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    This report examines the structures and mechanisms that exist to improve patient access to general practice.
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    Summary


    1 Most of the contact that people have with the NHS is with general practice, and this is the first step for most patients in diagnosing and treating health conditions. On31 March 2016, there were around 42,000 doctors employed in some 7,600 general practices in England. General practitioners (GPs) work with nurses and other staff to treat and advise on a range of illnesses, manage patients’ conditions in the community and refer patients for hospital treatment or social care where appropriate. GPs are independent contractors. Practices are typically owned and managed by an individual GP or group of GPs. In 2015-16, £9.5 billion was spent on general practice, once the costs of out-of-hours services and dispensing drugs are included, an increase of £426million from 2014-15.1


    2 General practice plays a vital role in healthcare. We therefore decided to carry out a programme of work on access to these services. Our first report pulled together data from a number of sources to provide a stocktake of the current position on access, demand and capacity. It concluded that, while people’s experience of accessing general practice remained positive, patient satisfaction with access had declined gradually but consistently.2 This report examines how the Department of Health (the Department) and the NHS are implementing their objectives and tackling concerns about access. Weset out our audit approach and evidence base in Appendices One and Two. The main body of the report starts with an overview of how access to general practice is currently managed (Part One) before covering the support given to general practice to improve access (Part Two) and availability of funding and staffing (Part Three).


    Key findings


    Setting objectives


    3 The Department has recognised the importance of improving access and set some high-level objectives for this, although it has limited understanding of the pressures in general practice. The Department is ultimately accountable for securing value for money from spending on health services, including general practice. The Department has set objectives for NHS England around access to general practice. These currently include providing evening and weekend access for all patients and 5,000 extra doctors in general practice, both by 2020. However, as highlighted in our previous report, there are still limitations in data on the demand for, and capacity in, general practice. There are risks to both the levels of access and cost of services if there is insufficient assurance that funding and staff are being supplied in line with demand (paragraphs 1.3, 1.6, 2.3, 3.6, 3.12 to 3.14 and 3.18 and Figure 2).


    4 The Department and NHS England have not fully considered the consequences and cost-effectiveness of their commitment to extend access. Theyhave used pilots to understand the demand for, and provision of, extended hours, and have used these to refine their expectations. However, they have not yet fully assessed the cost-effectiveness of the approach and overall resources that will be required. If the additional funding is only used to meet the minimum additional capacity required by the new commitment, this would equate to £230 per appointment hour per 1,000 registered patients. In core contract hours the cost is an estimated £154. NHSEngland intends that the additional funding will be used to also cover transformation costs and wider improvements in access. However, it has not yet set out how it will assess whether local plans for spending the additional funding provide good value for money. We have not seen evidence that the Department and NHS England fully understand the effect of this commitment to extend hours on continuity of care or other arrangements for providing general medical services outside of core hours. Inaddition, there is a risk that commissioners may pay for access that is already provided by another service (paragraphs 2.5 to 2.9 and Figure 5).


    Contractual arrangements


    5 The main contract does not set absolute requirements on access to services including practice opening hours, but shorter opening hours are associated with poorer outcomes. Commissioners manage core general practice services through contracts; the most common is the national General Medical Services (GMS) contract. The GMS contract stipulates that ‘core hours’ are 8 am to 6.30 pm, Monday to Friday (equivalent to 52.5 hours per week). Practices do not necessarily have to be open throughout these core hours, but they must provide essential services at times to meet the reasonable needs of their patients. When they do close during core hours, the vast majority of practices report that services are covered by a local out-of-hours provider or neighbouring practice. We found variations in practices’ opening hours during this period. As at October 2015, some 46% of practices closed at some point during core hours. In particular, 18% closed at or before 3 pm on at least one weekday, despite three-quarters (76%) of these practices that closed receiving additional funding in 2015-16 to provide access outside of core hours. Our evidence suggests that the variation between practices cannot readily be explained by differences in their patients’ needs and shorter opening hours are associated with poorer outcomes. We found that patients registered to practices that are open for fewer than 45 hours per week attend accident and emergency (A&E) departments more often. Some commissioners are giving practices additional funding to be open throughout the core-hours period (paragraphs1.2, 1.5, 2.2, 2.4 and 3.9).


    6 Recognising that the traditional model of general practice is unlikely to be sufficient to deliver its objectives, NHS England is supporting the development of new ways of providing and commissioning services. NHS England’s objectives for general practice include extending access for patients at evenings and weekends; practices increasingly operating at a larger scale and collaboratively; and using a broader skill mix. The GMS contract sets few requirements on practices, such as sharing patient records between practices, that would help NHS England to achieve these intentions. Changes in the contract are negotiated annually between NHS Employers, on behalf of NHS England, and the British Medical Association. Practices hold their core contract ‘in perpetuity’, meaning there is no end date, which further limits the power of commissioners and strengthens practices’ contractual position. In April 2016, NHS England, alongside Health Education England and the Royal College of General Practitioners, published its General Practice Forward View which set out a range of intentions, including funding for pilots to test new ways of working.3 NHSEngland has also developed a ‘multispecialty community provider’ contract, which is designed to facilitate better collaboration across practices and services (paragraphs1.5, 2.2,2.7,2.10, 2.17, 3.10 and 3.22 and Figure 2).


    7 The new commissioning arrangements offer the opportunity of greater local understanding in the management of services. Until April 2015, NHS England commissioned all general practice services. However, 88% of clinical commissioning groups (184 of 209) have now taken on joint or full responsibility for commissioning these services. Due to their local presence, clinical commissioning groups should be better placed than NHS England to identify emerging problems with access. However, our evidence suggests some commissioners currently have a limited understanding of whether services are meeting people’s needs and have limited capacity to manage any significant service changes, such as a practice handing in notice on its contract. Commissioners also face a tension in managing performance, as using tools such as breach notices may risk damaging the relationshipwith the practice. We heard many examples of practices improving access or commissioners effectively supporting practices, but some commissioners struggle to find relevant examples that they can apply to their own circumstances. NHS England has limited assurance about the effectiveness of local commissioning, although it has given guidance and started collecting data on performance management (paragraphs 1.4, 2.3 and 2.11 to 2.15 and Figure 3).


    Supplying staff


    8 NHS England and Health Education England’s efforts to increase the GP workforce are at particular risk from falling retention and increases in part-time working. To provide good access practices need the right numbers of GPs, with inflows of GPs matching changes in demand and outflows. The time taken to train clinical staff, and increasing demand, mean supplying sufficient numbers is challenging. Thereare very limited data on these individual flows but the trend in the total number of GPs shows that since 2010 nearly as many GPs have left as have joined. NHS England and Health Education England, alongside the Royal College of General Practitioners and the British Medical Association, published a plan in January 2015 which set out new initiatives to improve GP recruitment, retention and return to practice. In April 2016, the General Practice Forward View included, for example, intentions for an international recruitment campaign. Against a target of 3,250 GP training places in 2016/17, Health Education England only filled 3,019 (93%) places, although this was an increase from 2,769 in 2015/16. In addition to this continued shortfall in training places, increased levels of part-time working and falling retention, which are not directly the responsibility of either organisation, suggest there may be difficulties in achieving the goal of 5,000 additional full-time equivalent doctors:


    
      	As we previously reported, between 2005 and 2014 (the latest for which comparable data are available), the proportion of GPs aged between 55 and 64 that left approximately doubled. New pension arrangements may be encouraging GPs to retire early if they have maximised their pension fund before the age of 60.


      	There are no reliable data on levels of part-time working over time, but female and salaried doctors – who are less likely to work full-time – are increasing as a proportion of the workforce. The latest available data on part-time working in new GPs suggest that there may be 1,900 fewer full-time equivalent GPs by 2020 than Health Education England had estimated there would be (paragraphs3.12,3.14to3.15 and 3.17 to 3.20 and Figure 12).

    


    9 NHS England is supporting general practice to employ a wider staff mix to help improve access but the incentives for practices to employ staff cost-effectively are not yet aligned. In addition to 5,000 more doctors in general practice, it has committed to add at least 5,000 other staff to work in general practice by 2020-21. This includes 3,000 new practice-based mental health therapists, 1,500 clinical pharmacists and 1,000 physician associates, as set out in the General Practice Forward View. It is funding pilots to test new ways of working using these staff groups, and is also supporting the development of practice nurses, practice managers and receptionists. The central funding provided to practices for training and employing staff differs considerably by group. For example, while Health Education England pays the salaries of doctors training to become GPs, practice nurses are typically funded solely through practice income. As a result, practices are not incentivised to use the most cost-effective mix of skill. Managing the supply of different staff groups and providing practices with the evidence and incentives to change would help general practice to be efficient and to meet patient needs in the future (paragraphs3.22to3.24 and Figure 2 and Figure 13).


