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1 Executive summary 
 

1.1 The Overview Scrutiny Committee 
agreed to undertake a review of 
GP services in the borough. A task 
group consisting of five members 
of the Scrutiny Committee and a 
member of the patient’ forum co-
opted onto the task group to 
represent patient’s interests 
carried out the review. 

 
1.2 The terms of reference for the 

review were:- 
 
 To examine/quantify 
 

• The changes in health services 
that doctors’ surgeries (health 
centres) in Gravesham are/will be 
required to provide to patients in 
the medium term future (5 years) 

 
• The impact the above changes 

will have on accommodation & 
staffing needs of surgeries 

 
• The ability of individual 

Gravesham surgeries to 
implement the requisite changes 
within their current premises and 
any plans they might have to 
resolve the situation if there are 
difficulties in implementation 

 
• The likely pattern of doctor 

surgery (health centre) provision 
throughout the Borough relative 
to any professionally 
defined/perceived ideal in the 
context of future population 
distribution taking account of any 
changes in provision/location 
resulting from the above. 

 
To use the evidence gathered from the review 
to make recommendations to the Primary 
Care Trust, to the Council for inclusion in the 
Local development Framework and to other 
interested parties.  
1.3 Recommendations to cabinet are:- 

 
 1.3.1 The development and 

accompanying future location 
of GP’s premises is a key 
issue. GBC planning 
department should approach 
the PCT to discuss future 
medical requirements within 
Gravesham, to dovetail with 
borough planning policies. 
This should take into 
consideration the following:- 

 
  a) New sites 

  b) Amalgamation of single 
doctor practices 

  c) Availability of alternative 
urban sites 

  d) Financial initiatives 
  e) Aspirations of individual 

GPs as to future 
developments of their 
practices. 

 
 1.3.2 The council in its role 

as the planning authority 
should require all 
developers to consider new 
healthcare premises as part 
of their redevelopment 
programmes.  

 
 1.3.3 When planning 

applications are received for 
the relocation of practices, 
more weight should be given 
to the enhanced services the 
new premises will provide. 

 
 The above approach would accord 

with the known intentions of 
Gravesham planning department, to 
use the emerging Local Development 
Framework to adopt a more strategic 
approach to healthcare provision in 
the borough 
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1.4 The context in which this review was 
undertaken was the new General 
Medical  Services (GMS) (1) contract for 
GPs that had three main elements 

 
• Essential and Additional Services 
• Enhanced Services 
• Quality and Outcomes Framework 

 
The review centres around the first two 
elements. 
 
1.5 Evidence Gathering 
 

 1.5.1 Six evidence gathering 
sessions were held with 
Dartford, Gravesham & 
Swanley Primary Care Trust 
(DG&SPCT), Kent Local 
Medical Committee (KLMC) 
and 4 local practices. Written 
evidence was taken from 
Deneholm Surgery. 

 
 1.5.2 The review although 

representative was limited (5 
out of 16 practices in the 
borough gave evidence to the 
review). We hope to 
supplement it with responses 
from the Patients’ Forum 
Survey which could result in it 
being expanded 

 
1.6  Conclusions 
 

 1.6.1 The GPs in the borough work 
extremely hard to deliver high 
quality  medical services many 
of them in less than ideal 
conditions for the 21st century. 

 
 1.6.2 With the increased work load 

placed on them by the 
Department of Health many of 
the GP’s surgeries have 
reached the limit of their 
capacity to deliver high quality 
medical services to their 
patients.  (A large scale public 
consultation exercise entitled 

‘Your Health, Your Care, Your 
Say has recently been 
completed culminating in a 
National Citizens’ Summit in 
Birmingham on Saturday 29 
October 2005. Participants at 
this event debated four 
overarching themes: 

 
• Letting people have more 

choice when, where and 
how they access services 

• Developing and providing 
more services in the local 
community, rather than only 
in hospitals, so they are 
more convenient for people 
to use 

• Involving people in setting 
local priorities for what 
services health and social 
care should provide 

• Investing in services for 
people whose health and 
well-being may be at 
greater risk, for examples 
pensioners, single parents, 
ethnic minority groups, 
teenagers and people on 
low incomes. 

 
 The Health Secretary Patricia 

Hewitt said in advance of the 
event “Tomorrow’s event will 
help us to explore further 
possibilities like extending 
opening hours of GP surgeries 
to evenings and weekends and 
having hospital specialists run 
clinics in the community. 
Developing more services in 
the community is proving to be 
a popular choice with the 
public and by expanding the 
use of new technology in the 
future patients may find that 
they can go have a scan, x-ray 
or minor surgery closer to 
home.” 

 The outcomes from this event 
and other regional 
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consultations undertaken as 
part of this public debate will 
be considered as part of a 
forthcoming White Paper. 

 
 1.6.3 The task group visited 3 

surgeries and the difference 
between the purpose built 
facility and the adapted and 
extended former residential 
premises was  considerable. It 
would be impossible or at the 
very least prohibitively 
expensive to adapt these latter 
premises to meet disabled 
access legislation. 

 
 1.6.4 The KLMC felt that GPs were 

not being involved at an early 
enough stage in the provision 
of healthcare in the context of 
the massive new 
developments in the borough. 

 
 1.6.5 With ever increasing numbers 

of journeys to GP practices 
being undertaken by car the 
provision of adequate car 
parking is an essential 
requirement. 

 
 1.6.6 There were concerns that GPs 

could not take on the delivery 
of additional services 
indefinitely without it impacting 
on their other duties. Similarly 
if receptionists and other staff 
were trained to carry out some 
of these additional tasks cover 
for them would also be 
needed. 

 
 1.6.7 Challenges for the PCT with 

regard to GP premises 
 

 a) Provision within the new 
communities at Ebbsfleet, 
Northfleet Embankment, 
Canal Basin and Heritage 
Quarter. 

   

 b) Urban practices that wish 
to relocate because their 
existing premises are 
inadequate to meet their 
and the Department of 
Health’s desire to increase 
the number and quality of 
the services they provide. 

 
 c) Amalgamation under one 

roof of single GP practices 
to take advantage of 
shared professional 
administration and 
medical staff support for 
the doctors.(This may not 
be applicable to rural 
practices where 
communities are more 
clearly defined with 
greater distances between 
practices) 

 
 Although not directly covered by the terms 

of reference but based on the evidence 
received the following conclusions can be 
drawn. 

 
 1.6.8 Choose and Book is an ill thought 

out time consuming practice when 
what patient’s want is a good local 
service in a reasonable amount of 
time. 

 
  (A recent study was carried out by 

the National Audit Office entitled  
“Knowledge of the Choose and 
Book Programme Amongst GPs in 
England –Sept 2005” (2). One of 
the survey’s summary of findings 
was that “The overall perception of 
Choose and Book was negative –
78% of respondents said that the 
prospect of Choose and Book 
would be very negative or a little 
negative”) 

 
 1.6.9 Community matrons are highly 

trained nurses usually taken 
from the pool of district nurses. 
Their role is to monitor 50 or so 
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house bound patients with long 
term illnesses. This would 
seem to be a good idea but the 
matrons would need to be 
attached to, or even better 
employed by, a general 
practice in order that the care 
they offer does not become 
fragmented. There were 
concerns that due to their 
small case load they were not 
particularly cost effective. 

 
 1.6.10 In terms of patient  
  appointments all practices met 

Department of Health access 
requirements. 

 
2. Background 

 
2.1 General Medical Services (GMS) 

contract 
  

 The new GMS contract came into 
force on 1 April 2004. All GPs within 
Dartford, Gravesham & Swanley 
(DG&S) PCT had signed up to the 
contract. Indeed if they had not signed 
they would have been unable to 
practice. 

 
 The contract has three main elements: 

 
• Essential and Additional Services 

 
These are the basic service every GP 
delivers to their patients 

 
• Enhanced Services 

 
 The provision of enhanced services 

are covered by individual Service 
Level Agreements (SLAs), whereby a 
GP can provide some, all or none of 
these services depending on the 
practices agreement with the PCT. 

 The provision of enhanced services is 
not compulsory. 

