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Key points
•

The ‘inverse care law’ was first defined by the GP Julian Tudor Hart 50 years ago,
to describe how – perversely – people who most need health care are least likely
to receive it. The inverse care law persists in the NHS today. GP practices in more
deprived areas of England are relatively underfunded, under-doctored, and perform
less well on a range of quality indicators compared with practices in wealthier areas.

•

Past governments have used a mix of approaches to try to make the provision
of primary care in England fairer – including changes to GP funding, contracts,
buildings, staffing, and other areas. In this report, we analyse national policies to
reduce inequities in the supply of GP services in England since 1990, and evidence
on their impact.

•

A variety of policies have attempted to boost the number of GPs in deprived areas,
such as central controls on GP distribution or financial incentives for GPs. Some
appear to have had positive effects. But policy measures in other areas, such as GP
funding, have been more limited. Evidence suggests that the formula underpinning
general practice funding in England does not adequately adjust for the greater care
need associated with deprivation.

•

Policy development has not been linear. In the late 1990s and 2000s, Labour
governments introduced several policies to try to improve general practice in
deprived areas, as part of a wider strategy to reduce health inequalities. Evidence
on their effect is limited, but these policies likely contributed to more equitable
distribution of GPs. In contrast, efforts to tackle the inverse care law in general
practice since 2010 have been more limited.

•

Overall, policy efforts to reduce inequities in the provision of GP services over the
past 30 years have not been enough to overcome them. Policies have often been
small in comparison with the scale of the problem – swimming against a strong tide
of other factors shaping inequities. Improvements in the distribution of GPs in the
late 2000s now appear to have reversed: analysis of data on GP numbers in England
from 2015 to 2020 suggest that inequities in the distribution of GPs are growing.

•

General practice in England is under major strain. GP consultation numbers are now
higher than before the pandemic but the number of permanent, fully qualified GPs
has fallen since 2015. Current policies on general practice risk widening existing
inequities.

•

National policymakers can do more to address these problems in general practice.
An independent review of general practice funding allocations should be established
and its recommendations implemented. Government should also consider stronger
central coordination and oversight of GP distribution in England, as part of a
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new comprehensive workforce strategy for general practice. New integrated care
boards should be required to develop plans to reduce inequities in the provision of
high-quality GP services.
•

Tackling the inverse care law in general practice aligns with the government’s
‘levelling up’ agenda, and must become a core objective of national policy. Without
deliberate policy action, inequities in the availability of high-quality general
practice in England are likely to continue growing, holding back efforts to level up
the country.

Key points
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Introduction
50 years ago, the British GP Julian Tudor Hart first described the ‘inverse care law’ in a
paper in the Lancet.1 The law states: ‘The availability of good medical care tends to vary
inversely with the need for it in the population served.’ In other words, people who most
need health care are least likely to receive it.
Over several decades, policymakers have used a mix of approaches to try to address the
inverse care law in the NHS – for example, by boosting staff numbers or increasing funding
in more deprived areas. Despite this, the inverse care law persists in the NHS today, as it
does in health care systems around the world.2 The picture is complex and varies between
different kinds of health care services and over time. Overall, people from more deprived
areas tend to have greater health care needs and – as a result – consume more NHS services.
But after accounting for differences in people’s health care needs, evidence suggests that
people facing more social disadvantage also face worse access, quality, and experience of
some types of NHS services, such as preventive care and specialist treatment.3,4,5,6,7
Recent data suggest that the inverse care law also persists in general practice.8 GP practices
in more deprived areas of England are currently relatively underfunded, under-doctored,
and perform less well on a range of quality indicators compared with practices in wealthier
areas.9,10 Health inequalities in England are vast and growing9,10 – and people living in the
most deprived areas have been hit hardest by the COVID-19 pandemic.11 General practice
is the foundation of the NHS and is well placed to tackle health inequalities, but failure to
provide general practice according to people’s needs will likely widen disparities further.
The government has committed to ‘levelling up’ the country as it recovers from the
pandemic. It has also promised 6,000 additional GPs and 50 million more appointments in
general practice per year.12 General practice is delivering record numbers of appointments,
but the number of fully qualified, permanent GPs has fallen since 2015.13,14 Meantime,
general practice is expected to play a central role in the NHS’s new structure12,15 – including
by expanding access to services and developing more integrated models of care. Yet
current policies on general practice in England risk exacerbating inequities because they
are not designed with the inverse care law in mind.16,17 For example, if the extra 6,000 GPs
promised by government work in wealthier areas, inequities in access to care will widen.
In this report, we analyse national policies on the inverse care law in general practice in
England and set out recommendations for making the availability of high-quality general
practice fairer in the future. In the first part, we summarise the problem – describing recent
evidence on differences in the provision of GP services between more and less deprived
areas of England. In the second, we assess past attempts to address the problem – reviewing
national policies to reduce inequities in the supply of general practice services in England
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since 1990, and evidence on their impact. In the final part, we discuss the implications
of our analysis and set out policy recommendations for addressing the inverse care law in
general practice.

Introduction
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Approach and methods
We analysed policies focused on tackling the inverse care law in general practice in England
since 1990. We used Tudor Hart’s definition of the inverse care law (see Introduction), and
focused on differences in health care needs and services related to social disadvantage (for
example, differences between richer and poorer areas).2 We were interested in differences
in general practice in relative terms – accounting for differences in health care needs related
to social disadvantage – rather than just in absolute terms (such as raw numbers of GPs).
We focus mainly on differences between more and less deprived areas – often measured
using the index of multiple deprivation (IMD), which combines measures related to
income, education, employment, health, crime, barriers to housing and services, and living
environments.18
Throughout the paper, we use the word ‘inequity’ to describe unfair differences between
areas or population groups – for example, differences in GP numbers between richer and
poorer areas that do not adequately reflect differences in health care needs. We use the term
‘inequality’ to more generally describe the uneven distribution of health or health services,
and try to reflect the terms used by government when describing policies introduced.
Broadly speaking, the inverse care law is made up of three components: the ‘need’ for
health care in the population (for example, the prevalence of long-term conditions); the
‘availability’ or supply of health care (for example, numbers of GPs); and how ‘good’ that
care is – in other words, its quality. These components interact, and inequalities between
social groups can be found in all three areas (see section on need for general practice for
more details and examples). Our analysis focused on the ‘supply’ side of the inverse care
law, including policies related to the quality of general practice services, their quantity, and
distribution. This is because inequalities in health care needs – the other side of the inverse
care law – are influenced by a complex system of social, economic, environmental, and
other factors.
A mix of policies affect the supply of general practice services. Some policies affect supply
indirectly. For example, the number of GPs working in a particular area is likely shaped
by policies on economic development, transportation, education, and other factors that
influence how attractive an area is as a place to live. Other policies affect the supply of GP
services more directly. For example, decisions about the distribution of NHS funding
determine the resources available for primary care in different regions of England. And
some policies explicitly aim to reduce inequities in the supply of general practice. Examples
include incentivising GPs to train in under-doctored areas or building new GP surgeries in
more deprived areas.
In this report, we focus on national policies that explicitly aim to reduce inequities in the
supply of general practice services in England. This includes universal policies that try to
account for differences in need based on social circumstances, and targeted policies focused
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on increasing resources for disadvantaged groups.17 Universal policies that did not explicitly
aim to reduce inequities – even if they affected them – are excluded from our analysis. Box 1
provides more detail on the structure and context of general practice services in England.

Methods
We used a combination of data and methods. To identify policies addressing the inverse
care law in general practice, we analysed government policy documents, reviews of policy
developments, and consulted relevant experts. We developed a database of national
policies since 1990, summarising their aims, components and mechanisms to achieve
impact. To identify evidence on the impact and implementation of these and other policies,
we searched relevant bibliographic databases of published literature and government
archives. Appendix 1 outlines our search strategy in Medline, along with more information
on the literature search and study selection. Data on the impact of relevant policies were
limited, and in the report we synthesise evidence by domain – including policies on
reducing inequities in general practice through changes in funding, workforce, premises,
contracts, or commissioning.

Limitations
Our analysis has several limitations. First, we focused only on policies that explicitly aimed
to reduce inequities in the supply of general practice services, such as central controls
on GP distribution. This enabled us to identify a small set of interventions that directly
focused on tackling the inverse care law. But it means that we did not focus on how policies
with broader aims – for example, changes to pay-for-performance schemes for GPs –
affected equity in general practice. As a result, we did not cover all policies that shape how
high-quality care is distributed. We also focused on national policy changes rather than
local programmes.
Second, data on the detail and implementation of policy were limited. Unclear
terminology in some policy papers – for example, terms such as ‘inner-city’ or
‘under-served’ – can also make it difficult to understand which population groups were
targeted by initiatives.
Third, our analysis was limited by the quantity and quality of evidence. Our literature
searches identified some relevant evidence related to key policies. But many policies that
we identified in our analysis were not evaluated or their evaluations were weak. This means
that evidence about the effects of national policy on general practice in different contexts
is limited.
Finally, our analysis focused primarily on general practice – for example, the distribution
of the number of GPs between areas of England – rather than primary care as a whole. This
means that some relevant policy changes in other areas of primary care that affect quality
in general practice, such as the development of new job roles, are not fully covered by
our analysis.