    Allocating funding


    10 NHS England is reducing some inequalities in the funding of local areas. Funding should be allocated equitably according to need so that local areas and individual practices have an equal opportunity to provide good access. NHS England has sought to make allocations to local areas fairer by introducing a more up-to-date calculation of local needs in 2016-17. However, the allocations to local areas balance historical funding – and so financial stability – with relative patient need. As a result, at the extremes, if Islington was to have the same level of funding in 2016-17 as Knowsley, it would have an extra 47% (£63 per person) after adjusting for need. NHS England has committed to reduce this variation, with planned allocations for 2020-21 having almost half the variation (26%) between the extremes than now (paragraphs 3.3 to 3.4 and Figure 9).


    11 NHS England is seeking to make funding to practices fairer but the underlying basis of the payments has not yet been updated as intended. NHSEngland is phasing out some payments, which are not based on the needs of the local population. Forexample, between 2014-15 and 2020-21 NHS England is phasing out the top-up payments – totalling £119 million in 2013-14 – given to some practices to ensure their funding did not decrease following the introduction of a new contract in 2004. NHSEngland is also redistributing the £235 million received by some practices commissioned through locally determined contracts that could not be linked to additional services. However, the funding formula used as the basis to allocate core funding to most practices may not reflect differences in workload across different populations and is out of date. In 2007 a working group recommended updating theformula although changes were not made (paragraphs 3.5 to 3.7).


    Conclusion on value for money


    12 The Department and NHS England have a high-level vision for access to general practice and have set some challenging objectives for achieving this. They have increased the funding available to general practice and NHS England has sought to make allocations to local areas fairer. However, they have not yet fully evaluated the cost-effectiveness of their commitments and are seeking to extend access despite failing to provide consistent value for money from existing services. The contractual requirements are limited and have not prevented wide variations in access, with evidencethat those practices closing for extended periods during core hours may not be meeting the needs of their patients.


    13 Limited levers to performance manage and difficulty in restructuring services leave commissioners in a weak contractual position. Instead, the Department and NHSEngland, along with Health Education England, have used a range of softer initiatives intended to incentivise and encourage practices to improve access and deliver better value for money. These measures include piloting new ways of working and seeking to increase staff capacity. But there are considerable limitations in the current mechanisms for delivering improvements – including a failure to attract and retain sufficient staff numbers and misaligned incentives for practices to employ staff cost-effectively. Without a more coordinated approach and stronger incentives to secure the desired results, the NHS isunlikely to get optimal value for money.


    Recommendations


    a NHS England and commissioners should fully consider the consequences of their plans to extend access. This assessment should cover the implications on continuity of care and existing arrangements for providing services outside core hours. NHS England and commissioners should also ensure that services provided outside of core hours are cost-effective and not paid for twice.


    b NHS England should seek greater assurance that services in core hours meet the reasonable needs of patients. There are unexplained variations in practice opening hours. NHS England needs to assess and monitor what effect these variations have on patients and other health and care services.


    c NHS England should explore how it can encourage GP practices to employ a wider mix of staff to improve access in a sustainable way. NHS England’s vision for general practice relies on greater use of staff other than GPs, such as clinical pharmacists and physician associates. NHS England, along with Health Education England, needs to consider the key barriers to developing a more cost-effective mix of skills and set out a plan to overcome them.


    d NHS England should actively share examples of where commissioners or practices have successfully improved access or capacity in an effective and efficient manner. There is scope for better sharing of good practice to commissioners and practices. NHS England should ensure that information onthese examples is more readily available for all to benefit from.


    e The Department and NHS England should seek to improve the existing data from general practice to better understand the capacity of, pressures on, and demand for services. A cost-effective service will balance access with demand; however, some of the Department’s and NHS England’s objectives are based on a crude understanding of the level of demand and what influences it. They need to continue to address the shortcomings in data highlighted in our firstreport.


    
      
        1 Our first report (see footnote 2) calculated spending on general practice differently, excluding the costs of out-of-hours services, dispensing drugs and local authority investment in public health services in general practice. Calculated in this way, spending has increased £411 million to £8.2 billion in 2015-16.

      


      
        2 Comptroller and Auditor General, Stocktake of access to general practice in England, Session 2015-16, HC 605, NationalAudit Office, November 2015.

      


      
        3 NHS England, Health Education England and Royal College of General Practitioners, General Practice Forward View, April 2016.

      

    

  


  
    Part One


    Responsibilities


    1.1 Most of the contact that people have with the NHS is with general practice, and this is the first step for most patients in diagnosing and treating health conditions. General practitioners (GPs) work with nurses and other staff to treat and advise on arange of illnesses, manage patients’ conditions in the community and refer patients for hospital treatment or social care where appropriate. Our first report, published in November2015, set out the importance of having good access. It also highlighted a number of concerns.4 We have not sought to undertake a comprehensive update on our first report; however, the latest data available against key indicators used is given in Appendix Three. This second report examines how the Department of Health (theDepartment) and NHS England are implementing their objectives and seeking to improve access. This part of the report outlines the organisations responsible for delivering and overseeing access, and the objectives that the Department and NHSEngland have set on access.


    Accountability for general practice


    1.2 General practice involves a variety of bodies (Figure 1). GPs themselves are independent contractors. Practices are typically owned and managed by an individual GP or group of GPs. On 31 March 2016, there were around 42,000 doctors employed in some 7,600 practices in England, with each practice providing care to an average of approximately 7,500 people. Practices are typically contracted to provide services between 8 am and 6.30 pm on Monday to Friday, although they can often tailor their opening hours to meet the reasonable needs of their patients. Some practices also remain responsible for out-of-hours care, although most have opted out of this. These services are often provided through separate contracts with other providers, although the out-of-hours providers frequently employ GPs based in practices that have opted outof such services.
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    1.3 As the steward of the health and care system, the Department is ultimately accountable for securing value for money from spending on health services, including general practice. The Health and Social Care Act 2012 shifted responsibility for commissioning general practice to a new organisation, NHS England. The Department sets objectives for NHS England through an annual mandate, and holds it to account for the outcomes the NHS achieves. The Department also sets objectives for Health Education England through an annual mandate and, among other things, holds it to account for ensuring that the future general practice workforce has the right numbers and the right skills.5


    1.4 NHS England is responsible for the proper functioning of the system for commissioning general practice services. Until April 2015, it commissioned general practice services directly, with its area teams responsible for managing the contract with individual practices and reviewing their performance.6 However, NHS England is now delegating more responsibility to local clinical commissioning groups, with 88% (184of209) now having a greater role. More than half (114) of clinical commissioning groups have taken on fully delegated responsibility for commissioning general practice. Afurther one-third (70) have taken on joint commissioning responsibility with NHS England.7 NHS England approves clinical commissioning groups’ proposals for co-commissioning and retains its same overall accountability for commissioning generalpractice. It continues to commission general practice in the remaining areas of the countryalthough it expects that all clinical commissioning groups will eventuallytakeonfully delegated responsibility.


    1.5 Core general practice services are commissioned through contracts with GP practices. Most practices hold either a General Medical Services (GMS) contract (64%ofpractices) or a Personal Medical Services (PMS) contract (32% of practices). The GMS contract, implemented in 2004, is a standard national contract with changes negotiated annually between NHS Employers, on behalf of NHS England, and the British Medical Association.8 The PMS contract is a local contract, agreed between NHS England and a practice. It is broadly based on the GMS contract, but allows variation in the range of services that may be provided, the financial arrangements for those services and who can hold the contract. GMS and some PMS contracts exist ‘in perpetuity’, meaning there is no end date. This provides stability for practices, but can cause problems for commissioners who may want to redesign services in a local area.


    1.6 The Department and NHS England have some general objectives that relate to general practice. For instance, the Department has mandated NHS England to: improve local and national health outcomes through better commissioning; help create the safest, highest-quality health and care service; and improve out-of-hospital care.9 TheDepartment and NHS England have also set out specific objectives for access to general practice through a number of documents, dating back to 2014 (Figure 2).
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        4 Comptroller and Auditor General, Stocktake of access to general practice in England, Session 2015-16, HC 605, National Audit Office, November 2015.

      


      
        5 Key objectives, including those included in the mandates, are included in Figure 2.

      


      
        6 In October 2014 NHS England changed the structure of its local teams from 27 area teams to 13 local offices. For the purposes of this report we have used the term ‘area team’ throughout.

      


      
        7 Clinical commissioning group responsibilities taken from NHS England’s website in January 2017.

      


      
        8 NHS Employers is a not-for-profit organisation which is part of the NHS Confederation. It aims to be the voice of employers in the NHS.

      


      
        9 Department of Health, The government’s mandate to NHS England for 2016-17, January 2016.

      

    

  


  
    Part Two


    Support


    2.1 This part examines the support that the Department of Health (the Department), its arm’s-length bodies and local commissioners give to general practice to improve access. It covers whether:


    
      	the objectives for access to general practice, and their feasibility and value, areclear to GP practices;


      	the implications of commitments to extend access are well-understood;


      	commissioners have the right levers to support practices to improve, andsufficientoversight; and


      	practices are given the support and advice to help them to improve access.