 
 There are three elements to Enhanced 

Services: 

 Directed Enhanced Services – all PCTs 
must commission these six services, 
which cover; access to general medical 
services; quality information 
preparation; childhood immunisation 
and vaccination; provision of a service 
for violent patients; influenza and 
pneumoccocal immunisation; minor 
surgery. 

 
 National Enhanced Services – PCTs 

may choose to commission these 
services, which are nationally specified, 
depending on local needs 

 
 Locally Enhanced Services – locally 

designed to meet local needs 
 

• Quality and Outcomes Framework 
 

 Through this framework practices will 
receive payment for achievement 
against the quality criteria of the new 
contract.  The quality framework 
comprises a number of clinical and 
organisational “domains”, each being 

 made up of indicators against which 
achievement will be measured.  Quality 
points are available for each of the 
individual indicators. 

 
 A maximum of 1,050 points is available 

under the quality framework, broken 
down as follows; 

 
 Clinical indicators    550pts 
 Patient experience    100 
 Organisational indicators   184 
 Additional services     36 
 Other       180 
 Total       1050 
 
 Payments under the framework will be 

made in two stages. 
 Before the beginning of each financial 

year, practices will agree with PCTs the 
level of quality points they aspire to 
achieve by the end of that financial year.  
An aspiration payment, representing 
one third of the aspired points, will be 
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determined and will be paid to practices 
monthly during the financial year. 

 
 During the financial year practices and 

PCTs will review the level of 
achievement under the quality 
framework.  After the end of the 
financial  year, practices will receive 
their achievement payment, which will 
represent their full achievement minus 
the aspiration payment that they have 
already received. 

 
 It is possible that local quality and 

outcome frameworks will be introduced 
in the future. 

 
2.2 Kent Local Medical Committee 
 

 The Kent Local Medical Committee 
(KLMC) is a professional body that 
represents Kent general practitioners 
during negotiations with National Health 
Service bodies such as PCTs. It also 
feeds local GP opinions to and 
disseminates information from 
organisations such as the British 
Medical Association (BMA). 

 
2.3 General Practice. 
 

 Ninety per cent of patient contact is with 
a GP. 

 
 An average General Practice consists of 

three General Practitionerslooking after 
5,800 patients.  There is however great 
variation with some practitioners orking 
on their own as "single handed" GPs 
whilst others working in larger group 
practices of up to eight doctors.  
General Practice has traditionally 
offered a wide range of services, 
including urgent care, minor illnesses, 
health screening, health promotion and 
chronic disease  management.  GPs 
also provide terminal care and 
participate in shared care with some of 
their consultant colleagues.  GPs have 
traditionally acted as gatekeepers to 
secondary care.  The registered list 

system whereby patients are registered 
with one GP has encouraged continuity 
of care and the formation of a 
"therapeutic relationship" between 
patient and GP. UK General Practice 
has always scored very highly for user 
satisfaction. 

 
 The work to provide a wider range of 

primary care services is closely linked to 
the expansion of physical capacity in 
primary care. The development of GP 
premises, the creation of one stop 
shops and community facing diagnosis 
and treatment centres, will all provide 
greater  capacity and more appropriate 
premises, for outpatient appointments in 
primary care. 

 
 General practitioners with special 

interests (GPwSI) will supplement their 
important generalist role by delivering a 
high quality, improved access service to 
meet the needs of a single PCT or 
group of PCTs. They may deliver a 
clinical service beyond the normal 
scope of general practice, undertake 
advanced procedures or develop 
services. They do not offer a full 
consultant service and do not interfere 
with access to consultants by local 
general practitioners. Typically, a 
GPwSI will undertake 2 sessions per 
week in their speciality. 

 
 The NHS plan (July 2000) envisaged 

that by 2004 “up to 1,000 specialist GPs 
will be taking referrals from fellow GPs 
in specialities such as ophthalmology, 
orthapaedics, dermatology and ear nose 
and throat surgery. They will also be 
able to undertake diagnostic procedures 
such as endoscopy.” 
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3. Outcome of Review 
 
3.1 Dartford, Gravesham & Swanley PCT 
 

 There are 16 general practices serving 
the borough of Gravesham 

  
 The average patient list for a GP in the 

PCT is 2100. The PCT would like to see 
this reduced to 1800. 

 
 One area concerning the task group 

was the future of small practices. The 
PCT  held the view that no new 
single GP surgeries would be built. The 
“Seeds of Change 2” document (3) 
which covers primary health care 
provision for the DS&GPCT from 2003 
to 2016 describes ‘Health and Social 
Care Centres’  (HSCC) which will be 
multi- disciplinary centres serving 
populations of 20,000.  It is envisaged 
that there will be about 14 of these 
centres. GP practices will be contained 
within or connected to one of these 
centres. Larger premises where there is 
room for expansion and the introduction 
of other service providers will  be the 
model for future developments.  

 
 The three GP surgery at Lawrence 

Square is an example of this. 
 

 With many new communities being 
established in the next few years the 
PCT will have the responsibility of 
providing for the needs of these new 
patients and will be looking at 
developments and dictate what is 
required to meet those  needs.  A 
HSCC with 20GPs is proposed for 
Ebbsfleet.  These facilities would be 
included in the infrastructure of new 
developments taking place in the area. 

  
 With the amount of development in the 

borough at least ten new GPs would be 
required within the next ten years.  
There had been a lot of interest shown 
by GPs wishing to work in the Dartford, 
Gravesham and Swanley area.The new 

contracts offered better opportunities for 
GPs. At present there are eight registrar 
GPs undergoing training and many had 
expressed a desire to stay and work as 
GPs in the area. Currently there are no 
GP vacancies. 

 
 The PCT has an agreed list of new 

premises to be developed over the next 
few years and, for the Gravesham area 
these are: 

  
• The Forge Surgery - to move to 

new Lawrence Square 
development. 

• Lamorna Surgery - to move to new 
Turner House development (no 
movement on this at present). 

• Downs Way Medical Practice 
(Istead Rise surgery). 

 
 Many existing general practice premises 

have been funded by the GPs 
themselves. Recent trends in property 
prices have left some of them with 
negative equity. Any plans to relocate 
GPs into new premises would need to 
address this issue. Future financing of 
premises will be funded by the PCT in 
partnership with a private developer 
under the NHS LIFT (Local Investment 
Finance Trust) initiative. This initiative is 
a major investment programme for the 
building and refurbishment of primary 
healthcare facilities. The PCT would be 
advertising for its LIFT partner very 
shortly. 

 
 The PCT is represented on the Dartford 

and Gravesham Local Strategic 
Partnership. The PCT is also a regular 
consultee on development projects in 
the borough. There has been co-
operation between the council`s 
Planning and Regeneration Services 
and the PCT on the provision of 
healthcare premises and a number of 
projects have been successfully 
delivered.. However, there is a  need for 
a more strategic and structured 
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approach and the LDF provides this 
opportunity. 

  
 As part of taking the LDF process 

forward, consultations have been 
undertaken with the public and 
stakeholders through the Key Issues 
Leaflet. Under the heading “Health and 
well-being”, one of the questions asked 
was “What health and social care 
facilities are needed in the borough?” 
The outcome of this and more focused 
and targeted consultations will inform 
the Core Strategy and other documents, 
which together, comprise the Local 
Development Framework. (A summary 
of the responses to the Key Issues 
consultation exercise formed part of the 
report to Cabinet on 21 November 
2005).” 

 
 Recommendation 
 

 The development and accompanying 
future location of GP’s premises is a 
key issue. GBC planning department 
should approach the PCT to discuss 
future medical requirements within 
Gravesham, to dovetail with borough 
planning policies. This should take into 
consideration the following:- 

 
 a) New sites 

 b) Amalgamation of single doctor 
practices 

 c) Availability of alternative urban 
sites 

 d) Financial initiatives 
 e) Aspirations of individual GPs as 

to future developments of their 
practices. 

 
 Recommendation 
 

 The council in its role as the planning 
authority should require all developers 
to consider new healthcare premises 
as part of their redevelopment 
programmes.  

 When planning applications are 
received for the relocation of practices, 

more weight should be given to the 
enhanced services the new premises 
will provide. 