Approach and methods
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Box 1: General practice services in England
General practice is where most health needs are identified and treated – it has a key role
in keeping people healthy and out of hospital. General practice refers to a range of primary
care services provided to a registered list of patients, for example through direct consultation
or referral to specialists. GPs hold NHS contracts to deliver services, and NHS England
and clinical commissioning groups (CCGs) are currently responsible for commissioning
primary care.
Staff, practices and patients
•

In November 2021, there were 36,000 full-time equivalent GPs (including trainees and
locums) and just over 100,000 other full-time equivalent practice staff.

•

Most practices are run by two or more staff as partners with a share in the business (a
minority are run single-handedly). 47% of all GPs worked as partners and 27% worked
as salaried employees of a practice in November 2021.

•

The average number of patients per practice rose from 7,100 to 8,900 between 2014/15
and 2020/21 – the number of practices fell from 8,000 to 6,800.

Funding
•

Spending on GP services represented 7.1% of total NHS spending in 2018/19.

•

General practices receive funding through a range of different streams. Some funding
for primary care – to cover development costs and money for locally defined services –
comes from the broader NHS funding allocations for local areas.

•

Around 50% of a practice’s income comes through a global sum payment to deliver its
core contracted services. This is paid for every registered patient, weighted using the
global sum allocation formula (also known as Carr-Hill).

•

Practices receive other smaller payments, such as premises payments, payments for
local enhanced services and quality and outcomes framework (QoF) payments.

•

QoF payments are awarded to incentivise care improvements for specific activities or
outcomes. Over 95% of practices participate in the voluntary incentive scheme. QoF
payments typically account for less than 10% of practice income.

Contracting
•

As independent contractors, GPs must hold a contract to run NHS-commissioned
practices. These specify the area or people GPs are expected to care for, the services
they provide, and the funding they receive. There are three contract types.

•

The national General Medical Services (GMS) contract is negotiated annually between
NHS England and the BMA, and was held by 69% of practices in 2020/21.

•

Personal Medical Services (PMS) contracts are locally negotiated between
commissioners and providers and were held by 27% of practices in 2020/21.

•

Alternative Provider Medical Services (APMS) contracts are also locally negotiated but
open to a wider range of providers (such as independent sector organisations) – they
were held by less than 3% of practices in 2020/21.

Source: NHS Digital;19,20,21 the Health Foundation;22 Institute for Government;23 The King’s Fund.24
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The inverse care law in
general practice
Differences in access and quality of general practice are complex and vary over time.3,4
In this section, we summarise recent evidence on differences in general practice services
related to social disadvantage in England. We focus on the three components of the inverse
care law: care need, supply, and quality.

Need
Need for health care varies within the population and is shaped by a range of factors. These
include social and economic conditions, race and ethnicity, commercial influences, access
to health care, and more.25,26,27,28 Estimates vary, but most studies suggest that wider social,
economic, and other factors play a greater role in shaping health than health care.29,30
The distribution of health in the population is socially patterned. People who live in more
deprived areas are more likely to be exposed to things that contribute to poor health (such
as low income or poor housing), and are less likely to be exposed to things that can keep
people healthy (such as high-quality employment and housing). There is a 12-year gap in
healthy life expectancy between the richest and poorest areas of England.31
These factors translate into greater health care needs in more deprived areas. The
prevalence of multimorbidity, for instance, is higher in more deprived areas, and
multimorbidity is strongly associated with health care utilisation.32,33,34
They also mean greater use of general practice services. General practice consultation rates
are significantly higher in more deprived areas. Analysis of data from 2013/14 found that
patients living in the most deprived fifth of areas consulted 17% more often than those in
the least deprived fifth.35 And recent analysis of data from the Clinical Practice Research
Datalink shows that in 2020, patients living in the wealthiest 10% of areas had an average
of four consultations per year, compared with five in the poorest 10%.36 Patients with
multiple health conditions in deprived areas also receive less time per GP consultation.37
Accurately assessing ‘need’ for general practice is difficult. Some health care needs are
unmet (if people do not access care), and others only partially met (if care is limited).
Measures that describe use of services – such as consultation rates or appointment numbers
– are themselves affected by many factors, including patient behaviour and the availability
of services. Evidence suggests that people from poorer backgrounds tend to consume fewer
preventive services than wealthier patients, and present to health care providers at later
stages of disease progression.3 People living in deprived areas may lack awareness of some
services, fear being blamed by health care staff, or face financial barriers to accessing care.38
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Supply
Health care supply describes the quantity of medical services available to meet health care
needs. In general practice, this includes the number and type of staff, the location, size and
how modern GP surgeries are, and the funding available to pay for services. The supply of
GP services in England has varied over time.39,40,41 The supply of general practice in England
is currently inversely correlated with population need.8
Funding
GP practices in more socioeconomically deprived areas receive similar funding per
registered patient to those serving less deprived areas. But after adjusting for the increased
workload associated with greater health needs for people in poorer areas, GP surgeries in
deprived areas are worse off. Analysis of data from between 2015/16 and 2018/19 shows
that practices serving more deprived areas received around 7% less funding per needadjusted patient than those in the most affluent areas (Figure 1).8 This trend has been
consistent since 2015 and there is no sign of inequities in funding narrowing.
Figure 1: Trends in GP practice payments per patient by
neighbourhood deprivation
Q1 (most
deprived)

Q2

Q3

Q4

Q5 (least
deprived)

Net payments per registered weighted patient (£)

150

140

130

120

2014/15

2015/16

2016/17

2017/18

Source: Data are from NHS Digital, ONS, and MHCLG quintiles aggregated from LSOA 2011 neighbourhoods
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Workforce
More deprived areas in England currently have fewer GPs per patient than less deprived
areas. After accounting for differences in need, a GP working in a practice serving the most
deprived patients in 2019 was, on average, responsible for almost 10% more patients than
a GP in the most affluent areas. Inequities in GP supply widened between 2015 and 2020.
By 2020, there were 1.4 fewer full-time equivalent GPs per 10,000 patients in the most
deprived areas compared with the most affluent areas.42
This has not always been the case. Between 2004/05 and 2013/14, the number of GPs
working in more deprived areas rose.39 Previous analyses – examining periods before
2015 – had primarily found a ‘disproportionate care law’ in relation to deprivation
and GP supply: there were more GPs in areas of high deprivation, but not relative to
population need.2
The skill mix in general practice has also changed over time, with other primary care staff,
such as pharmacists, delivering care.43 While there are currently fewer GPs, total direct
patient care staff, and paramedics per 10,000 patients in more deprived areas, there are
more physician associates and pharmacists.8 In a reverse of the trend seen for GPs, practices
in more deprived areas tend to have more nurses, which may imply that nurses are being
substituted for doctors in these areas.8
The demands made on GPs working in deprived areas are different to those working
in more affluent areas – for instance, because of the complexity of patients’ needs.44 GP
turnover – the proportion of staff who leave a practice in a given time period – is also higher
in areas of high deprivation.45 This could affect quality in different ways. High turnover
may undermine continuity of care, affect recruitment and retention of GPs, and negatively
impact on the ability to deliver care.46,47 High GP turnover can also bring additional costs.48

Quality
The ability of health care services to meet people’s needs depends on their quality – not just
their quantity. There is no single definition of quality in general practice.49,50,51,52 But a range
of indicators and frameworks are used to measure quality of general practice in the NHS.
They include Care Quality Commission (CQC) ratings, quality and outcomes framework
(QoF) scores, GP patient satisfaction surveys, and indicators related to specific conditions.51
QoF was introduced in 2004. At first, practices in more affluent areas of England had
higher QoF scores than practices in more deprived areas, but this gap in performance
narrowed between 2004 and 2007.53,54 By 2011, Dixon et al concluded that differences in
performance between practices in deprived and affluent areas had ‘all but disappeared’.53
But analysis of data from 2015 to 2019 found that practices in the most deprived areas
averaged the lowest number of QoF points, and those in the most affluent areas scored the
highest.8 Higher QoF scores translate to larger average payments.
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The CQC has been inspecting general practices in England since 2014.55 Most practices are
rated as ‘good’,8 but analysis of the first complete round of inspections showed that
practices in more deprived areas were more likely to receive lower ratings of ‘inadequate’ or
‘requires improvement’.56 GP patient survey results from 2021 show that people from the
most deprived areas were more likely to report a poor overall experience and were less
likely to report that their needs had been met.57 This pattern persists over recent years.
Between 2015 and 2021, practices serving the most deprived areas received the lowest
overall patient satisfaction scores, while practices in the most affluent areas received the
highest (Figure 2).
Figure 2: Trends in the percentage of patients giving their practice an overall
rating of ‘very’ or ‘fairly good’ by neighbourhood deprivation
Q1 (most
deprived)