    


    Clarity of objectives


    Core hours


    2.2 To date the General Medical Services (GMS) contract has not set absolute requirements on access to services. For example, it sets no targets for the number of consultations a practice should provide or how quickly it should consult a patient. This was intended to support local flexibility. The contract does set core hours of 8 am to 6.30 pm Monday to Friday (equivalent to 52.5 hours a week), and requires practices to provide routine services at times within this period “as are appropriate to meet the reasonable needs of its patients”.10 Practices must provide services in case of emergency across all core hours. In August 2016, we used an existing research community of doctors to survey 839 GPs. They were much more likely to agree than disagree that their commissioner had made clear the levels of access their practice was expected to provide during core hours. However, the small sample of Care Quality Commission (CQC) inspectors who responded to our survey in September and October2016 generally thought that standards for access in core hours were notclear(Figure 3).
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    2.3 The GMS contract allows commissioners and practices to define the reasonable needs of patients and tailor access accordingly. However, there is little information to define what these needs might be. At practice level, there seems to be a good understanding of demand; 82% of GPs and 76% of the CQC inspectors who responded to our survey felt practices have a good understanding of the demand for essential services during core hours. But at the commissioner level understanding is not so good. Those we spoke to felt they were lacking sufficient data on levels of demand and available capacity at different times throughout the week. Our surveys also suggested commissioners have a limited understanding of whether services are meeting needs. For example, 14% of inspectors reported they felt commissioners know if services are planned and delivered to meet the needs of people compared with 46% who did not (Figure 3). Some commissioners had adopted or developed audit tools to capture and track these data. NHS England plans to roll out a new tool in 2017-18 to measure activity and help match capacity to demand.


    2.4 Our analysis of opening times suggests that practices have defined the reasonable needs of patients differently. As at October 2015, nearly half (46%) of practices closed at some point during core hours, and 14% opened for 45 core hours or less (equivalent to 9 am to 6 pm, Monday to Friday). Similarly, almost one-fifth (18%) closed at or before 3 pm during a weekday, despite three-quarters (76%) of these practices receiving additional funding in 2015-16 to provide access outside of core hours (averaging £8,224perpractice). Practices report a range of different arrangements for their patients when they are closed during core hours, including cover from the local out-of-hours provider or neighbouring practices and, in a few instances, calling NHS 111 or attending accident and emergency (A&E).11 NHS England has highlighted variability in provision of services in core hours as a particular area to focus on when reviewing clinical commissioning groups’ performance in managing delegated functions.12 We found that practices closing for extended periods may not be meeting the needs of their patients and, instead, may reflect historical patterns:


    
      	On average, there were 22 more A&E attendances per 1,000 registered patients (8%) at practices open for 45 core hours or less per week, after adjusting for differences in patients’ age and sex.


      	The extent to which practices close during the afternoon varies considerably by area. In 53 clinical commissioning groups no practices closed at or before 3 pm ona weekday compared to three-quarters (28 of 37) of practices in Waltham Forest. Practices in clinical commissioning groups with a higher level of unmet needs, as measured by early mortality, are more likely to have afternoon closures. We did not identify any clear correlation between closures in the afternoon and thenumber of GPs per patient.


      	We identified a link between closures and the size of a practice, with 46% of practices with fewer than 2,500 registered patients closing by 3 pm on a weekday, compared with less than 4% for practices with 10,000 or more patients.


      	A quarter of GPs (27%) and CQC inspectors (25%) that responded to our surveys felt that practices were not effectively matching staffing levels to demandthroughout the week.13

    


    Extended hours


    2.5 The 2015 Conservative Party election manifesto committed to ensuring that by 2020 everyone could see a GP seven days a week, from 8 am to 8 pm. Commissioners and practices have since been concerned about the additional staff and finances needed to provide this. As NHS England has worked through emerging evidence on what is needed and can be achieved, it has appeared to soften expectations, particularly on the requirements for weekend opening. However, the requirements have been reported inconsistently in public (Figure 4). Of the GPs we surveyed, 17% thought their commissioner had not made it clear how extended hours can be provided in the local area, compared with 45% who did. However, some of the commissioners we visited in July and August 2016 felt they still had to ensure 12-hour access seven days a week, contrary to NHS England’s direction at that time.
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    2.6 In September 2016, NHS England confirmed the requirements that clinical commissioning groups must meet for extended hours until 2020. It set the times of the week it expects services to be available for an additional 1.5 hours on every weekday evening after 6.30 pm, and on Saturdays and Sundays, to meet local population needs. NHS England also set the additional appointment capacity that should be available in each area (a minimum of 30 minutes per 1,000 patients), and how much additional funding each area would receive. NHS England does not envisage all practices having to meet these requirements individually; instead, clinical commissioning groups will be able to fund additional services to which individual practices can direct their patients during the extended hours period. We estimate that this intended minimum additional capacity equates to at least an extra 3.4% in appointments. NHS England expects that clinical commissioning groups will periodically review their local extended hours arrangements to ensure they meet demand for services.


    Implementation of extended access objective


    2.7 Since April 2014, NHS England has committed £175 million to 57 GP Access Fund pilot sites, covering more than 18 million patients, to test alternative ways of improving access. This has included giving patients greater access at evenings and weekends through hubs that link up a number of local practices. NHS England has used an independent evaluation of these pilots to define the requirements for extended hours care. However, they have not yet fully assessed the cost-effectiveness of the commitments to extend access and overall resources that will be required. Our own analysis suggests that, unless clinical commissioning groups provide more than the minimum additional consultation capacity, such as wider improvements in access, the new requirements may prove expensive compared to existing services. The minimum additional capacity equates to £230 per appointment hour per 1,000 registered patients, compared with an estimated £154 in core contract hours. The existing enhanced service provided by individual practices costs £73 per appointment hour, although it is expected to only cover the cost of paying existing staff to work longer (Figure5).14 NHSEngland intends that the additional funding is used to: provide extra capacity above the minimum requirement; improve access to a broader range of services; and cover any transformational costs.15 For example, to be eligible for the additional funding, it requires clinical commissioning groups to commission and demonstrate effective connection to other services, such as urgent care services. Commissioners were required to submit plans to NHS England by December 2016 to cover, for example, how access will be improved, however NHS England has not yet set out how it will assess whether the local plans for spending the additional funding provide good value for money.
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    2.8 Practices that currently extend their opening hours have different characteristics to those that do not, and it is not clear whether extended hours have been provided where there is greatest need. Our analysis suggests practices that either open longer during the week or open over the weekend tend to be larger practices and those with a higher proportion of clinical staff that are not GPs. They are more likely to be in less-deprived urban areas with a younger patient population, although in total little of the variation in opening hours can be explained by patient demographics. Patients from practices that are open longer during the week or at the weekend are generally less satisfied when trying to make an appointment.


    2.9 Some of the arrangements and consequences of the new requirements for extended hours are unclear. Three particular areas that will be affected are out-of-hours services, existing extended hours arrangements, and continuity of care:


    
      	In 2015-16, out-of-hours GP services cost £434 million. There is a clear overlap between the period covered by out-of-hours providers and the new requirements that NHS England is setting up (Figure 6). Some commissioners told us that these two services often compete for the same staff. NHS England expects that this risk will be addressed through the development of more integrated, at scale, primary care services. Clinical commissioning groups are responsible for remodelling these services to ensure that they are aligned and that commissioners do not pay twice for the same service.


      	There is also overlap with the existing enhanced service to extend hours. Somepractices are set to continue to be paid under this arrangement until at leastMarch2018. NHS England cannot remove the enhanced service as its futureis subject to wider annual contract negotiations.


      	Extending access at evenings and weekends may affect continuity of care. Theability to see the same GP is particularly valued by certain groups of patients, including those with a long-term health condition.16 NHS England expects that in future extending hours will free up capacity in core hours, resulting in improved continuity. However, as an indication of the possible tension, we found that between 2014-15 and 2015-16 patients from practices with longer opening hours during the week and those opening on the weekends reported that they were, onaverage, less likely to see their preferred GPs.
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    Supporting and incentivising practices


    Using the GP contract to promote good access


    2.10 NHS England does not believe that all the improvements to access it hopes to make can be achieved within a traditional model of general practice commissioning and delivery. The GP contract sets the framework for what a practice should provide, but NHS England told us that it is limited as a lever for bringing about improvements to access. Changes to the GMS contract are negotiated each year between NHS Employers (on behalf of NHS England) and the British Medical Association. In recent years, some contractual changes have been agreed to support the objectives for patient access. These include requirements on practices to inform patients about their named GP, to provide NHS England with data on evening and weekend access for their patients, and to ensure patients can book appointments and order repeat prescriptions online. However, the contract does not require practices to make any changes to support more effective working at scale, such as putting systems in place to share patient records with other practices.


