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Summary of talk

 Research shows there is variation in quality of care

« Payment systems affect the delivery of healthcare (and all
payment systems can have perverse outcomes)

UK experience of P4P in primary care (QOF — the Quality and
Outcomes Framework). Initial introduction, impact and more
recent history.

e Consider how P4P can be introduced with maximum likely
benefits and minimum adverse outcomes

e If not P4P, then what....? Other approaches to quality
Improvement
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Summary of talk

 Research shows there is variation in quality of care
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Hippocrates 460-377BC



“In acute diseases,
doctors differ so much
among themselves that
those treatments which
one gives thinking the
best that can be given,
another holds to be bad

Hippocrates 460-377BC
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“In acute diseases,
doctors differ so much
among themselves that
those treatments which
one gives thinking the
best that can be given,
another holds to be bad

...... and similar
differences are to be
found in the examination
of entrails.”

Hippocrates 460-377BC



Variation in medical practice is ubiquitous

1980s

Demonstration of variation in medical practice
(Wennberg, Dartmouth)

1990s

Demonstration of variation in quality of care
(McGlynn, RAND)

CHSR



Quality of care for 30 conditions + preventive care: 439 quality indicators

applied to 6712 randomly sampled US adults

Chronic
care

B Receiving contra-
Indicated care

Acute care .
[ Recelving
| recommended care
Preventive

0 20 40 60 80

McGlynn et al New England Journal of Medicine 2003; 348: 2635

CHSR



Quality of care for 30 conditions + preventive care: 439 quality indicators

applied to 6712 randomly sampled US adults

Chronic care: 60% of patients

_ é/ receiving recommended care;
Chronic 20% receiving care that was
care contraindicated
B Receiving contra-
indicated care
Acute care ..
[ Recelving
| recommended care
Preventive
0 20 40 60 80

McGlynn et al New England Journal of Medicine 2003; 348: 2635
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Quality of care for 30 conditions + preventive care: 439 quality indicators

applied to 6712 randomly sampled US adults

Chronic
care

B Receiving contra-
indicated care

@ Receiving
recommended care

Acute care

Preventive

. 0 o
care _ Acute care: 70% of patients

receiving recommended care;
30% receiving care that was
0 20 40 g contraindicated

McGlynn et al New England Journal of Medicine 2003; 348: 2635
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Quality of care for 30 conditions + preventive care: 439 quality indicators

applied to 6712 randomly sampled US adults

Chronic
care
B Receiving contra-
Acute care indicated care
@ Receiving
| recommended care
Preventive Prevention: 50% of
care [N €—— patients receiving
recommended care

0 20 40 60 80

McGlynn et al New England Journal of Medicine 2003; 348: 2635
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If you accept that:

o Quality is variable
e Quality needs to be improved

Why would you choose ‘pay for performance’ as a
mechanism?

1. It may cost more to provide high quality care

2. To provide an incentive to doctors

CHSR



Summary of talk

« Payment systems affect the delivery of healthcare (and all
payment systems can have perverse outcomes)




Four methods of paying doctors: intended and

unintended consequences

Payment method Intended outcomes

Salary: pay independent of Provides a basic secure income,
workload or quality may be especially important in hard
to serve areas.

Capitation: pay according to Provides coverage for the whole
the number of people on a population: promotes equity.
doctor’s list

Fee for service: pay for Prioritises meeting demand

individual items of care

Pay for performance: pay for Improvement in quality of care
meeting quality targets

Quality and Outcomes Framework. BMJ 2016; 354: 14058

Roland M, Olesen F. Can pay for performance be used to improve the quality of primary care?

Potential unintended
consequences

Provides no incentive to provide
population coverage, improve
access, provide high quality care
or work beyond contracted
hours / duties.

Provides no incentive to provide
good access if patients are

technically registered, or to
improve quality of care.
Tendency to over-provide,
whether or not care / procedure
is needed

Neglect of aspects of care not
measured / incentivised.
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Summary of talk

UK experience of P4P in primary care (QOF — the Quality and
Outcomes Framework). Initial introduction, impact and more
recent history.

