™ between fam;
eectones somoies and dirict
esith sathonty

HN(81:10. March 1981 (consultation completed by 31 May 1981}

in resource allocation—for example,
rement services and computen.

not question the need for a distinct and separate body to
administer the contracts of family practitioners. These contracts
were recognised to be qualitatively different from those of
health service employees, and the bodies responsible for their
administration had ta be based on different principles from
those appertaining to employment contracts. Family practitioner
committees are firmly wedded to the notion of parmership
they are composed of half lay and half professional members,
their style of operation is consensual, and they are statutorily
obliged 1o consult with each local representative committee
(dental, medical, pharmaceutical, and optical) on all matters
concerning their part of the family practitioner services. It was
rightly assumed that these important and necessary arrange-
ments could not be transferred to an employing authority.

v ion to

Independence was achieved against enormous odds; a wide
range of influential and powerful bodies had to be neutralised
if not persuaded. The General Medical Services Committee,
and in particular the sheer tenacity of its past chairman,
Dr John Ball, played a crucial role in ensuring that the govern-
ment did not falter in its commitment to legislate for family
practitioner committee independence. Originally it was hoped
that the 1983 Health and Social Services Bill would have
achieved this. Unfortunately, as that Bill was being hastily
enacted during the closing hours of parliament before the 1983
general election, the opposition party insisted that the specifi
clause giving o0 family
should ‘e withdrawn, In the customary hurried horse trading
the government conceded the opposition’s request. The
Minister for Health, Mr Kenneth Clacke, however, gave an
immediate undertaking:

“Only this afternoon, Dr John Ball, of the General Medical Services
Committee, came 1o see me to express the British Medical Association’s
very strong concern about the way in which the provisions had been
dropped. 1 gave Dr Ball and others an undertaking, which | gladly
repeat 1o the House today. When the government return to office it
is our intention at the earliest possible opportunity to reintroduce
these provisions in a new Bill.”

Hansard 1983 May 11: col 878.
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The Minister added that the government remained convinced
that the family practitioner services would benefit most from
being by free standing
whose main concern and objective was to develop the primary
care services, the NHS's first line of contact with the public.
Just over a year later this promise was fulfilled when the 1984
Health and Social Security Bill was enacted.

The opposition to this change had been considerable.
Politicians of all parties (the policies of the Labour Party and
SDP/Liberal Alliance favoured integration with district bealth
authorities) initially feared that family practitioner committee
independence could work against cooperation between family
practitioner committees and district health authorities. Others
Questioned whether there could be sufficient “control” over the
contractor professions, and some probably thought that this
would create an untidy administrative arrangement, lacking
clear lines of accountability. In particular, the National Associa-
tion of Health Authorities argued strongly against giving family
practitioner committees independence on the grounds that it
would divide rather than integrate health care provision at the
local level.

Those who favoured independence believed that the new
status would be a crucial catalyst for change and development.
It would enhance the standing of primary care in the health
service, allowing family practitioner committees to stand on an
equal footing to district health authorities. Though this new
status was initially regarded as a convenient (if not the preferred)
administrative and legal solution to the problem of fitting
family practitioner committees into the new NHS structure, it
acquired a momentum and importance of ts own.

The aims of independence, as now perceived by ministers,
are to improve primary care, the planning of local health care,
and collaboration between family practitioner committees and
other services provided by local government and also to increase
the administrative efficiency of family practitioner committees
and their accountability to the DHSS.

Framework for independence

The that family will
shortly enjoy is delineated by a framework of statutory and
administrative constraints; relations between them and the
DHSS will be based on the principle of delegation with matching

Family will obviously
have to act in accordance with legislation; this includes the
terms of service of general practitioners and the other contractor
professions, the regulations governing family practitioner
committee procedures, and the various NHS Acts. Family
practitioner committees are also required to implement govern-
ment policy—for example, the programme to transfer patients
who need long term care to the community (“Care in the
Community” (HC(83)6)). They are also required to obtain
value for money in the provision of family practitioner services.
Figure 1 illustrates this range of constraints within which
family practitioner committees must work. The most specific

apply to the small of total
expenditure on family practitioner services (less than 2%, on
zvmg:) allotted to the administration of the family practitioner
mmittees themselves. Thus manpower targets and cash limits
Wil be frmly appiied to this pars of the family practitioner
committees” spending. This is not surprising and is no different
from their present position in relation to the district health
authorities. The only change is that in future they will be
directly accountable to the DHSS on these matters.

