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Summary
Most of the contact that people have with the NHS is with their general practice. Good
access to appointments in general practice is important not only for patients’ health but
also to reduce pressure on other parts of the NHS. Generally patients have a positive
experience of getting and booking appointments, and they trust and value their GP.
However, patients’ ability to get an appointment, and to get one with the doctor they
want, has gradually but consistently declined in recent years, and the proportion of
patients reporting problems in accessing general practice has increased. There is also
significant variation in the experience of different groups of patients and between
different practices. Younger people, those from minority ethnic groups and those in
deprived areas are less likely to be able to book an appointment.
In recent years the Department of Health (the Department) and NHS England have
failed to ensure that staffing in general practice has kept pace with growing demand.
They appear to have been complacent about general practice’s ability to cope with the
increase in demand caused by rising public expectations and the needs of an ageing
population, many of whom have multiple health conditions. The Department and NHS
England now seem to recognise the urgent need for action and they envisage significant
changes in general practice over the next few years. NHS England has committed to
increasing funding for general practice and is seeking to increase the number of GPs,
to make more use of technology, and to support the creation of more federations of
practices and multi-disciplinary large practices. To help general practice to change,
NHS England needs to do more to identify and evaluate what works, and to ensure that
best practice is applied more widely.
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Introduction
In 2014–15, there were an estimated 372 million consultations in general practice. When
accessing their general practice, patients need to be able to get a convenient appointment
which does not require them to wait too long and with the same doctor if that is important
to them. Good access to general practice matters, because prompt diagnosis and treatment
helps patients get the best outcomes when they are ill. It also reduces pressure on other parts
of the NHS such as hospital accident and emergency (A&E) departments. An estimated
5.8 million visits to A&E or walk-in centres in 2012–13 followed patients not being able to
get an appointment or a convenient appointment in general practice.
There are around 37,000 full-time equivalent GPs working in 7,875 practices across
England. Practices also employ a range of other staff including nurses, pharmacists and
administrative staff. NHS England contracts with practices to provide a range of services,
and in 2014–15 spent £7.7 billion (8% of its budget) on general practice. The Department
and NHS England have a range of initiatives underway to improve access to general
practice, including a workforce action plan to increase staffing and the Prime Minister’s
GP Access Fund, which has been piloting different ways of working, including extended
opening hours in the evenings and at weekends.
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Conclusions and recommendations
1.

Problems with recruitment and retention means there are not enough GPs to
meet demand. For the last decade, demand in general practice has risen faster
than capacity. The best available estimates for 2004–05 to 2014–15 indicate that
each year the number of consultations grew by 3.5% on average, compared with 2%
average annual growth in general practice staffing. The Government has committed
to providing 5,000 additional doctors working in general practice by 2020. NHS
England, together with Health Education England, the Royal College of General
Practitioners and the British Medical Association, published a 10-point workforce
action plan in January 2015 to increase staffing by: making it more attractive for
staff to remain in general practice; supporting those who wish to return after time
away; and increasing recruitment. However, the Department and NHS England
acknowledge that faster action is needed if they are to have 5,000 more doctors
working in general practice.
• More GPs are leaving the profession, particularly older staff with more experience.
Between 2005 and 2014 the proportion of GPs aged between 55 and 64 that left
approximately doubled, and the proportion of younger GPs leaving has also
increased. Declining job satisfaction among GPs caused by increasing workloads
and a feeling of being undervalued appear to be contributing to this trend. NHS
England and the Royal College of General Practitioners are interviewing older
GPs to find out what might encourage them to stay in general practice.
• It is too difficult for GPs who have left to return to practice. The number of
GPs leaving means there is a large pool of people not currently practising in
England who could potentially be attracted back. The Royal College of General
Practitioners referred to GPs in Scotland who wanted to practise in England.
However, it told us that it is unnecessarily difficult and takes a long time for
GPs to return after an extended period away, even if they have been working in
the meantime as GPs in other countries. Efforts have been made to improve the
process, but the Royal College considers it is still too bureaucratic.
• NHS England and Health Education England are struggling to attract new
doctors to become GPs. Recently, the number of trainees recruited each year has
remained at approximately 2,700, although the number of training places has
increased. This meant that 12% of training places were unfilled in 2014–15. We
heard that negative perceptions about general practice and the heavy workload
were making it more difficult to attract trainees. For 2015–16 Health Education
England carried out a marketing campaign and regional roadshows to promote
general practice to foundation-year doctors who were coming to the point of
having to make a career choice, and 100 more people took up GP training places
than in the previous year.
Recommendation: Building on the workforce action plan, the Department, NHS
England and Health Education England should:
a) set out how they plan to reduce the number of GPs leaving the profession early,
informed by analysis of the interviews with older GPs;
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b) set out how they plan to attract more GPs to return to practice, and how they
will monitor progress;
c) establish which incentives work best in attracting new recruits to general
practice; and
d) report back to us by December 2016 on the three points above and on progress
towards having 5,000 more doctors working in general practice.
2.