CHSR



The UK’s Pay for Performance scheme
(the Quality and Outcomes Framework,
or ‘QOF’)

« What did the scheme involve?
« What impact did it have?

e Did anything go wrong?

CHSR



Structure of primary care in the UK
National Health Service (NHS)

« GPs work in groups, commonly 4-10
doctors + nurses and other staff

* ‘Independent contractors’ but derive
90+% of practice income from the
national NHS GP contract

 Registered list of patients, typically
1500-2000 per full time GP
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King Hammurabi B.C.1795-1750
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“If a doctor has treated
an abscess of the eye
and has cured the eye,
he shall take ten shekels
of silver”




“If a doctor has opened
an abscess of the eye
and has caused the loss
of the eye, the doctor’s
fingers shall be cut off”



UK’s Quality and Outcomes Framework (QOF)

Incentives linked to a complex set of quality indicators
£2 billion (20bn HKD) additional funding per annum
The quality indicators related to:

e Clinical care

 Practice organisation

o Patient experience

CHSR



Initial clinical indicators (2004)

e Coronary heart disease and heart failure (15)
o Stroke and transient ischaemic attack (10)
 Hypertension (5)

e Diabetes (18)

e Epilepsy (4)

e Hypothyroidism (2)

 Mental health (5)

 Asthma (7)

 Chronic obstructive pulmonary disease (8)

e Cancer (2)

CHSR



o Coronary heart disease — « Palliative care

secondary prevention  Mental health
e Cardiovascular disease — « Asthma
primary prevention « Dementia
e Heart failure  Depression
o Stroke and TIA e Chronic kidney disease
 Hypertension o Atrial fibrillation
» Diabetes mellitus  Obesity
e Chronic obstructive pulmonary ¢ Learning disabilities
disease  Smoking
* Epilepsy
 Hypothyroid
e Cancer
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Example of clinical indicators

The percentage of registered patients aged 45 or over
who have a record of blood pressure in the preceding 5
years.

e Point score: from 1 point (50%) to 15 points (90%)

The percentage of patients with diabetes whose last total
cholesterol (measured in the last 12 months) is 5 mmol/l
or less.

e Point score: from 1 point (40%) to 6 points (75%)

CHSR



« All data extracted automatically from electronic GP
records

 Diagnoses etc have to be coded by GPs or by nurses
« Thereis no restriction on who carries out the tasks
 Datadrives payments

 Information on quality of care publicly available

CHSR
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:. CLINICAL INDICATOR GROUPS: THE 10 CORONARY HEART DISEASE INDICATORS: UNDERLYING ACHIEVEMENT Prevalence:

The walls of the coronary arteries become narrowed by a gradual buld up of fatty material (atheroma), so the heart does not receive Clinical Prevalencs

enough blood. This can cause angina and heart attack.
Show comparisons on chart:

Q90 © 9

The practice can produce a register of patients with coronary heart disease / Clect Average
Percentage of patients from register 10% % 3% 4% 0% 6% %, Bl 0% 100% DEngIand Average
The percentage of patients with nenly o
diagnosed angina (diagnosed after 1 .z Practice location
April 2003) who are referred for vd

exercse testing and/or spedalist

assessment

The percentage of patients ith

coronary heart disease whose notes
have a record of blood pressure in the
previous 15 months

The percentage of patients with

coronary heart disease in whom the last
blood pressure reading (measured in the
previous 15 months) is 15090 or less

FOWERED EY |
The percentage of patents with Goog \ S
coronary heart disease whose notes a 10 Tele Atlas -M of Use
have a record of total cholesterol in the

previous 15 months

.:2 QOF 2005/ 06 & 2004/05

* Search for this practice on the

The percentage of patieniz with [ RIS

coronary heart disease whose last

measured total cholesterol (measured in archived QOF 2005/06 & 2004/05
the previous 15 months) is 5 mmalf or results site

less

The percentage of patients with -+ Task fist

coronary heart dizsease with a record in » QOF on the The NHS IC's website

the previous 15 months that aspirin, an
alternative anti-platelet therapy, or an

anti-rnanulant iz heina taken linlezz &

» QOF 08/09 bulletin and data tables
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What difference did QOF make?

