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Relationships between the key players in
primary care groups and trusts:
some lessons from total purchasing pilots
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Primary care groups (PCGs) and primary care trusts (PCTs) are the way forward for
primary care in the UK. These groups of general practitioners (GPs) and community
nurses, organized along geographical lines, will need to forge relationships with other
organizations and key players to a much greater extent than has been necessary hith-
erto. Currently PCGs most closely resemble the total purchasing pilots (TPPs), which
have been the subject of a national evaluation. This paper reports on the evidence
collected by interviewing key stakeholders — lead GPs, health authority (HA) leads,
project managers and social services representatives — about how relationships
developed in TPPs and how this might be relevant to PCGs and PCTs. The importance
of good relationships with HAs was recognized by the TPPs, and the HAs were seen
as having an important strategic role. Relationships with social services were slow to
start for historical reasons, and had not progressed particularly far by the end of the
study. Similarly, involving patients and the wider public in TPPs was problematic, and
there was a lack of guidance about the most appropriate ways of proceeding. The
evidence suggests that progress will be slow and the problems encountered by TPPs
are likely to become apparent as PCGs develop, and with the transition to trust status.
There is much for the primary care groups and trusts to learn from the TPPs.
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Introduction service guidance recognized the scale of change
and emphasized the importance of good working
The NHS White Paper entitledhe New NHS: relationships between all ‘stakeholder’ groups:
Modern, DependabléDepartment of Health, 1997)
and the Green Paper entitl€@lr Healthier Nation
(Department of Health, 1998a) introduced wide-
ranging structural reforms into the NHS. Together,
the various policy initiatives are expected to form
an integrated programme of action. One of the
most significant structural changes, reflecting the
government’s commitment to enhancing the role of
primary care, is the introduction of PCGs. Health

the transition to Primary Care Groups is a
major change; the process needs to be inclus-
ive, with decisions based on the involvement
of primary care and community health ser-
vices professionals, as well as consultation
with the wider NHS, public and voluntary
organisations (and) the goals of Primary Care
Groups include a contribution on improving
health, as described in ‘Our Healthier