    2.11 To ensure practices are meeting the terms of their contract, and to effectively support or sanction practices when access or capacity concerns arise, commissioners need to monitor and review a range of information. Commissioners told us that they use a variety of quantitative data as well as soft intelligence collected through complaints, visits to practices and discussions with other stakeholders. NHS England has produced a web tool that allows commissioners to assess and compare practice performance on a set of key measures. GPs had mixed views on whether commissioners deal with concerns about access in a fair way. Two-thirds (66%) of CQC inspectors who responded to our survey thought that commissioners did not take effective action to deal with concerns about access at individual practices (Figure 7). We heard that commissioners face a tension in managing performance, as using tools such as breachnotices may risk damaging the relationship with the practice.
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    2.12 In January 2016, to support local commissioners and ensure a consistent approach, NHS England published a policy book for general practice. This built on guidance published in June 2013 and set out policies including dealing with contract breaches and terminations, and managing patient lists. Commissioners told us vagueness in the contract meant it was often difficult to establish a breach against the contract for poor access or low capacity. This was easier when the practice had closed for extended periods, thus failing to provide the required service. In total, commissioners issued 160 notices to practices in 2015 because of a breach against its contract, although NHS England has not collated data on the nature of these breaches.


    2.13 The national NHS England team has a role to ensure that local commissioners effectively manage performance in general practice and that patients can access services. In June 2013, it published a framework for area teams to follow to assess and manage general practice. This framework stated that area teams must inform the national team when they issue contractual breach notices. However, an internal audit in June 2015 found that NHS England has no established governance structure or regular reporting of GP performance, breaches and terminations. In response, in January 2016 NHS England started collecting data from its area teams on measures of performance management, including contractual breach notices, disputes and practice closures. However, the data that NHS England has collected have to date been limited. For example, data collected on practice closures have not included instances where practices have temporarily suspended new patient registrations.


    The implications of co-commissioning


    2.14 The shift of responsibility for commissioning general practice from NHS England’s area teams to local clinical commissioning groups brings both opportunities and risks to its ability to manage performance of GP practices. This will have an impact on access to general practice given the key role commissioners play in ensuring access for patients.


    
      	Clinical commissioning groups (covering an average 36 practices compared with 586 for area teams) have more regular contact with practices and a more detailed understanding of them. Because of their local presence, clinical commissioning groups should be better placed to identify and respond to concerns about access or capacity. Also, by controlling both primary and secondary care in their areas, clinical commissioning groups can join up commissioning and transformation plans to support a common local strategy.


      	However, under the new arrangements clinical commissioning groups contract with, and manage the performance of, their own member practices. NHS England has recognised that delegating commissioning is likely to increase real and perceived conflicts of interest.17 It updated its statutory guidance on conflicts of interest in June 2016.

    


    2.15 Clinical commissioning groups have taken on additional responsibilities largely within their existing resources, although commissioners are concerned about a lack of capacity to deal with any significant access issue. NHS England intends clinical commissioning groups to take on the additional responsibilities within their existing resources, with no additional funding. However, we saw evidence of inconsistencies with at least one area team paying its clinical commissioning groups to help with transition costs. Area teams, who continue to commission services through direct and joint arrangements, told us they also have capacity pressures. Some commissioners were concerned that their limited capacity meant they could do little more than manage crises, such as a practice handing in notice on its contract. We heard that these crises were increasing in frequency as pressures mounted within general practice. Ofthe CQCinspectors we surveyed, only 8% felt commissioners supported practices effectively to maintain and improve access, compared with 48% who did not.


    Other ways of supporting practices to improve access


    2.16 In addition to attempting to improve capacity through increasing funding and staffing (see Part Three), commissioners have a range of other ways of helping practices, including identifying more efficient working practices, and sharing best practice. Thecommissioners we spoke to were more likely to support practices facing problems with access or capacity, instead of using the contract to enforce a minimum level of access. We heard many examples of commissioners supporting practices to improve access. Commissioners and practices depend on local contacts to discover what worksbest, butthey can find it difficult to identify examples that are applicable totheirowncircumstances.


    2.17 In April 2016, NHS England, Health Education England and the Royal College of General Practitioners published the General Practice Forward View.18 This set out a range of measures to assist general practice, including funding for pilots to test new ways of working and developmental support for practices. To implement its objectives, NHS England expects practices to work at larger scale and covering a broader range of services to effectively manage demand. To support this, it is encouraging and developing a number of key changes:


    
      	GP networks and federations. NHS England has encouraged and supported practices to form wider groupings to provide alternative ways of working and achieve economies of scale, working with the Royal College of General Practitioners and the Nuffield Trust. Data are limited on how these networks and federations have been developed, although by 2015 around three-quarters (73%) appear to have been part of a formal or informal collaboration.19


      	New care models. Since March 2015, NHS England has been supporting a number of vanguard sites to improve and integrate services, based on five new models of care. The multispecialty community provider model expands general practice to offer a wider range of services and support than previously. It uses hubs of integrated teams typically serving at least 30,000 patients. NHS England expects that, by working on a larger scale, providers will employ a more diverse mix of skillsto offer more appropriate, joined-up care.


      	Sustainability and transformation plans. Since January 2016 local health and care systems have been putting together plans to transform services and make them sustainable over the next five years. Forty-four footprint areas, covering between one and 12 clinical commissioning groups each, will allocate a sustainability and transformation fund established by NHS England, totalling £12.6billion between 2017-18 and 2020-21. NHS England intended that plans would involve the whole health and care system working better together. However,we heard concerns that general practice was not being sufficiently addressed in early discussions.

    


    
      
        10 NHS England, Standard General Medical Services Contract 2015/16, July 2015.

      


      
        11 NHS 111 is the non-emergency telephone service.
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    Part Three


    Resources


    3.1 This part of the report examines the funding and staffing available in general practice. The relationship between access and either funding or staffing levels is complex. However, to meet the objectives for access to general practice consistently across the country, there will need to be a sufficient supply of staff and funding and mechanisms to ensure these are distributed according to need.


    Funding


    3.2 Since April 2013, NHS England has decided centrally how much of its budget it will allocate to primary care. Including the cost of out-of-hours services and dispensing drugs, £9.5 billion was spent on general practice in 2015-16, an increase of £426million from 2014-15. As a proportion of total health spending, spending on general practice fell in three of the four years between 2010-11 and 2014-15. This proportion increased in 2015-16 and is set to increase further up to 2020-21 (Figure 8). NHS England measures spending on general practice differently to this: as a proportion of NHS spending on front-line services, which excludes administrative costs. Using this figure, only available since 2013-14, general practice equated to 9.5% of spending in 2015-16.
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    Allocations to local areas


    3.3 Each year, NHS England distributes its total budget for primary care, including general practice, to local commissioners. Before 2013, local commissioners decided themselves how much to spend on primary care, which resulted in wide variation between areas. Since 2013, NHS England has been seeking to reduce this variation and now calculates a ‘target funding allocation’ for each local commissioner, based on healthcare needs in each local area. NHS England updated the formula for 2016-17 to use a more detailed and up-to-date calculation of local needs. This followed a recommendation by the Committee of Public Accounts in January 2015 to review andupdate the formula.


    3.4 Each year, NHS England aims to move local areas from their current funding levels towards their target allocations. It does so slowly to prevent local health economies from being destabilised by significant changes. NHS England has been making progress:


    
      	In 2016-17, 48 of 209 clinical commissioning groups will be 5% or more above their target; 53 will be 5% or more below their target. By 2020-21, 20 are expected to be 5% or more above and none will be 5% or more below (Figure 9).


      	At the extremes, if Islington was to have the same level of funding in 2016-17 as Knowsley, it would have an extra 47% (or £63 per person) after adjusting for need; by 2020-21, the variation between these extremes will have fallen to 26%.
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    Practice funding


    3.5 Practices receive income from their commissioner through a number of funding streams. They receive most of their income based on the number and health needs of patients on their list. In 2015-16, this core contract funding made up 52% of total investment into general practice. Practices also receive payment for extra services such as childhood immunisations and providing additional appointments outside of core hours, to cover certain costs such as premises development and locum cover for maternity and paternity leave, and as incentives to provide high-quality care (Figure 10). General practice is typically not paid for additional activity (for example, by consultation), unlike for much of hospital care. As a result, practices’ funding does not necessarily reflect their workload and there may be an incentive for commissioners to reduce their costs by directing care from hospitals to primary care.
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    3.6 For most practices a calculation agreed between the Department of Health (theDepartment) and the British Medical Association in 2004, known as the Carr-Hill formula, is used to allocate the majority of core contract funding. The formula takes the number of patients on a practice’s registered list and adjusts for demographic characteristics and local costs. Much of the data used in the formula is out of date. Forexample, the estimated length of home visits is based on a survey from 1992-93. There are longstanding concerns over whether it appropriately reflects differences in workload across different practice populations. In 2007 a working group recommended updating the formula although changes were not made.20 NHSEngland has now agreed with the British Medical Association that they will not introduce an updated funding formula before April 2018. This is so NHS England can model the impact of any changes on practices and protect them from financial instability or uncertainty. As a result, some practices will continue to receive considerably more or less than their fair share. As an indication of scale, NHSEngland’s recent analysis suggests that, if the formula currently used for local area calculations was adopted for practice funding, around half of practices’ core allocations would change by at least 5%.21 Thedetail of the revised formula has not been agreed.