« Reorganisation

 Increased computerisation (electronic records:
40% before, 100% after)

« More nurses —more systematic care for chronic
diseases

e Increased administrative costs

CHSR



5000

4000

Unexpected
extra bill of 6bn
HKD in year 1

3000+

2000

1000

550 650 750 850 950 1050
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Modest impact of P4P on quality of care

70
65 74 QOF

o=

55

2000 2001 2002 2003 2004 2005 2006 2007

Percentage of maximum quality score

1998 1999

Asthma all=Heart disease «s=Djabetes

Campbell S et al. NEJM 2009; 361: 368-78
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What was the impact on inequalities?

Concern:

Practices in areas which were socio-
demographically more affluent would find it
easier to meet the targets

Inequalities in health would widen

(Victora’s inverse equity hypothesis: Lancet
2000; 356: 1093-98.)

CHSR



Distribution of QOF scores by deprivation quintile

(Doran et al Lancet 2008; 372:728-36

100
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Overall reported achievement

[e]

40

o

Difference between median achievement between top

2| | = qumie1|]|@nd bottom deprivation quintile (n=7637 practices)
a Quintile 2
& Qnile 1 2004/05 4%
B Quintile 5

2005/06 1.5%

2006/07 0.8%




Lessons from QOF

« Modest impact in improving quality of care

* Inequalities in the delivery of care may have reduced




Lessons from QOF

Modest impact in improving quality of care

Inequalities in the delivery of care may have reduced

Some negative effects on unincentivised
aspects of care

Some unintended consequences

CHSR



What about conditions which were not incentivised?

Comparison is with trends in quality from 2001 to 2007 before and
after QOF was introduced (n=653,500 patients from the General
Practice Research Database)

Non-
Incentivised Incentivised
treatment treatment p value of
indicators indicators difference
Year 1 +4.3% -0.9% <0.001
Year 3 +2.9% -1.7% <0.001

Doran et al. BMJ 2011; 342: d3590



Example of an unintended outcome

Indicator: Patients should be able to make an
appointment to see a doctor within 48 hours

Response: Advanced Access — offer unlimited
appointments ‘on the day’

Consequence: Patients are unable to book ahead,
and can only book on the day. The ‘target’ had been
met but patients found it harder to make an
appointment

CHSR



More recent history

* Introduction of indicators which had a poor evidence base

* Introduction of indicators which appeared to serve a managerial
rather than a professional agenda

* Increasing workload burden in primary care, leading to
resentment of administrative burden in QOF

e Sustained reductions in FPs’ income, so QOF no longer seemed
like a ‘reward’

 Decision to change QOF in Scotland from 2016, being replaced
with incentives for other quality improvement activities. QOF
likely to be substantially reviewed in England in 2017.

CHSR



Summary of talk

e Consider how P4P can be introduced with maximum likely
benefits and minimum adverse outcomes
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Guidelines for designing financial incentives

* Allow clinicians to design the programme
* Integrate P4P into other quality improvement programs

 Consider the organisational structure into which incentives are
Introduced — are they for individuals or organisations?

« Reward each process / outcome achieved; avoid thresholds,
tournaments and complicated formulae

o Offer multi-year plans, add new measures but cautiously
e Monitor continuously for unintended consequences
 Consider what public reporting on its own might produce

 Don’t expect too much!

CHSR Roland M, Dudley RA. http://onlinelibrary.wiley.com/doi/10.1111/1475-6773.12419/epdf




Summary of talk

e If not P4P, then what....? Other approaches to quality
Improvement
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Modest impact of P4P on quality of care

70
65 74 QOF

o=

55

2000 2001 2002 2003 2004 2005 2006 2007

Percentage of maximum quality score

1998 1999

Asthma all=Heart disease «s=Djabetes

Campbell S et al. NEJM 2009; 361: 368-78



Quality improvement has been substantial

Patients with 1998 2007
CHD

% with blood

pressure 48% 83%
< 150/90

% with total

cholesterol 17% 80%
< sSmmol/l

Campbell S et al. NEJM 2009; 361: 368-78



Quality improvement has been substantial

Patients with 1998 2007
CHD

‘Clinical governance’