- Nation’. (Department of Health, 1998b: 4)
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implementation of health policy. Primary care nownally and, indeed, replaced those diverse
lies at the very heart of health service comapproaches to purchasing and commissioning, and
missioning and health care provision. This is ithere is enormous potential to learn from past
line with the broad thrust of policy towards a ‘pri-experiences. TPPs were introduced into the NHS
mary care-led NHS’ (NHS Executive, 1994). Thas a pilot scheme and were subjected to a compre-
role of GPs has evolved considerably from that diensive and extensive evaluation. There is there-
individual independent contractors providing genfore a body of research evidence on which PCGs
eral medical services to their registered popwan draw. Furthermore, the proposed PCGs bear
lations, to being key players in PCGs and theindamental similarities to TPPs. The most
emerging primary care trusts (PCTs), responsiblmportant similarities are that both TPPs and PCGs
for planning health services to meet local needmvolve groups of general practices being delegated
GPs have been involved in purchasing and cora- budget to purchase potentially all hospital and
missioning in various forms since 1990 as a resutbmmunity health services (HCHS) for their popu-
of successive government policies, including fundations, and they will combine a population per-
holding and locality commissioning. These repspective with service development at the individual
resented two quite distinct approaches to purchgzatient level (Mayset al., 1998a).
ing. Fundholders were independent of their host PCGs are made up of groups of general practices
health authorities and purchased selected servigsd community nurses within a defined geographi-
directly. In contrast, locality commissioners genereal area. They are managed by a board consisting
ally did not aspire to hold their own budgets, andf GPs (who may be in the majority), community
worked more closely with their host health auther practice nurses, and individuals representing
orities in planning the range of local services. social services, the HA, the public and the PCG
The introduction of TPPs along with communitychief executive (Department of Health, 1998c).
fundholding and extended fundholding in 1994our distinct but developmental models of PCGs
introduced further diversity into the practice ofare set out in the White Paper (Department of
devolved commissioning (NHS Executive, 1994)}ealth, 1997). The first level of PCG will support
At that time TP was an initiative: HAs in commissioning care for its population and
act in an advisory capacity, akin to the role played
where either one general practitioner prac- by GP commissioning groups. At the second level,
tice, or a consortium of practices, were del- responsibility for managing the health care budget
egated money by the relevant health authority is devolved to the PCG. This model most closely
to purchase potentially all of the community, resembles total purchasing. At the third level,
secondary and tertiary health care not PCGs become established as free-standing bodies
included in standard fundholding for patients accountable to the HA for commissioning care.
on their lists. The Primary Care Trust option (level 4) allows
(Total Purchasing National Evaluation PCGs to be responsible in addition for the manage-
Team, 1997: 5) ment of primary and community health services.
Whilst the independent contractor status of GPs
TPPs were subcommittees of the HA, to whomemains unaffected by the reforms, PCGs replace
they were accountable, usually through their prghe current range of primary care organizations
ject board (Leese and Mahon, 1997). Howeveestablished after the last major reform of the NHS
although originally introduced as an extension tm 1990-1991 (Crail, 1997).
fundholding, total purchasing (TP) emerged as a PCGs service natural communities of approxi-
‘hybrid’ model combining the characteristics ofmately 100 000 individuals. They hold a single
both locality commissioning and fundholding.unified budget (covering HCHS, prescribing by
Thus, prior to the election of the new LabouiGPs and nurses and the GMS budget for GP
government, ‘a considerable convergence of vievissfrastructure) which is cash limited, although
on the future configuration of the com-PCGs are free to decide how to allocate the budget.
missioning and purchasing function’ had emergedCGs must work strategically and in a way that
(Mays and Dixon, 1996: 24). complements the local Health Improvement Plan
The introduction of PCGs brought together for(HImP). HAs are the accountable bodies under
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which the PCGs will operate, as well as providinguthority and therefore have to work closely
an important supportive environment within whichiogether. Data are also presented about the
they will develop. The relationship between PCGeelationships between the TPPs and social services,
and HAs is vital and: and also with patients.