    3.7 In the meantime, NHS England is seeking to move practice allocations towards the relative funding levels suggested by the existing formula. For example:


    
      	between 2014-15 and 2020-21 it will phase out the minimum practice income guarantee. This is a top-up payment given to some practices holding a General Medical Services (GMS) contract, so their funding does not fall below what they were paid before they took a new contract in 2004. We recommended in 2008 that the Department should consider phasing it out.22 NHS England is redistributing the £119 million of funding each year across all GMS practices, equivalent to 3%oftotal payments to GMS practices in 2013-14;


      	in 2014, NHS England reviewed what it was paying to approximately 2,700practices that at that time held a Personal Medical Services (PMS) contract, to see if these contracts offered value for money compared with a standard GMS contract. NHSEngland identified £235 million that could not be linked to additional services, equivalent to 7% of total payments to PMS practices in 2013-14. As a result, local commissioners have redistributed these additional payments across other practices in their area; and


      	NHS England is also phasing out payments to GPs that reward them for length of service. In 2013-14, GPs received £132 million in these seniority payments, but they will cease altogether in March 2020. NHS England is redistributing the money into core GMS funding.

    


    Locally agreed additional funding


    3.8 Commissioners can also give extra funding to provide an enhanced level of service. These enhanced services can either follow a national specification and payment structure, or be set locally by clinical commissioning groups. Of the £1.1 billion invested in enhanced services, some £483 million (5% of total spending) is spent on locally set services. Use of such payments varies considerably, with payments per patient in 2015-16, after adjusting for patient needs, ranging from at most £0.84 for the lowest 10% of clinical commissioning groups to at least £12.75 for the highest 10%. Variation persists once payments for directed and national enhanced services and other miscellaneous payments are included. This suggests that the variation is not caused solely by some clinical commissioning groups substituting national schemes for local alternatives. The variation does not appear to be linked to either commissioners’ relative funding level or changes in funding. Practices with an older and more deprived patient population or with higher rates of early mortality receive higher payments for local enhanced services although these demographic factors explain a very small proportion(3%) ofthevariation.23


    3.9 We heard that some clinical commissioning groups are providing additional incentive payments to practices, in part, for remaining open throughout core hours. Insome areas, these payments are part of a wider voluntary contract designed to improve and standardise access and quality across general practice. Our analysis suggests that, other things being equal, for those practices with a higher level of enhanced service funding, their patients:


    
      	find it easier to get through to the practices over the phone and make an appointment with their GPs; and


      	attend major A&Es at hospitals less often.24 An increase of some £1,700 in enhanced service funding is associated with one fewer major A&E attendance. On average, such A&E attendances cost around £150, and if the patient is then admitted to hospital it will cost an additional £1,700.25

    


    3.10 Commissioners also support vulnerable practices through additional funding. NHSEngland is investing an additional £50 million between 2015-16 and 2019-20 to support practices to become more resilient, such as developing more effective ways of working. It has used a common framework to ensure that support goes to practices most in need. While it may be important to support practices so they can provide continuity of services, it may mask inefficiencies and make it difficult to assess whether overall funding is going where it is needed most. We heard that commissioners allocated funding after reviewing practices’ profits and resourcing. Only 18% of GPs we surveyed feel that additional funding for access is allocated in a fair way, compared with 28% whofeel it is not.


    Staffing


    3.11 General practice contracts typically do not specify staffing levels. Each practice must judge how many staff are needed to provide high-quality and safe care and is responsible for employing its own staff. However, the Department, NHS England and Health Education England all have a role in ensuring that there is an adequate supply ofgeneral practice staff.


    3.12 The Department has set its arm’s-length bodies some challenging high-level targets on staffing levels in general practice. In particular, in June 2015 the government committed to providing an additional 5,000 doctors for general practice by 2020. Thetime taken to train clinical staff, as well as increasing demand, mean supplying sufficient numbers is challenging. In January 2015, NHS England and Health Education England, together with the British Medical Association and the Royal College of General Practitioners, published a workforce action plan, which includes measures to recruit andretain staff in general practice and to re-attract those who have left the sector.


    Understanding demand


    3.13 As we reported in our first report, because of a lack of reliable data on the number of consultations, the Department and NHS England do not know how many more GPs are required to meet demand.26 Since that report, the research commissioned by the Department and NHS England into consultation rates and patient experience was published. This research suggests a slightly slower growth in the number of consultations than other studies had estimated, although the duration of each consultation has increased (see Appendix Three, paragraph 2). However, the Department and NHSEngland have not yet used this evidence to update their modelling of demand. In addition, the Department and NHS England have only a limitedunderstanding of what level of demand could be met through other routes suchas directaccess to physiotherapy or walk-in centres.


    3.14 Health Education England is responsible for providing leadership and oversight of workforce planning, education and training. As part of this, it models the supply of staff and whether this is likely to meet the demand forecast by NHS England and the Department. Health Education England and NHS England anticipate that demand and staffing projections being put into sustainability and transformation plans will help to refine its staffing models in the future. However, its current understanding is limited:


    
      	Practices have a duty to support collective planning, although for the latest collection data were not collected from around 7% of practices, including some that refused to provide it. Data on the use of locum GPs are also not comprehensive (see paragraph 3.20).


      	Health Education England does not routinely obtain workforce plans from practices and, as a result, it is unclear where there are vacancies.


      	In 2015, NHS Digital changed how it collects data on staffing in general practice. Thenew data collected have highlighted inaccuracies in NHS Digital’s previous data that Health Education England had used to model the supply of GPs. Inparticular, the latest data suggest that newly qualified GPs participate at a lower rate (0.77full-time equivalent schedules compared with 0.90 assumed in the model), equating to a fall in the estimated supply by 2020 of 1,900 full-time equivalent GPs.27

    


    Training new GPs


    3.15 Health Education England has made some progress in increasing the number of doctors training to become GPs but has not yet met its target of 3,250 new trainees a year. Health Education England is using several initiatives to increase the number of GPs, including a marketing campaign designed to recruit more newly trained doctors to general practice. The Department also announced in October 2016 that the number of undergraduate medical training posts would increase by a quarter to some 7,500 each year in 2018. Health Education England sets the number of training places available for different specialties, including in general practice, although doctors can choose which specialties to apply for. As we previously reported, Health Education England has not consistently adjusted training places in specialties where there are likely to be too few or too many places to meet demand.28 The Department and Health Education England do not set targets for medical schools for providing the required numbers of GP trainees. Recruitment numbers are being monitored closely by both Health Education England and the Department, but data suggest difficulties in achieving their objectives:


    
      	3,019 doctors have been recruited to start GP training in 2016/17. This is 250doctors higher than the 2,769 doctors recruited in 2015/16 but still 7% (231doctors) below the target.


      	This follows a 13% (396 doctors) shortfall in 2014/15 and an 11% (348 doctors) shortfall in 2015/16.29

    


    3.16 Health Education England and NHS England have acted to address some of the regional variation in staffing. Our 2015 report found that general practice staff are not distributed across the country according to need, and that patients in those areas with fewer GPs and nurses report poorer access.30 Doctors are free to choose where they practice. However, the Department’s mandate for Health Education England requires it to understand geographical imbalances and take action to correct them. Many students take up work in the area where they trained, so it is important that the distribution of trainees reflects the relative workforce needs of each area. Health Education England and NHS England are supplementing the salaries of trainee GPs who agree to train and work in areas where it has previously been hard to recruit GPs. In addition, our analysis confirms that Health Education England has generally ensured more training posts in – and directed recent increases in training post numbers towards – its regions with lower numbers of GPs rather than where they are easiest to fill. Training places at the three regions with the lowest GP supply per head of population, once adjusted for needs, increased by 8% between 2014 and 2016, compared with 4% at the three regions with the highest GP supply.


    Other initiatives to increase GP numbers


    3.17 Progress on the workforce action plan initiatives to attract additional GPs has been mixed, although some are working to a longer timescale (Figure 11). Inour survey, nearly two-thirds (65%) of GPs rated support with maintaining or improving staff levels as poor. In2015, NHS England tried to get GPs onto the Home Office’s list of occupations where there are not enough resident workers to fill vacancies. Thismeasure would have made it easier to recruit from overseas, but was unsuccessful. In2015, 387doctors who trained for their first medical qualification outside the European Union joined the UK-wide GP register, which is more than 100 fewer than for any of the previous eight years for which data are available.31 In April 2016, the General Practice Forward View included intentions for an international recruitment campaign.
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    Retention and part-time working of GPs


    3.18 There is a risk that the positive impact of supplying new staff will be cancelled out by falling retention. There are currently no reliable data on the overall recent trend in the number of doctors working in general practice. However, the available data indicate that nearly as many GPs have left as have joined since 2010. Health Education England’s modelling suggests that the impact of failing to improve retention is likely to be far greater than the impact of not meeting recruitment expectations. There are currently no accurate data on GPs permanently leaving the profession, although Health Education England has estimated the rate of GPs leaving to be 5.3% a year. If the actual rate is one percentage point either way from this estimate, the supply of GPs by 2020 would change by around 1,500.