The new financiel and sccounting arrangements between
family practitioner committees and the DHSS are analogous to
those that exist for district health authorities. It is recognised
that family practitioner committees, unlike district bealth
authorities, do not have control over many of the factors that
determine expenditure for the family practitioner services. The

810

PASS: new acronym in NHS vocabulary

The family practitioner committee’s “profile and strategy
statement,” or PASS as it will undoubtedly be known, will
have a key role in making it directly accountable to government
and more open to public scrutiny and help in developing
cooperation with district health authorities and Jocal authorities
(sec fig 3).

e o Compiants. Locot medical committee
iyt
= | WY R
rctory st
FPC
Pt
Ot come (PASS | - “m‘,m'
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practitioner committees and district health authorities, and in
any event it may convey a firmer and more prescriptive tone.
Apart from the need to ensure that there is effective coopera-
tion between the family practitioner services and the hospital
and community health services, the relative distribution of
family practitioner committees to district health suthorities
(see table 1) meant that forma} machinery had to be devised
for this purpose. The report of the DHSS joiat working group
on collaboration between family practitioner committees and
district health ities makes detailed
how this should be achicved; it exhorts both to promote munul
understanding and respect, to identify and pursue common
goals and policies, 1o share information, and to create formal
and informal arrangements for cooperation. In addition, the
report lists some specific topics on which the two authorities
should work together (tabie I1I).

TABLE 1t—Family practinoner commitiees and district health outhorities:
examples of areas of colleboration

(41 The impact of the quality of family practitioner services on sccident and
(3 Open sccess for general medical practitioners 1o district bealth suthority

FPC aims and policws

Nole Semior irformation & 0lso ckuded 1 @ PASS 1 other proctioner services

#16 3—The contents of a PASS.

In due course each family practitioner committee will be
required to prepare a PASS every five years, which will give
information about family practitioner services in its area, point
to expected changes during the next five to 10 years, and
explain its aims and policies and how it intends to achieve these
in this time scale. The PASS will serve as the family practitioner
committee’s contribution o the district huhh phn and enable
the family to carry
planning, and accountability responsibilities in an i informmed way.
The likely contents of 2 PASS are summarised in figure 3. The
DHSS has emphasised that the PASS is not intended to be a
free standing plan; it should represent the direction in which
the family practitioner committee has agreed with dmnct
health and local hat is,
the loca) medical commiriees-—ite services should develop. Az
planning by district health authorities that has implications for
family practitioner services should not be undertaken, or
proposals finalised, without reference o the family practitioner
and the local Of course,
there may be differences of view; a PASS may be at variance
with the district health plan. If this was important it would be
regarded as indicating a failure of collaboration, but differences
will arise and these should be jointly recognised and proposals
made as to how these will be tackled.

Relations between family practitioner committees and
district health authorities

It is understandable that once the issue of independence had
been sertled in principle the future arrangements for collabora-
tion between the district health authority and family practitioner

became a major Tt still seems strange
that the term rather than, sy, jon should
have been used. The conventional dictionary definition of the
term offers the act of assisting or cooperating with the enemy
occupier of ope’s own country or working jointly on an artistic
or literary production. No doubt there are sound historical
precedents for talking about collaboration between family

e e -

i SR AR i o e,
o

S

muwl’ur cxample, the mentally ill.

Wider will the family
committees acquire new teeth?

Their newly acquired independence not only affects the
relations among the family practitioner committees, district
health authorities, and the DHSS. Other changes are being
introduced that could make family practitioner committees
more assertive and independent. Firstly, their chairmen and
members arc now sppointed directly by the Secretary of
St:le, although those members from the professions are

pointed from nominees of local representative committees
(ineluding local medical commirtees. Secondly, the DHSS will
ensure that there is a balance between lay and professional
members, and it will be expected that in each family practitioner
comumiftee the chairman and his or ber deputy would not both
be drawn from the lay public or the profession. A further
change will affect the secretariat of some local medical com-
mittees. In future family practitioner committee staff will not
be able to hold appointments as secretaries of local medical
committees, although thos staff already doing so will be allowed
to continue.

