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SUMMARY
This paper investigates the various models of locality com-
missioning in relation to the participation of general practi-
tioners (GPs), and explores the perceived successes of
locality commissioning in the 15 health boards in Scotland
and 13 health authorities in the Northern and Yorkshire
Region of England. A postal questionnaire was sent to 190
individuals involved in commissioning, and semi-structured
interviews with GPs (n = 31) and health authority managers
(n = 41) were undertaken in each of the 28 health authori-
ties. Seventy-five per cent of the health authorities had intro-
duced some form of locality commissioning. Five types of
locality commissioning organization were identified on the
basis of the level of GP influence over decisions. All GP
responders identified benefits resulting from their involve-
ment in the process but only 27% of health authority respon-
ders did so. Most benefits related to improved professional
relationships, not to service changes. On the whole, locality
commissioning does not appear to have resulted in major
changes to contracts or services.

Keywords: locality commissioning; semi-structured inter-
views; health authorities.

Introduction

THE development of primary care groups and trusts indicates
that locality models of commissioning are favoured for future

health service development in Britain.1,2 One of the key elements
in this development is the participation of general practitioners
(GPs) in the belief that this will improve the quality of care. The
aims of this paper are to identify the influence GPs have had in
locality commissioning initiatives so far and to assess the latter’s
relative effectiveness in achieving service change.

Method 
Data were collected between October 1995 and March 1997 in
the 28 health authorities in Scotland and the Northern and
Yorkshire Region. Questionnaires were sent to all health authori-
ties to identify key people involved in ‘locality initiatives for
purchasing health care’. In order to gather substantive informa-
tion about locality commissioning a second questionnaire was

sent to all those so identified. A purposive sample, consisting of
at least one senior manager (usually at director or public health
consultant level) responsible for the conduct of locality-based
commissioning, and at least one GP participating in the process,
were interviewed. Interviewees were selected on the basis of
their demonstrating particular knowledge of their local commis-
sioning arrangements. 

Results
A total of 190 key individuals were identified and sent a postal
questionnaire, with a 74% and 70% response rate in Scotland and
in the Northern and Yorkshire Region respectively. Thirty-one
GPs and 41 managers were interviewed, representing all 28
health authorities. 

Locality commissioning initiatives had been introduced in 21
of the health authorities under survey. Of those not reporting
locality commissioning, three were Scottish island health boards,
while the four mainland health authorities practising area-wide
commissioning nevertheless reported the inclusion of both fund-
holding and non-fundholding GPs in the process, indicating
overall compliance with the recommendation that GPs should be
involved in the commissioning process.3

Five general organizational structures were identifiable with
respect to locality commissioning, on the basis of the level of GP
influence over purchasing decisions (Table 1).

In considering the success of the various types of locality com-
missioning a key issue is the extent to which their implementa-
tion has created changes to service provision. Table 1 includes
examples of the changes reported. In the main these related to the
enhancement of existing community services or the speed of
access to existing secondary care facilities. It also suggests that,
overall, the number of changes has been relatively few: 69 sepa-
rate changes were attributed to locality commissioning and GP
involvement across all 28 health authorities since 1992. 

All GP interviewees attributed positive outcomes following
the implementation of locality commissioning, but 26 (63%) of
the health authority responders identified no beneficial outcomes.
Benefits that were identified, both by GPs and their health
authority colleagues, mainly concerned improved relationships
and attitudes (including those between fundholders and non-
fundholders).

Discussion
These findings suggest an important dichotomy between the
views of GPs involved in the commissioning process and their
health authority colleagues, with the former being substantially
more positive than the latter. This lack of agreement implies that
GPs may have had less influence across the totality of the locali-
ty commissioning process than they believe they have. It appears
that no individual type of locality commissioning has been par-
ticularly successful at achieving service reconfiguration, imply-
ing that even the more profound levels of GP participation may
not lead to radical service development. 

This may be partly attributed to the relatively recent develop-
ment of the practice. Another factor may be a reluctance to put
into effect changes that might be detrimental to the overall distri-
bution of services. Evaluations of fundholding reported a similar
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lack of evidence for significant service change,4 as did a case
study of locality commissioning.5 There is evidence that GP
influence successfully changed quality targets, but not on a local-
ity basis.6 A study of locality commissioning in a single health
authority identified 20 service changes over a 32-month period,
but it is unclear how many of these consisted of significant
changes to contracts, rather than marginal changes within exist-
ing contracts.7 It also reported attitudinal benefits which were
largely in agreement with those identified here. 

Thus the evidence suggests that, while locality commission-
ing has improved relationships between GPs and their health
authority colleagues, it appears to have not yet resulted in wide-
spread revision of services with a locality focus. This finding
should temper expectations of local sensitivity and accountability
associated with the establishment of primary care groups and
trusts.
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