Q2

Q3

Q4

Q5 (least
deprived)

88%
86%
84%
82%
80%
78%
76%

2015/16

2016/17

2017/18

2018/19

2019/20

2020/21

Source: NHS, GP Patient Survey and MHCLG, English indices of deprivation based on LSOA 2011 neighbourhoods
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Policies to improve general practice
in deprived areas since 1990
Over the past three decades, governments and NHS agencies in England have tried various
approaches to tackle the inverse care law in general practice. Table 1 provides a summary
of key national policies to improve the provision of general practice in deprived areas
between 1990 and 2021. These policies overlap and interrelate, and are shaped by wider
policy on NHS reform and spending. For example, policies aiming to reduce inequities in
access to general practice in the 2000s were implemented in the context of major increases
in NHS spending,58 and as part of a wider national strategy to reduce regional health
inequalities.59,60,61
In this section, we analyse the main national policies introduced since 1990 that explicitly
aimed to reduce inequities in the quantity or quality of general practice services in England.
We group these policies by their focus, including policies related to changes in:
•

resource allocation

•

commissioning and contracting

•

the GP workforce

•

premises.

For each area, we describe the key policies proposed and delivered, and review available
evidence on their implementation and impact.

Policies to improve general practice in deprived areas since 1990
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Table 1: Summary timeline of national policies aiming to improve general practice
in deprived areas in England, 1990–2021
Contracting and commissioning

Premises

Resource allocation

Workforce

Year

Summary of policy/development

1990

New GP contract increases income from capitation payments and
introduces extra payments for patients in deprived areas.

1996

Choice and opportunity announces pilots of new contract options,
to better meet local needs and attract GPs to under-served areas.
Primary care: delivering the future promises fairer distribution of
primary care funding, including by weighting NHS allocations to
local areas for general practice by deprivation.

1997

NHS (Primary Care) Act enables pilots of PMS contracts and
creates more opportunities for salaried GP posts.
The new NHS details plans for: a new Advisory Committee
on Resource Allocation to advise on more fairly distributing
primary care funding; the introduction of primary care groups to
commission services; and health action zones to bring together
NHS and other organisations to improve health equity locally.

1998

Medical Practices Committee introduces a weighting formula for
deprivation to inform its decisions about GP distribution.

1999

Health Act allows for primary care trusts (PCTs) to evolve from
primary care groups.

2000

NHS Plan pledges to: include primary care in the NHS resource
allocation formula, and use the formula to ‘address inequities
in primary care services’; introduce more PMS pilots in
‘disadvantaged communities’; recruit more GPs, particularly in
deprived areas; abolish the Medical Practices Committee; invest
in GP premises, including in deprived areas. A public private
partnership, NHS LIFT, is launched to fund new NHS estate.

2001

A health inequalities component is introduced in the NHS resource
allocation formula determining resources for PCTs.
Shifting the balance of power sets out the role of PCTs in reducing
inequalities.
Golden Hello Scheme introduces financial incentives for GPs, with
additional payments available in deprived areas.

2002

PMS contracts made a permanent alternative to the GMS contract.

2003

Building on the best promises to enable a wider range of primary
care providers, particularly in areas with problems accessing care.

14

PCTs become responsible for commissioning, and take over
responsibility for GP distribution and vacancies from the abolished
Medical Practices Committee.
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Year

Summary of policy/development

2004

Changes to the GP contract introduce QoF incentives for improving
care and a new ‘global sum’ funding formula (also known as
Carr-Hill), and remove deprivation payments.
The most deprived and least healthy PCTs are designated as
‘Spearhead’ areas to receive targeted resources.
APMS contracts are introduced to enable commissioning
organisations to contract with non-NHS providers of primary care
services, targeting populations with unmet need.

2005

Primary Care Development Scheme replaces the Golden Hello
Scheme to provide extra funding for recruitment, particularly in
‘disadvantaged’ areas.

2006

Our health, our care, our say introduces a new ‘Fairness in Primary
Care Procurement’ programme to support under-doctored PCTs to
procure new primary care services.

2007

Formula Review Group report on funding suggests major changes
to Carr-Hill, including an adjustment to factor in deprivation.
Equitable Access to Primary Medical Care programme is
introduced, promising new GP surgeries in areas with poor
provision and a ‘GP-led’ health centre in each PCT. Funding for the
programme was withdrawn in 2011.

2014

A new core resource allocation formula for CCGs (which replaced
PCTs in 2013) is introduced, including a ‘deprivation indicator’.
The Five year forward view for the NHS in England commits to
reviewing the GP funding formula and incentivising GPs to work in
‘under-doctored areas to tackle health inequalities’.

2015

Building the workforce announces funding and policies to improve
supply in under-doctored areas, promising targeted incentives for
former GPs, GP trainees and newly qualified GPs.

2016

General practice forward view promises a new funding formula
for general practice. New CCG funding formulae are introduced,
including ‘health inequalities and unmet need’ adjustments.
Post CCT fellowships offering further training for newly qualified
GPs are introduced in areas with recruitment problems. A Targeted
Investment in Recruiting Returning Doctors scheme is piloted for
practices with recruitment problems but is not continued.

2017

An International GP Recruitment programme is introduced,
targeting support at hard to recruit areas.

2019

The NHS Long Term Plan promises a review of health inequalities
adjustments for CCG primary care allocations.

2020

Health Education England continues funding for post CCT
fellowships in more areas, with ‘Trailblazer’ fellowships (piloted in
2018) for the most deprived practices.

Source: Gov.uk;62 NHS England website;62 UK Government Web Archive.64
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Resource allocation
The level of funding available has a major impact on what general practice can deliver.
From 1990, successive governments acknowledged that funding for general practice was
not evenly distributed. Changes have been made to how overall NHS funding is allocated
between areas. But major changes to the allocation of core GP funding – the ‘global sum’
formula – to help reduce inequities have not materialised, despite repeated promises to
make the system fairer.
Key policy developments since 1990
Core practice funding
There is a complex mix of funding streams for general practice, but most of the funding
comes through the core GP contract (Box 1). The government introduced a major new
GP contract in 1990, which increased the proportion of GPs’ income from capitation
payments (for each registered patient) and introduced new financial incentives, including
for undertaking health promotion activities.65 The contract also included additional
payments for patients living in deprived areas (calculated using the Jarman index, which
accounted for several factors, such as patients’ employment and housing).66 To try to target
funding more accurately based on need, government updated the system for calculating
deprivation payments in 1999 (and also increased the budget for deprivation payments
by 45%).67
The next major changes to the GP contract were made in 2004.68 QoF was introduced
to offer financial incentives for improving care (see Box 1), deprivation payments were
removed, and a new funding formula – the ‘global sum’ formula, also known as ‘Carr-Hill’
– was introduced to allocate GP funding. The formula was designed to ensure that resources
would be directed to practices based on an estimate of their workload and unavoidable
costs. Payment was based on the GP patient list size, adjusted to reflect differences in the
age and sex of patients, additional patient needs (using the standardised mortality ratio and
longstanding illness for patients younger than 65), list turnover, rurality, and the cost of
employing staff. There was no specific adjustment for workload associated with practising
in areas of socioeconomic deprivation. A ‘minimum practice income guarantee’ was
also added to the contract, ensuring that practices’ income would not fall because of the
new formula.
Policymakers agreed that the formula would be reviewed after implementation by a
Formula Review Group (FRG).69 The group reported in 2007 and suggested significant
changes to the formula.70 They recommended that the workload adjustment be changed
to factor in deprivation, by including an index of multiple deprivation (IMD) score for
patients’ electoral ward of residence. They also suggested an adjustment to reflect the extra
costs of recruitment and retention to attract GPs in deprived areas. The FRG recognised
that their revised formula – if implemented – would lead to ‘significant redistributive
effects’ between practices.

