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As James Gubb and Grace Li argue in this examination of the way in which the government funds

primary health care, there is more to a consultation with your GP than getting a diagnosis and a

prescription. The satisfaction people feel about their relationship with their GP has as much to do with

manner as with technical expertise. A good GP listens to what you have to say then asks you about what

@2dz KI Sy Qi &l AR® ¢KS Dt LINRPoSa GKS aevyLiizya F2N
the light of what you said on your last visit to the surgery. The calm satisfaction that is gained from a

consultation with a GP who you really feel cares about your welfare is probably as great as the benefit

you are going to get from the drugs. As the motto of the Royal College of General Practitioners puts it,

GPs must mix science with compassion.

This causes problems in the climate of targets and incentives that currently pervades public services. It
may not improve the patient/doctor relationship if the doctor is under pressure to boost the practice
income by taking blood pressure and offering advice on smoking and diet, while the patient wants to
talk about something that is not incentivised by extra payments.

On the other hand, do we want to return to the days of relying on the professionalism of doctors and

expecting them to do the best for their patients without any external form of monitoring? There have

been dramatic swings in the way in which we regard doctors, from the sawbones and charlatans of
eighteenth-century satire to the self-sacrificing idealists of Victorian novels and the Golden Age of

| 2ff@622RD ¢KS GNMzGK LINPoOolFofe fASE az2YSWKSNB o
Brother JonathanDoctors are still members of homo sapiensand have as keen an awareness of what

they are earning as the rest of us, but if there were not a measure of idealism mixed in, why would they

have chosen to make a career out of healing the sick?
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The way in which the Quality and Outcomes Framework operates may seem a technical matter for

health professionals, but is really of great significance for patients. Ninety-five per cent of medical

problems are dealt with by GPs. The way in which we view the standard of health care that is available

to us is therefore closely related tothesori 2 F GNBIF GYSyld 6S NBOSAOS 6KSy ¢4
all know that doctors have to earn a living like everyone else, but at the same time we are always

hoping, as we face our GPs in the consulting room, that they are putting our welfare first.

Rdert Whelan
Deputy Director, Civitas



Executive Summary

Following a comprehensive review of the evidence for and againstGhality and Outcomes

Framework QOR and numerous conversations with GPs, nurses and key stakeholders, it is our belief
that the opportunity cost of the framework as it currently stands, particularly in terms of the
interpersonal, patientcentred and holistic strengths of general practice, is too high.

As a result it should be downscaled, both Erins of the number of indicatorand in terms of the
proportion of income it represents for general practice.

The Quality and Outcomes Frameworkas introduced as part of the new General Medical Services

(GMS) contract for GPs that came into play in 2004. It makes up to a third of general practice income

conditional on performance against a maximum of 1,050 (now 1,000) points based on (largely) evidence-
oFaSR ljdzZr f AGe Ay RA OLtlidical M#anisatOmaPpatiant eXparidziig and Bogitiohah y & Q T
services. The greatest weight is given to the clinical domain.

This represents a significant change on what went before, when the GP contract was predominantly
based on statutory terms of service and contained very few pay-for-performance elements.

Ultimately, the QOF aims to use financial incentives to induce providers to improve quality of care, while
also encouraging a more pro-active approach to preventative medicine and the management of chronic
conditions. In time, it was hoped this would bring better recording of data, falling health inequalities,
fewer avoidable hospital admissions and, above all, a healthier population.

However, advisers also anticipated negative and unintended consequences if the attention of GPs was
AYEFLILINRBLINA I G St & RA @ S\ahy SoRdition2are Woll isciiicediny/tie framnénSrk dnd2 A y (i & Q @
quality general practice involves both the focus of the QOF on technical effectiveness (largely concerned

with clinical performance) andinterpersonal effectiveness (largely concerned with people skills). On

balance, we find these concerns tend to outweigh the benefits of the framework as it currently stands.

On the positive side:

9 General practice has scored highly on indicators included in the QOF, returning 91.3 per cent of
the maximum possible score in the first year (2004/05), rising to 96.8 per cent in 2007/08. This
is significantly higher than was anticipated by the Department of Health.

91 Independent studies suggest this has been associated with real improvement in clinical quality
for patients with particular chronic conditions, especially diabetes and asthma.

9 The QOF has helped general practice apply evidence-based medicine in a more structured way
and made GPs more pro-active in seeking out conditions and addressing them.

9 There have been improvements in the recording of data and use of IT. GPs knowing at the
touch of a button what proportion of diabetic patients have their HbA;. glucose levels controlled
is a positive development on what went before.

1 Inequalities in quality as measured by the QOF have also fallen. Faster improvement in
practices in the most deprived areas has meant the difference in performance between the
most and least deprived quintiles has fallen from 4.0 per cent to 0.88 per cent between 2004/05
and 2006/07.



However:

9 Evidence of whether or not the QOF has been directly responsible for the improvement is
unclear. Data for certain key indicators, particularly those relating to coronary heart disease,
show clinical quality was already improving quite rapidly. There is a sense in which the QOF paid
out for quality that was already there, but not well recorded.

9 The intervention standards for the QOF are too modest for many indicators, with payment
linked to likely workload rather than the likely benefit of the intervention. The ability of the QOF
to deliver meaningful population health gain is therefore questionable.

9 Payment in the clinical domain uses an AdjustedDisease Prevalence Factor rather than true
prevalence, which has penalised those practices, often in deprived areas, with large numbers of
patients suffering from the chronic conditions included in the QOF.

9 The QOF has been gamed. Evidence suggests some practices have artificially boosted their QOF
scores, and thus income, by either falsely adjusting the reported prevalence of disease and/or
WSEQOSLIiAZ2Y NBLR2NIAYIQ LI GASyda F2N yz2 3I22R Of A
counted towards their scores.

9 Quality of care is typically worse and has improved less for conditions not in the QOF. For
example, achievement across 15 indicators concerning depression and osteoarthritis (not in the
original QOF) increased by just one percentage point from 35 per cent to 36 per cent between
2003 and 2005.

9 With little attention paid to interpersonal effectiveness, quality at the level of the individual
LI GASYyG Aa G NRA]l 2F 0SAy3a ONBoRSR 2dzi dzy RSNJ
of general practice. This is despite the most frequent failing in general practice being the initial
recognitionofpl GASYy 1aQ LINRof SYa FyR ySSRao

9 The QOF is associated with an incremental loss of professional identity:

0¢KS vhC OFly LXIFIOS I WaSO2yR p@ecnedge Ay (GKS C
between the doctor and patient when patients present with problems that do not neatly
TAG Ayid2 vhC Wo2ESaQo

0 Medicineisaninexactscience. Ly Sy O2dzNJ IAy 3 -by-F oo SME L WYSRA
approach, there is a risk that in the long-run the QOF could inadvertently cause a decline
Ay 3ISYSNIFt LINI Ol A Gffams, exdokefprababilitiesiagd gieS O 2 y & (i NHzC
proper attention to psychosocial elements.

0 The impact of pay-for-performance on the intrinsic motivation of GPs is complicated and
fA1Ste G2 RSLISYR 2y 02y iA ybded whith isthaeathd@dNI  F 2 NJ
by recent government intention.

Not discounting the importance of technical effectiveness and the improvements the QOF has
engineered, it is the lack of evidence for the net benefit of the QOF, particularly in terms of the
interpersonal, patient-centred and holistic strengths of general practice, that is cause for concern.



To minimise such effects:

T

The proportion of income it is possible to derive from the QOF should be reduseds to
provide an incentive to GPs over and above the administrative and other costs, but not an
imperative that risks creating unacceptable conflicts of interest in the professional encounter
with the patient.

The optimal level would require further analysis, but the seven per cent suggested by Professor
MartinMarshallf2 f t 26 Ay 3 GKS | SFHfGK C2dzyRIA2y Q& 02 YLINS
performance schemes would appear reasonable. The difference should be redistributed as

capitation or salary, so that income does not fall overall.

As per the recent agreement reached betwedéme BMA and NHS Employers on the 2009/10
QOF, pymentshould be linked to true prevalenceather than adjusted prevalence in order to
stop the framework penalising practices with high numbers of patients suffering from chronic
conditions.

The number of ndicators in the QOBhouldbe cutand ¢ while open to new evidence

corfined to clinical indicators, such as ACE in heart failure or influenza immunisations in over
65s, which have been rigorously proven to deliver significant, eefective, health gam to

many.

This will require an extended analysis of the likely (actual) health gain from indicators that could

be incentivised for common disease areas, set against the opportunity costs of the framework

that have been outlined. The reallocation of 72OF points for the 2009/10 QOF to a range of
new interventions does not support this principle.

Sug\h an assessment might be carried out by the National Institute for Health and Clinical

9EOStt Sy0OS 6bL/ 90X I|a LINELR & Siehddeyhent buSmug& S LI NI Y S
be overseen by the profession and takeaccount2 ¥ I SY SNI f LINF OGA 0SQa AydsS
Any assessment of general practice by Primary Care Trusts (PCTs) or the new Care Quality

Commission should be based solay whethera surgery isable to showit is working to
understand and improve what they are doing for patients.