Already some effects of these are apparent. The
influence of professional representatives in the Society of
FPC Administrators is becoming less pervasive, and in future
it is likely to become a more assertive and independent body, a
national voice of the family practitioner services that is not
necessarily in accord with the views and policies of the contractor
professions. A flavour of what may lie round the corner is to be
found in Mr John Williams's presidential address to the 1984
annual meeting of the society:

When I was 3 young administrator it was preached to me that it was
wiways in our interests to be seen to go along with the policies of the
Geners) Medical Services Committee. They were our strongest allies
and they had a right to expect us to be with them. This was trotted
out time and sgain. Whilst it probably makes sound sense if we
think in terms of protecting ourselves, I always questioned this policy.
Whilst agrecing that the General Medical Services Committee it 2
powerful lobby and in the main our interests were mutual, there
could come a time when their interests and ours were almost bound
to clash. They quite righty are interested in preserving and improving
the lot of the general practitioner. Our interests are in » good
service and in doing so ensuring that contractors in sbiding by their
terms of service give the National Health Service value for money. . ..
We wrant the GMSC to be our friends, but surely friends can disagrec
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without falling out. If not chat friendship is not worth very much.
What I find upsctting is that some family practitioner committees, in
their anxiety not to rock the boat, tend to regard the wishes of the
professions as having 2 of priority greater than they merit.
Journal of the Society of FPC Administrators 1984;11:195-8.
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Mr Williams gocs on to spell out the implications of this new
assertiveness and wan dangers of a too cosy relationship
with the professions.

There are also some more immediate problems to be resolved.
Both family practitioner committees and local medical com-
mittees will soon have to absorb increased demands on their
resources. The family practitioner committee will be required
to deploy staff on collecting and analysing the data required
for the scrutiny and review procedures. Concern has already
been expressed that they lack sufficient middle management to

611

direct this work and the additional task of computerisation, snd
it appears that no extra funds will be available for this. Local
medical committees are likely to face a similar problem; if their
input into planning is to be at all effective they will also require
additional professional and sdministrative resources. It is
unclear how these will be found.

Finally, the long overdue Green Paper on the future of the
ramuy pracitoner services cass an uncertain shadow over the
family newly
Nobody knows what further duties and re mponnbl.lm:s may be
subsequently delegated to the family practitioner committees.

Reference

1 Royal Commisen on the Natonal Healh Service. Repore. London. HMSO,
1879 Conmd 7515 (Merrson repor

100 YEARS AGO

The rapid transit of troops up the Nile by boats, and along its banks on
camels, sull goes on. hat more than half the entire number of boats
have airesdy passed up the cataracts; they are now over a considerabie
portion of thewr troubles, and have a fine stretch of smooth water before
them. nght up to Korti, which is the concentraung station just now, from
which a dash across the desert 1s being attempted by a portion of the force;
while an advance of another portion of the troops along the river towards
Merawi is, I believe, intended, with a view of punishing Stewart’s
murderers. Evﬂy nerve is being strained by the authorites, nulxury wnd
medical, il capidity,
Roiding out ndehitely, nd the season fo actve aperations s ShppIng by
apace, leaving us a narrow of mly three months before the hot
Khamsin s. Sofar
the toops i ety sasfctor. though e death mc from entec fever
i very hugh. T 0be
e, atibutabie o doubt 1 the fact hat he men verv oo et e
early and painless ra, and continue their journey cither by boat or
<amel. in theis wish to get up to the front; all the time cating their ordinary
ration of salt beef and biscuit, and not reporting themselves sick untl
prostate, and unable to go on any further. As met with clsewhere, this
disease in the Soudan chiefly singles out young soldiers; and those of a florid
complexion, with fasr hair, suffer from the maladv un its worst form. The
range of temperature is typicals | have scen no hyperpyrexia. nor have [
heard of any such cases; the usual head-symproms, such as apathy, 2
rendency to stupor, al deafness, are The
uents, as a rule, take their nourishment well; but profuse and uncon-
trollable diarthea exhausts the sufferer. The evacuations are extremely
ew remedics seem to have any power of even temporarily
moderating this most distressing symptom; which is not only most
troublesome 1o the poor sufferer, but breaks his rest at night. One very

y A
robust looking soldier, 24 years of age, for some days complained of feeling
out of sorts, listless, and that he had obscuse pains in his younts, principally in
his shoulders and elbows, and down his legs. His jounts were examined, but

diet, but with no medicine. His comrades hinted that he was shammung, as
he had been heard to say that “he wouldn't go on any further,” o words to
that effect. There was nothing whatcver, cither abdominal or omem w©
lead until, all of 2 sudden, on th