    3.19 The proportion of GPs leaving the profession has been steadily rising, particularly of older GPs. Between 2005 and 2014 (the latest for which comparable data are available), the proportion of GPs aged between 55 and 64 that left approximately doubled.32 Organisations we spoke to said that pressures from higher workload and increased tax on pensions were among the reasons for this rise. The Committee of Public Accounts previously concluded that the new pension arrangements may be encouraging GPs to retire early if they have maximised their pension fund before the age of 60.33 Research commissioned by NHSEngland among GPs that had left or were considering leaving the profession found an increase or change in workload to be the overarching factor, with a changing relationship with patients and a feeling of being undervalued also highlighted.34 As employers, practices clearly influence staff retention and productivity, which affect the supply of staff. InJanuary 2015, NHS England and Health Education England identified a number of initiatives to try to stem the flow of GPs leaving the profession.


    3.20 A large number of GPs are choosing to work part-time. In March 2016, on average, a qualified GP was contracted to work the equivalent of 0.82 full-time schedules (after excluding locum GPs) compared with 0.95 for hospital consultants. This difference converts to more than 4,000 full-time equivalent GPs. While there are no reliable data on trends in GPs’ part-time working, the increase in the number of female and salaried doctors – both of which are more likely to work part-time – is likely to reduce overall participation levels (Figure 12). A small recent survey of doctors in GP training found only one in 10 of trainees surveyed intended to do full-time clinical work in general practice 10years after qualifying, with half (49%) of trainees expecting to also be doing other work such as medical education or working in a hospital.35 Another influence on the participation rate is the use of locums. Data on their use within general practice are not comprehensive, although one source suggests that they account for around one-fifth of doctors working in general practice (approximately 12,000).36 The limited evidence available suggests they work fewer hours but account for an increasing proportion of the workforce.
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    3.21 A key threat to retaining GPs is morale within the profession. A survey in 2015 asked GPs (or equivalent professionals) in 11 countries how stressful their jobs were. GPs in the United Kingdom were most negative: 20% were likely to say extremely stressful compared with an average across the countries of 8%.37 In April 2016, the General Practice Forward View set out a number of measures to better manage workload in general practice.38 These include additional funding to support patients to manage illnesses themselves, to support practices to be more resilient, and to train reception staff to steer patients to the most appropriate support, as well as work to reduce the administrative burden on practices. However, in our survey, 69% of GPs rated support with reducing burdens and releasing time as poor. Between July and October 2016, NHS England held a series of events for practices to hear how and when the plans in the General Practice Forward View would be implemented.


    Supply of wider primary care workforce


    3.22 GPs work within mixed teams of staff to provide services. Currently, around 28% of the general practice workforce are GPs. The remainder are practice nurses (13%), other staff providing direct patient care (8%), and administrative, clerical and other staff (52%). In the General Practice Forward View, NHS England, Health Education England and the Royal College of General Practitioners set out the objective to produce a minimum of 5,000 other staff to work in general practice by 2020-21 including an extra 3,000 mental health therapists, 1,500 clinical pharmacists and 1,000 physician associates. Inaddition, NHS England committed to fund a pilot for 470 clinical pharmacists from spring 2016. Using other clinical groups more can potentially improve cost-effectiveness.39 Forexample, we found that patients from practices with a higher proportion of clinical staff that are not GPs are less likely to attend major A&E departments.


    3.23 The Department and its arm’s-length bodies have recently encouraged a different skill mix within general practice. The limited available data suggest that between 2010 and 2015, staff other than GPs working in general practice increased at twice the rate of GPs. NHS England is carrying out pilot studies to investigate whether different staffing models are effective and what support is required. The Department has started to collect additional data on the wider clinical workforce in primary care. The limited data currently available suggest nurses account for the same proportion of general practice staff as in 2009, despite recent increases in their numbers. Health Education England has sought to address a previous lack of training and support available to nurses, and has produced a strategy for developing the general practice nurse workforce. Inaddition, NHS England is providing funding to develop the skills of practice managers and receptionists. GPs we surveyed were nearly twice as likely to rate support with using a wider range of primary care staff as good (27%) than support with maintaining or improving staff levels (14%).


    3.24 The incentives for practices to provide the most cost-effective care are unclear. Themost cost-effective and achievable mix of staff will vary depending on local needs and workforce supply. However, our analysis suggests that the costs to providers of using different clinical groups are not always aligned with the costs to the taxpayer. This issue is because Health Education England pays the salaries of doctors training to become GPs but does not contribute to the costs of other staff once employed within general practice. As a result, a practice would typically cover most of the cost of employing a practice nurse (£38,000) but none of the cost of a doctor in training despite an annual cost of £80,000 to the taxpayer (Figure 13). Doctors training to become GPs require supervision and training. However, the clinical service contribution of doctors reaching the end of their training is likely to be substantial and the government count them towards its target of 5,000 additional doctors by 2020.40
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    Appendix One


    Our audit approach


    1 This report examines the structures and mechanisms that exist to improve patientaccess to general practice. We reviewed:


    
      	the clarity of objectives for access made by the Department of Health (theDepartment) and NHS England;


      	the assurance that commissioners take that general practice is meeting theseobjectives; and


      	the support that the Department of Health and its arm’s-length bodies gives togeneral practice to meet these objectives.

    


    2 In reviewing these issues, we applied an analytical framework with evaluative criteria that consider what arrangements would be optimal for improving access to general practice. By ‘optimal’ we mean the most desirable possible, while acknowledging expressed or implied restrictions or constraints. A constraint in thiscontext is the funding settlement to NHS England.


    3 Our audit approach is summarised in Figure 14. Our evidence base is describedinAppendix Two.
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    Appendix Two


    Our evidence base


    1 We reached our independent conclusions on whether the Department of Health (the Department) and NHS England were implementing their objectives for access togeneral practice effectively after analysing evidence that we collected between AprilandSeptember 2016. Our audit approach is outlined in Appendix One.


    2 We conducted nine case study visits to local commissioners:


    
      	We visited three NHS England local area teams, as well as two clinical commissioning groups within each area team that had taken on some commissioning responsibility since April 2015.


      	We selected our case study locations to reflect key factors including general practice performance and location.


      	The case study visits consisted of interviews with key staff involved in the commissioning and contracting of general practice services. We also collected arange of supporting data and documentation from each commissioner.


      	The case study visits were designed to assess similarities and differences in monitoring and managing access, to identify the challenges faced by local commissioners, and to assess the quality of support provided by national bodies.

    


    3 We commissioned medeConnect to conduct a short survey about GPs’ expectations and experiences of commissioning. The survey was carried out in August2016 using an existing research community of doctors, from which medeConnect recruited a regionally representative sample of 839 GPs. We used the survey to explore expectations about access, opinions on contract and performance management, and views on the support given to practices. In reporting the findings, wehave calculated percentages as a proportion of total responses, including those thatanswered “Don’t know/Not applicable”.


    4 We surveyed GP inspectors in the Care Quality Commission about their experiences of commissioning in general practice. The survey was sent via email to approximately 190 inspectors in September 2016. We had responses from 75inspectors, a response rate of 39%. We used the survey to capture inspectors’ views on the availability of information on access, the ability of practices to provide good access and the quality of monitoring and support provided by commissioners. Some inspectors did not answer every question. Non-responses have been excluded from the analysis; these non-responses were no more than seven for any question. We have included those that answered “Don’t know/Not applicable” when calculating percentages.


    5 We analysed existing data on access and capacity. We looked at data from the GP Patient Survey for 2014-15 and 2015-16, data on opening times for October 2014 and October 2015, data on payments to general practice in 2014-15 and 2015-16, and data on staffing in general practice at September 2014 and September 2015. Weused these to reveal numbers and regional variation in practices closing on weekday afternoons.


    6 We carried out regression analyses to investigate key associations between opening times, funding and indicators of access, including patient experience andA&E attendances. In carrying out these analyses, we controlled for patient profiles at each practice, staffing levels and some practice and clinical commissioning group-level characteristics.


    7 We reviewed the activity and workforce models developed by NHS England and Health Education England. We assessed the methods they use to calculate how many GPs and other staff the system will need going forward, and tested the assumptions these models used. This helped us assess the robustness of their workforce planning.


    8 We reviewed the available evidence on how well NHS England and Health Education England had implemented their initiatives to improve access and capacity. These initiatives included the GP Access Fund, the Supporting Vulnerable Practices programme, and the Clinical Pharmacists in General Practice pilot. Where it was available, we assessed emerging evidence on the impact that these initiatives have had on access and capacity.


    9 We spoke to a range of staff across the Department, NHS England and Health Education England. This was to understand how they had set objectives for access, how they were monitoring objectives and how they were supporting general practice to achieve these objectives. We spoke to representatives covering topics including contracting in general practice, the GP Access Fund, digital developments andworkforce planning and development.


    10 We interviewed and/or consulted a range of stakeholders. This work was designed to obtain views on: commissioners’ oversight of access to general practice; the quality of support provided by the Department and its arm’s-length bodies; and the challenges in improving access. We consulted with the British Medical Association, CareEngland, the Care Quality Commission, Care UK, the National Association of Primary Care, NHS Clinical Commissioners, NHS Improvement, the Nuffield Trust, the Practice Management Network, the Royal College of General Practitioners, the Royal College of Nursing, and the Royal Pharmaceutical Society.