 
3.2 Kent Local Medical Committee 
 

 The KLMC held the view that in recent 
year’s government initiatives had 
introduced a plethora of changes to the 
health service. The government state 
that they wish to support and nurture 
general practice although their initiatives 
will lead to the fragmentation of 
traditional primary care. 

 
 For example - Directed Enhanced 

Services (DES) have the patient’s GP 
as the preferred provider whilst Local 
Enhanced Services (LES) have to be 
contestable by GPs but not necessarily 
supplied by them which could lead to 
these services  being delivered by 
other practices or a private provider. 

 
 PCTs had been established as local 

flexible organisations with greater 
clinician  involvement in the design and 
management of services. The KLMC 
view was that in general PCTs had 
failed in this aim by being too small, 
heavily  constrained financially and not 
engaging local clinicians in any 
meaningful way.  The PCTs have been 
reactive to events rather than directive. 

 
 There have been difficulties in recruiting 

GPs over the last 15 years. Doctors 
going into general practice these days 
have different aspirations and work 
needs than previous generations. With 
up to 80% of recruits to GP training 
schemes now being female there is an 
urgent need for flexible childcare. Other 
important factors are the availability of 
housing, the quality of the practice 
premises and the availability of 
professional support. 

  
 The task group was interested to know 

whether the committee was happy with 
healthcare planning for the massive 
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developments going on in Kent. The 
short answer to this was no. It was 
pointed out that it was down to 
individual planners to include provision 
for healthcare but there was no statutory 
requirement for them to do so. There 
was insufficient cooperation between 
planners and GPs. The establishment of 
new practices needs careful 
consideration at the earliest stage of the 
planning process. The type of practice, 
size, location and infrastructure are 
important considerations needing GP’s 
input. The local authority as the 
planning authority should be holding 
discussions with health authorities and 
others in the delivery of healthcare. For 
example the committee was not aware 
of any GPs being involved in the plans 
for the proposed 20GP surgery at 
Ebbsfleet.  

 
  
3.3 General Practice   
 

 Oral evidence was taken from Doctors 
and Practice Managers at four practices 
(Oakfield Health Centre, Downs Way 
Medical Practice, Old Road West 
Surgery and Parrock Street Surgery) 
and written evidence from one 
(Deneholm Surgery). 

 
 The task group visited three of these 

practices. Of these two were in 
converted and extended residential 
buildings and one of these was in the 
early stages of having new premises 
built. The other was a purpose built 
facility. 

 
 Of the five practices that contributed to 

the review, one is a singled handed 
practice (although another doctor works 
part time for 2 days per week) and the 
other four are group practices. 

 
 The doctors and practice managers 

from those surgeries in non purpose 
built premises were unanimous in citing 
lack of space as the main reason for 

limiting their opportunities for expansion 
and the delivery of improved services to 
their patients. These premises seemed 
far from suitable for providing medical 
care in the 21st century. The lack of car 
parking at surgeries was a universal 
problem. One practice had over 75% of 
its patients arriving by car. Public 
transport would not meet patient’s 
needs. 

 
 Even though these surgeries were 

limited by space a considerable number 
of services were available to patients. 
These services included diabetes, skin 
and podiatry clinics; counselling; minor 
surgery; anti-coagulation and asthma 
clinics amongst others. However, space 
limitations had prevented one practice 
from offering phlebotomy which, were it 
not for a lack of space, they would be 
able to provide quite easily.  

 
 One doctor held the view that there 

should be an integrated public health 
strategy to deliver the reforms locally. 
He felt that GBC, PCT, Education and 
KCC were working in isolation to deliver 
similar targets. The senior management 
worked well together but this was not 
reflected at the grass roots level where 
there was no integration or joint funding 
for common issues. 

 
 There was a widely held view that 

“choose and book” was a system 
designed by someone who had never 
worked in a surgery or medical 
environment. One went as far as to say 
that it was a “totally useless 
development.” 

 
 Department of Health guidance on 

“choose and book” sets out “….to offer 
patients fully booked appointments from 
a choice of 4-5 hospitals (or suitable 
alternative providers) by December 
2005.” 

 
 The GPs interviewed for this review 

thought that it took too long, patients did 
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not have sufficient information to make 
a judgement and GPs have no 
knowledge of consultants outside of 
their area. If the PCT wants to offer this 
service then they should employ people 
to deliver it through a central point. 

 
 The GPs were asked their opinion of 

community matrons. Community 
matrons were highly qualified nurses 
drawn from the pool of district nurses 
which reduces the number of district 
nurses with those that are left filling in 
the gaps.  The general feeling was that 
it was a little early to judge their 
potential but several doctors thought 
that they were not particularly cost 
effective. 
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Overview Scrutiny 
 
Review: Health Provision at Doctors 

Surgeries 
 
Venue: Gravesham Hospital 

15 June 2005 
 
Present: Cllrs: V Ashenden 

C Jupp 
 Mrs P Oakeshott 
 M V Snelling 
 
In Attendance: 
Mr D Finch, Corporate Policy Officer 
Interviewee: 
Monica Blake 
 
 
Mrs Blake started by outlining the new GMS 
contract that all GPs within the PCT had 
signed up to.  Indeed if they had not signed 
the contract by midnight on 31 March 2004 
they would have been unable to practice. 
 
The Contract has three main elements:  
Essential and Additional Services; Enhanced 
Services; Quality and Outcomes Framework.   
 
Essential and Additional services are, in 
essence, the basic service every GP provides 
to his patient. 
 
Enhanced Services cover some old and some 
new elements and are described in more 
detail later in this paper. 
 
The Quality and Outcomes Framework is a 
cornerstone of the new GMS contract and is a 
totally new element. 
  
Through this framework practices will receive 
payment for achievement against the quality 
criteria of the new contract.  The quality 
framework comprises a number of clinical and 
organisational “domains”, each being made 
up of indicators against which achievement 
will be measured.  Quality points are available 
for each of the individual indicators. 
 

A maximum of 1,050 points is available under 
the quality framework, broken down as 
follows; 
 
Clinical indicators    - 550 
Patient experience    - 100 
Organisational indicators   - 184 
Additional services    -   36 
Other      - 180 
Total      - 1050 
 
 
Payments under the framework will be made 
in two stages. 
 
Before the beginning of each financial year, 
practices will agree with PCTs the level of 
quality points they aspire to achieve by the 
end of that financial year.  An aspiration 
payment, representing one third of the 
aspired points, will be determined and will be 
paid to practices monthly during the financial 
year. 
 
During the financial year practices and PCTs 
will review the level of achievement under the 
quality framework.  After the end of the 
financial year, practices will receive their 
achievement payment, which will represent 
their full achievement minus the aspiration 
payment that they have already received. 
 
It is possible that local quality and outcome 
frameworks will be introduced in the future. 
 
The provision of enhanced services are 
covered by individual Service Level 
Agreements (SLAs), whereby a GP practice 
can provide some, all or none of these 
services depending on the practice’s 
agreement with the PCT. The provision of 
enhanced services is not compulsory.  
 
There are three elements to the Enhanced 
Services: 
 
Directed Enhanced Services – all PCTs must 
commission these six services, which cover:  
Access to General Medical Services; Quality 
Information Preparation (preparatory and first 
year of the Contract only) Childhood 
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Immunisation and Vaccination; provision of a 
service for violent patients; Influenza and 
Pneumoccocal immunisation; Minor Surgery. 
 
National Enhanced Services – PCTs may 
choose to commission these services, which 
are nationally specified, depending on local 
needs. 
 
Local Enhanced Services – Locally designed 
to meet local needs. 
 
The attached table shows a breakdown of the 
enhanced services delivered in 2004 across 
the borough.  
 
All PCTs must provide services for violent 
patients.  The DG&SPCT currently has eight 
patients on this register with a capacity for 18. 
Services for violent patients are delivered 
through a separate SLA.  A new SLA dealing 
with difficult patients is being piloted this year. 
A difficult patient is defined as a patient 
whose behaviour does not yet merit 
placement on the violent patient scheme but 
who requires additional input from a practice 
in order to control their behaviour. 
 
GPs are also proactively engaging with 
patients to get them in for tests to improve 
preventative methods. 
  
Are practices paid for providing the 
service or the delivery of the service? 
 
It depends on the SLA.  Half the funding is 
available in April, the balance is paid if the 
target is met. 
 
