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Improving the quality of health care within available
resources is an ongoing challenge in the 21st century
for all health systems. What role do general practitioners (GPs) and their practices have in this?
Analysis of the UK data from the Commonwealth
Fund 2006 International Health Policy Survey of Primary Care Physicians in Seven Countries revealed a
high level of satisfaction with medical practice among
GPs but a belief that the healthcare system required
fundamental change.1 There will continue to be increasing tensions within healthcare systems across the
world, driven by changes in demographics, the emergence of chronic diseases dominating resource usage
(rather than acute episodic care) and advances in
treatments and technologies which mean that more
complex, continuing care can and should be delivered
outside of the traditional hospital model. These challenges and proposals to address them are discussed
extensively in Crossing the Quality Chasm,2 and many
of the proposed solutions have shaped policy in the
NHS.
The professionals delivering care are central to
improving quality within the resources available to
the system.3 However, the majority of healthcare
professionals are trained to focus on the individual
patient and to be an advisor and advocate for that
person within the health system. Behind each individual, however, is a population. The limitation of ﬁnite
resources necessitates a health system which supports
professionals in addressing the needs of the individual
patient while also acting responsibly for the remainder
of the health needs of the whole population. This
paradox is recognised and was summarised in a recent
Royal College of Physicians report which said:
Professionalism therefore implies multiple commitments, to
the patient, to fellow professionals, and to the institution
or system within which health is provided, to the extent
that the system supports the patients collectively.4

Learning in other industries has created a body of
evidence which demonstrates that the design and
implementation of systems and processes is critical
to quality improvement.5 Practice-based commissioning
creates a real opportunity for professionals to become
involved in the design and implementation of systems
and processes which will support them in delivering
health care, in continuous quality improvement and
in managing the paradox of their responsibility to
both individuals and the population which they
serve.6
Making this a reality raises serious challenges for
practices (and the primary care trusts who are accountable for supporting practice-based commissioning).
The ﬁrst challenge is information. Despite major
eﬀorts to improve the quality of information, the NHS
still lags behind most major industries. Critically most
of the data that are analysed are set in an organisational context and focus on activity. In order to
really be able to commission properly, information is
required about outcomes, processes and patient experience, and this should be used to drive quality
improvement.
The NHS has huge potential to establish information systems which track outcomes for conditions.
This is due to the strong foundations inherent in the
registered list, the use of the NHS number and the
almost universal computerisation of general practice.1
Another of the paradoxes in the NHS is that despite the
strong primary care infrastructure, which is acknowledged internationally to deliver more eﬀective and
eﬃcient health care,7 it is diﬃcult to demonstrate the
impact it has on outcomes. If data held within general
practice could be linked and integrated with that from
secondary care, the eﬀectiveness and eﬃciency of
changes to systems and processes in health care could
be demonstrated. This would also centralise the commissioning process around the patient, as it would be
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increasingly focused on conditions rather than on
discrete episodes of care. Such condition-based commissioning would also reﬂect the fact that the major
challenge facing health systems in developed countries
is chronic disease. It should and could be used to
demonstrate the eﬀectiveness of upstream interventions in improving health and reducing health costs.8
The implementation of the Quality and Outcomes
Framework (QOF) in the new general practice contract is a major success for the NHS in terms of
capturing such information (although not seen as
such by some critics because of the incentives aligned
to it). It implements one of the priorities from Crossing
the Quality Chasm,2 by identifying ‘... priority conditions taking into account frequency of occurrence,
health burden and resource use ...’. The QOF provides
data for the registered population on processes that
are evidence based and linked to improving outcomes.
The way in which such data are presented and used is
important. Appropriate benchmarking, together with
an understanding of variation and its causes, is critical
in order that data are set in context and become valued
and useful to professionals.9,10 However, the QOF
data are only really relevant if they are linked to other
information about outcomes and processes that support quality improvement. This will require access to
data for the whole pathway of care, and improvements
in coding to capture both processes and outcomes
(Box 1). There are two ways to do this. The ﬁrst is
through continuing to reform the national data systems.

The second is for practice-based commissioners to
identify for themselves how to capture and analyse
information in a systematic way with practice-based
systems, and secure support in analysis and presentation of the data.
Such an approach requires a fundamental change in
attitude and behaviour within practices. They need to
make appropriate use of the information, to continually question the systems and processes which they are
using internally and externally for patient care, and
to use practice-based commissioning as a vehicle for
improvement.
The demands of health care are becoming more
complex, and developments mean that more can be
done for patients. This, coupled with society’s changing expectations, raises a second, critical question, of
whether the traditional model of UK general practice
is able and equipped to meet the needs and expectations of a modern health system. There is evidence
that general practice is evolving.11 There are exemplars
of good practice utilising multidisciplinary approaches
to delivering proactive care management,12,13 which
also demonstrate that lack of resources may be less of
an issue than their eﬀective and eﬃcient use in improving the quality of care. Such an approach, however,
requires team work, a commitment from professionals
to be involved in and value management, and an understanding of how systems and processes (standard
operating procedures) actually underpin quality improvement.14

Box 1 Outcomes and processes
Stroke is a major cause of disability yet there is a
strong evidence base for interventions to prevent
or reduce the impact.
Practice-based commissioners should be able
to track how better management of hypertension
(QOF), rapid access to transient ischaemic attack
clinics (NHS number and unique booking reference number), 24-hour computed tomography
(CT) scanning and thrombolysis (emergency
admission data) and community rehabilitation
(community services data) improve outcomes
and patient experience (quality of life survey
data).
However, most of the NHS data are not
collected on this basis. For instance outpatient
referrals, until recently, have been coded by
specialty not the cause of referral (symptoms or
condition) and community services data are
poor or non-existent. The central repository for
all of this information is predominantly the GP
computerised record. Practice-based commissioners need to unlock this information and use
it to shape health services.

How will the patients know who
to register with to get such good
care?
Unfortunately, for most patients the provision of
good-quality care in the health system remains a
lottery due to limited information available on outcomes, the standard of care and the experience users
have of services.15 This is likely to change signiﬁcantly
in the near future, with sites such as NHS Choices
(www.nhs.uk), www.patientopinion.org.uk and www.
yourgpguide.org.uk emerging to inform the public.
Marketing and exposing clearly all the services that
can be oﬀered by the NHS are part and parcel of
meeting people’s new expectations of the health service. Allegedly, Bevan did not want to nationalise
general practice precisely in order that patients could
retain choice of GP. Both the resources received by a
practice and the resources used for treatment now
follow the patient. The use of those resources is being
benchmarked through better use of information, e.g.
the survey on GP access,16 and the NHS Institute Better
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Care Better Value indicators.17 Now is the time for
professionals who aspire to delivering a quality service
to use the tools available, evidence their eﬀective use of
resources, make their services more widely available
and grow their practice across a wider geography using
both the new GP contract and practice-based commissioning. It is time to oﬀer people informed choice
where it really matters – a choice of GP practice –
competing on value across whole pathways of care.18
The challenge for practices is to understand this
context and to seek ways of using the NHS reforms to
develop new models of general practice that become
the driving force for continuous quality improvement
throughout the whole system.19 The alternative is to
become a much-loved heritage industry bypassed by
the needs and expectations of modern society.20
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