    11 We spoke to academics and researchers working in this area. This work helped us to identify and understand key data and research. We spoke to the Department of Public Health and Primary Care at the University of Cambridge, the Health Foundation, the Manchester Centre for Health Economics, NHS Digital and theNuffield Department of Primary Care Health Sciences.

  


  
    Appendix Three


    Update on our stocktake of access


    
      	1 In our first report, we concluded that people’s experience of accessing general practice had remained positive, although patient satisfaction with access had declined gradually but consistently. Further, we noted considerable variation, with different patient and practice characteristics appearing to have a significant effect on patient experience. We have not sought to undertake a comprehensive update on our first report; however, the latest data available against key indicators used in that study suggest this situation remains (Figure 15). 
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2 In our first report, we noted a lack of up-to-date data on the number of consultations in general practice. Since then, the National Institute for Health Research has published research suggesting that the number of consultations increased between 2007-08 and 2013-14 by 2.5% a year on average, a slightly slower rate than other studies had estimated. However, this study also estimated that the duration of each consultation had increased from 8.65 minutes to 9.22 minutes.
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Figure 3

Views on how well commissioners set and review practices against standards of access

GPs’ views

My commissioner makes clear what levels
of access my practice is expected to
provide during core hours

My commissioner knows if levels of access
are not meeting the reasonable needs of
patients during core hours in the local area

CQC inspectors’ views

There are clear standards on what level of
access is required from general practices
during core hours

Commissioners know if services are
planned and delivered to meet the
needs of people

Commissioners know if people can access
care and treatrment in a timely way

22.9

33.4

46.7 14.8
0 20 40 60

Percentage

80 100

2.9 54.9 9.9
0 20 40 60 80 100
Percentage

m Agreeorstronglyagree Neither agree nor disagree M Disagree or strongly disagree Don't know/Not applicable

Notes

1 Based on 839 responses from GPs and 75 responses from GQG Inspectors of general practice.
2 Percentages may not sum to 100 due to rounding.

Source: National Audit Office surveys of GPs and Care Quallty Commission Inspectors of general practios
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Figure 12
Trend in part-time working

Female and salaried GPs are increasing as a proportion of the workforce; both groups
typically work less than male and partner GPs

Proportion of workforce Level of participation
2005 2015 2015 Comparator
Female GPs 41% 529 073 FTE 0.93 FTE
(for male GPs)
Salaried GPs 10% 31% 0.68 FTE 0.89 FTE
(for partner GPs)
Notes

1 Levels of participation are reported as full-time equivalence (FTE); a measure of part-time working, with
1 being all staff working full-time.

2 Some ofthe proportions given are calculated by aggregating different categories. This may resut in some
double-counting, however the effect is unlikely to be significant.

3 To ensure comparability across years, data exclude locum GPs. Data reported at 30 September each year.

Source: National Audit Office analysis of NHS Digital data
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Figure 10
Investment in general practice, 2015-16

Category of funding

Core contract funding

Enhanced services

Premises

Dispensing drugs

Qualty and Outcomes
Framework

Out-of-hours services

Other payments

Total!

Note

Description 2015-16
(Em)
Contribution towards practices’ costs 4,887

in delivering essential and additional
services, including staff costs

Extra services that a practice can choose 1,065
to provide, such as flu immunisations and
extended hours

Payments to cover certain premises 889
costs, including rent and interest on
mortgage repayments

Costs of dispensing medicines 788
and reimbursement for any
medicines dispensed

A national scheme that pays practices 685
for delivering against particular indicators

of quality

Urgent GP services provided outside of 434
core hours

Including, for example, payments for 706

information technology

9,455

1 Numbers may not sum to totals due to rounding.

Source: National Audit Office analysis of NHS Digital data

Percentage
of total
(%)

52

100
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Figure 2

Key objectives for access and capacity

Theme

Distribution of GP services

Availabilty of appointments

Convenience of services

Continuity of care

Staffing and capacity

Objective

General practice to operate at greater scale
(ie practices covering larger populations) and
in greater collaboration with other providers
and professionals

Same-day GP appointments for all patients
aged 75 or over

Evening and weekend access for all patients

Al patients can book appointments and order
repeat prescriptions online

Al patients aged 75 or over to have a named GP
Al patients to have right to a specific, named GP

A minimum of 8,250 trainees a year recruited to
GP training programmes

5,000 additional doctors in general practice

A minimum of 5,000 other staff working in
general practice

Sources: Department of Health and NHS England documents

Target date

Not given

2020

2020

2015

2014
2016

2016

2020

2020
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Figure 7
Views about how well commissioners performance manage

GPs’ views

My commissioner deals with concerns about

access at individual practices in a fair way 172 154 379

20 40 60 80 100

o

Percentage

CQC inspectors’ views

Commissioners take effective action to deal
with concerns about access at R34 65.7 1.4
individual practices
20 40 60 80 100

o

Percentage

NHS England area teams and clinical commissioning groups provide me with good information about:

what is working well or is outstanding

regarding acoess to geneal practice MRS 03
where there are areas of concern or risk in 1 507
access to general practice : :
0 20 40 60 80 100
Percentage
W Agreeorstrongly agree ' Neither agree nor disagree M Disagree or strongly disagree Don't know/Not applicable

Notes
1 Based on 839 responses from GPs and 75 responses from GQG inspectors of general practice.

2 Percentages may not sum to 100 due to rounding.

Source: National Audit Office surveys of GPs and Care Quality Commission inspectors of general practice
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Figure 15
Updates on measures of access and capacity
Theme and measure 201112 2014-15 2015-16 Change

since first
report

Availability of appointments

Patients reporting they were able to get an 208 886 88.5 Stable
appointment to see or speak to someone

Patients reporting a good experience of 791 733 734 Stable
making an appointment

Patients who said it was easy to get through 80.9 733 72.9 Declined
to their GP practice on the telephone

Patients who said the receptionist was helpful 91.0 887 89.2 Improved

Convenience of services

Patients reporting that their surgery is open 83.2 79.8 80.7 Improved
at convenient times

Weekend opening of practices — Data not 21.5%/ 21.5%/ Stable
Saturdays/Sundays avallable 2.4% 2.5%

Continuity of care

Patients receiving continuity of care 65.7 60.0 58.8 Declined

Staffing and capacity
GPs and practice nurses in employment 63,600 64,900 63800  Reduced
(headcountj2

Notes
1 Opening times as at October each year.
2 Staffing numbers as at 30 September each year. Excludes locum GPs as data not available for 2011 and 2014.

Source: National Audit Office analysis of GP Patient Survey, NHS England data and NHS Digital data.
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Figure 11

Progress against GP workforce initiatives

Initiative

Fellowships

Overseas recruitment

Returners

£20,000 salary supplements

Notes

Target

Roll out 250 post-certiicate of
completion of training fellowships
by summer 2017 to offer wider and
more varied training opportuntties
in areas with the lowest levels of
GP recruitment

Aftract up to 500 extra
appropriately trained and qualified
doctors from overseas by 2021

Aftract and retain at least 500 extra
GPs back into general practice in
England by 2021

Attract more than 100 trainees in
summer 2016 to areas that have
found it hardest to recruit into
GP training

1 Health Education England's projections.

Progress to date

150 predicted by August 2017
based on current ratest

No data currently available

131 in first nine months of 20162

105 of 122 NHS England-funded
posts filled in 2016

2 Dataon returners show the number of doctors re-registered to the GP register, or restoring their icense.

Source: Health Education England, NHS England and General Medical Council
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Figure 6
Hours covered by different services

Three different arrangements now provide services outside of core hours

Main type of service  Total estimated  Period of access Delivery model
costt
Core hours? Routine and urgent £6.50n 8 am to 6.30 pm, Provided by general practice

Monday to Friday

Extended hours Routine £88m Hours outside of core-hours Provided by individual practices

access directed period, determined by that choose to provide service

enhanced service each practice

New extended Routine £347m 6.30 pm to 8 pm Monday to Willvary, but likely to be

hours commitment Friday, and hours on Saturday provided by a hub of practices
and Sunday determined by each  working together

clinical commissioning group

Out-of-hours GP Urgent £434m Before 8 am and after 6.30 pm Varies, but typically an altemative
services Monday to Friday, and all day out-of-hours provider
Saturday and Sunday

Notes
1 Total estimated costs are for 2015-16 except for the new extended hours commitment, where we applied the £6 per head funding to
2016 population figures.