The QOF has a purpose, but should not become an end in itself. We should not lose sight of the truism
that regulation can only achieve so much; that effective change in general practice, particularly in
interpersonal effectiveness, must be led by general practice itself in response to patientsThe QOF
should stand as a guarantor of basic, core, clinical standards, but no more. As Dr lan Bogle, a former

chairmky 2F GKS .a! 2y0S alFARI WAT &2dz NBY2@S G(GKS NB:



1. Introduction

Until as late as the 1980s, the beneficence of general practitioners (GPs) and within-profession initiative

was generally considered sufficient guarantee that general practice was providing a quality service to

patients." This is no longer the case. The 21% century has ushered in a new era of evidence-based

medicine, of random control trials and of clinical guidelines, where the ability to apply sound research

findings to patient care have become almost as essential as the use of a stethoscope.? Fantastic

advances in technology have converted the once fatal into the chronic and the untreatable into the

treatable. The Dr FinlaR & / | an&8dyybthe interaction between the young and the old learning

FNRY SIFOK 2GKSNJ (12 a2t@S GKA&a ©6SS1Qa LINRo6fSY Aa O

Running across these advances is a feeling that the medical profession has failed to keep up with the

times. The Harold Shipman case is often cited as a powerful catalyst for change ¢ and indeed it was,

GAGK LINRPFSaaAz2zylf 2NBFYyAAlGA2ya Yol opr@dt T2 NJ 2 LIS
LJ- G A8 boiitke eality is that it formed part of a long-term trend away from purely professional self-

regulation. The failure of the medical profession always to police and manage its work effectively, a

more information-hungry public, and government frustration with a service perceived to be irresponsive

and inward-looking have produced calls for increased accountability and a more explicit guarantee of

minimum standards of competence for some years. Indeed, ten years prior to Shipman, much time in

the latter years of the Thatcher administration was devoted to an attempt to establish managerial

control over general practice,"withDt 8 Q NB 2SOl A2y 27F IseenthIcdng drartesiNI OG A OS
as a failure of the profession to move with the tide.> By the time New Labour entered government in

1997, the debate was less whether there should be increased oversight of general practice and the

medical profession more generally, but what form it should take.

Initially, New Labour focused on more general initiatives such as the creation of the National Institute

for Clinical Excellence (NICE) and National Service Frameworks (NSFs), along with an increased emphasis

on clinical guidelines and governance. However, with large increases in funding for the NHS,® the

renegotiation of the General Medical Services (GMS) contract opened new avenues. From 2004, the

Dt Q& Ofér vhéfil tideicontained a substantial pay-for-performance element, the Quality and

hdzi O2YS& CNIYSE2N] oOovhCouz fAY1Ay3a dzZLJ G2 | GKANR 2
of (largely) evidence-based quality indicators. The majority of these relate to clinical standards, but the

framework also rewards good organisation, the provision of additional services and (to a lesser degree)

attention to patient experience. The aims, broadly, were to correct the traditional pattern of variation

in clinical standards, focus attention on the importance of chronic disease management, encourage a

more pro-active approach to health care and increase accountability. Each quality indicator is allocated

a maximum payment and, typically, points are awarded in proportion to the achieved level of the

indicator, with a graduated scale of payments that starts above a minimum threshold and ends once a

maximum threshold level has been reached.” WL y OSy i A @ SvaSy=ii (2KFS 1553 LOMGNKG 651 0 I
the best method of resourcing work, driving up standards and recognising achievement.®

It is important to recognise just how much of a change this represents from what went before, when

statutory terms of service, rather than performance-related pay, underpinned the contract between

general practice and the state. Quality assurance and continuing education is no longer seen as just a

professional responsibility, but also that of the government. The QOF is also without precedent. One

' YSNROIFY O2YYSyidlid2N 6Syd a2z FIN 42 RSaONARoS AdG |
GKIFIG Aa GKS o02fRSad adzOK LINRBLRAIFE GGSYLIWSR FyesK



vaulted over anything being attempted in the United States, the previous leader in quality improvement
AYAGRFI GABSaQd

However, the likely impact of the framework is not as straightforward as the DH might have us believe.
The QOF cuts across a complex discipline and a complex profession; it is not easy to pick out one thing
without affecting many others. Indeed, in health care, recent literature reviews have found the
relationship between financial incentives and quality improvement unclear,' not least because financial
incentives do not always run in tandem with trust and the intrinsic motivation vital to high-performing
health systems. Key to their productive use is the type, context and whether or not the incentive aligns
with what most would conceive of as quality-enhancing practice.*

The intricacy here is that quality of care is hard to conceptualise and measure in ways which capture the

full range of issues that matter to patients and can be applied day-to-day. Once a person has accessed

the service, quality in general practice ¢ and health care more generally ¢ is likely to contain two

principal components: technical effectiveness (largely concerned with clinical performance) and

interpersonal effectiveness (largely concerned with people skills)."* Technical expertise is important, but

is not the whole story. Otherwise sound clinical guidelines may not be appropriate in treating patients

with multiple health problems YR I RRNBaaAy3a LIS2LX SQa LINBofSya Fa
as holism, the amalgamation of appropriatec2 y a dzf G Ay 3 &a{Affa yR adefsSasz (K
priorities and concerns, and the involvement of patients in decision-making, as well as pure technical

quality, are all associated with positive outcomes.*®* As the German physician Martin H. Fischer once

A&l ARY WLy (K SQuarth 6f humahBreleystaridiBgytan €y&bei dollarsQorth of medical
a0ASy0Sao

Herein lay the anticipated problem with the QOF. In focusing primarily on technical effectiveness ¢ on

health promotion and the evidence-based treatment of particular chronic conditions in the biomedical

model ¢ the financial reward offered by the QOF doeshave WS EOS LIi A 2 y | f diagal Sy G Al £ Q
performance in general practice, particularly in chronic disease-management, and to iron out the

traditional picture of variable standards.”> However, the concern was that in doing so it may crowd out

that which was not included, specifically: the interpersonal nature and complexity of general practice;

quality care for patients with conditions not in the framework; and professional integrity.*®

It is for these reasons that the QOF has attracted so much attention and controversy, simultaneously

hailedas W2 ¥ FOSKNR yIINR YA &S 2 F | |j dzt Vi dER RISINA RS Ribugly & LISHNIG 24 Ni¥
Cft I 4°SAIrry of academic papers, column space and comment on the topic has followed, with one

analysis in the British Medical Journ&al G G N OG Ay 3 & YlIyeé a4 Ho 2YfAYS WN
globe.” However, for all this, the vast majority that are not opinion-based tend to focus on one or two

particular aspects of the QOF and its impact; for example on the effect the framework has had on

certain clinical indicators, on exception reporting, or on inequalities. Very few have attempted to

provide an overview of the net impact of the framework as a wholelooking both at the benefits of the

contract and at the opportunity costs. Here, we attempt to do this.

The first leg of our research involved a comprehensive review of the literature on the subject, based on
aPubMedd S| NOK F2NJ Wljdz- f Adeé FyR 2dzi02YSa FTNIYSE2N] Q |
papers that were subsequently read. Where gaps in primary evidence were found, we conducted

analysis of QOF data, as collected by the Information Centre for Health and Social Care

(http://www.qof.ic.nhs.uk/). The second part involved interviews. Primarily these were conducted with

practising GPs and nurses ¢ including academics and representatives from the Royal College of General

Practitioners (RCGP) and the British Medical Association (BMA) ¢ with the aim of comparing the opinions

they voiced, and primary evidence they presented, with that in the literature. In doing so, we focused

particularly on the interpersonal elements of general practice and on professionalism, because, being so

5



http://www.qof.ic.nhs.uk/

difficult to measure and largely excluded from the QOF, these are not as well represented in the
literature. On top of this, we spoke to a smaller number of PCT representatives and the NHS
Confederation to gauge their impressions. All the interviews were conducted under the Chatham House
Rule, using a general guide approach. The majority were by telephone.

The combination of the two strands, informed by academic works on pay-for-performance regimes,
quality in health care and the nature of consultation in general practice, forms the basis for our
conclusions. There are limitations to what we find, not least due to the inherent difficulty in quantifying
the opportunity costs of the QOF. Complicated knock-on effects throughout the health system, the lack
of meaningful data on health outcomes, likely time-f  3a Yy R G KS Wdzy YSI| & dzNt
consultation and the doctor/patient relationship are all important things to bear in mind. Analysis was
also carried out prior to the announcement of the new funding package for the QOF in 2009/10, which
FR2LJGa 2yS (GKS NBLRNIQa NBO2YYSYRIGAZ2YyayY (2
adjusted prevalence. However, this, and the reallocation of 72 QOF points, does not alter the broader,
and more fundamental, recommendations we make; recommendations we hope will inform the

5SLI NIYSyd 2F | SIFHfikKQa OdaNRByld O2yadzZf GFiAzy

In essence, we find the net benefit of the QOF as it stands tilted towards the wrong end of the scale;
that improvements in technical effectiveness, while commendable, have come at too high a cost in
terms of the interpersonal, patient-centred and holistic strengths of general practice. To reset the
balance, the QOF should be downscaled and downsized, confined to indicators which have been
rigorously proven to deliver significant, cost-effective, health gain to many, and representing a smaller
proportion of general practice income.



2. General Practice and the Quality and
Outcomes Framework

Since the inception of the NHS, general practice has been the first port of call for the vast majority of

non-emergency patients seeking medical advice, with every NHS patient required to register with a GP.

According to the RCGP, general practice deals with around 95 per cent of healthcare problems and

carries out over one million consultations per day.” GPsl £ a2 I OG Fa WwW3FiS]1SSLISNEQ
and, since the market-reforms of the 1990s, have been expected to lead in local health economies. The

organisation and delivery of primary care thus has a very significantimpactonl  LJ- G A Sy 4 Q& S E LIS NJ
the NHS across the board.

However, GPs have never been salaried employees of the state; instead operating rather as de facto
private businesses contracted by the NHS to provide primary care. This status has made GPs broadly
sensitive to economics, but has also enabled them to preserve a significant degree of professional
autonomy ¢ considered necessary due to the complex nature of their work.

The role of the GP

The character of general practice is something often forgotten in policymaking circles, but should always

be at the forefront of our minds. The role of a GP is very different from the role of the hospital doctor;

Fd 2yS O02YYSyidl G2NJ aKNBgRft& 20aSNIBBSRI WAY K2aLWRAdGl
LI 6ASyGa adl e Iy R? WilealSnediciBeshoulihavedaluesytits céhide® general

practice has an inherently more holistic and patient-centred function in consciously aiming to be open-

ended, inclusive, personal and relationship-building. It is founded on science and evidence, but also

embodies a rejection of the inhuman and formulaic and is happy to explore probabilities and

incompatibilities. ¢ KS Dt Qa hdhdessibldasindalthingeds arige, to focus on individuals over

the long-term, to offer comprehensive solutions to all common problems and to coordinate services

from elsewhere when they are needed.*

At its simplest, an effective consultation requires both effective interpersonal skills and effective

application of technical (clinical) expertise. The latter is obviously important, but so is the former,

allowing a diagnosis to be made in holistic (bio-psychosocial) terms, and achieved through the
FYFE3FrYFrGA2Y 2F FLIIINBLINRFGS O2yadzZ GAy3a aijAatfta |yR
concerns, and the involvement of patients in decision-making.”> A good outcome for the patient is likely

to be a function of the content of the consultation, but also a positive interaction between the values

and beliefs held by the doctor and patient, and the context in which the consultation takes place (such

as practice staffing, incentive structures and time).?