% with blood L

National guidelines

pressure 48% 83% Annual appraisal

< 150/90 Clinical audit
—— Public reporting

% with total External inspection

cholesterol 17% 80%

< 5mmol/l

Campbell S et al. NEJM 2009; 361: 368-78



Other UK initiatives: 1 — National guidelines

National Institute for Clinical Excellence (NICE) —
www.nice.org.uk

o Established 1999
« ~200 guidelines, regularly updated

e Guidelines are available for doctors and also for
the public

 ‘NICE International’ supports guideline
development around the world, including China

CHSR


http://www.nice.org.uk/

N I c National Institute for NICE NICE Standards Evidence

Health and Care Excellence Pathways  Guidance and indicators services

-

Search NICE...

Home 2 About & Whatwedo 2 NICE International 2 NICE International projects

NICE signs MOU with CNHDRC during UK-China health talks

September 2015

MICE International developed and delivered a two-week study - _ Further information
tour programme for a senior delegation from China. We -

worked in collaboration with the British Embassy in Beijing and 2 Clinical pathways and payment reform in rural

the UK Department of Health. China

The study tour was organised as part of the People to People

Dialogue (P2P), one of the UK's key ministerial-level talks with

China. Related projects

The delegation comprised 25 high level officials. The officials

included seven division heads from the National Health and ? NICE International participates in clinical

family Planning Commission (NHFPC) and the Director pathways dissemination event
General of the CNHDRC (NICE International’s collaborator on

the Clinical Pathways project.)

Week 1 - Introduction to NICE and the NHS

2 View all NICE International project work

The study tour began on the $th September 2015, with representatives of the delegation receiving an
introduction to the NHS and the work of NICE. Speakers included representatives from the Kings Fund (John
Appleby and Chris Ham) and NICE (Kalipso Chalkidou, Francis Ruiz and Sir Andrew Dillon).

The delegation visited the Royal London Hospital where Professors Tony Rudd and Mike Roberts

P Y - T T 7 T . P B T =T =] = T B S I I I . T T D 1



Other UK initiatives: 2 — Appraisal and revalidation




Other UK initiatives: 2 — Appraisal and revalidation

 All NHS doctors have an annual ‘appraisal’

 They produce a portfolio of training that they have
done in the previous year and evidence that they are
providing high quality care

e This is reviewed with an experienced GP — normally
1-2 hour meeting when they set their ‘learning
objectives’ for the next year

 To keep their medical licence, they need satisfactory
appraisals (every five years = ‘revalidation’)

CHSR



Other UK Initiatives: 3 - Clinical audit




Other UK Initiatives: 3 - Clinical audit

Clinical audit means measuring the quality of care against
defined standards.

The UK has had many audit initiatives in the past 25 years
Including:

e Audit is a part of all clinical training

« An annual appraisal meeting with all doctors in the NHS

during which they produce audit results showing the
guality of their care

 National Clinical Audits (28 major conditions
www.hgip.org.uk/national-programmes/a-z-of-nca/)

CHSR



http://www.hqip.org.uk/national-programmes/a-z-of-nca/

Other UK Initiatives: 4 - Public release of data on

guality of care




UK initiatives: 4 - Public release of data on quality of

care

Why make information on quality of care public?
* Increase patient choice

« Stimulate healthcare providers to improve

CHSR



m Ch@lces Your health, your choices Enter a search term m
Health A-Z Live Well Care and support Health news Services near you |

(& Newnham Walk Surgery

W Leave review
e —
01223 366811 Based on 7 ratings for this GP
MNewnham Walk Surgery, Wordsworth Grove, Cambridge , Cambs, CB3 8HS aseaon fraings for fis SraEn

hittp:iwww.newnhamwalksurgery.nhs.uk/

v s s s s v [ cones L

Performance
On this page: Patient Paricipation Group Mational Patient Survey

Patient Participation Group

Patient Parficipation Group (PPG) is normally made of practice staff and patients that are representative
of the practice population. In some cases, the PPG could be facilitated by patients with no practice
involvement. The main aim of the PPG is to ensure that patients are involved in decisions about the
range and quality of services provided and, over time, commissioned by the practice.

