
Mike Bewick: Primary care transformation: what for and why 

Good morning everyone and thank you for the introduction.  I knew that Chris had some 
incredible powers but manipulating the Secretary of State’s diary was one I never knew 
anybody had, so well done on that one!   

I’d just like to set the scene really, today, and leave some of the innovative work to 
come from both Rob and other contributors later on.  I just want to say at the outset I’m 
a GP by background, I was a principal in general practice for well over 20 years, so I 
have the scars on my back as a certain leader would say and many of us have wanted to 
transform and change things for quite some time.  It’s been something I've been 
interested in in over ten years. 

Some of the things I might say today might appear as if I’m bashing GPs and I’m not.  
I’m pointing out that there are challenges that we face and we know some of those 
challenges, they’re commonly thrown at us through things like quit programmes and 
such like, but I just want to remind ourselves of those challenges and I want to, at the 
end, set some challenge in myself as to what I think we need to address and perhaps 
some of the difficult questions that we might need to ask ourselves as time goes on.  

This is just a walk through, really, of where we’ve been with GPs since the inception of 
the NHS.  I’m not going to spend a lot of time on it, but there are milestones and, to be 
honest, my milestone really was 1976.  That was the year after I went to medical school 
and it was amazing to me when I went into Brian Jarman’s practice it was - that was 
where I was sent for my medical training in general practice - which couldn’t have been 
a better place to go down at Lisson Grove, and previous to that there was no training.  
People just walked into the building with their medical degrees.   

So we have to look back and think we have made major innovative changes all the way 
through primary care and that didn’t stop at that point, that training changed again, 
became much more methodical, systematic, our educational programmes, RCGP are 
leading on things like appraisal which has now come to fruition in the establishment of 
revalidation.  So the leadership has always been there, what’s happened now I think is 
that following the 2004 contract there’s been a change in the perception of what primary 
care delivers and yet most of us still think that we deliver a 24/7 service in the sense 
that we’re responsible for our patients.  

There are numerous pressures, and I’ll not go into all of these today, but I think if you’re 
a GP sitting in your surgery at the moment many of these around you, especially if 
you’re involved in CCGs as well, and I think undertaking clinical commissioning has had 
two changes that I’ve seen.  The first is a readiness to think differently about systems 
and the fact that we might need to integrate as a primary aim of commissioning and yet 
CCGs are not in a position to commission primary care and I think we might need to 
change that not that they will have the primary role to do so, but certainly the primary 
responsibility to work with area teams to do so and to do that more than just looking at 
quality, being about system redesign.  I don’t know how we’re going to do it unless 
those two actually come together.   

I’m not reforming PCTs by the way, I think that’s not what we’re doing.  We’re talking 
about how you harmonise the system, but we are in a different world.  Patients’ 
expectations of instant access has changed and that is not available to us.  I’ll come 
back to that later.  



CQC now have a role in looking at us and you’ll note that one of my predecessors at NHS 
England, Steve Field, has now been made Chief Inspector of General Practice, what do 
we mean by that?  What does that do?  What actually will it help us do?  If all we do is 
recognise that some practices have difficulty with their buildings and difficulty with 
providing services on that site because they just don’t have the room or the capacity and 
beat them up with information like that, it will not work.  We’ve got to engineer it so that 
we know where the deficits are and plan for a change rather than immediately going to 
legislative or regulatory change that might follow.  

We also know there’s a major issue in terms of inequalities and I’ll show some slides 
later illustrating why that doesn’t seem to have changed despite our major interests in it 
over the last few years.  

The other thing we don’t have is a major conduit for intelligence and by that I mean how 
we share data and how we share information rapidly so that we can achieve change 
more easily and keep the system safe for the patient.  Now I have a colleague on the 
front row here, Hugh Reeve, who has set up a programme in the South Lakes looking at 
integrated IT and where that works well it works very well.  The problem is we haven’t 
systemised it across the country as yet. 