2 See Figure 5, note 2 for details on the calculation of the cost of core hours.

Source: National Audit Office
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Figure 1
Key roles and responsibilities for providing general practice
, N
Department of Health
Uttimately responsible for securing value for money from spending on healthcare

Sets overall policy for primary care, including general practice

N T J
- N L
NHS England Care Quality Commission Health Education England
Accourtable for the outcomes achieved Inspects and regulates quality and Provides national leadership for
by the NHS, including general practice safety in general practice planning and developing the general

practice workforce
13 NHS England area teams N J

Manage contracts with practices
alongside some clinical
commissioning groups

N )
- T - General practice federations
209 clinical commissioning groups Formal and informal groupings of
Most clinical commissioning groups practices coming together to deliver
now have full or joint responsibility ( 2600 ! " alternative ways of working |
for commissioning general practice, 000 general practices - - - qo oo
alongside their NHS England area team Independent contractors that provide
B g services to a list of registered patients
. -
N N
42,000 general practitioners 131,700 other practice staff
Partner, salaried and trainee Nurses and other staff providing
GPs working within area-based direct patient care, and
general practices administrative and clerical staff
N \ J

—» Accountable to

Source: National Audit Office
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Figure 14

Our audit approach

The Department
and NHS
England’s
objectives

How this will

be achieved

our study

Our evaluative
criteria

Our evidence

(see Appendix Two
for details)

Our conclusions

and a 10-point general practice workforce action plan.

Good, fast access to general practice is important as it s often the first point of contact for people with health or
wider concerns. General practice staff play a key role in detecting and treating health problerns, managing patients’
conditions in the community and referring patients on to hospital treatment or social care where appropriate.

Poor access to general practice can have a significant impact on patients’ health.

'

NHS England contracts general practices to provide arange of services for their registered patients. The GP
contract stipulates core services that practices must provide, and core opening hours for practices to operate.

Improving access to general practice is a priority for the government. It has committed to recruit 5,000 extra
doctors to general practice, and to ensure access to general practice during evenings and weekends, by 2020.
The Department and NHS England have a range of inftiatives to improve access to general practice, including

the GP Access Fund, which has run pilot projects to extend opening hours and provide a more flexible service,

The study examined whether the Department and NHS England are implementing their objectives for access to
general practice effectively.

Do commissioners have Are the Department and its
assurance that general practice arm's-length bodies effectively
shared objectives for access to is meeting these objectives? supporting general practice to
general practice? meet these objectives?

I ” :

Do the Department and
NHS England have clear and

Visits to local commissioners.

Review of activity and
workforce models.

Constltation with staff at the
Department and NHS England.

Constltation with a range of
stakeholder organisations.

Visits to local commissioners.

Surveys of GPs and
GP Inspectors.

Analysis of data on access
and capactty.

Consultation with a range of

Survey of GPs.

Analysis of data on payments to
general practice.

Review of evidence on initiatives
for access and capacity.

Consultation with a range of

stakeholder organisations. stakeholder organisations.

The Department and NHS England have a high-level vision for access to general practice and have set some
challenging objectives for achieving this. They have increased the funding available to general practice and
NHS England has sought to make allocations to local areas fairer. However, they have not yet fully evaluated the
cost-effectiveness of their commitments and are seeking to extend access despite failing to provide consistent
value for money from existing services. The contractual requirements are limited and have not prevented wide
variations in access, with evidence that those practices closing for extended periods during core hours may not
be meeting the needs of their patients.

Limited levers to performance manage and difficulty in restructuring services leave commissioners in a weak
contractual position. Instead, the Departrent and NHS England, along with Health Education England, have used
arange of softer initiatives intended to incentivise and encourage practices to improve access and deliver better
value for money. These measures include piloting new ways of working and seeking to increase staff capacity.

But there are considerable limitations in the current mechanisms for delivering improvements — including a faildre
to attract and retain sufficient staff numbers and misaligned incentives for practices to employ staff cost-effectively.
Without a more coordinated approach and stronger incentives to secure the desired resutts, the NHS s unlikely

to get optimal value for money.
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Figure 5

Estimated average cost of appointment hours under core contract and extended

hours arrangements

The new extended hours arrangements will cost twice as much as the existing enhanced service

Requirements Coverage Average weekly  Average annual Cost per
hours of costper patient  appointment
appointments hour per 1,000
per practice registered
patients
Core contract hours 52,5 hours across All GMS practices 107! 114 £1542
Monday to Friday 8 am
10 6.30 pm (but can
be reduced if suits
patient needs)
Extended hours Additional 30 minutes 74% of practices 4 £1.90 £73
access directed per 1,000 patients
enhanced
service
New extended Additional 30 minutes Within each clinical Equivalent to 6 Up to £230
hours commitments (minimum) per commissioning atleast 4
1,000 patients group
Notes

1 Excludes an estimated sum of hours provided under the extended hours access enhanced service. Appointments provided outside

of core hours and funded through other schemes may still be included.

2 Covers payments for essential and additional services, the quality and outcomes framework and enhanced services (except those

known to be for extended hours access).

3 NHS England planning guidance suggests clinical commissioning groups will receive at least £6 per head. Payments above

£6 per head could lead to a cost per appointment hour greater than £230.

Source: National Audit Office analysis of NHS Digital data and NHS England planning guidance






OEBPS/Images/11350-001_Key_facts.png
7,600

£426m 93%

number of general increase in funding percentage of 3,250 GP

practices in England in 2015-16 training places in

in 2016 2016/17 filled

£9.5 billion funding for general practice in 2015-16, including out-of-hours
services and the cost of dispensing drugs

£230 cost per appointment hour per 1,000 registered patients of
the minimum requirements for the proposed extended access
scheme, although funding is intended to cover wider costs and
improvements in access

£154 estimated cost per appointment hour per 1,000 registered patients
in core contract hours

18% percentage of practices closed at or before 3 pm on at least one
weekday, as at October 2015

76% percentage of practices closing on a weekday afternoon that were
paid to provide access outside of core hours in 2015-16

£63 difference in funding per person between local areas with the lowest
and highest allocations after adjusting for need

88% percentage of clinical commissioning groups with either fully

delegated or joint (with NHS England) responsibility for
commissioning general practice, as at November 2016
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Figure 4
Timeline of commitments to extend access

2013
Oct 2013
Pilots to provide additional
GP appointment time.
2014
s \
Sep 2014
Pilots to provide access
° from 8 amto & pmon
weekdays (or equivalent)
and improved access
at weekends
\ J
2015
STV EE—
Apr 2015
Everyone to see a GP
7 days a week, from
8amto8pm
\ -
UV E—
Jan 2016
~ N 2016 Access to evening/
Feb 2016 ° weekend routine
GP appointments
Everyone should beable @ U J
to.see a GP 7 days a week - N
from 8 am to 8 pm @ ——— Apr2016
N J
Sufficient routine
———— appointments at evenings
Sep 2016 and weekends to meet
Accessto appointments ° | localy determined demand |
for an addtional 15 hours
onweekday everings
(after 6:30 prm), and on both
Saturdays and Sundays to
meet local population needs

L

Source: Department of Health, NHS England and Conservative Party documents
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Figure 9
Primary care allocations to clinical commissioning groups:
distance from target

NHS England plans to move allocations of funding for primary care closer to target over the
next five years

Primary care allocation, distance from target (%)

0 11“"““'1“
-15
20
-25
-30

35

Clinical commissioning group

W 2016-17

® 2020-21
Note
1 Glinical commissioning groups are shown for both years ordered from greatest distance below target to greatest

distance above target in 2016-17.

Source: National Audit Office analysis of NHS England published allocations
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Figure 13
Estimated cost of employing general practice workforce, by staff group’

The cost to practices of employing different staff groups does not reflect their overall cost
to the taxpayer

Clinical group Average annual cost Average annual cost

to the health system? paid by a practice?
®) ®)

Qualified GP 124,000 115,000

Trainee GP4 80,000 0

Physician associate 48,000 45,000

Practice nurses 41,000 38,000

Notes

Al figures given per full-time equivalent. Numbers of staff rounded to nearest 10. Salaries and costs are indicative and
are rounded to nearest £1,000.

Covers salary, employers’ National Insurance contributions and pension contributions and training costs. Training
costs have been allocated across the average years in service. We assumed on average, GPs and physician associates
will be in service for 26 fulk-time equivalent years and a practice nurse will be in service for 16 full-time equivalent years.
Training costs include minimum grants and bursaries paid by Health Education England. The calculation assumes

that 50% of the salary paid to trainee GPs (through host hospitals or GP practices) covers training costs and 50% is
for the services they provide during training.

Covers salary, employers’ National Insurance contributions and pension contributions minus any contributions to

host GP practices by Health Education England while in post. Reimbursement for the use of a practice car while

in placement is not included.

Practices are fully reimbursed for the salary of trainee GPs. Individual practices can decide to pay any extra above

the nationally set salaries. Cost of training for trainee GPs includes only training cost before the point of entry as a
trainee GP.

The figures do not account for nurses paying their own tuition fees from 2017/18 onwards.

Source: National Audit Office analysis of NHS Digital, Personal Social Services Research Unit data and other
documents pubiished by various NHS bodies
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Figure 8

Annual change in spending on general practice, 2010-11 to 2020-21

Spending on general practice is set to increase faster than total health spending
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1 Spending on general practice includes out-of-hours GP services, dispensing of drugs and local authority investment in public health services

in general practice.

2 Total health spending taken as total departmental expenditure limit for the Department of Health. Responsibilty for delivering particular services
changed in April 2013, meaning the proportions of total health spending shown before 2013-14 are not directly comparable to later years.

Source: National Audit Office analysis of Department of Health, NHS England and NHS Digital data.
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