16
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Following the review, the BMA general practitioners committee – responsible for GP
contract negotiation – asked practices and local medical committees (representative GP
committees) to consider whether the FRG recommendations should be introduced.
Although most respondents from local committees agreed with the changes, GPs did
not.69 By this point, the 2008 NHS Next Stage Review had repeated the promise to ‘develop
a fairer system of funding for GP practices’,71 but the FRG’s recommendations were
not implemented.
A series of subsequent policy papers from national NHS bodies promised that the GP
funding formula would be reviewed to make the allocation of resources fairer between
areas, including the Five year forward view in 2014.72,73,74 In 2016, the General practice
forward view contained the most explicit pledge yet to revise Carr-Hill, stating that the
formula is ‘out of date and needs to be revised’.74 NHS England promised a ‘new funding
formula’ to ‘better reflect practice workload including deprivation’. 5 years later, the
formula has not been updated. The 2016 review of Carr-Hill is not publicly available.
Area-based funding allocations
In addition to the core GP contract, some funding for primary care is included in the
overall NHS funding allocations for each local area – currently allocated to clinical
commissioning groups (CCGs). In the early years of the NHS, there was little attempt to
match local funding to population needs. In the 1970s, government introduced formulae
to allocate overall NHS funding more equitably between regions.75,76,77 These initially only
applied to hospital services77 but the formula was extended to include primary care in the
early 2000s.78
Governments in the 1990s pledged to allocate resources more fairly between different
parts of the country. In 1996, the Conservative government announced major reforms to
primary care, including a promise to tackle ‘long-standing inequities’ in the distribution of
resources.79 The next year, the Labour government announced a new Advisory Committee
on Resource Allocation to advise on the distribution of funding for health services between
areas (replacing the Resource Allocations Working Group).78 Soon after, the Acheson
review – established by government to assess health inequalities and identify actions
to address them – recommended that government improve needs-based weightings to
distribute NHS funding more equitably.80 By 2000, the Labour government pledged to use
NHS resource allocation policy to ‘help reduce avoidable health inequalities’.78
To help achieve this objective, government introduced a new health inequalities
component in the overall NHS resource allocation formula from 2001/02.81 The formula
determined the resources for primary care trusts (PCTs), responsible for commissioning
primary care and managing the quality and quantity of local services. An adjustment
was initially made to target a proportion of resources to areas with the poorest health.
A new formula was then introduced from 2003/04 that contained an adjustment for
unmet health need – combined with broader policies and targets to reduce gaps in life
expectancy between richer and poorer areas of England (see section on commissioning and
contracting). The weighting given to the health inequalities adjustment was originally 15%
but was reduced to 10% in 2010.82
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In 2013, PCTs were replaced by CCGs (which later took on responsibility for
commissioning primary care). The funding received by each CCG is determined by
several different allocation formulae, covering core services, primary medical services
and specialised services.83 NHS England introduced a new core CCG resource allocation
formula from 2014, including a ‘deprivation indicator’.82
In 2016/17, a new formula for CCG primary medical care allocations was introduced.
This included updated estimates of primary care workload per patient and included IMD
scores in the weightings. For each formula, NHS England includes a ‘health inequalities
and unmet need’ adjustment – of 15% for primary care, 10% for core services and 5% for
specialised services. A review of these adjustments was promised in the NHS Long Term
Plan in 2019.
Evidence on policy impact
Core GP funding
The impact of GP funding allocations on practices in more deprived areas has changed over
time. Deprivation payments in the 1990s were broadly welcomed by GPs. But there were
concerns that payments did not reflect workload, small pockets of deprivation in relatively
affluent areas were not recognised, and the system favoured urban over rural practices.84
Changes to the way deprivation payments were calculated from 1999 redistributed some
funding from London to deprived areas of northern England, and succeeded in targeting
payments more precisely.67 Deprivation payments were removed with the introduction of
Carr-Hill in 2004.
Evidence suggests that Carr-Hill formula – in place since 2004 – does not adequately
adjust for additional workload associated with delivering general practice in areas of
high deprivation. This results in inequity of funding distribution across general practice,
with practices in more deprived areas losing out.85,86 This was recognised by the CarrHill formula review group in 2007, which recommended the inclusion of IMD scores in
the formula to make the allocations fairer. Levene et al studied the relationship between
socioeconomic deprivation scores and practice payments between 2013 and 2017, finding
that for each 10% increase in IMD score, practice payments increase by just 0.06%.87 In
2020, Health Foundation research found that, once weighted for need, practices in the
most deprived areas receive around 7% less funding per patient than practices in the most
affluent areas.8 Inequities in funding between surgeries in more and less deprived areas are
not reducing over time.8
Other general practice income also affects the distribution of resources between areas. The
‘minimum practice income guarantee’, introduced in 2004, redirected some funding to
practices in deprived areas, but was phased out from 2014.88 Recent data suggest practices
in more deprived areas tend to receive lower QoF scores, resulting in lower income.8
Provision of ‘directed enhanced services’ in primary care – which practices can choose to
provide in exchange for extra income – is also lower in deprived areas.89
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Area-based funding allocations
Understanding how changes to overall NHS funding allocations affect equity in general
practice is challenging. Area-based allocations cover funding for a vast array of NHS
services, not just primary care. Local commissioners make different decisions about how
these resources are used in their area. And most funding received by general practices
comes directly through the GP contract. Area-based allocation formulae have changed over
time, and some areas have remained either ‘over’ or ‘under’-funded compared with their
target allocations.77
Barr and colleagues studied the impact of changes to the NHS resource allocation formula
between 2001 and 2011 – a period when policymakers attempted to increase NHS
resources for more deprived areas in England.90 They found that geographical inequalities
in mortality from causes amenable to health care declined in absolute terms during the
10-year period – with most of the observed reduction explained by the increase in NHS
resources in more deprived areas. This suggests that changes to NHS resource allocation
may be an effective mechanism to reduce health inequalities. But it is not clear how far
overall attempts to make NHS funding more equitable between regions of England trickle
down to general practice.
Since 2010, changes to allocation formulae have affected how resources are distributed
between more and less deprived areas. The reduction of the PCT health inequalities
adjustment in 2010 directed some funding away from deprived areas. And changes to the
core CCG allocation formula in 2014, and the primary care allocation formula in 2016,
made each less progressive than its predecessor in terms of distributing funding relative
to deprivation.91,92,93

Contracting and commissioning
Alongside changes in how funds are allocated, reforms to GP contracts and commissioning
have been used to influence how NHS resources are used to improve primary care. Since
1990, new GP contracts have been introduced by policymakers to give greater flexibility
to tailor local services in more deprived or under-doctored areas. And regular reforms
to NHS commissioning have included broad aims to reduce inequalities in care quality
and outcomes.
Key policy developments since 1990
Contracting
Historically, there was only one nationally negotiated GP contract.24 Government
introduced a wider choice of contracts for GPs in the late 1990s, partly to improve quality
of care and allow services to be better tailored to meet local needs, and partly to attract GPs
to work in under-served areas by providing more flexible employment options.94,95
To help do this, the NHS (Primary Care) Act 1997 enabled pilots of new PMS contracts (see
Box 1) and created more opportunities for salaried GP posts (an alternative to practising as
a self-employed GP partner).94,96 PMS pilots began in 1998 – and initially were mostly in
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deprived areas.95,97 Unlike the national contract, GPs could negotiate PMS contracts locally
with their PCTs and test new ways of contracting services.95 Many PMS pilots made use of a
new salaried doctor scheme that reimbursed the costs of salaried posts.98,99
In 2000, The NHS Plan made existing PMS pilots permanent and promised to expand
them, including 200 PMS sites mainly in ‘disadvantaged communities’ by 2004.78 PMS
contracts became a permanent alternative to the GMS contract in 2002.100 PMS and GMS
contracts have become more similar over time.51 PMS contracts and salaried GPs remain.101
The introduction of APMS in 2004 (see Box 1) was a further attempt to use GP contracts
to help improve primary care in under-doctored areas.102,103 These contracts allowed
commissioning organisations to contract with non-NHS bodies (such as commercial
providers or social enterprises) to supply primary care services. APMS intended to expand
primary care capacity and offer patients more choice of providers and services, particularly
targeting populations with ‘high health needs without the services to respond to them’
to ‘tackle longstanding inequities’.103 Between 2008/09 and 2012/13, 4% of practices
held APMS contracts.104 By 2018/19, 2% of practices were run by alternative contract
providers.24 The 2004 contract reforms also saw the introduction of the GMS contract
(see Box 1).
Commissioning
Over the past 30 years, local NHS commissioners have been given responsibilities to
purchase some primary care services (see section on resource allocation), manage GP
contracts, and improve the quality of primary care. National policy on NHS commissioning
has had broad and overlapping aims, including to reduce inequalities in care quality and
outcomes.105,106,107,108
In 1991, two models of commissioning health services were introduced – the first time
there had been a formal split between ‘purchasers’ and ‘providers’ of NHS care. Health
authorities were responsible for assessing population health needs and purchasing acute
or community services – and gained responsibility for primary care contracting in the
mid-1990s. GP fundholding was also introduced, enabling GP practices that signed up to
control some of the budget for hospital care for their patients (and receive a share of any
savings generated).
Fundholding was abolished by the Labour government in 1999, amid concerns that it was
contributing to inequities in care.109 But the purchaser-provider split was maintained and
government introduced new primary care groups (PCGs), responsible for commissioning
hospital, community, and primary care services in their area. By 2002, primary care trusts
(PCTs) had replaced PCGs, bringing together the functions of health authorities and PCGs.
PCTs were explicitly tasked with reducing health inequalities.110,111 PCTs were required to
carry out health equity audits to identify how fairly NHS resources were distributed within
their areas and identify actions to address inequalities. To help target resources at the most
deprived areas, government identified ‘spearhead’ PCTs in 2004, covering the 20% of areas
with the greatest deprivation and ill health. A new funding formula was introduced to
direct additional NHS resources to deprived areas (see section on resource allocation).
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A mix of area-based policies were also introduced in the late 1990s and 2000s that aimed
to improve health and reduce inequalities through changes in how services were planned
and delivered.109,112,113,114,115 For example, health action zones were local partnerships
for improving health and health equity involving NHS commissioners, providers,
local government and others between 1998 and 2003, established in areas of high
deprivation or ill health. Schemes varied based on local context but included a focus on
improving primary care – including by improving premises and expanding services in
deprived areas.113
PCTs were abolished under the Health and Social Care Act in 2012. CCGs were created to
plan and commission most local services – and inherited responsibility for commissioning
primary care over time from NHS England. Among other aims, NHS England and CCGs
were intended to reduce inequalities in access to and outcomes of NHS care. Under the
latest round of NHS reforms due to be implemented in 2022, CCGs will be replaced
by integrated care boards, which are also expected to be key vehicles for reducing
inequalities.116
Evidence on policy impact
Contracting
Evidence on the effects of the new GP contract models introduced from 1997 onwards
is mixed. Most available evidence is from the first wave of PMS pilots, which had some
positive effects. The pilot sites were concentrated in deprived areas – particularly in
cities.97,117,118 The national evaluation found that salaried contracts had resulted in modest
but positive improvements in GP recruitment and retention.97,98 And the pilots were
successful in improving access and quality of care for vulnerable groups.97,117,119,120 But the
mechanisms for improving quality in pilot sites – such as effective management, clear
objectives, and flexible professional relationships – were not unique to the PMS model.120
The impact of PMS in different areas is also likely to have changed over time. Later PMS
pilots were more geographically spread, with fewer placed in deprived areas.97 By 2004/05,
salaried GP posts were more common in more affluent areas.118 By 2013, NHS England
analysis found that there was no relationship between PMS expenditure and deprivation.121
Evidence on the impact of APMS contracts is more limited. Analysis of practices in England
open from 2008/09 to 2012/13 found that practices holding APMS contracts tended
to be in more deprived areas than GMS or PMS practices.104 But while APMS had more
GPs per 1,000 patients, they were found to perform worse on care quality and patient
experience.104
Commissioning
Overall, evidence suggests that changes to NHS commissioning have not led to reductions
in health inequalities107,108,122,123,124 – though regular reorganisations of NHS commissioning
systems make evaluation challenging, and evidence of the effect on primary care is
more limited.
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Evidence suggests that PCTs largely failed to reduce health inequalities, despite explicit
efforts to do so by improving commissioning of services.107 Studies on health action zones
also found no clear evidence of an effect on population health and health inequalities.125,126
More recent evidence, however, suggests the broader health inequalities strategy that
these partnerships and other related policy developments were part of – including
directing additional NHS funding to more deprived areas – may have been partially
effective in reducing health inequalities in England over time.90,127,128,129 There is little
evidence to suggest that clinical commissioning since 2010 has had a significant impact on
inequalities.108,124