the benefits of PCGs will only be achieved
if GPs, nurses and other health professionals, Methods
managers, social services, HAs, NHS Trusts
and the public are able to develop an effec- This paper describes research conducted by mem-
tive partnership. bers of the Total Purchasing National Evaluation
(Department of Health, 1998d: 6) Team (TP-NET), consisting of researchers from
the Universities of Manchester, York, Sou-
GP fundholding and total purchasing (and théhampton, Bristol and Edinburgh, and co-ordinated
range of other purchasing and commissioningy the King’s Fund. The findings are based on the
models in primary care) ended as PCGs went ‘livelnalysis of face-to-face, semi-structured interviews
in April 1999. For PCGs to become fully oper-conducted with project managers, lead GPs and
ational, certain key issues need to be addresséealth authority leads from most of the 53 first-
including relationships with HAs, social servicesvave TPPs in the first live year, namely 1996—
and patients and the public. 1997. An initial set of interviews was also conduc-
Thus, whilst the TPPs are in many ways compded in the preparatory year (1995-1996). By the
rable to PCGs, there are also some fundamentehe of the second round of interviews, four pro-
differences. Perhaps the most important differengects had dropped out of the scheme (Maysal.,
relates to the potential Trust status of the PCGs 4998b), leaving a maximum of 49 possible
they progress from groups with delegated budgetssponses to each question.
(as in the TPP model) to devolved power for the Although many of the questions asked were
budget from the HA (level 3) and, ultimately, toopen-ended and were analysed using thematic
level 4 where PCGs operate as free-standing bodiezding techniques, in other cases it was possible
accountable to their host HA. A second importarto quantify the results. An example of the latter is
difference relates to the size of TPPs compared éoquestion which asked of the project managers,
PCGs, with TPPs being generally smaller and wittOverall, how would you describe your relation-
a greater range in population covered by the pilotship with the local HA? Was it (1) paternal/
Furthermore, unlike standard fundholding and TRlictatorial, (2) collaborative, (3) co-operative, (4)
which were voluntary, PCG patrticipation is combegrudging/hostile, or (5) adversarial/com-
pulsory. This has important implications for howpetitive?'.
to engender the motivation of all practices to par- In addition, face-to-face interviews were con-
ticipate in spirit, if not in a proactive way. Further-ducted in the preparatory year with social services
more, the involvement of other agencies such aspresentatives for those TPPs which had been in
social services, of which GPs have little directontact with their local social services department
working experience, introduces another facet into connection with total purchasing. These were
the collaborative effort required within PCGs.  followed up by means of telephone interviews
The TPP experience should prove valuable warly in the second live year only if any service
PCGs and PCTs, and can be regarded as a natut@nges had resulted. The authors led the field
progression which will hopefully fulfil standardswork in 14 TPPs, and the results obtained from
of effectiveness, efficiency and equity that are ndhese projects will be discussed in this paper.
evident in the fundholding and locality com- Finally, GPs and project managers were asked,
missioning models. during their preparatory and first live years, about
The primary focus of this paper is on theheir attempt to involve patients and the wider pub-
relationships between the TPPs and the health in their decision to become a TPP and in their
authorities, since they are of great significance nptrchasing intentions. Data are available from 47
only to TPPs but also to PCGs and PCTs. At levelsf the 53 projects in the preparatory year and from
1 and 2, PCGs are subcommittees of the heald of 49 projects in the first live year.
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Table 1 Some characteristics of the TPPs in the study within primary care, but had not made any changes
in secondary care. They were either co-purchasing

Characteristic First wave or had independent contracts. Type 5 TPPs
_ (commissioning) had their own budgets and inde-

Number of projects . 53 pendent contracts. They were purchasing to
Number of single-practice projects 16 p . :
Number of practices 191 achieve change in secondary as well as primary
Number of GPs 960 care. This typology of TPPs has been used
Median number of practices per project 2.0 throughout this paper to identify any association
Mean number of practices per project 3.1 between the developmental stage reached and the
Mean population of projects 33327 relationship with the host HA.
Range of project populations 12 310-84 700

Relationships between the TPPs and the

health authority
Results

Collaboration or co-operation?
i At the time of the interview, 35 site project man-
Characteristics of the TPPs ! i
Detailed information about the characteristics 98rs (83%) and 36 GP leads (86%) indicated that
the initial 53 projects is described in an earlier pul t'e relatlonshlpt.wnh t?)e ﬂ';'AbV‘iaﬁ[Sh etlt_her collabor-
lication (Total Purchasing National Evaluatiorf:!V€, cO-operalive or both, but that In some cases
Team (TP-NET), 1997) and is summarized i his had not always been so. Seven site managers

Table 1. A typology of TPPs was drawn up by Tpindicated that the relationship was adversarial, dic-

NET (Mays et al, 1998b) and is reproduced in a§atorial or wary, as did six GPs. However, despite

modified format in Table 2. It was based on dN€se observations, the overwhelming response
review of their progress against six basic develo EOI"E. theh_sneb r?anage{r:]; aﬁg GZSthWaSTtFtﬁththde
mental criteria, namely (1) staying together a_sr rZr:gog?k?eA%Sd ir? meeer;re\?ious ;enar (s?alé Table %)
group, (2) purchasing directly, (3) changing SerVIClEI“his was the view of 25 (66%) of the site managers

rovision, (4) shifting the location of care, (5 -
IOmaking effggtive extgernal links and (6) stay(in) nd 27 (69%) of the GPs who responded. Only five
Ps and four site managers considered that the