The PCT is promoting the use of the 
Specialist GP in many areas. 
 
Does a specialist GP require additional 
qualifications? 
 
Not necessarily, for example a GP with a 
developed interest in asthma might not need 
additional qualifications however, a GP 
specialising in dermatology would. 
There is an element of sharing specialisms 
within the larger practices already but the 

Specialist GPs are retained by the PCT and 
will take referrals from outside their own 
practices. 
 
Is there a ceiling on patient registration? 
 
The range of patients for a one GP practice, 
supported by a nurse practitioner, is 1647 – 
3700.  Mrs Blake’s personal view was that 
she would like to see an upper limit of 3000 
patients/GP.  Currently the average across 
the PCT is 2100, Mrs Blake would like to see 
this reduced to 1800. 
 
There is some evidence to suggest that 
GP practices are delaying appointments to 
meet the 48 hr target? 
 
Mrs. Blake confirmed that none of the 40 
DG&S practices embargoed appointments.  
All patients had the opportunity to book a 
minimum of five days in advance but were 
also guaranteed an appointment with a GP 
within 48 hours or a health care professional 
within 24 hours, should they require this. 
 
Enhanced services like phlebotomy may not 
be provided by all practices.  Mrs Blake went 
on to say that “There have been considerable 
discussions recently about bringing as much 
as possible of routine phlebotomy into the 
primary care setting.  This is all very well 
where the GP practices have the staff and 
facilities (considerable extra pressure on 
parking and rooms).  A fair number of our 40 
practices now do the majority of their 
phlebotomy themselves but others simply 
can’t take it on.  We are working towards a 
solution to this problem and this will probably 
take the form of the PCT providing central 
services across the area to mop up any work 
the practices cannot undertake.  Darenth 
Valley provides a phlebotomy service as part 
of its contract with the PCT and there will also 
continue to be a service at Gravesend and 
Northfleet Hospital. 
 
In the future this service and others, like 
smoking cessation advice and support, may 
be provided through pharmacies and other 
agencies. 
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Patient transport is an area where GP 
practices have been put under pressure. 
There is now a dedicated person based at 
Darenth Valley who deals with all patient 
transport requests.  All practices in the PCT 
have signed up to the scheme. 
 
What is the future for small practices? 
 
The ‘Seeds of Change 2’ document, which 
covers primary health care provision in the 
Dartford, Gravesham and Swanley PCT from 
2003 to 2016, describes ‘Health and Social 
Care Centres’ (HSCC) which will be multi- 
disciplinary centres serving populations of 
20,000.  It is envisaged that there will be 
about 14 of these centres. 
 
GP practices will be contained within or 
connected to one of these centres.  No new 
single GP surgeries will be built.  Larger 
premises where there is room for expansion 
and the introduction of other service providers 
will be the model for future developments.  
 
The three GP surgery at Lawrence Square is 
an example of this. 
 
With many new communities being 
established in the next few years the PCT will 
have the responsibility of providing for the 
needs of these new patients and will be 
looking at developments and dictate what is 
required to meet those needs.  A HSCC with 
20GPs is proposed for Ebbsfleet.  These 
facilities would be included in the 
infrastructure of new developments taking 
place in the area. 
 
What is your view on NHS LIFT (Local 
Investment Finance Trust)? 
 
LIFT is a major investment programme for the 
building and refurbishment of primary 
healthcare facilities. It uses a 3rd party 
developer to build the facilities and lease 
them back to the PCT.  The PCT has not yet 
advertised for its LIFT partner but would be 
doing so very shortly. 
 

Mrs. Blake confirmed that GP practices have 
100 per cent of their rent and rates 
reimbursed from the PCT. 
 
Mrs. Blake said that with the amount of 
development in the borough at least ten new 
GPs would be required within the next ten 
years.  There had been a lot of interest shown 
by GPs wishing to work in the Dartford, 
Gravesham and Swanley area.  The new 
contracts offered better opportunities for GPs. 
At present there are eight registrar GPs 
undergoing training and many had expressed 
a desire to stay and work as GPs in the area. 
Currently there are no GP vacancies. 
 
The PCT has an agreed list of new premises 
to be developed over the next few years and, 
for the Gravesham area these are: 
  
The Forge Surgery - to move to new 
Lawrence Square development. 
 
Lamorna Surgery - to move to new Turner 
House development (no movement on this at 
present). 
 
Downs Way Medical Practice (Istead Rise 
surgery). 
 
Do you work within your budget? 
 
Yes, for primary care we do. 
 
Mrs Blake concluded by stating that the 
overriding desire with all these new services 
and other developments in primary care was 
to treat people in the most appropriate place 
and also to try and keep people out of 
hospital and in their communities.  She hoped 
that by working closely with and getting the 
support of the Council this aspiration could be 
met. 
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Overview Scrutiny 
 
Review: Health Provision at Doctors 

Surgeries 
 
Written Evidence: Martin Charlton 
   Business Manager 
   Deneholm Surgery, 
   Northfleet 
 
Date:   25 July 2005 
 
 
Like most practices in the Gravesham area 
the GPs here are extremely busy and the 
practice is ever under pressure from the PCT 
to take on additional patients (our list size at 
the end of June was 8,879). 
 
In additional to this pressure to grow, to 
perform well under the GMS2 contract 
practices need to be innovative in the way in 
which they look after those of their patients 
that have chronic diseases.  With this in mind 
we have been looking at ways in which we 
may better involve nursing and ancillary staff 
in providing this care, but often we are 
constrained by the lack of available consulting 
rooms. 
 
Although we have 3 consulting rooms at 
Granby Place, and 4 here at Deneholm, these 
are often fully utilised as we need to also 
provide facilities for the visiting midwife, 
dietician, psychiatric counsellor etc. 
 
It is also fair to say that the Granby Place 
surgery is far from suitable for providing 
medical care in the 21st century, albeit this is 
probably true of a number of surgeries around 
the borough. 
 
I have already mentioned the pressure to take 
on more patients - we are also under 
pressure to provide more and more services 
at the Government looks to move are away 
from the relatively expensive Secondary Care 
arena. 
 
 

We currently provide a range of Additional 
Services (such as minor surgery, 
acupuncture, sexual health etc) but our 
workload is likely to increase further as 
Practice Based Commissioning is rolled out in 
the coming months/years. 
 
A prime example of the problems we 
encounter is phlebotomy. 
 
All practices in the PCT were offered an SLA 
to provide this as a Local Enhanced Service 
during 2004/05.  The majority, particularly in 
the Gravesham area, declined, mainly I 
understand, due to lack of available space to 
provide the service. 
 
From a patient prospective this is a most 
unsatisfactory outcome,  a position 
exacerbated by the problems recently 
experienced in providing this service out of 
Gravesend and North Kent Hospital (lack of 
available resource). 
 
It is understood that phlebotomy is likely to be 
one of the services included under Practice 
Based Commissioning - as things stand the 
best solution (ie to provide this in-house) is 
not available.  Unless the new Gravesend 
Hospital takes this on then the service is likely 
to go out to a private contractor, as expecting 
patients to travel to Darent Valley Hospital 
and then sit and wait for hours (they have 
recently been advised to take a packed lunch 
with them!!!) is unacceptable. 
 
As far as this practice is concerned we 
believed that the solution to some of our 
problems lay in the building of a new health 
centre as part of the Springhead/Ebbsfleet 
development, but progress on this front 
seems to have stalled. 
 
My overall opinion is that there already exists 
a supply/demand problem within the borough, 
which will only get worse if more housing is 
approved without the necessary infrastructure 
(including healthcare) to support it. 
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I hope the above gives a feel for the problems 
being encountered at Primary Care level - if 
you would like to discuss any of the points 
raised in more detail I would be more than 
happy to sit down with you and talk them 
through. 
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Overview Scrutiny 
 
Review: Health Provision at Doctors 
  Surgeries 
 
Venue: Kent Local Medical Committee, 

Harrietsham, 25 July 2005 
 
Present: Cllrs: C Jupp 
  M V Snelling 
  Mrs P O Oakeshott 
 
In Attendance: 
Mr Doug Finch 
 
Interviewees: 
Dr Gary Calver 
Mr David Barr 
 
The Kent Local Medical Committee is a 
professional body that represents Kent 
General Practitioners during negotiations with 
National Health Service bodies such as 
PCTs. It also feeds local GP opinions to and 
disseminates information from organisations 
such as the BMA. 
 