Workforce
Having enough staff is central to delivering good care in general practice, and recruiting
and retaining more GPs and other primary care professionals continues to be a policy
priority.130 Since 1990, national policies to address the inverse care law in general practice
through more equitable workforce distribution have fallen into two broad groups: changes
to central controls on the distribution of GPs, and incentives to attract and retain GPs
in certain areas. New working arrangements for GPs (see section on contracting) and
funding for new practices (see section on premises) have also been used to attract staff to
under-doctored areas.
Key policy developments since 1990
Controls on GP distribution
Central controls on GP distribution have been used for much of the lifetime of the NHS.
From 1948 to 2002, the Medical Practices Committee (MPC) was responsible at a national
level for the equitable distribution of GPs, refusing applications from doctors wanting
to practise in areas with an ‘adequate’ number of GPs.131,132 The MPC considered various
factors including deprivation in its decisions, and introduced a weighting formula for
deprivation in 1998.133
The government announced the abolition of the MPC in 2000, citing ‘only partial success’
in ensuring the fair distribution of GPs.78 In 2002 – when the committee was abolished –
responsibility for workforce distribution and GP vacancies transferred to PCTs.134 Despite
the shift towards local control, government still set advisory lower and upper limits for GP
recruitment for PCTs between 2002 and 2004 to promote ‘more equitable distribution’.134
In 2009, the new Medical Education England (later Health Education England) assumed
responsibility for national workforce planning, but not explicitly for fair GP distribution.135
NHS Plan targets
The NHS Plan promised to recruit 2,000 extra GPs nationally by 2004 and improve
primary care supply in deprived areas. To support these aims, government introduced
financial incentives under the Golden Hello Scheme in 2001. The scheme gave up to
£5,000 to new GPs and returners, with an extra £5,000 available to GPs in deprived or
under-doctored areas.136 From 2002, the payment increased for under-doctored PCTs.136
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The Primary Care Development Scheme replaced the Golden Hello Scheme in 2005. The
scheme aimed to provide extra funding and support to areas with recruitment difficulties,
particularly ‘disadvantaged areas with high needs’.137 Funding could be used to recruit more
GPs – and in some cases to ‘improve’ the skill mix in primary care – by offering financial
incentives (for individuals or practices) and development opportunities. National funding
of £13m per year was allocated initially, subject to a planned review in 2008/09. There is
no publicly available information on the scheme beyond 2005.137
‘Building the workforce’ since 2015
The NHS Five year forward view in 2014 committed to incentivising GPs to work in
‘under-doctored areas to tackle health inequalities’. The Building the workforce plan
for general practice in 2015 then announced a mix of funding and policies to fulfil
this commitment.
The plan included funding to encourage former GPs to return to practice in ‘areas of
greatest need’.138 NHS England piloted a Targeted Investment in Recruiting Returning
Doctors Scheme in 2016 for practices with vacancies outstanding for a year or more.139
The pilot funded 50 practices in under-doctored areas to pay a returning GP up to £8,000
in relocation costs and a £2,000 education bursary, provided the GP practised there for
3 years. The scheme was not extended beyond the 1-year pilot.140
The 2015 plan also promised targeted incentives for GP trainees. In 2016, NHS England
and Health Education England introduced a Targeted Enhanced Recruitment Scheme
(TERS). Under TERS, GP specialty trainees receive £20,000 for undertaking their 3-year
GP speciality training in ‘hard to recruit’ areas identified by Health Education England –
including deprived areas.141 NHS England has funded more TERS places over time.142
Building the workforce committed Health Education England to funding ‘post CCT’
training – further training for qualified GPs who have attained their Certificate of
Completion of Training – in hard to recruit areas. This built on a recent pilot for a
fellowship programme of additional academic study and practical training for recently
qualified GPs.143,144 Pilots expanded in 2015/16,145 and in 2016 NHS England committed
to 250 new post CCT fellowships in ‘areas of poorest GP recruitment’.74 In 2020/21,
Health Education England continued funding for a less ‘restrictive’ post CCT fellowship
programme. The programme is not just for under-doctored areas but includes ‘Trailblazer’
fellowships – piloted in 2018 – for the most deprived practices and specifically focused on
addressing health inequalities.146,147,148
In 2017, NHS England introduced an International GP Recruitment programme for ‘some
of the most hard to recruit areas’, to help meet a General practice forward view target to
recruit from outside the UK.149 It provided help with relocation and training for GPs. Pilots
aimed to recruit GPs from the European Economic Area to Lincolnshire, Essex, Cumbria,
and Humber, Coast and Vale. After the government set a more ambitious target to recruit
GPs internationally, NHS England increased funding to expand the programme.150
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Evidence on policy impact
Evidence on the impact of individual workforce policies on recruitment and retention of
GPs in deprived areas is limited and mixed. There is some evidence that central controls on
GP distribution between 1948 and 2002 helped match GPs more closely with population
need.40 Goddard et al studied the impact of controls on GP distribution between 1974
and 2006, and found that equity in GP supply increased until 1994, but then decreased
– and fell further after the MPC was abolished in 2002.40 They concluded that controls
likely increased overall equity in GP distribution, but – given the range of other factors
shaping where GPs work – were not sufficient to stop distribution becoming less equitable.
By the time it was abolished, the MPC’s assessment was that it had achieved fairer GP
distribution.133 But government criticised the committee for making decisions subjectively
and at too local a level.131
Since 2015, several policies used targeted funding to try to improve recruitment in
deprived areas, but data on their impact are limited. NHS England evaluated the Targeted
Investment in Recruiting Returning Doctors Scheme in 2017, before discontinuing it.
They found that a minority of practices filled their longstanding vacancies, family ties
tended to discourage doctors from relocating, and the relocation package was insufficient to
attract GPs to under-doctored areas.*
NHS England has expanded the TERS scheme, and all posts were filled in 2020/21.151,152,153
But there are no data on the retention of trainees recruited through TERS, and the scheme
has been implemented in the context of overall increases in GP trainee numbers, making
it hard to assess the contribution of TERS to trainee recruitment and distribution.154
Trailblazer fellowships have also been extended. In a qualitative study of the seven GPs in
the initial pilot, participants were very satisfied and thought that it would make general
practice more attractive.143
There is also little evidence on the impact of the International GP Recruitment Programme.
The Lincolnshire pilot recruited 26 doctors against a target of 25, but it is unclear how far
the programme contributed to filling these posts, and whether targets to recruit 75 doctors
in Essex and Cumbria were met.155 Health Education England highlighted in its work on
the pilots that some doctors needed more support than practices expected.†
General practice workforce distribution since 1990
Another way of thinking about the potential impact of these policies on the GP workforce
is to compare changes in the distribution of GPs in relation to deprivation over time.
Overall, available data suggest that inequities in the distribution of GPs have persisted
over the past three decades – though there have been periods where these differences have
narrowed. A lack of comparable data makes it hard to understand long-term trends. But the
Department of Health identified low levels of practice staff in deprived areas in the early
1990s.131 And there is evidence that inequity in GP supply relative to population need grew
between 1994 and 2003, despite overall increases in GP numbers.96
*