violent and general peritonitis st in, and soon proved fatal, prrlorlmm
being found after death. Obscure cases of this kind occur now and again in
‘military and naval practice. In days gone by, [ have heard of one or two cases
of thoracic or a ancurysm only discovered after death, where the
man, if not actually punished as a malingerer, was looked upon with very
great suspicion. Therefore, the greatest caution is necessary, so 2s not (o do
an injustice; while the interests of the service, and the chance of meeting a
professional schemer, must not be overlooked. Another very severe case of
enteric fever came under my notice. A remarkably fine robust soldier, aged
24, of dark had a of 104.8°, or the bouts, on
several evenings, 3 puise of 108, srong and bounding. Violent
hacmorrhage from the bowel came on the tenth day, and lasted on and off for
two days; he must have lost altogether about two pints of blood. Under the
influcnces of opium and galic s, with coldacid drink, the baemorrhage
ceased, and a good n the paign, so far 2s

it has gone. I may safely say that we seldomn if ever see 2 man n the early
singes of entric eve. OWipg 0 the grea irt de orp and rvalry berween

he regiments (o be first up at the front, a man really suffering from enteric
fever i only seht , goes on and on, sharing the labour
and hardship, perhaps wet all day. and sleeping on the cold ground at night,
eating salt beef and biscuits, with the other men in his boat or camel-troop,
until he is 5o ill that he is simply prostrated; then he comes under medical
treatment. T need scarcely say that his case cannot be looked upon very
hopefully, however much we may admire the splendid spirit of pluck which
keeps a man from giving in almost as a point of honour. Under conditions
such as the above, we must, I fear, look for & high death-raic; and, in cases of
recovery, a tardy and difficult convalescence. Atall events, be the cause what

one or ali combined, enteric fever will claim far more victims than the
Madhi’s bullets or spears. So far, the climate 15 all in our favour. There isa
powerful no doubt: but it is gene:

brecze by day. The temperature by day, 35 4 rule, is over 0, some
mornings. the temperature falls close 10 50°; in fact, the carly mormings are
bitterly cold. and the dryness of the atmosphere 1s extreme. To sum up, the
hospitals are welt supplied. the sick are well cared for, the most capUous
critic can find no fault; the medical staif corps are working like men; and
whether at professional dury o hauling a boat, or in desert marching, in
mending a hospital-bed. or in building 2 hospital-kitchen, from morning to
nught, all day and every day, we are all hard at work, all honestly striving to
help an the expedition. {British Medical Journal 1885;i:247 1

The concluding days of the Manchester Conterence on Education under
Healthy Conditions were taken up principally with a discussion on
subject of Physical Exercises. Mr Charles Roberts read a paper on the
“Correlation of Mental and Physical Education. Miss M. A. Chreiman, of
the Physical Traimng College. London, followed with 3 paper advocating
the physical training of women. Mr. John Holm said the good average
Physique of the British cace, due to our predilection for active sports, had 2
retarding influence on the introduction of gymnastics. At the same ume, he
condemned much of the apparatus now used in ordinary gymnasia
expressing the opinion. that the paralkl bars were most obiectionable.
" s and dumb producing the
tic stoop. combined with stiffness of e oo o5 preference
was for the Swedish system of gymnastics, which. if carned out i
accordance with the teaching of Ling, was free from the blemishes of our
systemn, while capable of fully developing the body. The discussion was
taken part in by Dr. Shutleworth of the Royal Albert Asylum for Idiots),
Miss Blyth (Edinburgh’, Dr. Watts, and Mr. Broadfield. In reply to the
President, Dr. Wiatts said he did not believe there was any falling off in the
health and strength of schoolchildren in consequence of the vigorous
application of the system of compulsory atiendance. He thought it was
pretty generally known that infant mortality was decreasing. and that adult
Gife was lengthening. At the close of the conference, Lord Aberdare
xpresied bis belief hat there was o serious foundation fo the cry of
\d nothing in the
scholars. He considered that the report of e Cohion vt
snaecssaanly encevagant. They ough o he presen (o b contentwith the
changes which had been made in the Code, and not tinker it any further until
it had had a longer trial. Brinsk Medical Journal 1885:i:850
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NATIONAL HEALTH SERVICE RECORD OF TREATMENT
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of omissions pmbum in desin, which was a legacy from
the existing form. It was thor contraceptive
services should be reworded a3 1 nq.nve Sttemen vo that i was
deleted only if services had been obmined elsewhere in the preceding