Having good access to general practice is too dependent on where patients live
because of variations in staffing levels. Staffing varies significantly across the
country—after adjusting for patient needs, the most deprived areas had on average
nearly five fewer GPs and nurses per 100,000 people than the least deprived areas in
2014, although the gap has narrowed since 2010 when the most deprived areas had
19 fewer GPs and nurses per 100,000 people. In areas where there are fewer staff it
is harder for patients to get appointments. In the third of clinical commissioning
groups with the lowest ratio of GPs and nurses to patients, 13% of patients could
not get an appointment, compared with 10% in the third of clinical commissioning
groups with the highest ratio. In addition, a higher proportion of older GPs work
in more urban and deprived areas so there is a risk that the inequality between
areas may increase when these GPs come to retire. There is no mechanism to ensure
that doctors and nurses are distributed equitably around the country, and places for
new GPs are much easier to fill in London than in some other parts of the country.
Through its workforce action plan NHS England has been using incentives, such
as extra financial support, to attract trainee GPs to work in areas of greatest need.
However, it is not clear what progress has been made.
Recommendation: By December 2016 NHS England should review the effectiveness
of its incentives to attract staff to areas which have relatively few general practice
staff, and set out the action it will take in light of its findings.

3.

There is unacceptable variation in patients’ experiences of getting and making
appointments. Patients who are older, white or in a more affluent urban area
get better access than anyone else. Conversely, patients who are younger, work
full-time or from a minority ethnic group are more likely to report problems in
getting a convenient appointment and in seeing their preferred member of staff.
For example, in 2014–15 19% of Asian patients were unable to get an appointment,
compared with 11% of white patients. The proportion of patients at each practice
unable to get an appointment varied significantly, from 0% to 52% in 2014–15. Most
of this variation appears to be due to the way practices are managed rather than
underlying demographic factors. Through the Prime Minister’s GP Access Fund
and other initiatives, NHS England is exploring how practices can improve access
for their patients, for example through better use of technology, staffing and wider
community-based services. It is also doing some work to share learning and good
practice more generally, but it is still not easy enough for individual practices to find
out what is working well elsewhere.
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Recommendation: NHS England should develop a strategy for identifying and
sharing best practice on access to general practice, including on how to improve
access for patients from minority ethnic groups, and report back to us by December
2016.
4.

We are concerned that it appears it is not always easy for people to find the
information they need to access the right medical care. To help them choose their
general practice and get appointments when needed, people need clear information
on the services practices provide and when they are open. Without this information,
they may go to A&E instead or do nothing at all. However, it can be difficult to find
out even basic information such as practice opening hours. Research by Healthwatch
has highlighted examples of practices having no website and, in one county, more
than a quarter of answer-machine messages gave the wrong out-of-hours telephone
number, which puts patients at risk if they do not know how to get help when their
general practice is closed. Good information may also help to reduce the number
of avoidable GP appointments by letting patients know where they can find more
appropriate organisations to help them with non-medical issues such as benefits or
housing.
Recommendation: NHS England should set out the minimum level of information
that all general practices should provide to the public to help them access services
easily, and it should monitor practices’ compliance annually.

5.