NHS England. Targeted Investment in Recruiting Returning Doctors Scheme: Interim Review. May 2017.
Unpublished.

†

NHS England and NHS Improvement. International GP Recruitment Lessons Learned workshop summary.
April 2021. Unpublished.
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Between 2009/10 and 2013/14, the pattern reversed, with the most deprived
neighbourhoods having the most GPs per need-adjusted patient (see Figure 3). This
suggests that policies in the 2000s may have had some success in contributing to a more
equitable supply of GPs in England. But improvements do not appear to have lasted: there
were consistently fewer GPs per patient in deprived areas than in affluent ones between
2015/16 and 2018/19 (see Figure 4). Data between 2004/05 and 2013/14 (Figure 3) are
not directly comparable to data between 2015/16 and 2018/19 (Figure 4), as the way that
GPs were counted by NHS Digital changed.
Figure 3: Trends in GP supply per 100,000 population by neighbourhood
deprivation in England, 2004/2005 to 2013/2014
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Figure 4: Trends in GP supply per 100,000 population by neighbourhood
deprivation in England, 2015/16 to 2018/19
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Premises
Having high-quality and accessible buildings can support the delivery of high-quality care.
Broadly speaking, national policies on general practice premises either aim to improve
(or ‘modernise’) existing premises, or to build new ones. Since 1990, some policies
attempted to improve the poor state of the general practice estate, though rarely with the
aim of increasing equity. In the late 2000s, building new practices was explicitly used by
national policymakers as a route to increase equity. Policymakers hoped that putting new
practices in deprived areas would encourage GPs to work there, in turn improving access to
primary care.
Key policy developments since 1990
Labour governments introduced several policies on general practice premises in the 2000s.
Data collected in 1996 had shown that GP premises were often not fit for purpose. Almost
half were based in adapted residential buildings or converted shops. 53% were over 30
years old, and patient access frequently failed to comply with Disability Discrimination
Act requirements.156 The 1996 white paper Primary care, delivering the future stated
an intention to ‘enable different options’ for GPs to develop premises based on local
needs. This was not targeted at deprived areas, but did result in minor changes – for
example, allowing health authorities to give GPs loans to buy themselves out of leases on
substandard premises.
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The 1998 Spending Review promised to ‘improve the quality of GP premises’, and was
followed by public service agreements – government objectives linked to departmental
spending – pledging that improvements would be ‘targeted towards areas of deprivation,
resulting in improvements to 1,000 premises nationally by 2002’.157,158 Department of
Health expenditure records show that by the end of the 2000 financial year, 598 practices
had received some improvements, with plans in place for a further 559 improvements
during 2001. But we do not know whether these improvements were made in
deprived areas.159
The NHS Plan (2000) contained another raft of policies on GP premises. Investment of ‘up
to’ £1bn in primary care premises was promised, with ‘up to’ 3,000 premises substantially
refurbished or replaced by 2004, alongside 500 new primary care centres.78 It was not clear
where these additional resources would be targeted, but the plan specified that ‘health
centres in the most deprived communities will be modernised’. This commitment was
repeated in Tackling health inequalities – a programme for action in 2003, which promised
to improve primary care facilities in inner cities and ‘disadvantaged areas’.61
The vehicle for delivering these plans was a new public-private partnership – NHS local
improvement finance trust (LIFT) – launched by the Department of Health in 2000.
LIFT was a mechanism for funding new NHS estate. It aimed to address longstanding
underinvestment in primary care facilities in England, and – by doing so – ‘help resolve
GP recruitment and retention problems’.156 Each project would combine funding from the
Department of Health with matched funding from PCTs, local authorities, and others.
A larger tranche of money – 60% of the total – would come from a private sector partner.
PCTs would be responsible for selecting sites for LIFT funding and GPs would occupy the
buildings as tenants.160
By 2004, the NHS reported that 42 LIFT projects were underway, and that ‘most’ projects
were in deprived areas. A new aim – of 54 NHS LIFT projects by 2008 – was set. A 2005
report from the National Audit Office said that progress had been significantly slower than
anticipated, largely due to hesitancy from GPs.156 In 2014, 314 projects had been developed
across England using LIFT funding (though these were not exclusively in general practice).
More targeted policies to improve primary care facilities were introduced in the late 2000s.
Fairness in Primary Care Procurement was introduced in 2006.161 It aimed to improve
primary care in the least well-doctored PCTs, which would receive national support to
procure new primary care services. Ten PCTs participated in Fairness in Primary Care
Procurement, with most securing a single new practice.162,163 In 2008, the scheme was
extended to all PCTs under the Equitable Access to Primary Medical Care (EAPMC)
programme. Government invested £250m between 2008 and 2011 to deliver two
aims: opening 100 new practices in the 25% of PCTs with the ‘poorest provision’, and
developing a new GP-led health centre in an easily accessible location in every PCT.164
Each GP-led health centre needed to offer walk-in services, including for non-registered
patients, and longer opening hours. EAPMC led to the procurement of 113 new premises
in 50 PCTs,165 before funding was withdrawn in 2011.
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More recently, a mix of national policies considered how to improve primary care premises
in England – including the General practice forward view in 2016,74 the Naylor Report
in 2017,166 and NHS England’s general practice premises policy review in 2019.167 But
none of these policies focused on reducing inequalities or improving premises in more
deprived areas.
Evidence on policy impact
Evidence on the impact of overall attempts to improve GP premises in different areas
is limited. Evaluations of these schemes often focus on pounds spent and buildings
produced.168 But little detail is provided on where improvements were made or practices
were built, and how this relates to the socioeconomic characteristics of an area. Even then,
new buildings themselves do not necessarily mean better access and quality of care.
NHS LIFT appears to have had some success in enabling new NHS services to be built in
areas of high deprivation. By 2013, 40% of all LIFT investments had been made in the 10%
most deprived areas, and almost 90% of LIFT projects were in areas of above average health
needs.168 But progress in building new practices was slower than intended, and attracting
GPs to move into LIFT buildings proved more challenging than expected.156 It is difficult
to assess the impact of these developments on the provision, use or quality of primary
care services.
More targeted policies appear to have had some positive effects. The EAPMC scheme led
to fewer practices being built than originally intended – 113 in total.165 But opening new
practices appeared to drive an increase in the number of GPs working in more deprived
areas.39 As a result, Asaria et al conclude that EAPMC partly contributed to a reduction
in socioeconomic inequality in GP supply in England from 2006/07 to 2011/12.
Socioeconomic inequality in GP distribution increased again after the programme wound
down in 2011/12.39
EAPMC may have also had unintended effects. In addition to funding for new practices in
targeted areas, every PCT was required to develop a new GP-led health centre. The health
centres built under the scheme were more likely to be placed in areas of high deprivation
(28% of GP-led walk-in centres were in the 10% most deprived areas, compared with 1%
in the least deprived 10%).165 But some NHS leaders worried that the services were poorly
targeted.169 And some commissioners felt that walk-in centres may have created inequity in
access because they were mostly used by people living close by, rather than by groups from
areas of high deprivation with significant health needs.165
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Discussion
We analysed national policies to address the inverse care law in general practice in
England since 1990. The inverse care law is nothing new – and neither are policy efforts
to address it. A mix of approaches have been used by policymakers to reduce inequities in
GP services – including policy on funding, commissioning, contracting, workforce and
premises. Policy development has not been linear, and efforts to tackle the inverse care
law in general practice since 2010 have been more limited. Data on the effect of individual
policies are limited, though some approaches appear to have made a positive contribution
to addressing inequity. Policy changes in each area overlap and interact, and policies on
general practice have been implemented in the wider context of approaches to NHS
investment and reform.
Standing back, policy efforts to reduce inequities in GP services since 1990 have not
been enough to overcome differences in care between more and less deprived areas. Lack
of consistent data make it difficult to compare changes over time. But analysis of recent
data suggest that GP practices in more deprived areas are relatively under-doctored,
underfunded, and perform less well on a range of quality indicators. In some areas, such as
the distribution of GPs in England, improvements in the late 2000s appear to have reversed
(see section on the GP workforce). And these gaps may be widening: analysis of data on GP
numbers in England from 2015 to 2020 suggest that inequities in the distribution of GPs
are growing.42
Meantime, general practice is in a precarious state. GP consultation numbers are now
higher than they were pre-pandemic,14 but the number of permanent, fully qualified
GPs has fallen since 2015.13 The pandemic has created additional work for GPs, such as
delivering millions of COVID-19 vaccinations, and there is a major backlog of unmet
health care needs.170 GPs are also under pressure from government and national NHS
bodies to increase face-to-face appointments – and risk being ‘named and shamed’ for not
doing so.171 Staff are exhausted, and many GPs consider taking a break from work or leaving
their jobs.172
General practice has a central role to play in levelling up and reducing health inequalities.
But if the provision of general practice remains skewed towards wealthier areas, existing
disparities may widen. The inverse care law is not an inevitable feature of general practice,
but it will remain so unless stronger policy action is taken to address it. To help inform
future policy to reduce inequities, we identify five lessons from our analysis.
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1. Policymakers have introduced a mix of measures, but
too little has been done on funding
Over the past 30 years, the most common way of attempting to increase equity in general
practice has been to try to boost the number of GPs working in deprived areas. A variety
of approaches have attempted to do this – from central controls on GP distribution, to
financial incentives to attract GPs to certain areas. Policy levers have often overlapped.
For example, new GP contracts (in the late 1990s and early 2000s) and building new
GP surgeries (in the late 2000s) have been used as mechanisms to draw GPs into underdoctored areas.
Yet policy measures in other areas – most notably the distribution of core GP funding –
have been more limited. Changes to how resources are allocated between different parts
of the country is an important mechanism to achieve wider policy objectives in the NHS,
including reducing health inequalities.77 The amount of funding GP practices receive
directly affects the services they can offer patients – including the number and type of staff
that they can employ. But evidence suggests that the main formula underpinning general
practice funding in England – Carr-Hill – does not adequately adjust for additional health
care needs associated with deprivation.8,70 Promises to ‘re-do’ the formula have been made
repeatedly since 2008, but not delivered. Carr-Hill is the main determinant of the income
that practices receive.71 Wider attempts to improve equity in general practice – through
changes to staffing, premises, or other areas – therefore exist in the context of continued
inequity in general practice funding.8