\(]Vgg Iﬂo?gia?égzjy%iylcggnzses(?r? dﬁggﬁgggéng glationship had weakened, and the remainder indi-
vice areas. Type 2 TPPs (developmental) were a ted that there had either been no change or that
preparatory stage and emphasized developing thB]Fre had been some ups and downs. In some

infrastructure and undertaking needs assessmé&fpeS: Of course, although the relationships had

before active purchasing. Type 3 TPPs (cqrengthened, there was still considerable work to
purchasing) did not hold a budget or purchaie done in achieving the type of relationship which

directly, but were attempting to change HA purlNOuId sustain effective and efficient purchasing in

; ; e future. The assessment of the situation differed
chasing. Type 4 TPPs (primary care developerﬂtle among the HA leads, site managers and GPs.

were developing services in TP-related are

Table 3 The nature of the relationship between the TPP

Table2 A typology of TPPs and the HA

Description Type Number Percentage Relationship Site manager GP
Underperforming 1 2 4 Strengthened 25 (65.8%2) 27 (69.2%)
Developmental 2 11 21 Weakened 4 (10.5%?) 5 (16.7%)
Co-purchasing 3 8 15 Unchanged 6 (15.8%?) 4 (10.3%)
Primary care developer 4 8 15 Mixed 3 (7.9%2) 3 (7.7%)
Commissioning 5 23 44 No response 11 11

Fully integrated 6 0 0 Total responses 38 39

Total — 52 100

aPercentage of responders.
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In total, 29 HA respondents (74%) describeélaborations were in this group. In the case of the
relationships between the HA and the TPP as cd0 TPPs that gave alternative responses, 12 (60%)
laborative, co-operative, or a combination of bothwere of types 4 or 5. This small sample suggests
The general impression given was that relatiorthat as TPPs develop they are increasingly likely
ships were improving, albeit slowly. In only 10to be regarded as alternatives to the HA, rather than
instances (26%) was the relationship described as elaborations, the former implying less depen-
being in conflict. Even where conflict was evidentgdence on the HA.
this was likely to be seen as an improvement. Inter-
estingly, 5 of these 10 TPPs were described as
‘developmental’ (Type 2), and themselves repFhe key individual and key decision-making
resented only 21% of all TPPs, the important Typically, a single GP was the entrepreneurial
implication being that a greater proportion of thénfluence and innovator, and this was the viewpoint
TPPs at the less developed levels in the typologf the health authority leads, project managers and
(see Table 2) had conflicting relationships, perhagaP interviewees, for whom GPs were overwhelm-
suggesting that good relationships with the HAngly regarded as the key individuals, closely fol-
were important enabling factors for the developlowed by GPs and site managers together, and site
ment of TPPs. managers individually (see Table 4). In some cases

opinion was strongly dependent on the standpoint
The TPP as an elaboration or an alternative to of the individual, with some being reluctant to
the HA name themselves as the key person. However, up

Of the 39 HA leads who were asked whethetio one-third of projects had no single key individ-
they considered TPPs to be an elaboration or aal identified, indicating a group responsibility for
alternative to the HA, 13 (33%) chose ‘elaborthis role.
ation’, the remainder giving other views. The Entrepreneurs have been typically associated
choice of ‘elaboration’ or ‘alternative’ waswith the private sector, but with the introduction
intended to indicate a greater or lesser reliancef a quasi-market in health care, and particularly
respectively, on the HA, a distinction which wa®f fundholding, it has been possible for entrepren-
instantly recognized by the respondents. Conceenrrial  individuals or ‘product champions’
was expressed that the TPPs should not simply ref$tocking, 1985; Huntington, 1996; Enneat al.,
licate the HA, but needed to be different, leaving998) to take the lead in the new primary care
the HA with a more strategic role. Six were definit@rganizations. Whether this will be possible or
that the TPPs were not an alternative to the HAndeed desirable in the much larger primary care
since they did not purchase all services and wouldroups remains to be seen. However, for the TPPs
in any case, find it difficult to operate in isolationno link was found between the person(s) identified
from the HA. Furthermore, smaller TPPs coulds key individuals and the developmental stage of
never fulfil the same role as the HA. The need fdahe project.