Using the PPG, GP practices are encouraged to promote the proactive engagement of patients and to
seek views from practice patients through the use of local practice surveys. The outcomes of the
engagement and the views of patients are published below if this practice has a PPG.

Back to top

National Patient Survey

The information below is taken from the national GP Patient Survey_ The results for this practice are
depicted below. More detailed results from the GP Patient Survey are available from the GP Patient
Survey websile at www.gp-patient.co.uk.

8 1 9 0/ The proportion of patients who would recommend their GP surgery
. 9% - In the middle range
0 21.9% - In the middi

Read more




National Patient Survey

The information below is taken from the national GF Patient Survey. The resulis for this practice are
depicted below. More detailed results from the GF Patient Survey are available from the GP Patient

Survey website at: www_gp-patient. co.uk.

8 1 g 0/ The proportion of patients who would recommend their GP surgery
. 0 31 9% - In the middle range

Read more

82 3 [y GP Patient Survey score for opening hours
L] 0 82.3% of patients are satisfied with the practice opening hours

Read more

The proportion of respondents to the GP patient survey who gave a
positive answer to ‘Generally, how easy is it to get through to someone at
8 1 2 [y your GP surgery on the phone?. Higher values are better
L] 0 81.2% of patients reported it was easy to get through to the practice on the

phone

Read more

Percentage of patients rating their experience of making an appointment

95 8[y as good or very good
. 8% of patients are satisfied wi eir experience of making an appointmen
0958% f patient tisfied with thei i f maki int t

Read more

The proportion of respondents to the GP patient survey who described
the overall experience of their GP surgery as good or very good.. Higher

93 4 [y values are better
L] 0 93.4% of patients felt that their overall experience was good or very good
Read more

Back to top

Last updated on 28 June 2012
Information supplied by NHS Cambridgeshire And Peterborouah CCG

Eeport an issue with the information on this page




ﬁf}rﬁﬁ 'Ei‘f Anonymous gave Newnham Walk Surgery a rating of 5 stars

The best practice!

The Drs here are 50 good, really caring and taking the time to help, | wouldn't hesitate
to recommend this practice.

Visited in December 2013. Posted on 24 November 2015
Report as unsuitable

Newnham Walk Surgery has not yet replied.

r Review this qp branch yourself

o cambridget gave Newnham Walk Surgery a rating of 1 stars

Very disappointing

Difficult to get an appointment within 24 hours. Very poor in terms of reporting back on
tesis, both inhouse and hospital tests, sometimes with potentially life threatening
consequences. A poor practice. Don't understand why when resources are
presumably the same as other less affluent areas in Cambridge. Just very
disappointing.

Visited in Movember 2013. Posted on 12 December 2013

Report as unsuitable

Newnham Walk Surgery has not yet replied.

¥r Review this qp branch vourself

Tririririr Anonymous gave Newnham Walk Surgery a rating of 5 stars

Mainly complimentary

Have been a patient at this practice for over 50 years, they have never treated me as
a "heartsink’ natient but they are rare foo PC for me. | told a doctor | felk uncomfortable

«§ Share

=5 Share




Other UK Initiatives: 5 - external inspection

Every hospital, GP surgery and care home

for older people is inspected by the “Care

Quality Commission”




Q CareQuality
Commission

Newnham Walk Surgery

Quality Report

Newnham Walk Surgery
Wordsworth Grove,

Cambridge,

Cambridgeshire.

CB3 9HS Date of inspection visit: 4 June 2015

Tel: 01223 366811 Date of publication: This is auto-populated when the

Website: www.newnhamwalksurgery.nhs.uk report is published
Ratings
Overall rating for this service Good @
Are services safe? Good .
Are services effective? Good .
Are services caring? Good .
Are services responsive to people’s needs? Good .
Are services well-led? Good .



There is no simple way to improve quality of care

You need
* Multiple interventions
* Sustained over time

No silver bullet!




Getting GPs to do things is just like herding cats!

8 UNIVERSITY OF
' CAMBRIDGE
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