2 considerable increase in the overall number of claims
period compared with the same period
12 months previously (table I). This incresse was particularly in
accination, contraception, cytology, and night
visits. jve analysis of the practice records showed that &
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G 2—Unisertl claim form wich the top sheet folded back 10 show duplica-
ion on back shee

EVALUATION

For the three monts April o June 1981 all conventional forms
were withdrawn from use in this department. The universal claim
form s stocked in all consuling rooms, the treatment room,
reception desks, and in the medical bags of eight principals and four
trainee assistants. One week before starting the trial all the doctors
and reception staff were instructed in the use of the form and provided
with an instructional handout.

The completed forms were analysed for: (i3 type of claim; (i1}
omissions and errors in completion; (i validity by referring o the
patient’s records. The completed forms were then submitted to the
family practitioner committee. These data were compared with
similar data for the corresponding period 12 months earlicr.

With the agreement of the Welsh Office the staff of the family
practitioner committee agreed o process the form in two ways
(a) By sorting all the forms according to the category of the claim
for processing by the relevant staff in cach of the claims sections (the
conventional method). (&) By arranging for a small group of the
staff trained in dealing with the full range of claims (o process all the
forms without initial sorting. The time taken to process the claims
was recorded together with the atkitades of the staff. A questonnaire
was designed to measure the accepubility of the form by all the
participating doctors and staff.

Results

Errors were noted in less than 27, of all forms completed. Omissions
mainly concerned failure to record the data, the patient’s date of
birth, or failure of the paticat and doctor to sign the form. Analysis

— = [ e
w | 12 montts.
== ——
[ compines Suring e o
respect of claims for v

similar number of these services had been performed but not claimed
in the same period in the previous year. Using the 1981 rates of
payment for both years, this showed an increase of nearly £100
per week during the trial period.

The universal claim form was used 1o record clinical detaifs for
all temporary residents and for immediately necessary and emergency
treatment. It is customary in the practice for the patients’ notes ©
be collected and taken on night visits 50 that most claim form:
complered for night visis did not need clinical dewils (able 1D,
The form was used to make multiple claims in roughly 5% of ali
claims: temporary resident and night visit, one; a course or more than

doctors and lay stff invalidated the questionnaire, which had beer.
prepared for use at the end of the trial. No adverse comments were

FOR FPC USE ONLY

2 Temporary Resident

3) Immediatety Necessary Trestment
4 Dental Treatmgat

51 Cervicsi Cytology

8 Contraception

Contraceptive service
luco

71 Maternity

Tot!

81 Emergency Trestment

Service.

9 Night Viert

10 Other
Doctor

116 3—Universal claim form: reverse of top sheet used by family
practitioner committee for payment.
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Practice Research

Universal claim form for items of service payments in

general practice

J R GOVES, R HARVARD DAVIS

Abstract

A universal claim form was designed to replace 12
different forms currently in use by general practitioners
in the National Health Service to claim payment for
items of service. This form was evaluated over &

of three months in a group practice. It was acceptable
to doctors, stafl, and the staff of the family practitioner
committee. Considerably more claims were made
during the trial period than during the same period the

previous year.

Introduction

Twelve different forms are used by general practitioners in the
National Health Service to claim payment for items of service
(FP81, FP19, FP1001, FP1002, FP1003, F106, FP32, FP82,
FP23, FP74, F24, FP31). Threc of these—FP19, FP1003,
FP73—also serve as an encounter record because they record
clinical data. Only the FP19 is of a size that will fit into the
medical record envelope.

This paper reports the results of an evaluation of a universal
claim form in a general practice over a period of three months.

Method

The universal claim form (fig 1) was designed by JRG 10 replace
the existing 12 claim forms. It encompasses relevant data on
the existing forms and complies with the relevant sections in the
Statement of Fees and Allowances Payable to General Medical Prac-
and Wales. It was designed 1o fit into the traditional

The thin front sheet is of “no carbon required” " pove, hinged
onto a card back piece. Hence, by using  ball point rmat
eatered on the top sheet is duplicated on the front of the card back
piece (g 2). After scparation the front sheet is forwarded to the

ly practitioner committee as a claim. The reverse of the top
sheet (fig 3) was desigoed 10 belp the family practitioner committee
1o process nical details may be recorded on the reverse of
the card back piece (ﬁ; 4) and subsequently transferred (o or filed
in the patient’s notes, be forwarded to the family com-

forwarded to the area health authority to be entered on their computer
file.