a strategic overview was emphasized, with the HA The overwhelming impression given by the HA
being the appropriate organization for this, wheredsads, the site managers and the lead GPs was that
GPs were regarded as less appropriate in thlse GPs, the practice team or the TPP team was
respect, although they have the advantage of mdtee place where key decisions were made, indicat-
detailed local knowledge. The HA was overing that in most cases the GPs had a high level of
whelmingly regarded as being essential to TPPspntrol over the decisions made in the TPP. The
even where relationships were strained. executive board (Leese and Mahon, 1997), which

Using the typology set out in Table 2, 31 of thenay have had representatives from the HA as well
52 TPPs fulfilled the criteria for being the mosts from the TPP, was also regarded as an important
highly developed (types 4 and 5 in Table 2), repplace for decision-making, but the subcommittee
resenting 59% of all the TPPs in the study. Furthewas essentially a rubber-stamping structure neces-
more, 13 TPPs were described as HA alternativeary by statute. PCG guidance states that, although
and six as elaborations by the HA leads. AlthougRCG boards will be directly accountable to the
nine of the 13 TPPs regarded as alternatives wetdief Executive of the HA, they may choose to
types 4 and 5, only two of the six described asrganize themselves along management subgroup
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Table 4 The key decision-makers

Key individual HA response Site manager response GP response
GPs 17 (40.5%2) 13 (32.5%) 13 (35.1%)
GP(s) plus site manager 6 (14.3%?) 6 (15.0%) 6 (16.2%)
Site manager 4 (9.5%%) 3 (7.5%) 7 (18.9%)
No single person 10 (23.8%2) 15 (37.5%) 11 (29.7%)
Other 5 (11.9%°?) 3 (7.5%) 0