The ageing population that we have we all know about, but I think that’s a frightening 
number that we’ll have 16 million people over the age of 65.  I’m hoping to be one of 
them and I heard an interesting statistic the other day that we’re on a 29 hour day now.  
If you live 24 hours you gain five hours.  Now this comes from the health research unit 
up in Newcastle, the Centre for Ageing, and basically the longer you live the more likely 
you are to live, that’s it’s telling you if you get to that next milestone, but I thought that 
29 hour day…and I’ve been searching for that because 24 hours doesn’t seem enough to 
pack in the things you need to do, does it?  I’m sure every GP in this audience would like 
an extra five hours in their day, but the other part of this slide is demonstrating that our 
youth is not growing quickly enough.  Now we know the birth rate is going up again, we 
know that immigration is helping putting people more into work etc. so we will have 
slightly more working population, but it takes time for that to happen and we’re not 
going to catch up enough, I don’t think, without changing fundamentally what we do and 
how we provide services.  

This slide is meant to, and I’m sorry it’s a bit busy and complicated, but it’s meant to 
look at instead of us just talking about co-morbidity, I am the only child of two ageing 
parents.  My father has four long term conditions and my mother can now proudly boast 
she has two because she was recently diagnosed as diabetic as well as hypertensive, but 
my mother is very, very able.  She can do most things she could do ten years ago.  My 
father is very debilitated and is entering that phase from disability to frailty and I know 
what that means on a personal level with what he can and cannot do.  And, I think 
unless you can internalise that as what a patient must do, we’ve not designed services 
that are adequate for the future and I think that this gives us schematically what 
happens to people and their vulnerability.   

Now the Secretary of State, as you know, this weekend announced the VOPP 
programme, vulnerable older people’s plan, and much as that probably will be received 
negatively in the sense that it’s more workload for GPs, I actually think it’s what good 
GPs have been doing as long as I’ve been one and that is when you knew that somebody 



was in difficulty they were on your risk register, you shared that information with 
colleagues and you made sure there was a care plan in place for them.   

So our ageing population has increased the demand on general practice.  I wouldn’t like 
to say that it’s only ageing population that’s increased, there’s an increase coming across 
the board because other people have complex needs as well, it’s not just elderly people, 
but we heard this morning from the Canterbury project about how they have got a 
combined health and social care budget.  Now, we’ve got the combined 3.8 billion that 
we’re meant to be using towards integration and dealing with those difficult areas, and I 
think unless we actually develop strategies that are inclusive of social care we’ll fail and 
we’ll not develop the right policies, but we know that all of this will eventually lead, if we 
don’t contribute enough out of hospital, to increased demand in hospital services.  
Already you’re getting the siren calls from NHS Confederation and from other well 
respected organisations about winter and what's going to happen. (And I will make a 
plea now can anybody who sees patients or comes into contact please get their ‘flu jab 
not because the Secretary of State is going to penalise you as was announced the other 
day, but just because it’s a good thing to do).  

This is just meant to show that we’re catching up in certain areas probably ahead of 
what we expected in terms of prevalence of disease, so a trial fibrillation for instance, 
but we’ve still a long way to go in making sure that we cover the whole population.  I 
think one of the public health messages we must give out is we’re still not engaging with 
that population that doesn’t present to us until it’s too late and have got end organ 
damage.  We must have public health policies that we can actually implement by 
outreach purposes and reaching people through either social care networks or through 
health networks so that we’re looking at their risk much, much earlier in the process, 
and particularly for vascular disease I think this is incredibly important and probably as 
much so for COPD. 