Dr Calver had prepared some general notes 
entitled “Access to GPs and other issues for 
Borough Councils” which are reproduced 
below. Members of the review group had also 
received details of the resolutions passed at 
the recent conference of local Medical 
Committees held in June 2005. Several of 
these resolutions for example ‘the nature of 
general practice’ (1,2,3), ‘small practices’ (4), 
‘essential, additional and enhanced services’ 
(14) and ‘premises’ (20) were relevant to this 
review. Full details of these resolutions are 
reproduced at Appendix ? 
 
Access to GPs and other Issues for 
Borough Councils  
 
Kent LMC welcomes the interest that 
Borough Councils have through their External 
Scrutiny Committees in assessing General 
Practice services and future provision. 
 

The NHS is an ever-changing world with 
currently many opportunities and threats to 
traditional Genera Practice. 
 
NHS General Practice  
 
An average General Practice consists of 
three General Practitioners looking after 
5,800 patients.  There is however great 
variation with some practitioners working on 
their own as "single handed" GPs whilst 
others working in larger group practices of up 
to eight doctors.  General Practice has 
traditionally offered a wide range of services, 
including urgent care, minor illnesses, health 
screening, health promotion and chronic 
disease management.  GPs also provide 
terminal care and participate in shared care 
with some of their consultant colleagues.  
GPs have traditionally acted as gatekeepers 
to secondary care.  The registered list system 
whereby patients are registered with one GP 
has encouraged continuity of care and the 
formation of a "therapeutic relationship" 
between patient and GP.  Ninety per cent of 
patient contact occurs in General Practice for 
ten per cent of the NHS budget.  UK General 
Practice has always scored very highly for 
user satisfaction. 
 
Recent Government Initiatives 
 
The Government have introduced a plethora 
of changes to the health service in recent 
years.  The Government state that they wish 
to support and nurture General Practice 
although their initiatives will lead to the 
fragmentation of traditional Primary Care. 
 
(1) The New Contact 
 

Without doubt the new GP contact has 
brought benefits to both GPs and patients.  
The Quality and Outcomes Framework 
has implemented Evidence Based 
Medicine on a scale unprecedented world 
wide.  The associated IT has also been a 
great success.  The new contract does 
have the potential to fragment  care 
introducing additional and enhanced 
services that could be provided outside of 



Gravesham Borough Council  Review of the Borough’s GP Services November 2005  

19 

the traditional practice setting.  Additional 
services include childhood immunisations 
and cervical cytology.  Practices could opt 
out of providing those services that could 
then be provided by another practice or a 
private provider.  Enhanced services are 
in different categories.  Directed 
Enhanced Services (DES) have the 
patient's General Practitioner as the 
preferred provider whilst Local Enhanced 
Services (LES) have to be contestable by 
General Practitioners but need not 
necessarily be supplied by them.  
Examples of DES include minor surgery 
and immunisations including flue.  LES 
should be developed in line with local 
need and could form a mechanism for 
secondary to primary care shift.  The 
PCTs have to spend a certain amount on 
Enhanced Services "the floor".  So far the 
flexibility of this mechanism to shift 
services has been grossly underused.  
The risk to traditional General Practice is 
that some ES could be provided by other 
practices or by a private provider. 
 
The new contract also gave the option for 
GPs to opt out of the responsibility for Out 
of Hours Care.  In reality the GPs had 
delegated the responsibility (in Kent) to 
Co-operatives many years before. 

 
(2) NHS Direct 
 

NHS Direct superficially seems a good 
idea.  It initially started as an advice line 
but also has taken on triage of OOH calls 
in some areas.  NHS Direct has not 
worked well in this capacity being slow, 
inflexible and very expensive.  The 
resources spent on NHS Direct would 
have been much better employed in 
General Practice (and the OOH 
organisations) and enabled a more joined 
up service. 

 

 
 
 

(3) APMS 
 

The Government have passed regulations 
to allow Alternative Providers of Medical 
Services.  Essentially this allows private 
companies to bid to provide primary care, 
or parts of primary care.  APMS providers 
may cherry pick the services they wish to 
provide and thus lead to the fragmentation 
of care.  
 

(4) Walk-In Centres 
 

Walk-in centres have been set up in a 
number of inner city sites to provide 
services to commuters and those who find 
difficulty accessing primary care such as 
the homeless.  Again this service is 
expensive and the resources would have 
been better used in General Practice. 

 
(5) Community Matrons 
 

The Government propose the 
development of a Community Matron who 
would have 50 or so house bound 
patients under her care.  This would seem 
to be a very worthwhile proposal but if the 
matrons are not attached or better 
employed by General Practitioners 
greater fragmentation of care will result. 

 
Primary Care Trusts  
 
PCTs have been in existence for over three 
years having taken on most of the roles of the 
previous Health Authorities.  The idea was to 
have more local flexible organisations with 
greater clinician involvement in the design 
and management of services.  In general the 
PCTs have failed in this aim being too small, 
heavily restrained by finance and not 
engaging local clinicians in any meaningful 
way.  They have a vast agenda of 
Government targets and administration to 
fulfil.  The PCTs have been, in general, 
re-active to events rather than directive.  
There is an imminent "reconfiguration" of 
PCTs in Kent. 
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General Practice Recruitment and 
Retention 
 
There have been difficulties over the last 
15 years in recruiting doctors in General 
Practice.  Kent has suffered in some areas as 
such as the rest of the country.  The reasons 
are diverse.  There are more doctors in 
training but the type of doctor is changing with 
up to 80 per cent of recruits to General 
Practice training schemes being female and 
having different aspirations and work needs 
than previous generations.  There is an 
urgent need for flexible childcare.  Attracting 
General Practitioners to an area above 
elsewhere may be difficult, important factors 
include the quality of the training scheme, the 
availability of housing, quality of practice 
premises and the availability of professional 
support. 
 
Impact on Services of GP numbers  
 
Research has shown a correlation between 
hospital admission and the lack of numbers of 
General Practitioners in the area.  
Anecdotally if there are vacancies leading to 
the PCTs taking over the management of a 
practice we have seen lower QofF scores and 
less continuity of care.  With a lack of General 
Practitioners there is a lack of capacity to take 
on other services and other management 
roles (i.e. GPs with special interest, PCT 
roles, training, enhanced services, Practice 
based commissioning etc). 
 
Commissioning of future GP services  
 
There is a difficulty with the new contract in 
commissioning a new GP practice in an 
expanding area.  The old contract had a 
mechanism for "start up" costs for a new 
practice.  The current contract is wholly 
dependant on patient numbers.  It would 
therefore be very difficult to start a new 
practice de novo in a housing development 
unless the PCT were to use the PMS 
(personal medical service) contract in order to 
"pump prime".  The development of premises 
would also be difficult - consideration of using 
a section 105 agreement or planning briefs 

could be helpful.  Car parking especially in 
city centres sites is a recurrent issue.   
Parking in restricted areas whilst undertaking 
home visits has caused conflict in some 
towns. 
 
Council and PCT joint working  
 
There are a number of ways in which the 
Council and PCTs could work together.  The 
development and planning of practice 
premises is one key area.  General Practice 
and Social Services could be more 
integrated.  Attached social workers have 
worked well in some areas.  Some practices 
are able to hold advice clinics for potential 
claimants.  Transport issues would need to be 
analysed. 
 
Dr Calver welcomed the opportunity for 
greater interaction between the Medical 
Committee and the Council. 
 
The review task group thought that patients 
liked the one-to-one relationship of seeing the 
same doctor each time they go to the surgery. 
They felt that this relationship was best 
served by smaller practices and unlikely to be 
met by the Government proposals for larger 
surgeries where patients would see which 
ever doctor was available. 
 
Dr Calver was of the opinion that these 
proposals were the result of talking to focus 
groups who were of the opinion that everyone 
wanted instant access and didn’t mind which 
GP they saw rather than recognising the 
needs of those who use the services more 
frequently. 
 