No response 7 9 12

Total responses 42 40 37

aPercentage of responders

lines as did the TPPs (Department of Healthnfluencing the ‘culture’ of the HA by introducing
1998e). new and hitherto unconsidered and less traditional
ways of thinking. The fact that so many of the
The stimulus of TPPs for the development of more highly developed TPPs were thinking stra-
other models of local purchasing tegically in terms of the stimulating effect they had
Of the 47 HA leads interviewed, only 16 (34%)on other local developments augurs well for PCGs
were unequivocal in their view that the TPP hadvhich can harness the experience of such local
been a stimulating influence on HA deliberation§PPs. With the introduction of Health Improve-
about future developments. The general impressioment Plans (HImPs) (Department of Health, 1998f)
given by this group was that TPPs had stimulateghich provide the overarching direction for PCGs,
thought and the development of new ideas. Oth#te experience of the TPPs and their relationships
HA leads were rather less positive. There wasith their host HAs will be relevant for the smooth
some indication that the TPP had been a catalysfjplementation and running of these new struc-
but that changes were happening anyway, and tiares.
some instances GPs were already working well
together. In seven cases, the view was that the THRe future role of the HA
could be a stimulus for other models, but that this Almost without exception, the HA view was that
had not yet happened. Reservations were expressieeie would still be a strategic role which they
by six HA respondents, where more time wawere in the best position to fulfil. The need for a
required to decide how influential the TPP reallypody to be responsible for a broad overview of ser-
was locally. This was particularly the case for th&ices within an area was considered to be of para-
single-practice projects which, in some instancesjount importance, and one which TPPs and other
were considered to be too small to have had veyP groupings were not qualified to undertake.
much impact, at least in the short term. Resource allocation would also need to be under-
At the time of the interviews, PCGs were not ortaken centrally and, since practices had different
the agenda, and locality commissioning waapproaches, equitable provision of services would
regarded as the way forward. In some cases the an area that the HA would be in a good position
TPP did fit into the direction in which the HAto oversee. Other issues which were regarded as
wanted to go. In other cases, HAs did not want tlikely to remain the preserve of the HA included
‘miss out’ on having a TPP, but it did not necessarisk management, being responsible for the public
ily fit into the planned strategy particularly well,health agenda, and audit and accountability where
although these HAs were in the minority. whole budgets were devolved to GPs. Depending
There was a strong indication that the moren the size of the TPP or evolving locality com-
developed TPPs were more likely to be seen asnassioning groups, joint commissioning and selec-
stimulus for further developments locally tharted purchasing for those services which it would
were the less developed TTP’s. The TPPs weble impractical to purchase on a small scale would
also credited with having new ideas and generalBlso be appropriate for the HA. Clearly, however,
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many of the responsibilities mentioned by thever, continuing to discuss issues of mutual interest
respondents will eventually be devolved to thavas considered to be important as a first step
more advanced PCGs, although the time taken towards increased joint working.
achieve this may well be longer than anticipated More specifically, one TPP had a named social
if the experiences of the TPPs are to be heededorker dedicated to the project, but although
Furthermore, since PCGs are considerably largelationships improved, the anticipated benefits in
than most of the TPPs, this may help them toontinuity of care were not realized. The TPP
undertake more than the TPPs, which were essawitched to looking at achieving closer liaison in
tially selective purchasers. Such eventualities couttbmicilary care assessment. However, although
not have been foreseen by the interviewees. this initiative showed that social services staff
could work in a primary care setting without dif-
Relationships between the TPPs and the social ficulty, there was little joint working, and there
services departments were still two groups — namely the primary health
Collaboration been social services and the TPRare team and social services staff — working in
was shown to be limited mainly to improvingparallel.
relationships and getting to know each other’s
ways of working, rather than making any lastindgRelationships between the TPPs and patients
service changes or working jointly. Three of the The accountability framework (NHS Executive,
14 TPPs for which results were analysed had ri®95), which applied to both standard fundholding
contact with social services at all during the preand total purchasers, stated that patients and the
paratory and first live years. In others, contact haslider public should be involved in service plan-
been limited to perhaps a few meetings each yeaing and review, but it said nothing about which
at which possible joint ventures might be discussedechanisms could or should be in place to achi-
without anything concrete actually being estalkeve this.
lished. Even in such circumstances, meetings wereln total, 34 of 47 TPPs (72%) attempted to
considered to be valuable in that they allowed staiffivolve patients and the public in a variety of ways.
to become more aware of the differing viewpoint©nly one project reported that they had consulted
and perspectives of professionals with very diffettheir patients before deciding to become a TPP.
ent ways of working. Information-giving and public relations were the
In some cases it proved difficult to find commormpredominant rationale for most forms of patient
ground. Furthermore, where local councils werand public involvement. Few ventured beyond one-
Labour controlled, opposition to fundholdingway information-giving towards a more active
sometimes spilled over to TPPs, although in mosipproach to involvement, and indeed many felt that
cases initiatives were not discouraged, but neitherore active participation was inappropriate. How-
were they encouraged. There was general agresver, there was some (albeit limited) evidence of
ment that TPPs had been a ‘good thing’ in that more positive and imaginative approach to
they changed viewpoints and alerted individuals tmvolving patients in decision-making, and this
different standpoints. There was much emphasis appeared to be most successful when the focus was
developing a strategic approach to services, andoih specific rather than general issues, and when the
was felt that TPPs had provided the opportunity tpurpose of involving patients and the public was
think about improved ways of delivering primarymade explicit, both within the project and to
care. patients and the public. For example, when service
The local knowledge of GPs was welcomed byr disease-specific user groups were involved (e.g.
social services staff at the director level. Issues tfie Alzheimer's Disease Society), the aim was
particular importance to the TPPs included improwften to comment, advise on or to develop specific
ing mental health services and having a dedicatpthns for this group of patients, and a greater and
social worker associated with the TPP. Social semore meaningful degree of involvement was achi-
vices departments were generally willing to helpgved. However, the extent to which the various
but were also concerned that TPPs should not bpproachesactually influenced decision-making is
treated more favourably than other practices. Assiill unknown.
result of these conflicts, progress was slow. How- Overall, there were very few developments in
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the nature and extent of patient and public involvdeatures of patients themselves resulted in a failure
ment in TP during the first live year. Althoughto consult in some TPPs. It was felt that patients
many projects reported some form of contact wittid not understand the issues, they tended to get
their local CHC, this was often described in term&motional or irrational’, or it was the patients with
such as ‘contact’ or ‘keeping them informed’. Inbugbears’ who tended to get involved in initiatives
total, 12 of 41 TPPs, representing 25% of thosaimed at promoting involvement. This reluctance
who responded, had some contact with the CH® involve patients prevailed in the first live year,
and this had risen to 18 of 44 TPPs (40%) duringghen 9 of the 45 respondents (representing 20%
the first live year. Furthermore, although many proef the total) had made no attempt to involve
jects pointed to CHC attendance at project boaghtients with regard to the range of services pur-
meetings, their status at these meetings was oftelmased by the TPP and eight (18%) had made no
unclear and their active involvement in manageattempt to measure patient satisfaction with ser-
ment was likely to be limited. For example, onlyices.
10% of project managers identified a CHC rep-
resentative on the executive (decision-making)
board, compared with half this number (4%) iDiscussion
1995-1996, indicating slow progress and low lev-
els of official representation, despite the rhetorithe enhanced role of GPs in the purchasing and
noted above. commissioning process has coincided with the
During the preparatory year, 13 of 46 TPPs, regnhanced status of purchasing and commissioning
resenting 28% of those responding, had made o the NHS from the ‘poor relation’ (with the
attempt whatsoever to consult with patients, patieekception of fundholding) to the powerful key
representatives or the public. Although some prglayer (Higgins and Girling, 1994). The ‘New
ject managers felt that, in principle, patient antlHS’ endorses the continuation of the purchaser
public involvement was a ‘good thing’, they sim-provider split ‘building on what has worked, but
ply did not know how to start the process ofliscarding what has failed’ (Department of Health,
implementation. The absence of any mechanist®97: 8). However, as in the case of TPP:

whereby patients could be involved in TPP : . . .
L : . the guidance provides advice but is not a
decisions was apparent and was a major hin- detailed blueprint. Health authorities, primary

dering factor. y
; : : . care groups, and other local stakeholders will
Methods for involving patients and the public need to work together to fashion an organis-

tended to be selected in isolation from any con- _: : :

sideration as to why patients were being %I(\avnhigﬁpi'[oc? rgt:t etg the local circumstances
approached or what TPPs wanted to achieve. Most (Dg artment of Health. 1998e: 3)

of the interviewees felt frustrated at their limited P ' '
success, and they typically blamed this on featuresTPPs highlighted a number of problems and
of the patient population or the public, mostveaknesses associated with the current system,
notably apathy, rather than on their own inappranany of which will be replicated unless lessons
priate choice of methods. Many projects werare learned. The findings from the TPP evaluation
aware of these problems but, in the absence of aage relevant to an understanding of the issues that
specific guidelines or mechanisms, felt that theRCGs and other NHS organizations face in trans-
were difficult to overcome. Four TPPs specificallyating and formulating the policy agenda in the new
referred to difficulties in achieving representaNHS. The need to develop and maintain collabor-
tiveness as a reason for failing to attempt any forative relationships with other organizations and
of patient involvement, either because of the diffiinitiatives is recognized in the guidance on the
culties associated with getting a ‘representativestablishment of PGCs and, in particular, the role
view' or because they felt that this was unattainthat social services have to play in informing and
able and therefore not worth pursuing at all. Howshaping the decisions that PCGs will need to make
ever, concerns about representativeness did r{Department of Health, 1998c). PCGs will operate
prevent many other projects from pursuing somithin the overarching strategic direction set by
form of patient and public involvement. Perceivedheir local HImP — the government’'s way of tack-
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ling the fragmentation associated with previouattainable if there is emphasis on patient contri-
models of primary care purchasing and conmbutions to specific services or disease groups where
missioning. patients have an important role to play.