The Department and NHS England do not have enough information on demand,
activity or capacity to support their decisions on general practice. The National
Audit Office’s report highlighted a large number of important gaps in the data on
general practice. For example, the Department has not collected data on the number
of consultations since 2008–09, and no data are collected on staff vacancies within
practices. The Royal College of General Practitioners told us that individual practices
do collect detailed data on activity, but these data are not extracted, analysed or
used. The General Practice Extraction System aimed to provide this information
but, as we reported in January 2016, this project is late and still does not deliver all
that was intended. The Department told us that it and NHS England use existing
data from the GP Patient Survey as an indicator of pressure in the system, and that
they have work underway to improve data on activity levels and staffing. However,
the existing data gaps mean that the Department and NHS England cannot be
making well-informed decisions on how to improve access to general practice or
where to direct their limited resources.
Recommendation: By September 2016 the Department and NHS England should
publish a plan for improving the information they have on demand, activity and
capacity in general practice, including the minimum dataset they need and how
and when they plan to collect this dataset.
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1 Staffing general practice
1. On the basis of a report by the Comptroller and Auditor General, we took evidence
from the Department of Health (the Department) and NHS England.1 We also took
evidence from the Royal College of General Practitioners and Healthwatch England.
2. Most of the contact that people have with the NHS is with their general practice,
with an estimated 372 million consultations in 2014–15. There are around 37,000 full-time
equivalent GPs working in 7,875 practices across England. GPs work with nurses and other
staff to provide advice and treatment on a wide range of health issues. General practices
are independent companies, owned by an individual GP or a group of GPs, that provide
care to a registered list of patients. NHS England contracts with practices to provide a
range of services, and in 2014–15 it spent £7.7 billion (8% of its budget) on general practice.
Until April 2015, NHS England commissioned all general practice services but in many
areas clinical commissioning groups now have a role in commissioning these services.2
3. The Department is ultimately accountable for securing value for money from
spending on health services, including general practice. It sets NHS England objectives
through an annual mandate and holds it to account for the outcomes the NHS achieves.
The Department also holds Health Education England to account for ensuring that the
future general practice workforce has the right numbers and skills.3
4. Generally patients have a positive experience of getting and booking general practice
appointments, with 89% reporting in 2014–15 that they could get an appointment when
they had last tried. However, the proportion of patients reporting problems has gradually
but consistently increased in recent years. In 2014–15, 27% of patients said it was not
easy to get through to their GP practice on the telephone, up from 19% in 2011–12. The
proportion of patients reporting a poor experience of making an appointment increased
from 8% in 2011–12 to 12% in 2014–15.4
5. Demand for general practice services has risen faster than capacity in recent years.5
The best available estimates indicate that between 2004–05 and 2014–15 the number of
consultations grew by about 3.5% a year on average, compared with 2% average annual
growth in general practice staffing.6 The Royal College of General Practitioners told us that
the rise in the number of GPs had not kept pace with demand for a number of reasons—an
increasing proportion of patients were older and had multiple, ongoing illnesses so their
needs were more complex; at the same time, the number of GPs per head of population
had fallen. Therefore general practice was struggling to provide the level of access that
people expected.7 NHS England told us that the number of GPs had in fact risen by 5,900
over the last decade, but that had not been enough to keep up with extra demands; there
would need to be almost an equivalent increase over the next five years to make good on

1
2
3
4
5
6
7

C&AG’s Report, Stocktake of access to general practice England, Session 2015–16, HC 605, 27 November 2015
C&AG’s Report, paras 1–3, 1.8
C&AG’s Report, para 4
C&AG’s Report, paras 12, 4.7
Qq 1, 45
C&AG’s Report, paras 21, 7.7
Qq 1, 43
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the shortage that had developed. NHS England considered that the system had kept going
largely by relying on good will on the part of GPs and the affection that patients had for
their practices.8
6. The Department and NHS England have committed to having 5,000 more doctors
working in general practice by 2020.9 To achieve this they want to: recruit more trainee
GPs, make it more attractive for GPs to stay in general practice, and support those who
wish to return after time away. NHS England, together with Health Education England,
the Royal College of General Practitioners and the British Medical Association, published
a 10-point workforce action plan in January 2015 covering each of these three areas.10
NHS England expects that 1,000 of the 5,000 extra doctors working in general practice
will need to come from staff returning to general practice and from improved retention.11
The Department said that it remained a challenge to make sure the GP workforce grew
quickly enough to meet growing demand, and accepted that it needed to take faster action
to meet the target of 5,000 extra doctors by 2020.12
7. Increasing proportions of GPs in every age group are leaving the profession.
In particular, between 2005 and 2014 the proportion of GPs aged 55 to 64 that left
approximately doubled. This represents a drain on overall numbers and a loss of
experience.13 The proportion of younger GPs leaving has also been increasing, although
at a slower rate. NHS England acknowledged that the large numbers of GPs leaving the
profession was a cause for concern across the NHS.14
8. The Royal College of General Practitioners told us that the reason more GPs were
leaving the profession was due to extreme workload pressures and a feeling that GPs were
undervalued. While patients valued general practice, the morale of GPs was regularly
undermined, for example by the way they were portrayed in the media.15 The National
Audit Office report highlighted that job satisfaction is at its lowest since 2001. NHS
England referred to a survey by the British Medical Association last year to which 15,000
GPs responded. The survey found that workload was the most important issue.16 The
Royal College of General Practitioners told us that increasing administrative burdens
were adding to the workload of GPs.17
9. The Department said that GPs were often frustrated by their interactions with other
parts of the health system. It told us that the work being done as part of the new care
model vanguard sites to bring general practice together with community nursing and
other health services was helping to break down the boundaries between different parts of