Fig.1.The GP consultation

DOCTOR > £ DOCTOR
ACUTE | PSYCHOSOCIAL
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CONTINUING | HEALTH PATIENT ILLNESS
PROMOTION
PATIENT ILLNESS
content -+ values + context -> outcomes
Source: Howie, JGR, (1996)
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Although relevant medicine is considered in all consultations and although the GP must always make an
assessment of why the patient has come that particular day, it is estimated that a new diagnosis is made
in only 50 per cent of primary care consultations, and, if this happens, in only 25 per cent of these is
there an evidence-based treatment available.?’

History of the GP contract

The nature of general practice, along with its historic background, has meant it has traditionally been

lightly regulated. As previously mentioned, GPs have never been salaried employees of the state. In

fact, the origins of their independent status can be found in the negotiations that took place prior to the
National Health Insurance Act of 1911. In return for accepting patients under the insurance scheme
(previously all GP work was private or voluntary), government agreed to respect GPsQ | dzii 2 y 2 Y &
way they ran their practices. When the NHS was formed in 1948, this principle was carried over through
the GMS contract. As part of this agreement, GPs received payment for treating NHS patients via a
capitation system based on the number of patients on their lists; an arrangement that survived, with a

few alterations to include a salary element and provisions for direct payment for additional services,

until 1990.%

From this date, performance-related financial incentives, rather than statutory terms of service, have
increasingly been used by thegovery Y Sy & G 2 & G S S pastiddlarlyi ddt oficdhdérn BrA 2 dzNI
population-based medicine and public health. The new era was heralded when the Conservative
government negotiated a GMS contract that ¢ in addition to greater weight being given to capitated
payments as a proportion of total income ¢ introduced both dedicated payments for health promotion
activities and target-based payments for cervical screening and immunisation programmes.?® Then, in
1998, came the first explicit link between payment and quality of care when Labour introduced the
Personal Medical Services (PMS) contract, which included provisions for remuneration based on
adherence to quality standards in the new National Service Frameworks (NSFs). However, the impact of
the move was limited by take-up of the locally-negotiated contracts at the time, which stood at just
three per cent.* It was 2004 before fee-for-performance became mainstream.

%
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The new GP contracts

Budgetary increases accompanying the NHS Plaonf 2000 provided the necessary resources for the
government to introduce a series of new contractual arrangements for GPs, including a drastically
changed GMS contract. Taking advantage of new developments in informatics, a significant proportion
2T DtaQ AyO2YS ¢glazx F2N GKS FANRG GAYST (2

The rationale

The re-negotiation of the GP

contract was considered widely BOX 1.GMS Contract:A UK-wide contract for
necessary. Many GPs felt unable general practice with the protection of national
to control their workload, negotiations involving the government, NHS
insufficient resources were Confederation and BMA.

provided to reward extra work

and funding arrangements PMS ContractA locally agreed alternative to GMS
tended to discourage the for providers of general practice negotiated between
development of new services. primary care organisations and general practice to
Junior doctors in particular were allow greater flexibility on service provision and
being deterred from entering the pricing.

profession, leaving it with
something of a recruitment
crisis.** The provision of primary
care also remained stubbornly
inequitable, with the Inverse Care
Law first articulated by Dr Julian
Tudor Hart some thirty years
previous still very much in

H 32
e\{ldence. There was PCTMS Contract: Enables primary care
widespread concern over low

. . S organisations to provide services themselves by
quality primary care provision in

disadvantaged areas; capitation directly employing staff.
payments were considered

crude; and risk adjustment (for
age and patients living in rural or disadvantaged areas) rudimentary. In principle, the system
discouraged GPs from seeking out high-risk patients.*

APMS ContractA means to allow primary care
organisations to commission services (whole practice
or specific) from which GMS/PMS practices have
opted out, such as enhanced and out-of-hours
services. Contracts can be held by the independent
sector, voluntary sector, social enterprises and
traditional providers.

New contractual arrangements

In order to allow for greater flexibility in the way in which primary care services could be procured, two
additional contracting routes were drawn up. The Alternative Provider Medical Services (APMS) and
Primary Care Trust Medical Services (PCTMS) contracts hoped to give Primary Care Trusts (PCTs) greater
scope for commissioning new and enhanced services in under-doctored areas (see box 1).

The most significant changes, though, were reserved for the GMS contract (see box 2), which still
covered about two thirds of GP practices. Accompanying a major injection of funds into primary care of
around 33 per cent over three years, a new remuneration system called the global sum was introduced
with the aim of distributing resources to general practice more closely according to need. Practices are
now allocated their non-performance-related funding according to list size, adjusted more sensitively ¢

9



but probably still not sensitively enough
¢ for local population characteristics
such as patient age, gender, morbidity,
mortality and cost of living via the new
Carr-Hill formula.®

-

However, by far the most radical aspect 1

of the new contract ¢ and indeed the
new PMS contracts ¢ was the level on
which GPs were to be offered pay-for-
performance.

The Quality and Outcomes
Framework

The Quality and Outcomes Framework
links up to a third of a general practice
income to performance against a
maximum of 1,050 (now 1,000) W1j dzI f A G
points. These are based on a set of 146
indicators that measure a variety of
practice standards, focused on technical
effectiveness. Indicators and points are
spread across four W R 2 Y Ig dliyical, Q
organisational, patient experience and
additional services ¢ with the greatest

1

o

BOX 2Main provisions of the new
GMS Contract (2004)

Spending on general practice to rise by 33%
over three years, totalling £8bn by 2006,
with the particular aim of modernising
practice infrastructure and IT.

New remuneration system using the Carr-
Hill funding formula to take account of local
population characteristics.

Minimum practice income guarantee
(MPIG) to smooth introductory phase of
new funding system.

Large proportion of GP pay (up to a third)
linked to the quality of care provided
through Quality and Outcomes Framework.
@Ps able to opt-out of providing additional
services and out-of-hours care, with
responsibility shifting to primary care
organisations (typically PCTs).
Opportunities for practices to apply for
money to provide a range of additional
services, such as specialist clinics.

/

weight, initially of 550 points, given to

the clinical domain (see box 3). Bonus points were also offered for high scores across all four domains,

plus an extra 50 points based on access.

How it works

The QOF was designed for the Department of Health (DH) by a group of academic and health experts
commissioned by the negotiating parties ¢ the BMA and the NHS Confederation.

Organisational indicators were partly based on points of merit in pre-existing GP practice awards given
out by the RCGP, such as the Quality Practice Award; with patient experience indicators linked to pre-

existing patient surveys.®

Clinical indicators, on the other hand, focused on areas of high prevalence or burden of disease, with
most chosen on the basis of clinical evidence that the recommended intervention leads to improved
health outcomes. As a result, areas where large volumes of clinical trial data were already available,

such as coronary heart disease (121 points), hypertension (105 points) and diabetes (99 points) featured
strongly, although ¢ consistent with academic literature on pay-for-performance® ¢ a broad range was
purposefully included in an attempt to minimise the likelihood of any quality improvement being
concentrated in just one area. Greater weight was also given to outcome measures rather than process,
structural and diagnosis-related indicators. For example, in the original QOF, for patients with
hypertension a maximum of 10 points were on offer for recording smoking status compared with 20
LRAYyGa F2NI I LI GASYyGQa of 22R LINBaadzNB
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BOX 3Quality and Outcomes Framework

(2004/05)

1

Clinicaldomain (up to 550 points 76 indicators in 11
areas (coronary heart disease, stroke or transient
ischaemic attack, cancer, hypothyroidism, diabetes,
hypertension, mental health, asthma, chronic
obstructive pulmonary disease and epilepsy);
Organisational @main (up to 184 pointg: 56 indicators
in five areas (records and information, patient
communication, education and training, practice
management and medicines management);

Patient experience domaiifup to 100 points: four
indicators within two areas (patient survey and
consultation length);

Additional services domaitfup to 36 pointg: 10
indicators within four areas (cervical screening, child
health surveillance, maternity services, contraceptive
services)

Also:

T

T

U

Holistic care paymentsneasuring overall clinical
achievement (up to 100 point$

Quality practice paymentsneasuring measure overall
achievement in the organisational, patient experience
and additional services domains (up to30 pointg

Access standard@up to50 points. /

~

Crucially, after adjustment
for list population
characteristics and practice
caseload, financial reward
is linked directly to the
scores obtained on such
indicators. So, above a 25
per cent threshold (now 40
per cent) and below a 90
per cent threshold, the
lower the percentage of
hypertensive patients who
have had their blood
pressure checked in the
last nine months, the lower
the points scored and the
lower income the practice
will garner from the QOF.
Payments are made to the
practice, rather than
individual GP, in order to
encourage a culture of
teamwork,*” with a point
originally worth £75 to the
average surgery with a
patient population of 5,500
and three whole-time
principals (though this has
subsequently increased to
£125).%

Provision for review

The DH made it clear from the outset that the QOF would not remain static, with the need for updating

in line with the development of clinical evidence, healthcare advances and new legislation. Indeed,

Investing in General Practioatlined proposals for a formal review process via a UK-wide independent
39

group.

The first overhaul of the QOF came in 2006, when the maximum number of points was reduced to
1,000; the minimum and maximum thresholds for point-scoring were raised to 40 per cent and 90 per
cent respectively for the majority of indicators; and a total of 166 points were redistributed (the vast
majority to new indicators such as atrial fibrillation, chronic renal disease, depression, dementia,
obesity, palliative care, mental health, learning disability, and the management of patient records). The
net effect was a 105 point increase in the number of points allocated to the clinical domain.* Further
changes have followed in subsequent years. For example, in the 2008/09 QOF, 58.5 points were
recycled to incentivise access."

