
EDITORIALS

Supporting good practice

THE College's position on the quality of patient care is clear
and has been stated on previous occasions.'2 Put at its

simplest: good practice should be recognized, encouraged and
rewarded by incentives. The proposals for a good practice
allowance-outlined in the Government's green paper on primary
health care3 are in accordance with this principle and have
brought to the fore a number of issues.
At first sight the suggestion of a good practice allowance is

logical; it is only on reflection that questions begin to arise. How
would it work? Who would judge it? What would be the criteria?
How many people would lose out? Might I be one of them?
These questions are all legitimate and the answers to them all
cannot be produced immediately. So it is not surprising that
some people just give up at this point. It is after all much simpler
to reject the proposal than to consider it further to see if there
are ways of making it work.
The College Council has never claimed that devising methods

for promoting and rewarding quality would be easy. It recognizes,
too, that many general practitioners still believe that their relative
lack of accountability will continue indefinitely. The fact that
many general practices in this country provide a first-class ser-
vice is not the point. The problem is that these practices have
to invest increasingly heavily to do this and are out of pocket.
At the same time there is no system that differentiates between
these practices and the minority which provide sub-standard care
or, as the Chairman of the General Medical Services Commit-
tee has said, 'sell us short'.
Modern general practice of a high standard provides care

.which is second to none. The arguments for providing increas-
ed resources for those practices which are innovating and striv-
ing for improvement are unanswerable. Nevertheless, we must
recognize that a significant increase in resources for general prac-
tice (as in the mid-sixties) is highly unlikely to be provided
without some demonstration of improved patient care and
greater accountability. To reject such a quality incentive equa-
tion is to reject the new resources that modern general practice
now needs and our patients deserve.

It is important then to be clear about the principles of en-
couraging and rewarding quality before considering the Govern-
ment's proposals for a good practice allowance in detail. The
College Council agreed these principles in June and they were
published in the August Quality in Practice Bulletin. They are
worth repeating.
The introduction of incentives and rewards for quality of prac-

tice requires additional money. It would not be fair or realistic
merely to redistribute existing income, although some ad-
justments could be made. All practices should be able tp apply
for and, if appropriate, receive rewards. Practices that
demonstrate improvement under difficult circumstances should
be recognized and this should not be limited to those who have
already achieved high levels of performance. Allowances should
be paid for a fixed number of years and then reapplied for. These
principles of recognition and rewards for practices in return for
their investment in good patient care should be endorsed by all
those concerned to see the promotion of good practice.
How then might a system of performance-linked payments

work? Do the proposals for a good practice allowance fit the
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bill? First, it is necessary to be clear about what constitutes good
practice, and this will depend on agreement about the range of
services a modern practice should provide. In the September
Quality in Practice Bulletin the College Council has set out its
suggestions. Next, the main areas of practice activity to be
assessed will have to be agreed. These might include availability
and accessibility of the doctor, preventive measures, the
arrangements for monitoring chronic disease and prescribing
habits. What is certain is that the criteria would need to be
explicit, agreed by the profession and published. The College
would not support merit awards in a different guise.

Straightforward methods of assessment would be needed, as
suggested recently by Marinker, Pereira Gray and Maynard.4 A
two-tier system has attractions. The first stage of appraisal and
the collection of data could be undertaken by clerical staff. The
second stage would need to involve professional appraisal and
include a practice visit. This could be based on the visits which
are already commonplace for approval of trainers, although
some of the details of the scheme would be different. There
would also be the question whether or not such a visiting team
should include a lay member.

Clearly there are questions still to be considered and many
details which will take time to be resolved. It may be that a tiered
system of allowances would be appropriate. Equally, it may be
that any system should be introduced in stages over a period
of time. Pilot experiments will certainly be required. A system
could perhaps be considered of advancing part of an allowance
for a: practice wishing to invest in equipment with clear plans
for improving care and finding the balance when agreed objec-
tives have been met.
What would be the College's role? Through our faculties and.

our educational and information services our responsibility
would be to help as many practices as possible, regardless of
their environment or geographical area, to achieve recognition
for quality. The College's role would be to stimulate, encourage
and support.
The important decision now facing the profession is whether

or not to accept and endorse the principle of encouraging quality
and rewarding personal investment. The Government's proposals
for a good practice allowance go some way to achieving that
objective. Whatever the profession decides ultimately about the
allowance, it must not lose sight of this underlying principle.
The College has never failed to take difficult decisions when

the principles involved are clear and right for the future of pa-
tient care and of general practice. It will not evade them now.

JOHN HASLER
Chairman of Council
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