8 Qq 70, 85
9 Qq 41, 57; C&AG’s Report, para 8
10 NHS England and Health Education England, Building the Workforce—the New Deal for General Practice, 26 January
2015
11 Qq 68–69, 89
12 Q 60
13 Q 68; C&AG’s Report, paras 22, 7.18
14 Qq 86–90, C&AG’s Report, Figure 21
15 Qq 12–14, 16, 28–29
16 Qq 16, 71; C&AG’s Report, para 7.18
17 Qq 16, 25–26
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the NHS.18 NHS England told us that to help reduce the workload of GPs it was important
to develop the wider general practice workforce and to make better use of technology so
that practices could do more online and on the telephone.19
10. NHS England told us that, with the Royal College of General Practitioners, it was
interviewing older GPs to identify what might encourage them to stay in general practice.
Early findings from these interviews indicate that not having such a full workload or doing
more mentoring might help to retain older GPs.20 We note that new pension arrangements
may also be encouraging GPs to retire early if they have maximised their pension fund
before the age of 60.21
11. The Royal College of General Practitioners told us that it was difficult, time-consuming
and costly for GPs to return to general practice after working abroad or taking a break
for family reasons. It cited the example of GPs in Scotland waiting up to a year to transfer
to become GPs in England. Despite efforts to improve the process, the Royal College of
General Practitioners said that it was still too bureaucratic.22
12. NHS England maintains the ‘National Medical Performers List’ of all GPs registered
and approved to work in England. The Department told us that there were 54,050 people on
the Performers List but only 40,580 GPs were working in general practice, some of whom
worked part-time. Some locum GPs and GPs who work only in out-of-hours services are
not counted as working in general practice. In addition, the Performers List does not
include GPs who have stopped practising altogether or have moved to practise abroad.23
13. NHS England and Health Education England are struggling to attract sufficient new
doctors to become GPs. The number of available training places increased from 2,719
in 2009–10 to 3,049 in 2014–15, but the number of trainees recruited remained fairly
constant at approximately 2,700 a year. As a result, a declining proportion of GP training
places were filled: in 2014–15, 12% of places were unfilled.24 The Royal College of General
Practitioners told us that a lack of funding and support for general practice were making
it more difficult to attract recruits.25
14. The Department told us that it wanted to make general practice a more attractive
career option.26 It highlighted that Health Education England had run regional roadshows
to promote general practice to foundation-year doctors who were coming to the point of
having to make a career choice. Following these roadshows Health Education England
and the Royal College of General Practitioners had launched a marketing campaign in
September 2015 called ‘Nothing general about general practice’.27 NHS England also said
it and Health Education England were looking to offer greater flexibility, for example
through part-time training.28

18
19
20
21
22
23
24
25
26
27
28

Q 67
Qq 53–55
Qq 66–67
Qq 71–73
Qq 21–22
Qq 31, 34, 61, 64; AGP0006, Supplementary note from the Department of Health, dated 20 January
Qq 20, 79; C&AG’s Report, paras 22, 7.17
Q 19
Q 41
Qq 77–78
Q 80
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15. The Department told us that there were some early indications that the number of
GP trainees was increasing, with 100 more people taking up training places in 2015–16
compared with the previous year. NHS England said that this progress would need to be
sustained for general practice to attract the 3,250 trainees each year that would be needed
to meet the target of 5,000 more doctors working in general practice by 2020.29