11



The aims and possible pitfalls of the QOF

Aims

Ultimately, the QOF aims to use the promise of financial reward to drive providers to improve quality of
care, particularly for chronic conditions.*

According tothe DHX W (i KIBlosapl® dlaBerpinning the [framework] is that incentives are the best
method of resourcing work, driving up standards and recognising achievementQ The QOF, it said, 44 not
about performance management of GMS [and PMS] contractors, but resourcing and rewarding good
LINI O ThéxiSedrywvas simple: incentivise evidence-based indicators across general practice and the
quality of care received by patients would ¢ at least in biomedical terms ¢ improve.*

Concomitant with this, the QOF was expected to encourage a more pro-active approach to general
practice, re-focus attention on chronic care and spread good preventative medicine across the board. It
was hoped that in time this would bring not just better recording of data, but falling health inequalities,
fewer avoidable hospital admissions (due to better management of disease) and, above all, a healthier
population. In this sense it is the ultimate public health framework.

Risks

However, for all the grand aims, advisors also anticipated certain negative and unintended
consequences.” The QOF cuts across fundamental disputes both in the philosophy of medicine ¢
particularly between the more utilitarian concept of public health and the deontological view of patients
as the ends in themselves ¢ and the proper role of general practice. For this reason, it has been
criticised for lacking an intellectual overview and a meaningful attempt to map out what patients want
or need and what doctors should or should not be doing.*

g GKS KSIENI 2F GKAA A& 5SYAydQa FlyY22dza o NyAy3 i
SAGKSNI AayQi YSI ataNeQRF ngither incladgs@limedica dorilitiaNsInay dapufes

the essence of a primary care consultation, interpersonal effectiveness.*® Many feared what might

happen if the attention of GPs was inappropriately diverted to getting QOF points.*® In focusing on

technical expertise would the QOF threaten the patient-centred and holistic strengths of general

practice? What effect would it have on patients with conditions not in the QOF; or with complex co-
Y2NBDARAGASE (KIG R2 y2i FAG ySIaGteée Ayi@nusehC W62ES
themselves; would professionalism be compromised?

The impact of the QOF ¢ and the inherent tension between improving the health of the population and
caring for the individual patient ¢ deserves careful analysis.

12



3. Quality in the QOF

The QOF presents a picture of improved and impralingalquality in general practice, but the extent
to which this can be attributed to the financial incentives it provided remains unclear and varies from
condition to condition.

There is a real case be made that in certain instances the QOF simply paid out for quality that was
already there, but not well recorded.

QOF surprise

¢KS 5SLINIYSYyd 2F 1 SIFftGKQa
practices would score an average of 75 per cent of the maximum 1,050 points possible. However, in
2004/05, GP practices had a nasty surprise for central planners ¢ though a pleasant surprise for patients
¢ by returning an average score of 958.7 points, or 91.3 per cent of the maximum possible. The trend
continued; in 2005/06 practices scored an average of 96.2 per cent; in 2006/07 it was 95.5 per cent
(slightly lower scores this year reflect changes made to the QOF and the raising of thresholds); and in
2007/08 it was up again to 96.8 per cen

Depending on practice size and list characteristics, as much as a third of general practice income can
now derive from the QOF ¢ considerably higher than was originally expected ¢ with QOF payments
totalling some £2.8 billion in the first three years of the scheme; an overspend of £384 million.™

t.50

Fig.2. Attainment of QOF points by GP practices in Engiand
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SourceThe Information Centre (2008)h 2006/07 maximum possible points were cut from 1,050 to 1,000.

This was largely the result of two things. Firstly, the QOF was rolled out nationally without any
meaningful piloting and benchmarking, making it very difficult for the government to predict how
practices would perform against the framework® (although the government chose not to believe the
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BMA when they consistently warned that GPs would score highly®®). And secondly, with the QOF
announced over a year before it actually came into being, many practices used the time in between to
prepare for its introduction.> The quality of care that resulted was apparently much higher than the
government dared hope.

Rising quality

That said it would be wrong to say the QOF had no impact. Itis clear that prior to 2004 a significant
proportion of practices were not obtaining the standards the QOF laid down; instead, the picture was
one of variation.” Subsequent high scoring in the QOF suggests the framework helped to erode this and
drive improvement across the board.

Interestingly, most GPs feel the QOF has had a real impact in terms of improving disease-specific patient

care (technical effectiveness), as well as improving information technology and data capture.® In fact,

the IT systems now in place in general practice, withtheirin-o dzZA f G | 6 Af A& G2 WLINR YL
enviedacrosa 9 dzN2 LIS @ l'a GKS OdzNNByid OKFANI 2F GKS . al! Qa
aSft RNHzYz alFAR NBOSyidfey WL GKAY]l GUKS RAAOALE AYyS 2
[evidence-based medicine] in a more structured way...[and] made us more pro-active in seeking out
O2yRAGA2YAa YR | RRNB&daAy3d GKSYZ NIGKSNI GKIy 2dzai

Independent studies tend to suggest their impression is founded in reality; there is little doubt that
quality, in terms of indicators in the QOF, has improved since its introduction. However, evidence of
any direct causal link depends on the disease.

Diabetes and asthma

First, the positive side. Longitudinal studies of English practices between 1998 and 2005 show quality of

care for diabetes and asthma increased markedly post-QOF, with greater improvement shown between

2003 and 2005 (11 and 14 percentage points respectively) than in the five years prior to that (8.8 and

10.1 percentage points respectively).”® Indicative of this, among 26 practices in South London, the

median practice-specific proportion of diabetic patients with desired HbA;. glucose levels increased from

38 per centin 2003to 57 percentin2005® ¢ KS 51 ftA&dda RAFo6oSiSa | a wz2y$§S 2
F OKAS@SYSyia nthto thekBnber df @edPIE withXiabetes receiving essential tests and

measurements and a 600,000 increase in the number of people diagnosed in the past five years as

evidence of improved performance.®

Neither is this just statistical trickery. Althougk &2 YS O2YYSy il G62N&R R2 O2yiSYyR
K2 O NI G KSNJ (F'Rateyfo-fazedntetviévs witti 8,68BQ@atticipants in the English longitudinal

study of ageingshowi KS v hCQa AYLINB&AAAZ2Y 206thdabeteddi@sBimRaislj dz £ A ( &
reflected in the experience of patients.? It is reasonable to suggest the jump in QOF-related quality for

these conditions is unlikely to have happened without the framework.
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Fig.3. Performance of general practice on key diabetes indicators
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Coronary heart disease (CHD)

However the impression with CHD, another disease heavily targeted in the QOF, is somewhat different.
While quality of care ¢ both on QOF indicators and as reported by participants in the longitudinal survey
of ageing ¢ continued to improve, rates of improvement remained little different to that pre-QOF.%

Fig.4. Performance of general practice p@OF and posQOF for CHD, diabetes and asthma
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This probably reflects the fact that 98 per cent of PCTs had previously introduced initiatives to tackle
CHD and that the disease was already the subject of strong national guidance.** For example, the
prescription of statins, the lipid-busting drugs used to control cholesterol levels, continued to increase
post-QOF, despite not being explicitly targeted in the framework.®

Missed opportunities?

Itis clear the QOF has, in many instances, led to improved quality of care, at least in terms of technical

effectiveness. However, it remains unclear whether the framework was necessary to induce this change

and whether or not it could have been more ambitious. As Professor Martin Roland, one of the leading

authorities on the QOF, said in recent evidence to the Houseof ComY 2y a | SIf 6K / 2YYA GG SS)
has made a difference in [that there has been] a modest increase in the rate at which quality is

improving, but it is not a staggering one simply because care was already improving pretty rafitiby

Step-changes in quality of care are observed for particular diseases, such as diabetes and asthma, but

not in CHD where quality was already quite high. Although many practices may well have prepared up

G2 I @SENIAY I R@GI y OF thefacthab niafy & 8Oper 61 &f practtds atBeRedzO G A 2 v =
the maximum score of 100 points for breadth of care in the first year does imply a significant proportion

of the QOF paid out for quality that was already there but not well recorded. At the very least the

government could have set payment thresholds higher; GPs who have typically returned a standard of

care on QOF indicators above the threshold required to get maximum points.®

The biggest direct impact of the QOF was probably, in the words of one primary care nurse interviewed

forthisstudy, i 2 KI @S F2 O0dzAaABRISF Vi IBWRIS RIS NFRNMA Yy I LINF OiGAOS3
This is no mean feat ¢ at least there is now a guarantee that the basics are done and recorded in a

standard way ¢ but perhaps falls short of what might have been achieved.
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4. Population health and health inequalities

In focusing on population health and the management of chronic conditions, the government anticipated
the QOF would not just be a framework to incentivise general practice to folldeneebased

guidelines, butvouldalso carry wider benefits for the health of patients and help to cut health
inequalities.

While it is too early to perform a proper assessment in this field, both, so far, have tended to prove either
somewhatoutofre OK 2 NJ KI YLISNBR o0& (KS vhCcQa RSaidyo

Healthier people?