Once the details about the patient are completed (fig 1) the patient
ticks off and signs for the services rendered in this section. The
bottom section is used by the doctor to claim for the services stated
but not listed in the patient’s section of the form—for example,
night visits, emergency treatment, or sccond person for anaesthetic
session. Maternity claims are by using the existing ma
claim sticker (FP24A), which is attached to the back of the top sheet
after the form is completed.

NATIONAL HEALTH SERVICE RECORD OF TREATMENT
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this trial the number of claims made almost certainly reflects in
pmthcmrerunhn!h:m-l;:nmwﬂ

forms could be achieved by family practitioner committees with
fewer sufl. In South G there is 2 complex stffing
structure in which smail groups of swmff work in different
sections and deal only with one or two categories of claim. The
local union officials were quick to spor the implications of the
universal claim form in this respect.

The form provides the capability for recording and passing
on important clinical information that is not possible with the
current forms. It thus serves the purpose not only of a claim
form but also of a “clinical encounter sheet.” In ‘this respect
the form might bridge the gap between conventional records
and paperiess consultations when medical records are com-
puterised.! * In the interim, before the development of complex
recall systems, the stiff back sheet of the form might also be
usedlommmnlmmuﬂyopeludmmﬂlyn:m if it is
arranged it may be used to recall patients for

16 4—Universal claim form : reverse of beck aheet is a clinical record.

TABLE 1—Number of claims rubmitied during trial period and during same
period one year previowsly

all contraceptive services and cervical cytology.

This paper summarises the project undertaken by ] R Goves
e » tuines i the depuuneat of genenl pracie, University of
Wales College of Medicine, and which received the first prize in the
National Systex Awards wsz We thank the Weish Ofes o allowing

Service April-June 1960 April-June 1961

Ve Tree A [ s
s : 4
L -

o u =
G h ] 3
e Sy e K] i}
e, } :
Cyrology 3 20
Night viaits 18 56
T o 0

TABLE 11— Uriversal claim form wsed as & chimical record

Type of uae No completed No ueed 1 o record
Temporsry rendent 0 <
«
Tonmmecuately necemary Gestimeat o H
Vs 4 30 k)
Naght s Ed Il

received, although two doctors initially complained that the tize of
the print used in the form was 100 small. A single form for all claims
was unanimously welcomed, the tionists  particularly
commented on the speed and simplicity of completing teir section
and said that stock control was 5o longer a problem. The staff of the
family practitioner committee were unable to time precisely the
processing of the form in the two ways; nevertheless, they had no
problem in processing the claims.

Discussion

The results of this trial show that a universal claim form
that replaces 12 existing claim forms is scceptable to both
professional and lay saff in a_general practice and is also
acceptable to the staff of the family practitioner committee Who
are concemed with processing claims. The use of this form
resulted in an appreciable increase in the number of claims.
This observation, however, must be qualified by the well
documented fact that a change of procedure often inherently
produces changes that may or may Rot be permaneat. Thus in

the South Commitie 10 proocs the
mwm:mmme.mammmcm
their cooperation.

idoners. Compaters in primery care. Occasional

)MICGP‘IOE
recoed system for general peactice. Br Med ¥

2ol
395-7. -

(Accepend 17 December 1904)

100 YEARS AGO

One of the most revolting of the performances by which street-jugglers seck
10 attract the attention and the coppers of the idle, is that known as sword-
swallowing. This may be an optical illusion, with a “trick"" or telescopic
sword, or the veritable passage into the gullet of a short blunt-edged weapon
of solid iroa. The latter, being the more realistic and disgusting method, is

i i than

named Henry
Fry,aged 30, who wat st 10 the Newington lnﬁmwymsammy,
January 17th. He
swallow 2 sword, .ru;mwm..dthmpufnmuimmny,
when be was seized with severe pain, and began 10 voanit blood. Difficulty of

pufonlimu[lhmph‘m,mdinmrymlbep«iarﬂmm.Trﬂxmd
exhibitions which entail abuse of the provisions of nature, and denger to
hﬂlwamme.mnmlohmlwummwfm and

cannot rougly be depr the gutter only
eselong, fl he music-hall and in the street, and will
class of so-called cateruain-

extinguish, amongst others, this objectionable
ment. (Brizish Medical Journal 1885;i:242.)
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