Government initiatives were chipping away at 
the traditional values of surgeries and 
appeared to want to get rid of single handed 
practices. The Government had recognised 
that small practices were more costly and had 
not factored any additional finance for these 
surgeries into the new funding regimes for GP 
practices. 
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The Government have suggested “Super 
surgeries” serving a population of over 20,000 
with 10+ GPs. Something similar had been 
tried in the 70s,with the development of 
Health Centres which were not a great 
success, unfortunately the Government had 
learned nothing from this experience.  
 
The new GP contract had promised more 
money for improved premises to 
accommodate additional and enhanced 
services but this had not been forthcoming. 
 
In Medway, under a Local Improvement 
Finance Trust (LIFT) scheme, a preferred 
developer wants to build larger surgeries 
getting single GPs to work in the same 
building, but in separate practices (not the 
groups of 10 or 12 proposed by the 
Government) which would maintain 
something of the traditional practice. 
 
Is it good for patients? 
 
The local Medical Committees view is that we 
would support the smaller practice. 
The largest practice in Kent has 13 GPs in 
two locations in the Canterbury and Coastal 
area.  
 
Is there a list of services available from 
other GPs? 
 
The PCT has a list 
 
Do the GP surgeries have the list? 
 
The commissioning of services from other 
GPs is only just getting started so there is a 
limited number of services and information 
available. 
 
How do we get round the limit of available 
premises when local council refuses 
planning permission for access reasons? 
 
Facilitate movement within the local area 
wherever possible. Pockets of land can 
become available. Inevitably some surgeries 
will have to move as it is not always possible 
to re locate within urban areas. Transport 

links would have to be examined. (volunteer 
drivers are a possibility) The local authority 
may have some control over bus services. 
Currently transport facilities are only available 
to take patients to hospital. There is no 
reason why they cannot be commissioned to 
take people to local surgeries. Local 
authorities and PCTs would have to decide 
what transport facilities to provide, there is no 
money in GP’s budgets to commission these 
services. Deprived areas are going to be the 
worst affected. 
 
Another problem with the development of 
existing premises is the compliance with the 
Disability Discrimination Act (DDA). In most 
instances this is prohibitively expensive and 
difficult to do. 
 
Dr Calver said that the problem with GPs 
taking on the role of delivering enhanced and 
additional services wasn’t just to do with 
space. There were problems with funding and 
staffing. GPs could not take on the delivery of 
services like phlebotomy and others 
indefinitely without it impacting on their other 
duties. The training of receptionists and other 
surgery staff to carry out some of these 
additional tasks could work up to a point but 
cover whilst they carried out these tasks 
would still be required. There is a need for 
additional funding, more GPs and more 
general staff if these services are going to be 
delivered effectively as part of primary care. 
 
Are you happy with the planning for 
healthcare in the massive developments 
going on in Kent? 
 
No. It is down to individual planners to include 
provisions for healthcare. However, there is 
no regulation for them to do so. In the past 
there has been insufficient cooperation 
between planners and GPs in these major 
developments. The establishment of new 
practices needs careful consideration at the 
earliest stage in the planning process. With 
the type of practice, size, location and 
infrastructure being important considerations 
needing GPs input. 
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Whose responsibility is it? 
 
The local authority, as the planning authority, 
should be holding discussions with health 
authorities and others involved in the delivery 
of healthcare. 
 
For example, Dr Calver was not aware of any 
GPs being involved in the plans for the 
proposed 20 GP surgery at Ebbsfleet. 
 
What is your view on targets? 
 
These have taken up vast resources. The 
‘choose and book’ target, for example, most 
patients are not interested in having a choice 
of 4 hospitals. What they want is a service of 
sufficient quality in a reasonable amount of 
time. 
 
Is it easy to set up a practice? 
 
Banks are still keen to lend money but PCTs 
are cash limited on what they can spend on 
premises. The Government has fixed the 
funding allocation for Kent. This allocation is 
available via the Strategic Health Authority 
(SHA) 
 
Much of this new service delivery depends 
on working IT systems. Is Gravesham up 
to scratch? 
 
Not too bad. Most practices are working on 
the same system. Equipment and training are 
up to date. The PCT is responsible for 
providing the equipment. There should be 
less emphasis on equipment and more on 
training to ensure that GPs and other practice 
staff can get the best out of the system. One 
problem is that should a patient change 
practices their notes cannot be transferred 
electronically. 
 
 
 
 
 
 
 
 

Community matrons – how will they work? 
 
The intention is that they will look after about 
50 clients – monitoring their health and 
helping with access to benefits. They will be 
part of the community nursing scheme. 
Community matrons along with district nurses 
and health visitors need to be an integrated 
part of a practice to be of most benefit and to 
ensure continuity of care. 
 
GPs patient lists - what is the difference 
between a closed list and a full list? 
 
A practice can close it’s list i.e. it can inform 
the PCT that it no longer wishes to take on 
any new patients to the practice. The process 
of closure is drawn out and bureaucratic. A 
practice may however decide for itself that it’s 
list is full. As long as the practice does not 
discriminate on grounds of race, age, illness 
etc it may refuse to register new patients until 
such time as the practice feels that it has 
spare capacity. 
 
The community hospital in the area has 
recently closed what is your view? 
 
Community hospitals are being looked at 
financially. GPs want to see their continued 
development. There are no national terms of 
service for GPs who look after patients in 
Community hospitals which can cause 
difficulties. GPs are in the main supportive of 
the concept of community hospitals and the 
provision of services locally as far as 
possible.  
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Overview Scrutiny 
 
Review: Health Provision at Doctors 

Surgeries 
 
Venue: Civic Centre 
  11 August 2005 
 
Present: Cllrs: C Jupp 

M V Snelling 
Mrs P O Oakeshott 

 
In Attendance: 
Mr Doug Finch 
 
Interviewee 
Dr S.Shah  
 
 
Dr Shah had been at his practice in Parrock 
Street for 20 years.  It originally had four GPs 
with 7,000 patients.  Over the intervening 
years the number of doctors had reduced to 
just Dr Shah and a colleague, who works two 
days a week, with 3,000 patients. 
 
The premises had been extended and 
undergone a substantial renovation in 1995 at 
a cost of £150,000. 
 
The practice has three consulting rooms for 
two doctors and other health care 
professionals such as the midwife, practice 
nurse and nurse practitioner. 
 
The lack of space has seriously restricted the 
development of the practice particularly the 
delivery of more services and the recruitment 
of additional staff. 
 
The catchment area for his practice is within 
about a 1mile radius.  
There is no parking available at his practice. 
 
The waiting room at the surgery is very small 
and unacceptable in this day and age. 
Dr Shah felt that to deliver additional and 
enhanced services he needed more space for 
additional consulting rooms and to be able to 
attract more staff. He could not deliver these 
extra services from his existing premises. 

 
Do your patients have to wait for an 
appointment? 
 
No, all patients will be seen by a doctor or 
health professional in 24-48hrs.  Dr Shah 
added that he is hardly ever out of his 
practice. 
 
What is your IT system like? 
 
We have a pretty up to date system. 
 
Would you be in favour of moving to new 
towncentre premises? 
 
Yes, to a purpose built facility in the 
immediate area. In the past Dr Shah had 
been involved in two attempts to relocate his 
practice.  Two years ago he had discussions 
with the PCT to move to premises in 
Wrotham Road and last year he had 
discussions about moving to premises within 
the Lord Street car park redevelopment.  Both 
of these came to nothing. Dr Shah was asked 
if he knew why.  He replied that he had been 
told nothing. 
 
What are your views on ‘choose and 
book’? 
 
It takes too long.  I would rather spend time 
with my patients.  Why should a GP do it? If 
the PCT wants to offer this service then they 
should employ people to deliver it through a 
central point in hospital. It isn’t simply a 
choice of hospital, patients have many 
questions about quality of service, whether 
surgeon/consultant is good amongst other 
issues.  Most people want to have things 
done locally. 
 
How do you see things in five years? 
 