Although key individuals or ‘innovators’ are PCGs are not simply an extension of TPPs, and
important for generating enthusiasm and drivingew roles and relationships will need to be forged.
projects forward in the initial stages, this studyAppropriate organizational structures and pro-
emphasized the requirement for group responsiesses are considered to be important prerequisites
bility in PCGs and the need for co-operation antbr success (Mahomt al, 1998). There remains
collaboration. enormous scope for organizational development in

The role of the health authority is clear. Therdealth care organizations in general and in PCGs
is both a need and a willingness to relinquish ‘conin particular. The new NHS is changing the role
trol' and to take on a strategic role in overseeingnd the function of all existing NHS organizations,
service development and ensuring that equity prand in particular how they relate to others in their
vails in constituent PCGs and PCTs. health system. Strategies to develop PCGs and

Our research illustrates the fundamental impoRCTs must therefore link with strategies to develop
tance of relationships, and indeed the nature of tiiee whole system. It is hoped that the findings
relationships between professionals and manag@resented in this paper and in other TP-NET publi-
are quite fundamental to the success of PCGsations will feed into that process to produce new
There have been warnings of ‘a serious commurdrganizations that are fit for their new purpose.
cations deficit’ among primary care practitioners,
and a limited knowledge and understanding of the
NHS changes and their implications (Hunter angcknowledgements
Marks, 1998). However, at the same time there is,

in some PCGs, an acute recognition of the impor- The pational evaluation of total purchasing was
tance of r_elatlonshlps. Participants in an educatig®mmissioned and funded by the Department of
and training programme undertaken by the PCfyaqith. However, the views expressed here are
Resource Unit in Oxford identified team-working¢hose of the researchers involved and not those of
team-building, understanding the roles of othergye pepartment. We wish to thank the interviewees
co-operation and conflict management, communi taking part in the study and Shirley Halliwell

cation and influencing skills as being important fofor telephone interviews and transcription.
effective PCG creation (Wilsoet al, 1998). A

recent survey of PCG Chief Executives found firm

and considered views about their current and futu
relationships with their HA, but their views abou
their relationships with other organizations and

with patients and the public were more formative(,:ra"’ M. 1997: News focus, modern timekfzalth Service Jour-
nal 11 December, 10-11.

SpeCUIatlve and less speC|f|c (Mahon and Garrogepartment of Health 1997:The new NHS: modern, dependable

1999)- . . London: The Stationery Office.

Although the shift towards a primary care-lethepartment of Health 1998a:0ur healthier nation London: The
NHS is equated with a shift towards a patient-led stationery Office.
service, the evidence from our research suggesispartment of Health 1998b: Better health and better care
this is more rhetoric than practice, and the empha- implementing ‘The New NHS' and ‘Our Healthier Nation’
sis is more on information-giving and promoting HSC 1998/021. London: Department of Health.
good publlc relatlons than on more Sophlstlcatéaapartment of Health 1998c:The new NHS modern and depend-
models of patient involvement that will enable i‘g55/26308’e[g':goifrg’;%zr:‘t;”;tfg][ primery care grouptSC
them to pontrlbUte to the develop_ment of PC.G%epartment of Health 1998d:The new NHS: modern and depend-
PCGs will struggle at the technical level with

) . able. Establishing primary care groupsiSC 1998/065. Lon-
regard to how and when to involve patients and . Departmemgol? Heali’h. grotp

the community unless they begin to debate thedepartment of Health 1998e The new NHS: modern and depend-
own attitudes and values about the significance of able. Developing primary care group$iSC 1998/139. Lon-

the patient or lay perspective. Success might be don: Department of Health.
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