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To an American, the principles of the new General
Medical Services (GMS) contract for general practi-
tioners (GPs) in the UK provide a glimpse into a future
much espoused but little achieved in our own country.
To be sure, American experts have advocated that
payment be related to performance. Performance
measures much like those proposed in the GMS
contract have been operationalised in a set of volun-
tary measures used by the National Committee on
Quality Assurance, which claims that as many as
55 000 deaths per year could be avoided if such targets
were achieved.1 The use of these performance indi-
cators has spawned a multitude of what are called
‘chronic illness management’ models to improve our
achievement of process and outcome standards but
whose e¡ectiveness has largely been unevaluated. But,
despite the abundant rhetoric, we have moved for-
ward in only small ways.

And now, as the GMS contract claims, UK general
practices will soon be operating under a ‘framework
{that} represents the � rst time any large health system
in any country will systematically reward practices on
the basis of the quality of care delivered to patients’.
For the � rst time, we can actually see how to apply
such a framework, what it accomplishes, and perhaps
what additional bene� ts or unintended consequences
such an approach generates.

This bold initiative should help answer several
questions. Among these are: will general practices be
able to achieve these targets? How will they do it? Will
mortality and morbidity improve as these targets are
implemented, and by how much? The GMS contract
also raises some substantial concerns that could drive
right to the heart of the role general practice plays in
the architecture of a healthcare system. First, do we
need to worry about René Dubos’ warning that ‘some-
times the more measurable drives out the most
important’?2 Second, what are the unintended con-
sequences that might occur and would we know them
if they happened?

A concern in America is our generally poor per-
formance even though health insurance companies
have long been pressed to achieve speci� ed perform-
ance measures. The quality improvement � eld has

tried, with only modest success, to show that quality
improvement methods could improve performance.
Some insurance companies have been able to improve
performance by employing indirect methods targeted
on patients and the medical practices – reminders,
checklists, and education, for example. More recently,
chronic illness management methods have been ad-
vocated, wherein a mix of systems improvements,
registries, dedicated manpower (usually nurses), acti-
vation of community resources, and patient self-
management have been assembled into programmatic
initiatives. In the face of mixed results from these
e¡orts, experts have increasingly cited the absence of
� nancial incentives as the reason why such e¡orts have
not been more successful.3

With your initiative, we can now examine directly
the role that � nancial incentives play in driving
performance achievement. Will these incentives
stimulate general practices to achieve these targets,
and how will they do it? The GMS contract gives
little guidance about the ‘how’. In e¡ect, the UK is
creating a vast, pluralistic experiment in clinical
practice organisation design. The results should be
most informative to others contemplating a general
practice-based initiative to achieve these targets.

Another assumption lurks behind this design: that
if structure, process, and outcome targets for the ten
disease areas are indeed achieved, health will improve.
But presumed improvements are based largely on
single measure studies that are often summed to claim
dramatic outcome results. And yet these initiatives
may interact in unpredictable ways. The GMS contract
performance framework gives researchers an oppor-
tunity to examine the relationship between the port-
folio of indicators and the resulting in� uence on
morbidity and mortality, as well as hospital, drug,
treatment and consultant use. Since the UK NHS has
all-inclusive coverage and access to data, you should
be able to study this issue. The results should help
answer the question of how much improvement in
health will be delivered by meeting such targets, and at
what direct cost.

On the worrying side, the GMS contract might also
do harm. In simple terms, my concern is whether
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using speci� c targets, with considerable money riding
on them, will generate unintended consequences that
might undermine the value of general practice in the
UK health system. The pursuit of indicator measure-
ments might fragment care and reduce continuity.
Combined with the threat to continuity from the
change in after-hours coverage, will there be less
contact between a patient and their GP? If so, one
could speculate that trust might erode over time.
There are many who ascribe the success of general
practice at managing patient demand in the NHS to
the continuity and trust that patients have in their GP.
Will this be at risk?

In addition, there are other functions that might
degrade as the monetary incentives divert energy to
meeting the indicator targets. To name a few: will the
practice’s management of ‘soft’ psychosocial issues
deteriorate; will access for indeterminate conditions
and concerns degrade; will the rigour of the referral
decision be a¡ected; and will the ability of the practice
to ‘absorb’ demand (as described elegantly by David
Haslam4) be reduced? These seem to me to be real risks
and unintended possible consequences of the GMS
contract.

To a supportive observer, the contract and plan pay
too little attention to possible unexpected, and even
expected outcomes, other than the indicators. With a
little work, experts could identify the core functions
and competencies that general practices have
provided and develop some sentinel measures to track
what happens to them.

The world is grateful to the UK for taking the � rst
leap into pay for performance for quality. We watch
with interest. And as we wish this bold move well, we
also hope that you will watch closely to see both how
and if it works and what possible unintended risks
might be generated.

REFERENCES

1 National Committee for Quality Assurance. The State of
Health Care Quality 2003: industry trends and analysis.
Washington, DC: NCQA, 2003. www.ncqa.org/
Communications/State%20Of%20Managed%20Care/
SOHCREPORT2003.pdf

2 Rene Dubos Collection. New York: Rockefeller Archive
Center.

3 Sheila Leatherman, Donald Berwick, Debra Iles et al. The
business case for quality: case studies and an analysis.
Health A¡airs 2003;22(2):17–30.

4 Haslam D. Schools and hospitals for education and
health. British Medical Journal 2003;326:234–5.

ADDRESS FOR CORRESPONDENCE

Professor Gordon T Moore, Harvard Medical School
and Harvard Pilgrim Health Care, 6th Floor,
133 Brookline Avenue, Boston, MA 02215, USA.
Tel: +1 617 509 9973; fax: +1 617 859 8812;
email: gordon_more@hms.harvard.edu

http://www.ncqa.org/Communications/State%2520Of%2520Managed%2520Care/
http://www.ncqa.org/Communications/State%2520Of%2520Managed%2520Care/