I don’t have any option but to carry on.  If the 
PCT can come up with a building I would 
move tomorrow.  The PCT will have to accept 
the limitations of my current premises. 
Dr Shah firmly believed that a single handed 
practice offered the best service to patients. 
He thought that two or three single handed 
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GPs could work out of shared premises but a 
much larger practice of 15-20 doctors would 
not be good for patients.  A single handed 
practice meant that the patient saw the same 
doctor each time.  The doctor got to know 
everything about the patient from cradle to 
grave.  Dr Shah got his job satisfaction 
through this doctor/ patient relationship. 
 
Dr Shah questioned why GPs had to provide 
premises for their surgeries.  His practice held 
the freehold of his Parrock Street surgery and 
as a result of his investment in improving the 
facilities had negative equity.  He felt that with 
all the developments going on in and around 
the town the council, PCT and other agencies 
should be working together to provide a better 
service for patients. 
 
He went on to describe the lack of 
infrastructure that would enable him to get 
services like physiotherapy and counselling 
for his patients.  Currently there was a 6 week 
waiting time for an appointment.  
 
What about commissioning services from 
other GPs? 
 
These GPs would have to be trained to 
provide these enhanced services like minor 
surgery.  This would remove the need for 
patients to go to hospital but they would have 
to know that these GPs were well trained, 
competent and safe. 
 
Car parking seems to be an issue with 
practices, what are your thoughts? 
 
Car parking is essential as is disabled 
access.   Public transport will not meet 
patient’s needs. 
 
What do you think of community matrons? 
 
They have only recently been introduced so 
we will have to wait and see what impact they 
will have.  However, I don’t see them having 
much effect.  Community matrons will not 
deliver care.  There are not enough resources 
for keeping people in their homes.  Patients 
are discharged from hospital early with no 

resources in the community for their 
continuing care.  I frequently have to write 
letters on behalf of my patients for services 
such as physiotherapy.   There seems to be 
too many chiefs and not enough indians.  The 
people with the power to take decisions do 
not seem to be interested in services. 
 
Do you think Community Hospitals are a 
good idea? 
 
Yes, a GP run hospital would be the best 
thing to cut down admissions to Darenth 
Valley and be more cost effective.  There is 
scope at Gravesend hospital, under the 
redevelopments going on there, for a surgical 
unit including a theatre for the use of local 
GPs. 
 
What are your views on targets? 
 
Targets make no difference, they are 
meaningless.  The modernisation has brought 
‘conveyor belt’ treatment for patients. 
Personal care has gone.  It’s not ‘how well’ 
patients are treated but ‘how many’.  For 
example no one should have to attend a 
hospital at 7am for an operation.  I no longer 
trust the NHS and have taken out private 
health insurance at least that offers some 
level of care. 
 
Dr Shah finished by saying that refugees are 
an enormous drain on the health care system 
although numbers have declined over the last 
year.  
 
The practice has a significant number of 
Asian patients with a high risk of coronary 
artery disease and diabetes.  More resources 
were required to meet the needs of the Asian 
population.  Many of his Asian patients, 
particularly the older generation, do not speak 
any English and the only way to provide 
health education to this high risk group is by 
recruiting Asian speaking nursing staff. 
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Overview Scrutiny 
 
Review: Health Provision at Doctors 

Surgeries 
 
Venue: Oakfield Health Centre, Off 

Windsor Road 
16 August 2005 

 
Present: Cllrs: C Jupp 
  Mrs P O Oakeshott 

M V Snelling 
R J R Target 

 
In Attendance: 
Mr Doug Finch 
 
Interviewee: 
Dr Vasudaven. 
 
Gravesham offers wonderful opportunities 
to develop health services locally:-  
 
We have good GP’s and dedicated primary 
care teams within the locality who have 
adapted well to constant change. We are 
fortunate that the last five years have also 
seen the development of an excellent Minor 
Injuries Unit, A Healthy Living Centre, a pro-
active Health Action Team, a responsive Out 
Of Hours service and now we are soon to see 
the delivery of our Gravesham Community 
hospital project. These are in addition to 
development of various community nursing 
teams (e.g. stroke team, IMPACT etc) and 
improvements at DVH.  We cannot really 
complain that there has been no will to invest 
in health care locally. 
 
Context of his practice service provision:-  
 
Dr Vasudaven has been a GP in Gravesham 
for19 years. He originally had a single handed 
practice from Kings Drive but relocated with 
two other GP’s under one roof from a purpose 
built facility (Oakfield Health Centre, Off 
Windsor Road, Gravesend) since Jan 
2004.He was the first PMS Pilot in Kent and 
now has 2600 patients on his closed list. 
 

His practice offers the services of a visiting 
dietician, family therapist, drugs councillor, 
health visitor, midwife, osteopath and social 
care manager. The Health Centre also 
provides a base for district nurses, 
Phlebotomist and community matron. A 
private podiatrist and hynotherapist provide 
additional services as need arises. 
 
How did you finance your current 
premises? 
 
We used a 3rd party developer (General 
Practice Investment PLC - vetted as the 
preferred developer by our PCT) and the best 
bits of the Private Finance Initiative (PFI) to 
ensure that the cost rent reimbursed by the 
PCT matched the tenancy repayments to the 
developer who borrowed monies from 
Norwich Union (who were keen to invest their 
pension monies in health service buildings for 
a 10 per cent return over 20 years!).  This 
then was approved by the PCT district valuer 
and then central funding was made available 
for this project.  We had to show we were 
serving an area of ‘need’ and addressing 
health inequalities in a locality partnership 
manner.  We received full support from our 
PCT and our Patient Participation Group who 
were consulted right from the design stage 
and throughout the implementation phase. 
This we feel is the best way forward for small 
practices within a locality is to ‘Buddy up’ as it 
provides economy of scale in infrastructure 
and services.  This also enhances the team 
approach in everything we do.  We are 
tenants and as a single handed GP have an 
assignment clause to PCT included, to aid 
smooth succession on retirement.  We were 
also able to access new flexibilities monies 
(an additional loan rolled into the central cost 
rent reimbursement) to enable us to provide 
modern equipment within the premises.  The 
Local Improvement Finance Trust (LIFT) 
which as a public private partnership seeks to 
regenerate local communities and provide 
better healthcare facilities by bringing in 
additional local private funding for the building 
and refurbishment of GPs premises.  
However it is a slow and bureaucratic 
process. 
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As regards premises, he said that in his 
opinion 80 per cent of single handed GP 
practices in Gravesham would benefit from 
some improvement.  GPs being independent 
contractors are unwilling to invest in their 
premises nowadays as most would be retiring 
within the next 5-10 years.  Some have 
negative equity and setting up very small 
units in an urban setup may not meet locality 
needs long term.  There is also no incentive 
at the moment for them to work together.  
One of my incentives to ‘buddy up’ and move 
to a purpose built premises was that the 
developer paid off my negative equity and 
purchased the old surgery from me as part of 
the project. 
 
Dr Vasudaven felt that Single handed GPs 
need to work as ‘buddy’ teams. Surgeries 
need more space and more car parking. He 
acknowledged that this is a problem in 
Gravesham.  Working in this way would 
enable GPs to maintain their individual patient 
lists and the doctor/patient relationship whilst 
sharing a skilled practice manager and 
secretarial support as well as having access 
to more facilities and clinical support from 
sharing community nursing teams.  This will 
hopefully become even more relevant when 
practice based commissioning comes fully on 
stream. 
 
He was convinced that single handed GPs 
needed to be more flexible as regards 
staffing, premises and sharing attached 
community nursing teams.  He went on to say 
that there was no clear strategy or strategic 
overview or incentives on these for the next 
3-5 years.  There are plenty of opportunities 
and models to do what we did, but it needs 
someone within the practice to champion the 
cause, putting aside personality issues for the 
greater good! 
 
Primary care staff training and 
recruitment: - 
 
 He said that there had been a lot of changes 
in primary care, unfortunately the training and 
recruitment of staff had not kept pace with 
these changes.  He gave the example the 

recruitment of a phlebotomist for his practice. 
This had taken six months. He felt that 
training and staffing at a local level needed to 
be looked at.  There was not enough capacity 
in the system to meet the growing needs of 
patients.  The training of non clinical and 
technical staff (Health Care Assistants) to 
carry out ECGs was a case in point.  Training 
courses of primary care staff is mostly out 
sourced and is not locally responsive to 
individual practice needs for example: when 
we appointed a new receptionist we were 
unable to put her through the new receptionist 
NVQ course for 6 months.  
 