2. A combination of policies were implemented in the
2000s, but less has been done since 2010
Inequities in the provision of general practice between more and less deprived areas are
influenced by the interaction of multiple factors – including policies on NHS funding,
staffing, wider public policy, and more. A combination of policy measures are likely needed
to reduce them. Under Labour governments in the late 1990s and 2000s, a mix of policies
were introduced that attempted to improve the provision of general practice in areas of
high deprivation – including on GP staffing, premises, and contracting – implemented in
the context of a wider government strategy to reduce health inequalities (see lesson 5).
Evidence on the impact of these policies is limited, but it is likely that the combination of
policies in general practice contributed to a more equitable distribution of GPs by 2010
(see lesson 4).
In contrast, policy efforts to make access to general practice more equitable since 2010 have
been more limited. And some national policies that appeared to be having a positive effect
on the fair distribution of GPs, such as Equitable Access to Primary Medical Care (EAPMC),
were stopped and not replaced. Since 2014, national NHS bodies have implemented
several programmes aimed at improving recruitment in under-doctored areas, but these
are relatively small scale and have had limited success (see workforce section). In addition,
several current policies may inadvertently worsen inequities. For example, government
has promised 26,000 additional allied health professionals working in general practice by
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2024, but there are no mechanisms to ensure that these staff are targeted at areas with the
greatest need. New funding provided for primary care networks – groups of GP practices –
also appears to do little to account for inequities.173

3. Policies have often been small and targeted, swimming
against a much stronger tide
Policies have often been small in comparison with the scale of the problem – swimming
against a strong tide of other factors shaping inequities. Policymakers can take a mix of
approaches to improve equity – for example, by adapting universal policies to account for
differences in need (‘proportionate universalism’), introducing targeted policies focused on
increasing resources for particular groups, or some combination of the two.17 Yet some of
the largest population-level policies that could reduce inequities in the provision of general
practice – such as changes to funding (see lesson 1) – have not been implemented. And
national controls to help ensure fairer distribution of GPs were scrapped in the early 2000s.
Current policies on distribution of GPs in England rely on small-scale and often timelimited incentive schemes.
Since 1990, national NHS policymakers relied on changes to NHS commissioning as one
mechanism for improving health and reducing inequalities. Yet there is little evidence that
NHS commissioning in and of itself has led to reduced inequalities. NHS commissioners
have some discretion to direct local funding to general practice in more deprived areas. But
these pots of money are often small and time-limited.174,175 Reliance on local decisions may
increase inequities if there are systematic differences in approaches between areas.

4. Evidence on policy impact is limited and mixed, but
some measures appear to have helped
Overall, evidence on the impact of policies to tackle the inverse care law in general practice
in England is limited. A small number of policies, such as the introduction of PMS and
salaried contracts, were subject to national evaluation.97 But others, such as the Golden
Hello Scheme and Targeted Enhanced Recruitment Scheme (TERS), have not been
formally evaluated. In other areas – for example, the development of primary care premises
under the LIFT scheme – data to inform understanding of how policy changes affected
GP care in different areas are limited. And understanding how changes in NHS policy that
included broader aims on reducing inequalities, such as changes to commissioning, affected
equity in general practice is challenging.
That said, some policies appear to have had some positive effects. The initial PMS pilots
and salaried GP contracts in the late 1990s – targeted at more deprived areas – were
successful in improving access and quality of care for vulnerable groups. But later PMS
pilots and GP salaried posts were more geographically spread, so these effects may have
not been sustained. Central controls on GP distribution – in place until 2002 – appeared
to contribute to the more equitable distribution of GPs in England, though were not
strong enough to prevent GP distribution becoming more inequitable over time.40 And
the EAPMC scheme in the late 2000s – including funding for new GP practices in deprived
Discussion
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areas – appeared to drive an increase in the number of GPs working in more deprived
areas, likely contributing to a reduction in inequities in GP supply in the late 2000s. The
combination of policies on NHS funding and premises in the 2000s are likely to have
contributed to this progress.
Evaluation of more recent attempts to incentivise GPs to practise in ‘hard to recruit’ areas
in England is limited. International evidence is mixed but suggests that financial incentives
may help recruit primary care doctors into under-served areas under certain conditions,
and that those who complete their training in these areas are more likely to practise there.176

5. The impact of policies on general practice is shaped by
the wider policy context
Ultimately, policies to reduce inequities in the provision of general practice operate
in a wider policy and political context. First, broader policies on general practice – for
example, the proportion of NHS investment in primary care and overall efforts to increase
GP recruitment – shape the impact of policies to distribute resources more equitably.
Increasing the share of funding in more deprived areas is also likely easier when overall
funding is increasing – reducing a ‘winners’ and ‘losers’ effect.16 On the flipside, financial
incentives for GPs to train in more deprived areas may have less impact when overall
trainee numbers are high (as they are currently)177 and – as a result – GP training places are
more easily filled. Universal increases in GP numbers or funding that do not adequately
account for deprivation will also likely dampen the effect of smaller initiatives targeting
resources in more deprived areas.
Second, policies on general practice operate in the broader context of policy on NHS
improvement and reform. Increasing funding for general practice is easier when overall
NHS resources are increasing – and changes in how services are planned and delivered
affect general practice in more deprived areas. Changes to overall NHS resource allocation
between 2001 and 2011, which increased resources for more deprived areas, appear to
have contributed to reductions in health inequalities between more and less deprived
areas.90 But there has also been a major shift in the composition of NHS spending over
the past two decades towards hospital-based care and away from other services in the
community.22
And third, policies on general practice are shaped by wider government policy. Attempts to
reduce inequities in general practice in the late 1990s and 2000s were implemented in the
broader context of a national strategy to reduce health inequalities in England. The strategy
involved a range of interventions and evolved over time – including better support for
families, efforts to tackle poverty, improving NHS prevention and treatment, and a mix of
other measures, combined with increased investment in the NHS and other services.59,60,61
Since 2010, policies on general practice in England have been implemented in the context
of limited growth in NHS spending and cuts to public health and wider social services that
shape health.178 There is currently no national strategy for reducing health inequalities in
England, but government is expected to publish a white paper on levelling up in 2022.
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Recommendations
The current government was elected on a promise to ‘level up every part of the
country’. Manifesto commitments included 6,000 additional GPs, and 50 million more
appointments per year in general practice.179 Unless these policies are designed with equity
in mind, promises to expand access to general practice may run counter to promises to level
up health. For example, boosting overall GP numbers does not necessarily result in more
equal distribution between different parts of the country.40,41,96
Several measures are in place to address parts of the inverse care law in general practice, but
they are swimming against a powerful tide of other policies and factors likely to widen gaps
in care between richer and poorer areas. Attempts by NHS England to promote equality
and tackle health inequalities will be undermined by inequities in provision of NHS
services.180 Urgent action is needed to prevent this from happening. The government’s
levelling up agenda offers an opportunity to level up within the NHS, including in
general practice.
Based on our analysis, we make the following recommendations for national policymakers:
•

Addressing the inverse care law in general practice should become an explicit
national priority, set by government. This should form part of a broader national
strategy to reduce health inequalities, with clear goals for improvement and
measures for tracking progress.