At the most basic level, it is clear that simply controlling the intermediate indicators that the QOF
focuses on, such as blood pressure and cholesterol, does not automatically lead to healthier lifestyles or
better quality of life. Many patients may actually feel worse on antihypertensives and cholesterol
reducing drugs. While CHD patients in Northern Ireland (which has the QOF) have significantly better
controlled blood pressure (37 per cent vs.28 per cent) and cholesterol levels (24 per cent vs.17 per
cent) than those in the Republic of Ireland (which has no equivalent of the QOF), CHD patients in the
Republic of Ireland actually report much higher levels of physical activity (62 per cent vs.44 per cent)
and better physical and mental health.*®

Indeed, the QOF may struggle to deliver meaningful population health gain. Firstly, the value assigned
to clinical indicators is not directly linked to the likely health gain of the intervention, but to anticipated
workload.” There is no threshold that has to be met for an indicator to be included in the QOF. The
original framework included, for example, the prescription of statins in CHD (maximum of 13.8 lives
saved per 100,000 of the population per year), but not warfarin in atrial fibrillation (maximum of 33.0).”
On top of this, where an intervention is included, payment can be inverselyrelated to health gain. For
ACE in heart failure the typical practice will receive a maximum payment of £2,400, compared with
£2,760 for the prescription of statins in CHD, despite the former intervention being associated with
saving nearly ten times as many lives per 100,000 of the population per year (308.0 vs.33.0).” This is
significant for it means that the QOF is almost certainly skewing clinical practice to high-workload
activities that may be marginally effective, to the detriment of low-cost and more beneficial care (see
fig. 5).”

Secondly, even if the QOF was more closely linked to likely health gain, it is by no means a certainty that

health gain would actually be realised. There will always be limitations to supporting evidence; the

person presenting in front of a GP is unlikely to be representative of the otherwise healthy individuals

that have determined the efficacy of treatment in population-based trials; and may not respond to the

treatment. One reason why large trials are needed for certain treatments is that the actual effect in

each patientissmall.” { A YAt I NI @ 2 I f (i K2 dzhsluddil K e adréhpiRthe 9@Fdzii 02 YS & Q
does not attempt to measure some of the most important: whether the problems that patients are

experiencing are actually improved as a result of the interventions of general practice and whether QOF

interventions have worked. Practices may be achieving near-perfect scores for CHD, but they cannot

prove they have reduced the number of heart attacks.”
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Fig.5. Likely health gain associated with key clinical indicators in the QOF
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One proxy measure might be the number of avoidable admissions to hospital. In encouraging better
management of chronic conditions, one would expect the QOF to lead indirectly to fewer patients

LINBaSydAy3a G !'39 gA0dK aeéyYLlisclva hymdysadmitomdotin-O2y aA RS

status asthmaticus. However, evidence remains sparse. Studies focusing on epilepsy have found a
significant and relatively strong relationship between the quality of epilepsy management in primary
care and decreased epilepsy-related emergency hospitalisation, suggesting the QOF could have a
noticeable impact.” Indeed, an analysis of QOF scores from GP practices in two English PCTs did show
that higher clinical domain scores are generally associated with lower admission rates, but the
relationship was only statistically significant in the case of cancer. Also, somewhat counterintuitive,
higher scores in the additional services domain were actually associated with higher emergency
admission rates.”” Some commentators warn that if in the long-run the QOF harms person-focused
relational care (see chapter 5), this could occur across the board.™

Finally, there is the issue of identification. The QOF can only hope to deliver population health gain if it
succeeds in encouraging a more pro-active stance to the identification of those at risk from a particular
disease. Yet evidence suggests it has only been partially successful here; the Yorkshire and Humber
Public Health Observatory recently estimated that around 16 per cent ¢ or as many as 400,000 ¢
diabetics remain undiagnosed.” Effective identification of many diseases is also likely to depend on
wider systems being in place to provide direct care and advice to patients. Yet, for diabetes, only 57 per
cent of PCTs have such systems.*

C2NJ Y2NB O2YLINBKSYyar@dS SOARSyOS 2F GKS vhCcQa AYLN
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Health inequalities

Although the QOF was not strictly designed to tackle health inequalities, the government expected that
through introducing national standards the QOF would pull up the worst performing practices and result
in a decrease in inequality over time, at least in technical effectiveness. This was not an unreasonable
expectation, as around 60 per cent of the difference in mortality between deprived and affluent areas is
due to conditions the framework addresses.?" Indeed, progress has been shown.

The downside is that the good work is in danger of being undone by the funding mechanisms underlying
the QOF that risk entrenching wider inequalities.

Inequalities in the QOF

To the extent that the QOF has engineered a convergence in quality, as represented by scoring against
the framework, health inequalities have fallen. Studies do find lower QOF scores still associated with
more socially deprived areas,® but there is evidence of a catch-up. Although they started from a lower
standard, improvement in overall median reported achievement on QOF scores in the most deprived
practices (7.6 per cent) outstripped those in the least deprived (4.4 per cent) between 2004/05 and
2006/07. Asa result, the difference in performance between the most and least deprived quintiles of
practices fell from 4.0 per cent to 0.88 per cent;* a small difference between areas of markedly
different social profile, especially when set against a national picture of entrenched health inequalities.
LYRSSRYX G(GKS NBLRZ2NIQA FdziK2NR 02y Of dzZRS WFAY Il yOALI €
substantial contribution to the reduction of inequalities in the delivery of clinical care related to area
RSLINAGI GA2Yy Qo

A similar picture is reflected for particular conditions. While achievement in quality of care for diabetes

remains higher in more affluent areas, signs are promising. After one year of the QOF, attainment of

glucose levels HbA;. XK7.4% across 26 practices in south London was just three per cent less in the most

deprived areas than the least.®> Similarly, after adjusting for practice size, the disparity in the quality of

care for cardiovascular disease on the vast majority of QOF indictors is generally found to be no more

than two or three percentage points.®* In fact, more up-to-date data shows it is now probably less than

this. Looking at blood pressure control in 99.3 per cent of practices in England across the first three

@8SINA 2F GKS vhCx I aitdzRé o0& YAy3dQa /2ttS3S [2yR2
most deprived areas had nearly disappeared.®” This is consistent with an analysis of general practice in

Rotherham, which found socioeconomic inequality in quality of care for CHD to be non-existent.®

Such findings are significant for at least two reasons. Firstly, a reasonable time-lag would normally be
expected for practices in deprived areas to catch up.®® Secondly, pre-QOF, the difference in
performance between practices in deprived and wealthy areas tended to be static or widening. In 2003,
variance in clinical quality across practices was estimated to be 15.9 percentage points in the case of
asthma; roughly the same as in 1998. Diabetes also presented a static picture and in CHD the gap
increased, with greater improvement in affluent areas considered statistically significant.” Yet, low
scoring practices in deprived areas now seem just as able to improve the quality of their care (as
measured by the framework) as low scoring practices in more affluent areas.”

However, before the champagne is popped, it is important to point out that for specific QOF quality
indicators significant inequalities between the least and most deprived quintiles do remain. In 2005/06
a 21 percentage point gap existed for the recall of severely mentally ill patients not attending
appointments for long-lasting injections (79 vs.58 per cent); a 16 percentage point gap was found in
terms of practices opening greater than 45 hours per week (90 vs.74 per cent); and a 12 percentage
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point gap existed in the proportion of epileptics who were seizure-free for greater than 12 months (77

vs.65percent)? ¢ KSNB Yl & | f&a2 068 I WOSnforprsties@mcFeSOGQ AY | «
affluent areas.”® For one, higher rates of exception reporting (addressed in more detail in chapter 6) are

evident in more deprived areas, a trend not properly explained by socioeconomic or demographic

factors, and possibly indicating lower standards of care.”* Most worrying, however, is the impact the

QOF is having on wider health inequalities.

Inequalities in health

It is likely that equity in primary care falls into two categories: equality of care among patients (i.e. those
who have accessed the service) and equality of care across the overall population, which includes access
to the service, the incidence and prevalence of disease, and wider socioeconomic inequalities linked to
health.* The QOF cannot capture the latter adequately, because it refers only to particular conditions,
says little of care in relation to need and is a post-access measure.*

Given this, the picture of falling inequality that the QOF presents could well be an illusion. In secondary

care, for example, there is a gap of some magnitude in mortality from myocardial infarction between

deprived and affluent groups, yet there is no equivalent association in rates of hospital admission.”’

Similar trends are evident in primary care; the percentage of diabetics who are undiagnosed, for

example, is estimated to be as high as 48 per cent in Kensington & Chelsea compared with near zero in

some PCTs.®® Indeed, studies have shown that the QOF has failed to iron out patient-level differences

beyond its immediate scope. For example, in the Wandsworth Prospective Diabetes Study, the

prescription of statins to black African patients and insulin to black African and south Asian patients

NEYIFAYSR t26SN GKIy (2 6KAGS . NAGR Watsehldodi A Sydaz So@
pressure and blood glucose control also persisted in black Caribbean patients.'®

In broad terms, the essence of the Inverse Care Law ¢ that Wi KS | g Af o Af AGé& 2F 3J22R
vary inversely with the need for it in the population served(x; is as true now as in the 1970s when it was
firstarticulated.™™ | & [ 2 NJhtednr Régort @ y2 6t SRISRT WiKS oNBIR
Ay 9y3flyR IINB adAtf adNA{AYyIQO LG ARSWUOATA
cancer mortality, and showed that areas with the lowest life expectancy correlate quite closely with

areas where there are the fewest GPs per head.'® This is unlikely to be a coincidence; studies in the US
have shown that the more primary care physicians an area has, the better the health of its population

tends to be.'®

QK |y
SR Yl

Worse, the payment structure of the QOF has exacerbated the likelihood of this holding true.