Dr Vasudaven’s opinion on community 
matrons was that they were key workers 
dealing with targeted patient groups - 
diabetics, people with chronic respiratory 
problems, repeated falls at home and heart 
failure cases.  They avoided repeated 
admissions, being previously very skilled 
district nurses helping to deliver acute and 
preventative care.  He also had the 
perception that community and district nurses 
were thin on the ground and the right balance 
of skill mix and support was needed to 
sustain this development. 
 
Gravesend Hospital/Community Project is 
due to open shortly and the initial business 
case is nearly five years old.  New services 
redesign is necessary in view of the new 
financial arrangements i.e. ‘payment by 
results’ and Locality Based Commissioning. 
We need to revisit the whole service provision 
at GNK in the light of these to make it 
sustainable.  We cannot assume that DVH 
will provide duplicate services at GNK for 
Gravesham residents. 
 
Enhanced services – how will it work? 
 
The opportunity exists for specialist GPs to 
offer services in such areas as diabetes and 
heart disease. It would be possible for other 
practices to commission these services. 
However, I have some concerns GP’s may 
‘cherry pick’ the nice things to do and become 
somewhat deskilled in the broader aspects of 
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general practice. I am sceptical about true 
choices offered to patients. 
 
Lastly there has to be an integrated Public 
Health Strategy to deliver the proposed 
reforms locally as otherwise various agencies 
i.e. GBC, PCT, Education & KCC are working 
in isolation to deliver similar targets. Though 
senior management work well together, there 
is no integration at grass roots or joint funding 
for common issues.  I strongly feel GBC as 
the LA should hold the common budget for 
Public Health and deliver the necessary 
services within its present structure. 
 
Dr Vasudaven works in Personal Medical 
Services (PMS), which the Department of 
Health describes as “the new flexible family 
doctors' contract”.  PMS is a flexible 
alternative to the traditional General Medical 
Services (GMS) contract.  PMS pays primary 
care staff on the basis of them meeting the 
health needs of their local population and the 
quality of services they provide.  It also 
encourages GPs and nurses to work and 
develop new health services particularly in 
deprived areas. 
 
Dr Vasudaven’s has concentrated his efforts 
on providing services locally to his community 
and works well in partnership with other 
agencies, and the local residents forum.  He 
has been a pilot site for many of the 
Gravesham Health Action Team’s projects 
over many years and is committed to provide 
a high quality local service to his patients.  He 
has met all the access and quality targets set 
for him nationally and by PCT. 
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Overview Scrutiny 
 
Review: Health Provision at Doctors 

Surgeries 
 
Venue: 30 Old Road West 
 23 August 2005 
 
Present: Cllrs: C Jupp 
  Mrs P O Oakeshott 
  M V Snelling 
  R J R Target 
 
In Attendance: 
Mr Doug Finch 
 
Intereviewees: 
Dr. Price 
Dr. O’Connor 
Dr. Kent 
Dr. Sumner 
Dr. Millar            
Dr. Dhillon (GP Registrar) 
Karen Hoadley (Practice Manager) 
 
The Old Road West Surgery has five full time 
doctors and one part time (75 per cent) and 
11,500 registered patients.  The practice has 
a branch surgery at Mackenzie Way that has 
room for one doctor.  The practice doctors 
staffed this branch on a rotation basis. 
There had been a surgery on the Old Road 
West site since the 1940s initially with three 
doctors.  The number of doctors increased 
with the increasing number of patients. The 
practice premises had been enlarged (four 
times) to its present size and there was no 
room for any further extensions.  The number 
of registered patients had been pretty steady 
over the last 30 years. 
 
The current size of the building and its car 
park restricted the opportunities for the 
practice to take on additional services from 
hospital and develop enhanced patient 
services. 
 
The practice currently offers minor surgery, 
physiotherapy, counselling, acupuncture, anti-
coagulation, asthma, coronary heart disease 
clinics in house. They also run skin clinic, 

diabetes and podiatry clinics, offer family 
planning consultations and look after drug 
addicts for other surgeries. 
 
They have been unable to offer a phlebotomy 
service, or other services, due to lack of 
space.  The practice could provide this 
service quite easily if the space was 
available, including car-parking space which 
is currently woefully inadequate.   
 
The practice is also a training practice with 
registrars carrying out their 12 months in 
general practice. 
 
You have reached the maximum capacity 
of your existing premises.  What do you 
do in the future? 
 
We adapt.  We could buy out the dentist next 
door, but he would have to be willing to sell 
and even this would not increase the number 
of car parking spaces.  Dr Price saw the 
problem of space becoming even more acute 
in the foreseeable future considering that if 
single handed GPs retire and are not 
replaced (the government would like to do 
away with single handed practices) their 
2,000 patients need to be absorbed 
somewhere.  Also, the new housing 
development on Southfields School site will 
be within our catchment area. 
 
So is there sufficient planning for these 
eventualities? 
 
Yes there is for new build in the large 
developments going on in other parts of the 
borough but this does not help us. Our 
premises at Mackenzie way are very poor. 
 
Has the PCT got a forward view? 
 
Yes they do.  They were very supportive of 
our move to the Southfield site and backed us 
all the way even to the extent of having a PFI 
partner waiting ready to go.  Unfortunately, in 
the end, we were unable to move.  We could 
move out of the immediate area but there are 
restrictions on moving related to our patient’s 
catchment area.  However, we have never 
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been asked our opinion on what our 
catchment area covers.  The new 
developments in Ebbsfleet are too far away, 
the Canal Basin is a possibility, as is the land 
near the Manor Hotel in Singlewell. 
 
How do your patients get to the surgery? 
 
Over 75 per cent come by car.  The surgery is 
not on a bus route. 
 
How long do your patients wait for an 
appointment? 
 
Patients can get an appointment on the day 
or within 24 hrs.  The practice is fully 
compliant with the Department of Health’s 
access requirements. 
 
What is your view on ‘choose and book’? 
 
We have mostly negative feelings about this 
system.  Our patients always ask who we 
would recommend as they themselves have 
insufficient knowledge to make a judgement. 
Indeed we, the doctors, have no knowledge 
of consultants outside the area.  This is a 
totally useless development. 
 
Do you have any community matrons? 
 
Yes we have two attached to the practice. 
However, it is early days yet to realise their 
potential.  Community matrons are highly 
qualified nurses drawn from the pool of 
district nurses.  They have a case load of 40 
patients each which is not particularly cost 
effective.  The appointment of community 
matrons reduces the number of district nurses 
with those that are left filling in the gaps with 
no extra pay.  
 
What is your opinion of community care? 
 
It is much better than it was.  It is much better 
co-ordinated.  We have a care manager 
attached to the practice.  The problem we 
have is contacting social services with a new 
referral as we have to go via Ashford, which 
is a complete nonsense.  
 

 What about occupational therapy? 
 
We haven’t referred anybody recently. 
Occupational therapists are very much 
hospital based and don’t see themselves as 
community workers.  We would use 
physiotherapy or a district nurse.  There is an 
occupational therapist attached to the 
IMPACT home nursing team who is a 
valuable resource. 
 
Do you see a future for single handed 
practices? 
 
No.  It is perceived government policy to end 
single handed practices.  To manage a 
practice effectively you need the support of 
both trained medical staff and admin staff.  It 
is difficult for a single handed GP to offer 
additional services as well as his bread and 
butter work.  There is a risk of them becoming 
isolated practically and educationally. 
Patients are offered less choice.  Some 
patients want to be able to choose the sex of 
their doctor. 
 
So you see the future of single handed 
GPs working as part of a group from 
communal premises? 
 
Yes.  Or to give them another name – health 
centres. 
 
Do you see PFI or similar schemes as the 
way forward for new surgeries? 
 
Yes, it’s the only way with perhaps the PCT 
taking over the role of the developer.  For 
doctors to fund new premises will mean them 
taking on enormous debts which they are 
unlikely to do.  Many younger doctors coming 
into general practice want to be salaried 
rather than full equity partners.  The PCT are 
trying to make the area attractive to retain the 
registrars they are training for general 
practice. 
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