•

New policies for general practice in England should be subject to an ‘equity test’.
This should consider how the policy may impact on the equitable provision of
general practice, and how it will interact with other policies in place or being
introduced.

•

An independent review of general practice funding allocations should be
established to examine all income streams into general practice, how these differ
between more and less deprived areas, and alternative approaches to allocating
resources more fairly based on health care needs. Government should act on
recommendations from the review.

•

Government should work with national NHS bodies to develop a medium and
long-term workforce strategy for general practice, as part of a broader workforce
strategy for the NHS in England. This should include plans and projections for GP
retention and recruitment, and consider mechanisms to more equitably distribute
the GP and allied health professional workforce. As part of this strategy, government
should consider stronger central coordination and oversight of GP distribution
in England.
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•

Integrated care boards should be required to develop plans for reducing inequities
in the provision of high-quality GP services. This should include clear goals for
improvement and how they will be measured. Integrated care boards should also
produce plans for data collection and analysis to effectively monitor general practice
provision relative to need.

•

Government must commit to more rigorous testing and evaluation of
policies affecting general practice – including current policies to recruit GPs in
under-doctored areas. Evaluations should explicitly consider equity and be made
publicly available.
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Conclusion
The inverse care law is not an inevitable or irreversible feature of general practice. National
policymakers have used a mix of approaches to try to reduce inequities in the provision
of GP services – including policies on funding, commissioning, contracting, workforce
and premises. Overall, evidence on the impact of these policies is limited – though some
approaches appear to have helped reduce inequities. Since 2010, efforts to tackle the
inverse care law in general practice have been limited and small scale. Key policy changes
that may improve equity in general practice have not been implemented – most notably
revising the core funding formula for GPs. Meantime, general practice in deprived areas
remains under-doctored, and performs less well on key quality indicators than general
practice in more affluent areas.
Addressing the inverse care law in general practice aligns with government’s levelling up
agenda, and should become a core objective of policy. Changes to GP funding and stronger
central coordination of workforce distribution are key mechanisms that could be used to
do it. Without deliberate policy action, inequities in general practice in England are likely
to grow.
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Appendix 1: Literature search
We carried out a review of the literature to identify qualitative or quantitative evidence on
the impact of national policies to reduce inequities in the supply of general practice services
in England. We conducted searches in Medline, Embase, Web of Science Social Sciences
Citation Index, and Health Management Information Consortium for relevant studies in
English published between January 1990 and July 2021. The search strategy was tested
across the four databases to ensure that key ‘tracer papers’ were found in our searches.
Table A1 summarises our search strategy in Medline. We also undertook targeted searches
in internet search engines (such as Google Scholar) and government websites (such as the
National Archives and Gov.uk) to identify further policy papers or evaluation documents,
as well as contacting relevant national NHS agencies for more detail on policy evaluation.
We developed inclusion criteria to identify relevant studies (Box A1). Titles and abstracts
of all papers were screened by two members of the review team to identify relevant studies,
with the full text reviewed if the paper appeared relevant. Studies were assessed against the
inclusion criteria. For included studies, we reviewed the papers in full and grouped them
by domain – including papers related to policies on workforce, funding, premises, or other
areas. We tried to match studies to the key policies we reviewed – though some studies
looked at a mix of policy changes together, and others looked at changes in general practice
over time. We summarised data from relevant studies and used a narrative approach to
reporting them.
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Table A1: Medline search strategy
#

Searches

1

(policy or policies or intervention$ or program$ or project$ or strategy or strategies or
approach$ or reform$).ti,ab.

2

limit 1 to (abstracts and yr=“1990 -Current”)

3

(equit$ or inequit$ or inequali$ or unequal or gap$ or gradient$ or distribution or
inverse or under doctored or depriv$).ti,ab.

4

limit 3 to (abstracts and yr=“1990 -Current”)

5

(fund$ or financ$ or payment$ or allocation$ or “global sum” or capitation or money
or premise$ or surgery or practice or commission$ or access or workforce or staff or
doctor$ or service or organi*ation or quality or appointments).ti,ab.

6

limit 5 to (abstracts and yr=“1990 -Current”)

7

(general practice$ or general practitioner$ or GP$ or primary care or primary health).
ti,ab.

8

limit 7 to (abstracts and yr=“1990 -Current”)

9

(england or NHS or National Health Service or wales or scotland or UK or United
Kingdom or Northern Ireland).ti,ab.

10

2 and 4 and 6 and 8 and 9

11

2 and 4 and 6 and 8

12

(fair and Primary Care and Procurement).mp. [mp=ti, ab, hw, tn, ot, dm, mf, dv, kw, fx,
dq, nm, kf, ox, px, rx, ui, sy]

13

Equitable Access to Primary Care.mp.

14

GP Forward View.mp.

15

((GP or Doctor) and “forward view”).mp. [mp=ti, ab, hw, tn, ot, dm, mf, dv, kw, fx, dq,
nm, kf, ox, px, rx, ui, sy]

16

(Practice Based Commissioning or Primary Medical Services).mp. [mp=ti, ab, hw, tn,
ot, dm, mf, dv, kw, fx, dq, nm, kf, ox, px, rx, ui, sy]

17

((Salaried or “Health Action Zone” or “Alternative Provider Medical Services” or
Advisory committee) and resource allocation).mp. [mp=ti, ab, hw, tn, ot, dm, mf, dv,
kw, fx, dq, nm, kf, ox, px, rx, ui, sy]
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#

Searches

18

(Adjusted Lists and Equitable Distribution).mp. [mp=ti, ab, hw, tn, ot, dm, mf, dv, kw,
fx, dq, nm, kf, ox, px, rx, ui, sy]

19

“golden hello”.mp.

20

(Primary Care Development Scheme or Targeted Enhanced Recruitment or Targeted
Investment in Recruiting Returning Doctors or Trailblazer).mp. [mp=ti, ab, hw, tn, ot,
dm, mf, dv, kw, fx, dq, nm, kf, ox, px, rx, ui, sy]

21

(Funded post CCT training or Car-Hill or General practice resilience fund or LIFT).mp.
[mp=ti, ab, hw, tn, ot, dm, mf, dv, kw, fx, dq, nm, kf, ox, px, rx, ui, sy]

22

LIFT.mp.

23

21 not 22

24

carr hill.mp.

25

(Funded post and CCT).mp. [mp=ti, ab, hw, tn, ot, dm, mf, dv, kw, fx, dq, nm, kf, ox,
px, rx, ui, sy]

26

12 or 13 or 14 or 15 or 16 or 17 or 18 or 19 or 20 or 21 or 22 or 23 or 24 or 25

27

26 not 21

28

1 or 27

29

4 and 6 and 8 and 9 and 28

30

primary.mp. [mp=ti, ab, hw, tn, ot, dm, mf, dv, kw, fx, dq, nm, kf, ox, px, rx, ui, sy]

31

7 or 30

32

6 and 9 and 28 and 31

33

8 or 30

34

4 and 6 and 9 and 28 and 33
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Box A1: Inclusion and exclusion criteria for literature search
Include if the study:
•

Focuses on evidence or analysis on the impact of national policies to reduce inequities
in the supply of general practice (GP) in England. By supply, we mean factors related to
funding, staffing, premises and equipment, quality and organisation of services.

•

Focuses on evidence or analysis of changes or patterns of inequities in the supply of GP
in England.

•

Focuses on evidence or analysis on the factors directly shaping changes or patterns of
inequalities in the supply of GP in England.

Exclude if the study:
•

Does not include evidence or analysis related to inequities in the supply of general
practice in England, policies to address them, or factors that directly shape them.

•

Focuses on policies or evidence on the inverse care law in GP in countries beyond
England.

•

Focuses on policies or evidence on local initiatives to address the inverse care law that
are not clearly related to (or take advantage of) national policy changes.

•

Focuses on policies introduced prior to 1990.
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