29 Qq 20, 77, 80
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2 Reducing variation
16. There is large variation in general practice staffing between local areas. Once the
population is adjusted to account for patient needs, the number of GPs and nurses per
100,000 people in each clinical commissioning group ranged from 114 in Sheffield to 63
in Swale in 2014. The most deprived areas tend to have the fewest GPs and nurses per
100,000 people.30 The Royal College of General Practitioners said that, while some GPs
explicitly chose to work in deprived areas, there had been no mechanisms to distribute
the GP workforce fairly across the country and no ways of supporting general practice
staff working in areas of greatest deprivation.31 In addition, a higher proportion of older
GPs work in urban and deprived areas which raises the risk that the inequality between
areas may increase when these GPs come to retire.32 NHS England highlighted that the
retirement in the coming years of GPs recruited in the 1960s and 1970s, including from
South Asia, would leave a gap in areas such as Birmingham, Leicester and parts of the
North East and North West. It also told us that it was much easier to fill GP training places
in London than in other areas such as the East Midlands and the North East.33
17. Inequalities in the distribution of general practice staff have reduced in recent years—
in 2010, the most deprived areas had on average 19.2 fewer GPs and nurses per 100,000
people than the least deprived. By 2014, this gap had narrowed to 4.9 GPs and nurses.34
NHS England told us that this change reflected improved equity in funding allocations
and the targeting of extra funding for primary care at areas that were short of staff. The
workforce action plan includes measures to attract new doctors to areas of greatest need,
for example by offering financial incentives.35
18. The Royal College of General Practitioners highlighted that the distribution of general
practice staff has an impact on health inequalities.36 The National Audit Office reported
that in areas where there were fewer staff it was harder for patients to get appointments.
In the third of clinical commissioning groups with the lowest ratio of GPs and nurses to
patients, 13% of patients could not get an appointment, compared with 10% in the third of
clinical commissioning groups with the highest ratio.37
19. The GP Patient Survey shows that the experiences of different groups of patients very
significantly. In essence, patients who are older, white or in a more affluent urban area get
better access than others. In contrast, younger patients and those from minority ethnic
groups are more likely to report difficulties in getting and making an appointment or in
seeing their preferred member of staff. For example, in 2014–15 19% of Asian patients
were unable to get an appointment, compared with 11% of white patients.38 Those patients
that are working full-time are most likely to be dissatisfied. Older people, and those with
long-term conditions, tend to value continuity of care, while those people of working age

30
31
32
33
34
35
36
37
38

C&AG’s Report, paras 17, 7.15
Qq 2–3
C&AG’s Report, para 7.14
Q 80–81
Q 81; C&AG’s Report, para 7.15
Qq 4, 80, 82
Q2
C&AG’s Report, paras 17, 7.15
C&AG’s Report, paras 16, 4.8, 6.5
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who are generally well tend to be more concerned to get an appointment quickly when
they do fall ill. NHS England told us that it needs to provide a more differentiated offer in
general practice to better meet the expectations of different patient groups.39
20. There is also considerable variation between different practices. The National Audit
Office found that in 2014–15 the proportion of patients unable to get an appointment
ranged from 0% to 52%. Most of the variation appeared to come from the way in which
the practices were managed, as only a quarter of the difference could be explained by
patient demographics, the size of the practice or staffing.40 NHS England said that it sought
to ensure that, when practices identified something which worked well, they shared this
more widely, but it acknowledged it was not as easy as it should be for general practices to
find out what was working well elsewhere in the country.41
21. The Department and NHS England told us about the work of the Prime Minister’s
GP Access Fund which has been piloting ways of improving access. These pilots are
trialling extended opening hours in the evenings and weekends, better use of technology,
telephone consultations, and using a wider mix of staff, with the aim of providing better
access.42 NHS England said it had run a series of webinars to share learning from the
first wave of pilots, and had buddied practices that have tried these new approaches with
others that are looking to adopt them. It also said that, although there were some national
initiatives, there could be no ‘one size fits all’ approach to improving access in general
practice.43 It said that providing access from 8am to 8pm, 7 days a week in every general
practice was not feasible and had not been mandated by the Department.44
22. The National Audit Office report highlighted that research had found that 27% of GP
consultations were potentially avoidable, including patients who could have been seen by
others in the practice or by pharmacists.45 Healthwatch England told us that the patients
they had spoken to did not mind whether they saw a GP, a nurse, a physiotherapist, or
another professional when it was the right thing to do. It also said that patients were
positive about the developing role of pharmacists.46 NHS England said it was developing
a new voluntary contract for GPs from April 2017 for those practices that wanted to bring
together a wide range of services rather than just the core traditional general practice.47
23. The public need information about general practices to help them choose which
practice they would like to register with, and to know how and when they can get
appointments. The amount of information provided to the public varies between practices.
For example, Healthwatch Slough found that five of the sixteen GP practices in the local
area had good information, but three practices had no website.48 The Royal College of
General Practitioners said that it was good practice to have a website but this may not be
a priority for all practices.49
39
40
41
42
43
44
45
46
47
48