We’re seeing increased co-morbidities and some of those result, as I’ve said before, in 
limiting a person’s life, and this is just to show across the different sectors where we’re 
seeing these people present.  Now you’d expect that in-patients are going to be with 
elderly being admitted more often, you’re going to have much more in the way of 
debilitating co-morbidity there.  The interesting two passes I think are the second 
column and the next to last column which are not exactly the same but there is similar 
distribution between GP and A&E, and what I’m really saying here is some people are 
probably using A&E as general practice.  I’ve heard paramedics tell me of late that 
they’re seeing general practice in their ambulances now and this has got to come back to 
whether we’re coping with access properly outside hospital.  I’ve used those words 
deliberately rather than just in general practice because I think getting people to be seen 
in the right place at the right time is one of the most important things that we must 
dwell on and decide what is the best policy to deliver, but we know that the long term 
condition demands are going to increase and quite dramatically so.  We’re halfway 
through that up to 2.9 million in 2018 and I don’t think it’s an overestimate.  So the cost 
of this is going to be significant. 

This is the bit I don’t want to dwell on too long but the facts are that cancer patients 
sometimes their delays in diagnosis are significant.  We’ve got to work at how we 
improve access to make sure that people are not just accessing the system to get to the 
appointments but accessing the system that will investigate them in a rapid way so that 
the anticipation that they may have a serious illness is either borne out or refuted and 



we’ve got to look at those patients who bypass us altogether and usually present as an 
acute patient and look at those as if they’re significant events about why that happened 
and what the system should respond to.   

We know there’s constrained funding growth and this just illustrates that really for 
primary care we’ve had flat money for quite a few years and if you think that what we 
call PCTs, Primary Care Trusts, that’s an indictment of what happened before because we 
had the funds in the years of growth to actually invest out of hospital more than we did 
and the growth similarly in hospital funding, while not a crime, I’m not saying that, but it 
was disproportionate compared to what happened outside hospital.  For that reason I 
don’t think primary care is in a strong position to readapt to these changes in 
circumstances in quite challenging times. 

This is the gap that David Nicholson described, it’s the second Nicholson challenge really, 
isn’t it, and his call to action that he did about six weeks ago now where we think by 
2021 we’re going to have to have saved in real terms £30 billion?  That’s a considerable 
ask when some years we’re talking about a 7% efficiency saving, that has never been 
done before, 4% is pretty struggling in most places.   

We have a workforce issue.  Our workforce is changing, our workforce is becoming more 
part time, it’s becoming more feminine and our rate of growth is disproportionately low 
in GPs compared to other crafts.  We are likely to have a shortage of GPs if we don’t do 
something about the system already.  Now I know if Clare was here today she’d be…she 
was on the radio yesterday advocating we need 10,000 more GPs.  I’ve honestly no idea 
how many more GPs we need, what I do know is our population is growing and we need 
at least to keep pace with that, but actually we might need to rethink what workforce 
means and who else contributes to the primary care of those patients who present to us 
both in general practice and outside of it within the community and I’d just like a really 
good debate around that.  General practice is attractive, nurses like to come and work 
there, we’ve still got an increasing rate of people coming to us and enjoying working 
there.  

We’ve still got inequity in the system.  I used to work in Cumbria which has many, many 
doctors, many more than many places, but the problem is most of them live in very 
spartan and sparse areas where there is little other support and retaining them and 
sustaining them is very difficult, but if you go to the south of Cumbria to the Furness 
Peninsula where you’ll have heard of Morecombe Bay Trust, just like they have difficulty 
in recruiting consultants, there is a difficulty in recruiting GPs to peripheral areas.  I 
think that is similar to what we found when we did the Keogh reviews.  I did Blackpool 
and North Lincolnshire and Goole, and both of those said they had stretched resources in 
primary care and were finding it very difficult to attract people to come and live in their 
areas and deliver primary care.   