Concessions made in negotiations mean payment in the clinical quality domain uses an Adjustd Disease

Prevalence Factor rather than true prevalence, which ¢ while ironing out variation in overall payment

between practices ¢ has penalised those practices with large numbers of patients suffering from QOF-

related conditions. Two practiceswiththed I YS /15 Wg2NJ f 2F RQ O0ydzYoSNI 2F L
disease register) and achieving the same quality of care (by QOF points) will get paid drastically different

amounts under the QOF if they have a different overall list size.
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Table 1. The déct of using adjusted, rather than true, disease prevalence

Practice A Practice B
List size 23,324 560
# on CHD list 30 30
6SljdzA @1t Syid G2
QOF points achieved 101 101
QOF payment if True Prevalence | = =
Actual QOF payment (Adjusted| £25,063 £850

Disease Prevalence Factor)

Source: Guthrie, B, et al. (2006)

This example is not a particularly extreme case; variation in payment per person with a given QOF-
related disease can be as much as 44-fold.*® Given that the prevalence of disease is typically higher in
deprived areas, the government has predictably and systematically penalised the practices that serve
them;'® a distortion that is not adequately ironed out by the non-QOF part of funding.'®® Whatever the
QOF has managed to achieve in terms of improving equality in terms of standards of care, the funding
system behind it is in danger of producing the reverse effect in institutionalising wider inequalities in
health. It is welcome that the negotiating parties for the 2009/10 QOF have sought to address this.
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5. Quality outside the QOF

The QOE as with all statisticalybased indicatorS’ ¢ must always remain a proxy measure for true
quality of care for a whole host of reasons: QOF data is ultimately reported for payment pugnbges
reflects relative yeaon-year peformance in selected areagpes not cover conditions excluded from the
scheme, carried out in secondary care, or provided in the independent, sectqrays only liservice to
the experience of patients and interpersoaffectiveness®®

There is a further dimension too. While the DH insists that the QOF is not about performance

management, in attaching points to the achievement of particular indicators of quality of care it

nonetheless creates a series of targets B&s are expected to hit and will want to hit:eme wants to

be at the bottom of the league table. Such a reggas has been well documented in other areas of
healthcaré®¢NRA a1 a4 LISNOBSNES O2yaSljdsSyoOSao ¢ Khatanced2Sa ol C
something becomes a target it ceases to be a good mea¥ure.laying down an arbitrary number (the

QOF threshold) any target will tend to drive a degredistbrtion intothed @ a 1 SYX Fft 2g6Ay 3 LI
at the expense of the wholeCrudely if a target is set beyond current capability, it will tend to cause GPs

to either redesign their practice to the detriment of care elsewhere, or cheat to make up the numbers.
Alternatively, if a target is set below current capabijlihere is little icentive to do bettet™

As we shall see, the QOF Imasbeen immune to such a hypothesis; gaming is in evidettteugh not
widespread; and quality can be substantially worse outside the QOF.

Gaming and exception reporting

GPsagreedtotheintroductiz y 2F GKS vhC 2y (GKS 3aAINRdzyRa GKIFIG Al ¢
that is self-reported and with proportionate inspection by PCTs. However, one of the fears was that this

might encourage less scrupulous GPs to maximise their scores ¢ and thus income ¢ not necessarily by

providing better standards of care, but by gaming (or more accurately cheating) the system where they

saw the chance. The DH recognised two means by which this might occur: through maintaining

inaccurate disease registers and through the abuse of exception reporting.**?

Disease registers

The financial incentives built into the QOF create perverse incentives when it comes to the registering of
disease; no-one wants a diabetic patient on their list whose condition is not yet controlled, because the
points will start to tumble. The fact that patient data is in some cases self-reported leaves open the
potential forGPs i 2 & & { K| {yglucoskevél ik cBntrdil€d dvhen itisinot, and to say decent
advice has been provided about smoking, when it has not. However, such deliberate miscoding of
indicators is probably very small-scale and would be fairly easy to pick up through unusual spikes in the
distribution of the readings.

What appears more common is unexplained variation in putting cases on disease registers in the first
place. Many GPs in private conversation admitted that if a patient presents with a QOF-related disease
at the tail end of a financial year, thereby leaving little time for them to be treated, there is a very real
incentive to delay putting them on the disease register until the next financial year. This is almost
certainly just an administrative trick not indicative of a real delay in treatment that will have started, but
does raise questions about the adequacy of the framework.
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Related to this is the subtle gaming of reporting prevalence per se. The sensitivity a practice applies as
to when a patient has a chronic condition varies, with practices scoring above QOF thresholds having the
incentive to increase reported prevalence to gain more income and those below the reverse. In
Scotland, for example, practices that performed worse in 2004/5 had lower reported prevalence in
2005/6.% Across the board, recorded incidence rates for coronary heart disease (CHD) also fell quite
considerably post-QOF as opposed to pre-QOF, with CHD codes being removed in the run-up to the new
contract.™*  This could be entirely innocuous, or it may not. The new contract undoubtedly triggered a
major data clearing exercise, which will have corrected many incorrect diagnoses with no corroborative
evidence. However, it could also have resulted in the removal of a few correct, but unsubstantiated,
diagnoses to maximise points. These patients would then be hidden from the QOF and with them any
evidence about the quality of care they are receiving.

Fig.6. Reported incidence rates of CHD pre and {695t
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Exception reporting

Of greater concern is exception reporting; a phenomenon now known far beyond health circles, thanks

to recent press coverage. Exception reporting is both the most obvious means of gaming and the one

that has received the most attention, enabling GPs to remove certain patients from the list that counts

towards their QOF scores, either for a whole domain or a specific indicator. This may sound like a recipe

for disaster, but does have a good clinical rationale. There are many things beyond the control of a GP

where treating a patient along QOF guidelines would be inappropriate; such as age, a lack of

responsiveness to treatment, an unwillingness of the patient to be treated, and contra-indication for

therapy.'™ If such patients were included in the QOF, it could unfairly penalise practice income,

produce perverse incentives for inappropriate treatment, or encourage LIN} OG A OSa G2 NBY20S
patients from their lists in order to maximise payment.

However, it is equally possible for GPs to use exception reporting to cheat the system; to strike awkward
patients off the QOF register to boost scores, leaving obvious question marks about the quality of care

23



such patients might be receiving. Indeed, the monetary incentive to game more complex indicators,
such as those relating to mental health (worth up to £1,748), is found to be quite strong.**® Exception
reporting has also proved costly for the taxpayer: in 2004, £17 million less would have been paid out to
GPs had they not been able to exception report at all.**’

That said the proportion of exception reporting that represents gaming is a complex issue. In 2008, the
Health Service Journaknt on the offensive, showing that while the average rate of exception reporting
stood at around seven per cent of patients in 2006/07, nine practices had rates three times as high.
Variation in individual indicators was even more noticeable, with 20 practices exception reporting at
Y2NB GKIFy GSy GAYSa GKS F@SNF3IS F2NJ YSI 8NNy 3
However, this is likely to be misrepresentative. The HSdised raw data with little consideration of
legitimate reasons for variations in exception reporting, such as practice list turnover and the number of
patients with complicated co-morbidities. Looking more closely at the data, the most common indicator
to be exception reported overall, the prescription of beta blockers for CHD, reflects the fact that they
are contraindicated for many conditions including asthma, peripheral vascular disease and chronic
obstructive pulmonary disease (COPD).

Still, it would be difficult to explain away all variation on such reasons alone. A similar study to the HS® a
looking at exception reporting in the first year of the QOF in England (2004/05) did, after all, show

similar variation and ¢ after controlling for legitimate factors ¢ considered that 1.1 per cent of practices
required further scrutiny.™® A re-run of the analysis for the second year (2005/06) confirmed a similar
picture. Exception reporting in four per cent of practices was considered above normal, with
characteristics of patients and practices explaining only 2.7 per cent of variance.'®

Fig.7. Variance in exception reporting in 2005/06
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The fact that there is a positive correlation between exception reporting and performance, with a one
per cent increase in exception reporting associated with a 0.31 per cent increase in performance on the
QOF, also suggests at least some gaming is happening.'* Indeed, the worse a GP practice is performing,
the more likely it has been found to game the next year. In Scotland as many as 0.87 per cent of
patients in underperforming practices, or 10.9 per cent of the overall number of patients exception
reported, were found to be inappropriately excluded.*”
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The inevitability of gaming

That such gaming exists ¢ whether or not it is as conclusive, exciting and prevalent as projected by the

mediagisa @ YLIG2YIFGAO 2F (GKS vhcCcQa RSaA3ynorbiditiesict LI GA Sy i
particularly the elderly and those from more deprived backgrounds ¢ do not align well with the QOF,

leaving the door open to gaming. Any target-based regime, particularly where linked to monetary

reward, will have perverse consequences as subjects struggle towards the goal; you can never pass

enough regulations to make everyone ethical.

PCT representatives acknowledge as much, suggesting when interviewed for this paper that exception
NELR2NIAY3I FyR I RSAINBS 2F 3IALYAy3I Aa G2 oS SELISOGS
inevitability has not led to widespread abuse.

Outside the QOF: outside our thinking?

¢CKS FAYFYOAlIt ¢SAAKG FGdGFOKSR G2 G4KS vhC AYS@Adlo
indicators and conditions it incentivises, opening the real possibility that patients not fitting neatly into

the QOF framework might be someway disenfranchised. This is not just a concern for those suffering

from conditions not included in the QOF, but also for those cutting across it with complex health

LINPOE SYao al ye Ff&az2 62 NN SHRrsfiok tedlingWithAimpdrtdny’ 3 62 ES & Q
topics during a consultation and adversely affect interpersonal effectiveness.'?®

The evidence suggests that these concerns have been borne out. Quality of care is typically worse and

has improved far less for conditions not in the QOF ¢ a fact that is not wholly explained by historic

trends ¢ and there is anecdotal evidence that person-centred holistic care is being compromised. This is

unlikely to be the result of conscious decision, more an implicit opportunity cost of the time required to

Yw3SGi Kz2asS LRAYyGAQOD LY LINAGIFGS O2y@SNEI GAZ2YS YLy
QOF can take up to 20-30 hours per week for the average practice, including 2-3 hours of clinical time.