Qq 53, 56
C&AG’s Report, paras 19, 4.9
Qq 92–94
Qq 41, 44, 48–49, 52–53
Qq 54, 56–57
Qq 46–48
Q 40; C&AG’s Report, para 23
Qq 5, 15
Qq 56, 95
Q 37; Healthwatch Slough, What Healthwatch Slough found out about access to extended hours appointments,
Summer 2015
49 Q 39
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24. We also asked Healthwatch England about other concerns that local Healthwatch
organisations had raised, including difficulties in dealing with receptionists and in getting
through on the telephone.50 For example, a Healthwatch England report in 2015 found
that in one county, more than a quarter of practices gave the wrong telephone number
for out-of-hours GP services.51 The Royal College of General Practitioners confirmed that
providing information about where to go for assistance when the practice is closed was an
important patient safety requirement. Healthwatch England said that some practices were
better than others at taking this requirement seriously.52
25. We asked whether good websites and information could save the time of GPs and
reduce the number of unnecessary appointments. Research by Citizens Advice in 2015
estimated that almost one-fifth of GPs’ consultation time was spent discussing matters
such as welfare, debt and personal relationships. The Royal College of General Practitioners
told us that it would be helpful if patients could find out how to access other services such
as dieticians, counsellors, benefits and housing advice without having to go through their
general practice.53

50
51
52
53

Qq 37–38
Healthwatch England, Primary Care: A review of local Healthwatch reports, March 2015
Qq 37–39
Qq 40, 55; C&AG’s Report, para 2.3
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3 Gaps in information
26. The National Audit Office report highlighted a large number of important gaps in
general practice data, including on levels of activity and demand, and staff capacity.54 For
example the Department stopped collecting data on the number of consultations in 2008–
09, and there are gaps in the data on the general practice workforce, including on staff
vacancies and locum GPs.55 The Royal College of General Practitioners said that the NHS
has no system to track its medical workforce, so it does not know how many qualified GPs
there are in total, or how many qualified GPs leave general practice, either to work in other
parts of the NHS or to leave the profession altogether.56
27. The Royal College of General Practitioners also said that individual general practices
did collect a range of clinical data such as the number and length of consultations, the
reason for the appointment, and which member of staff saw the patient. But these data
were not extracted, analysed and used.57 We note that the General Practice Extraction
System aimed to provide this information but, as we reported in December 2015, this
project is late and still does not deliver all that was intended.58
28. The Department and NHS England agreed that it was important to collect sufficient
data in order to have a comprehensive understanding of what was happening in general
practice. However, NHS England highlighted that it needed to be cautious about asking
GPs to collect more data. The Department told us that it used a range of sources of data
about general practice, particularly the GP Patient Survey, which it saw as providing good
proxy indicators of the pressure on general practice.59
29. There was general agreement that better data were needed, particularly for tracking
workload and consultations.60 The Department and NHS England said they were starting
to strengthen the available data. NHS England had commissioned the National Institute
of Health Research to report on how workload and consultation rates have changed using
a longitudinal sample of 250,000 patients over 10 years. In addition, the Department had
developed plans to improve workforce data, particularly on vacancy rates, and expected
to have a more comprehensive breakdown of the general practice workforce in 2016. NHS
England added that local knowledge was also important to help practices manage their
own demand. It has developed a software tool to help practices track demand so that they
could plan their staffing according to the times of day and week when patients were more
likely to want an appointment.61

54
55
56
57
58

C&AG’s Report, paras 20, 21, 24, Appendix 3
Qq 9–10; C&AG’s Report, para 24
Qq 33–36
Q7
Committee of Public Accounts, General practice extraction service, Fourteenth report of session 2015–16, December
2015
59 Qq 52, 58
60 Qq 6, 7, 52, 58
61 Qq 52, 58
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Witnesses
The following witnesses gave evidence. Transcripts can be viewed on the Committee’s
inquiry page.
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4
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