I think the other thing that I think must be recognised is partnership is becoming less 
common and principals in general practice often now move to an employed status.  Now 
I think this is a double edged sword.  Firstly I think that says that some people prefer 
that, so is the system adapting to them?  Is the contract that we have suitable for what 
is becoming a 50/50 split on employed versus independent contractors?  Also there’s 
some resentment growing in certain areas where it’s actually much more convenient to 
be employed, paid more and it feels as if you’re not contributing to the practice overall.  
I think those two emotions are pretty far apart and probably quite rare, but the press 



tends to pick those sorts of things up and see discontent where there is none.  So if you 
looked at the Hurley Group I’ve talked to employed doctors there and they seem very 
happy with the support they’re getting.  That’s maybe not true in all practices and we 
must support doctors in both of those conditions.  

The part time and sessional roles has led, I think, to… because it’s so common now I 
think patients often come back with the words, “I never get to see the same doctor 
twice.”  Now whether that’s ever going to be possible again I don’t know in terms of the 
whole population, but I do think we need to listen to patients and listen to their carers 
about where the gaps are in their care and adapt that and it might not mean that you 
see the same doctor all the time, but you might see the same health professional who 
then calls upon that doctor’s time when there are either crises or complex issues to 
solve.  

We still have unacceptable variation and I‘ve just used those two examples around 
cervical cancer and children services and we know from the Atlas of Variation that this is 
just the inverse care law in reality in modern times.  Like Marmot and all the others who 
have written on this subject and back to my old favourite, Tudor Hart, have never 
really…we’ve never really changed, we’ve just gone up slightly in every category but 
we’ve not narrowed that gap yet and that’s shameful. 

Patient experience I just wanted to come to the conclusion of this, most people love their 
general practice and most people love their hospitals.  When we went to the Keogh 
reviews, although we got a lot of public engagement that was critical, but we got loads 
of people coming and saying, “Don’t close our hospital, if you’re here to close our 
hospital go away,” and that would happen with general practice as well and we don’t 
want…I don’t want to, in any way, take away good local services, that’s what I want.  I 
think we should have more local services, but we’ve got to find a way to make it more 
accessible because although 78% of people said they could get access to the system, 
22% didn’t and I don’t think that’s a very good statistic.  I think you’d want everybody 
to feel that they’ve got access as a prerequisite to getting care.  

We’ve got to use technology more and Tim Kelsey is developing platforms for patients to 
be interactive with that might actually reduce the amount of time they need to phone 
and come to practices with self-help sort of apps etc.  Now everybody says, “But that’s 
for the young,” and whatever, but we were just talking before that actually I can’t 
persuade my parents to use Skype.  I live 308 miles away, I wish they’d use Skype, it 
costs a lot of money to go up in the car continuously and takes about ten and a half 
hours there and back.  But they’re not going to do it.  But quite a lot of people of their 
age do use it and quite a lot of people get a social benefit from it and quite a lot of 
people could use it to improve their health.  I think we’ll come back later this year with 
and early next year with some really radical ideas about how the population can interact 
with the health service without necessarily visiting practices or hospitals. 

So are we any further forward on this?  Well I think it’s a challenging situation and I 
think today is to set the scene about how we innovate, how we look towards integration 
as I think a really good answer to this, because we can’t do nothing really.  We have to 
innovate.  We can’t continually spend more doing the same thing.  We have to spend 
more wisely and use our funds, the health pound, more effectively. 



This is my wish list of what primary care should be.  I think the biggest one I would 
choose out of there were integrated, it should be patient focused and very orientated 
around population health and that’s why I think you need to locally describe what it is 
and not for us at the centre of NHS England to prescribe what you do, but to give a 
framework, a safety framework to make sure it’s done well.  So my challenges are, is 
primary care currently sustainable in its current form?  Does it deliver an integrated 
system and how does primary care reduce that variability and, at the same time, raise 
standards across the piece and is radical reform of primary care inevitable?  And my last 
question, because David Haslam asked me six years ago when I decided to be a medical 
director he said, “What’s the hallmarking commissioning terms of primary care?  How 
would you describe it?” and I say it’s the only non-commissioned service that we have, 
we contract for it we don’t commission it.  Now I think there are bits of it now that we do 
better but on the whole we have to look at it differently.  Thank you very much. 

 