Conditions outside the QOF

On the positive side, studies suggest that the rate of improvement in quality of care for those conditions

not covered by the QOF continued on a similar trajectory post-QOF as pre-QOF; they have not been left

Wiz yS3ItSOLQ Fa ¢! aalsdeidencedafadoicalldd VR | & 3 [thEtAEO K QNS A
related condition or indicator has been incentivised in the QOF it has had a positive knock-on effect on
non-incentivised interventions and indicators (see fig.8)."**

However, rates of improvement in non-incentivised clinical areas have typically been some way behind
those included in the QOF. Across eighteen practices between 2003 and 2005, academics showed that,
whereas achievement across six indicators incentivised in the QOF relating to asthma and hypertension
increased from 75 per cent to 91 per cent, achievement across fifteen indicators concerning depression
and osteoarthritis (not in the original QOF) increased by one percentage point from 35 per cent to 36
per cent.”® Concurrent with this, consultation rates for depression and anxiety have fallen since the
start of the framework.*?®
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Fig.8. Comparison in improvement between quality indicators included and not included in the QOF
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This is not an isolated example. Participants in the English longitudinal study of ageing revealed a similar
impression, reporting better quality of care for conditions included in the QOF than those excluded; 75
per cent attainment of endorsed quality of care indicators compared with 58 per cent respectively. **’
For certain non-incentivised conditions, such as falls management (41 per cent) and osteoarthritis (29
per cent), the picture is worse, with geriatric care in general faring particularly badly.**® Two recent
studies commissioned by the Healthcare Commission and The Information Centre found fewer than 20
per cent of over-65s presenting with non-hip fracture following a fall received the recommended care in
general practice; and that falls assessments were often not provided for high risk fallers.'®

Much concern is also attached to dementia care. Although 20 points are given out in the QOF for
registering and reviewing patients with dementia, this does not refer to actual clinical quality such as
looking for potential reversible causes. In a recent report the National Audit Office (NAO) estimated
only a third of people with dementia ever receive a formal diagnosis; the average time taken to diagnose
is up to twice as long as in some other countries; too few dementia patients receive anti-dementia

drugs; and only 31 per cent of GPs thought they had enough training to manage the disease.

130

Of course, some of this reflects complex historic, medical and societal trends ¢ performance in cardiac
care has long outstripped that for dementia or osteoarthritis ¢ but the comparative lack of improvement
isaworry. Loud calls to include osteoarthritis, urinary incontinence and more extensive dementia
indicators in the QOF now abound, but the plea itself must be seen as recognition of the limitations of
the framework. Although the QOF does cover the major chronic diseases, it can never contain
everything (nor was it intended to); if it did it may as well not be there at all. Even if osteoarthritis and
incontinence are subsequently included, i K S NB
outside. Many would stand by the concern expressed in a recent letter to the British Medical Journal
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Patient experience and patiententred care

Quality in health care has always had two dimensions: one is objective and technical; the other is
4dz02SOGADBS YR ljdzZt f AGFOABST LINAYOALIffe O2yOSNYySR
the technological achievements of medical scienceoveri KS f I ad FAFGe &SI NBRQX 02y«
O2YLINBKSyaAdsS LI GASYyd &aiddRASEa: WGKS LI GASYyGQa SEL
heart of the first purpose of clinical medicine ¢ to relieve human suffering.&*

In any general practice consultation there are complex behavioural skills involved; of connecting, of

summarising, of handing over information and of safety-netting, broadly what the former chair of the

w/ Dt w23aSNJ bSAIKO62dzNJ K& RSAONAeBeR-andy 2 Whey I GGSyida
Interpersonal effectiveness (see chapter 2), in facilitating freer and more complete communication

0SG6SSy Dt IYyR LIGASYGzZ Aa SaaSyidiart G2 Ylye AYLR
problems (that tends to be the rate-limiting step in quality of care), *** more accurate diagnosis, better

concordance with treatment advice, more appropriate decisions about preventative behaviour and less

use of emergency services.’® It is also what the vast majority of patients want; in systematic reviews of

patient priorities in general practice, humaneness and relational continuity tend to be ranked either

ahead of, or on a par with, competence and accuracy (although many patients do take the liberty of

assuming the latter)."*

The QOF partly recognises this, with a total of 100 points having typically been available for aspects of
care relating to patient experience, including length of consultation and 70 (now 55) points linked to
patient surveys in the form of the Improving Practices Questionnaire (IPQ) and the General Practice
Assessment Questionnaire (GPAQ).*" In this domain, GP practices are apparently doing well and
improving; the number of practices achieving maximum scores rising year-on-year from 79.3 per cent in
2004/05 to 97.2 per cent in 2007/08,"* with corresponding statistically significant improvements in
patient survey results."*

However, taking the framework as a whole, there is little attention paid to many things patients value:
compassion (as seen in the motto of the RCGP cum scientia caritgsappreciation of context, trust,
reassurance, empathy, relational continuity, and the effective management of multiple conditions with
their attendant intricacies.* Even in the patient experience domain, points are rewarded for having
undertaken an approved patient survey and having produced an action plan based on the results, not on
the actual scores achieved (though this may not be a bad thing given the wider critique of the use of
financial incentives in chapter 6).**" Of course, this is partly due to the inherent difficulty of measuring
the benefits of personal care, but the danger is that the emphasis of the QOF on technical effectiveness
risks crowding out important interpersonal elements and quality at the level of the individual patient.'*?
LYRSSRE (GKS tSIFIRAYy3 FINDOKAGSOGE 2F GKS vhC y2¢ SEL
practice income to measurable aspects of care has threatened the holistic and patient-centred focus of
GNIF RAGAZ2Y I MSYySNIf LINF OGdAaAdOSQ

The root of the problemisthati KS FTNI YS62NJ] Q& LINA2NRGASE Yl & y20 0°
they consult theirGP."* ¢ KA & OFy 06S 2dzZAGAFASRO® I Dt O2yadzZ G GA
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but also to offer opportunistic health promotion and advice about future help-seeking behaviour.** It

would also be hard to argue that a GP checking that a diabetic had his/her HbA,. glucose levels properly

controlled is not concerned with patient need, regardless of the underlying reason for the consultation.

However, Ay NBLINBASY(GAy3d a2YSUKAYy3d 2F W AKATH FNRY LI
the diseases themselves and their mead dzZNB Y Sy (i 4 A (i R kuyh anap®ach chnpradéey (i Q > A
perverse results. This is particularly the case when patientsdonotfity S Gt @ A y (i éhildey hC 062 E S
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those with a combination of physical and mental ilness, the elderly and those living in adverse social

circumstances where holistic and patient-centred elements are most important.**’ For example, the

effective treatment of an elderly person with multiple co-morbidities that compromise disease-

orientated norms will necessarily mean suppressing QOF-related warnings.™*® Teasing out issues relating

G2 RSLINBaaAzy gAftft Ay@2t@S Y2NB GKIFy aixvLie FAELA
actually medicalise distress and unhappiness, and disrupt authentic dialogue between doctor and

patient.*** Addressing obesity, particularly in children, is likely to be constrained by a lack of time,

training and resources necessary to build effective interpersonal relationships ¢ that the QOF may well

cause to be diverted elsewhere ¢ as well as evidence for effective interventions.*

Such concerns are consistent with the findings of previous studies into the impact of disease-specific

financial incentives in general practice. In Scotland, a degree of financial reward for providing more pro-

active care for particular conditions, such as diabetes, cardiovascular disease and chronic respiratory

disease, was introduced in parallel with fundholding in 1990. In the two years following, holistic care

gl a F2dzyR (2 adzFTSNW 2 R 6 QasesBeFdimitopSayidi Q 66 NP | Rf &
understand their iliness after having seen a doctor) increased for patients with diseases that were

incentivised, it decreased for those suffering from conditions that were not, despite these patients

reporting a larger increase in social problems associated with their condition. If doctors were practising

holistic care effectively, more consulting time would have been given to those in the latter category, but

it was not.**

Table 2. The relationship between incenged indicators and holistic cate

Percentage increase il Change in consultation| Percentage change in
social problems| length WSyl of SYSy(

Diabetes 3.7 +0.5 +6.7
Angina 3.7 -0.4 +3.1
Digestive 8.3 0 -13.5
Hearing 11.0 -1.0 -10.3
Skin 7.5 +0.1 -7.3

Pain 11.6 +0.1 -5.2

Source: Howie, JGR, et al. (1995)  *Darker shading refers to incentivised indicators.
Reductio ad absurdura,QOF consultation could run:
Patienty LQY &2 &alR Y& KdzolyR RASRO®
GP Are you smoking more a result?
Patienty L R2yQid avz21So
GP: | wonder if you are drinking more?
Patient NO.
GP | suspect your blood pressure has gone up; may | check it?
ht O2dzNBEST (KA& A& SEGNBYSI odziz Fa 2yS Fyz2yeévyzdza
or two occasions where | went through the cholesterol, the depression, the CHD, and everything else

4
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have reported concern at GPs having one eye on the computer screen and of the consultation being
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interrupted by too many questions not necessarily related to their health concerns.**®* One remarked
that the first time her GP had contacted her in some years was over the phone to ask whether she
smoked. There is little doubt that these instances represent poor-quality personal care, yet a review of
QOF attainment would mark it down as satisfactory.

Given the value patients attach to interpersonal care ¢ and its link to clinical effectiveness ¢ the

LR OGSYGAlFf WONRBGRAY I 2 daihatecdriical wiekjht 6f thd QDA I&evés mard  |j dzl £ A G
careful analysis. The real test of the framework must be its effect on the many cases that lie outside its

remit, not just conditions not covered, but the expected and unexpected, explained and unexplained,

and whether it truly supports all the needs of the individual patient. Here, it is clear there are

opportunity costs.
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6. Medical professionalism

Professionalism is a difficult concept to describe and to define, yet remains at the heart of the pfactice
medicine as we know it. Medical professionalism, according to the Royal College of Physicians (RCP),
AAAYATFTASA WL aSi 2F QOFfdzSazr o0SKI@GA2dz2NB FyR NBfIFGA
WaSRAOAYSQs Al Y20 AgKASGK WARZ Q0 21D (A2 6f SRIST  Of
put in the service of protecting and restoring human Melhg; a purpose realised through a partnership

between patient and doctor, one based on mutual respect, individual responsibdigppropriate

I 002 dzy &t &nkffedt ifi répeSents the fusion of technical expertise with the duty of cardpday

day practice should be the embodiment of integrity, compassion, altruism, continuous improvement,

excellence and partnership.

Thereis something special about this notion, in that it forms a basis for a moral contract between the
medical profession and society. In general practice, the integrity of GPs and their associated professional
bodies has often been seen as sufficient to Haweintermediaries, minimal outside guarantee, and

little need for the state to enter into proceedings.The concomitant benefit of this is that it has

enabled the GP to focus primarily, if not solely, on the patient in front of him or her. However, th
downside is that the medical profession has failed always to police and manage practice variations
adequately; the hallmark of general practice has too often been variability and inconsistency in
standards:>®

It is a tightrope between these elementaththe QOF attempts to walk. Being (largely) eviddrased

it attempts to bring an accountability and benchmark to general practice that, operating in monopoly

system with professionalg STAY SR y2NXazX Kla y2a | gl@eR RSISKQ (1KYS
any consultation (getting the QOF points), it does also carry a risk of regulating out the benefits of

autonomy.

One step removed from the patient

The views of GPs on the QOF are passionate and, at times, ambiguous. While many are concerned
Fo2dzi GKS FNIYSE2Nl Qa STFSOG 2y GKSANI LINRTFSaaAzyl
20KSNE &4SS GKS 202S00GA2ya a + FtlFroSR RSFSyOoS 27
medicine on little more than personal whim.*’

The opinion of the majority, however, is probably somewhere between the two; most concede that
professional autonomy and the doctor/patient relationship have been impeded, but that negative
consequences have ¢ at least so far ¢ been limited by the (largely) evidence-based make-up of the
framework. An investigation into a precursor to the QOF showed five main drivers of GP activity:
improved patient care, retained autonomy, professional pride, resources and government intentions.**®
All were taken into account in the design of the QOF to some extent. GPs have returned such high
scores because they have been paid well, but also because on the whole they have thought it more of a
help than a hindrance to improving care, and have been left to their own devices to achieve the points.

In a recent survey published in the British Journal of General PractiG®s reported an increase in mean

overall job satisfaction since the introduction of the framework (though admittedly this is probably more

the result of shorter working hours and better pay than the QOF) and many were also more positive

about the impact of the QOF on quality of care than they had anticipated being.™ Most acknowledge

that for the typicalcase A ¥ G KS& gSNBYy Qi F2f f 26 inyhaQOW théyprobably (G KS I«
g2dzf Ry Qi 0SS R2AYHASINKE saNJWB B @& RNAIWS NIy e I RRAGAZ2Y T Y
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system of payment. . . [being] much more in line with good medical practice [which] you get rewarded
T2'Nno

However, at least two of the aforementioned drivers behind GP activity ¢ resources and government
intention ¢ do not always dovetail neatly with professionalism and patient care. In the same survey, 71
per cent of GPs reported a decrease in clinical autonomy and 94 per cent said their administrative
workload had increased.'® GPs are no less immune to money than the rest of us. While there are
inevitably limits to the extent to which GPs will respond to financial incentives, if you pay them to record
something, they will generally record it; in some cases the substantial pay-for-performance elementin
the QOF has been sufficient to change clinician behaviour even when points are not necessarily aligned
to professional priorities and values.'®

This has meant that in certain areas professionalism has been compromised. At the extreme, some

practices have reportedly started to neglect cultural attitudes towards patients and W 6 dbangdwhallop

0 KNRB dza K (ickhSBughdh® B k.S Mere commonly, the QOF has caused the inadvertent

diversion of attention or the odd bit of gaming the system. Many would sympathise with the sentiment

of one nurse,who & I LR Yi KW ydry hungu ddBigures and numbers and whatever, and

a2yYSiAaySa y2i OGdzrtte t221Ay3 |G ¢%KIhchesud®@ LX S 61 v
75.9 per cent of nurses reported that they felt performance-related pay was undermining the patient

focus of the NHS.*®

In interviews for this study, GPs also spoke of subtle changes in the way they present evidence to

patients. There any many different ways in which this can be done ¢ all of which can be justified ¢ but

the one chosen will tend to provoke a particular choice. For example, the efficacy of reducing lipids for

the prevention of CHD over a five year period can be presented in terms of relative risk reduction (31

per cent), absolute risk reduction (98.8 per cent still alive vis-a-vis98.3 per cent), number needed to

GNBFG G2 LINBGSydG || RSFGK ommm LIS2LIX SO0 2NJ GKS LI GA
cent).’®” To get maximum points, the former is most likely to be used, but is it presenting the whole

picture?

The real difficulty comes where the otherwise sound clinical evidence presented in the QOF does not fit

easily with what the vast majority of doctors would see as good practice; or indeed with what the

patient needs or wants. Given that the QOF is typically focused on defined endpoints in the chronic care

2F LI NOAOdz I NJ O2yRAGAZ2Yyas y24 GUKS AYRAGARdIzZ £ LI GA
KILILISY @ l'a GKS F2NN¥SNJI OKIFANI 2F GKS w/ Dt gonew23ISNJI b
in charge, and another whispering instructions, advice and criticisms in your ear like a back-seat

R N ¥ SiikIeabe intrusive and unhelpful. The as yet evidence-based core to the framework

constrains this, but if being a doctor injuncts one to place the needs of the patient before all else, the

QOF can sit somewhat uncomfortably.

Free inquiry

tKS SPOARSYOS o6lasS [o2dzi WoKIG 62Nl aQ Ay YSRAOAYS
medical activity commonly carried out in health systems lacks an evidence-base, and only 13 per cent is

provento be beneficial. This is not to say much of it is not clinically effective, but that it needs to be

explored. Even less prevalent is evidence of cost-effectiveness.'®
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Fig.9. The evidencbase of medical etivity
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A proper understanding of the implications of this, particularly in general practice which by its nature

deals with uncertainty and complex co-morbidity, is vital insofar as the QOF is concerned. With 2,000

plus new research papers added to Medlineeach day, a farsighted editorial in the BMJrecently asserted

GKIFIG WGKS aiAftfta ySSRSR G2 FAYR LRIOSyldAlLftte NBfSQO
from the chaff, and to apply sound research findings to patient care have today become as essential as

a1 Afta 6AGRY The thing Sauteddantedialy ¢ even where proven ¢ is that there

are likely to be limitations to it; trials may not be conducted properly, they may measure outcomes that

are not useful, be conducted on patients with different characteristics and health status to the patient
LINBaSydGAya Ay FNRYyG 27T ( R'SHsthé pbilbsapheKisid Pappet varmedY dz=OK 2 F
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This is not an argument against the use of evidence-based medicine. Unacceptable variations in

standards of general practice have been far too prevalent;*”® the American physicianDrdl 01 2 Sy y o6 SNAQ
FAaaSNIA2y GKFG GKS FY2dzyd 2F K2alLWhAdalrt GNBFraGayYySyd R
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regime must be flexible enough to preserve free inquiry; keeping blood pressure low may generally be a

laudable outcome, but the elderly patient who cannot function vertically if her blood pressure is below

170/95 is likely to disagree.

The QOF permits this, but only to an extent. Examplessuchas5 NJ ¢ AY wSeéy2f Ra@MJ 20 a SN
that many elderly patients have recently been referred to his lipid clinic Wecause they do not meet the

government targets set in the QOF despite high doses of statin and the consequent myalgia [and who]

frequently after a discussion of the meaning of risk, opt not to be treated because the likely benefits are

so small they do not outweigh the adverse side effectsé¥> must be cause for concern. Equally, while the

provision to exception report is there, it is too easily vilified; and while the framework is generally

focused on conditions where large-scale clinical trials have produced the strongest evidence-base,

payment is only weakly linked to likely health gain (see chapter 4). Sometimes the QOF also lags behind
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the evidence-base; for example, new draft NICE guidance on chronic kidney disease asks GPs to measure
and treat proteinuria where the QOF does not.'"

CKA& A& aAIYyAFAOLyYyGO® by dBYWOCRNGENT I ALYLINEY 20NKB  (122F  LONRAWYY:
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deconstruct symptoms, explore probabilities and give proper attention to psychosocial elements.”” An

analogy is provided by one GP from using sat nav to drive around the Coventry ring road; quite a useful

22t dzyiAf &2dz 3SG G2 W NRdzyRIFo62dzi | o62dzi GKS &aAl
Carried along by the traffic and trying to adhere to the computer, our GP friend is unwittingly spat out

on the M1 by accident.'”® Without it, she may well have had a broader idea of where she was coming

from and going to.

Of course, this may be over-stated. A significant proportion of QOF-related work is, in fact, carried out

by nurses (though they are far from immune to the described effects on professionalism and have

sometimes been handed work they are unqualified to do) and the provision to exception report means

there are no overt financial incentives to ignore clinical judgement. No-one has said the QOF should

replace the vital ability of GPs to conduct free inquiry; in the analogy, no-one has stopped our GP from

taking a wider view of where she was coming from and going to. Indeed, the QOF can be seen as merely

prompting clinicians to consider the evidence-based measures it endorses, which may well offer up the

opportunity of improved decision-making. The danger comes if the reward to following the prompts
becomesanendinitself;no-2 yS Sljdzr t & gl yida ¢KIFG wl euNctoyaRes ¢ | £ f A &
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Decreased internal motivation

In creating a pay-for-performance framework, the QOF reflects an internal belief that financial

incentives are an effective means to lever improvement in quality of care. However, recent literature

reviews suggest this relationship is not straightforward and varies according to the level and type of

incentive being offered. From a PubMedsearch, US researchers found the majority of financial incentive

schemes to have produced small improvements in care, but that at least some of this resulted from

better documentation rather than better processes of care. They also uncovered a number of

unintended negative effects, such as gaming and adverse selection.’® An updated review by the Health

C2 dzy RI U A 2tsarfriirroved spich findings, in discovering the Wffect of payer initiatives that
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This reflects the fact that incentives ¢ particularly those with financial weight attached ¢ can produce
perverse outcomes that may frustrate, as well as enhance, policy objectives. In any relationship there is
a complex interplay between external motivation (incentives), internal (moral) motivation and the role
of trust. Where external incentives conflict with internal motivation and damage trust, patient care can
be compromised.'®?

As far back as the 1970s, the professor of social policy Richard Titmuss recognised that in cases where
altruism is concerned, responses to financial incentives are complex. He documented this in the famous
example of donor blood supply; when a cash payment for donor blood was introduced, this led to a
decrease in the quantity and quality of blood given compared to when no payment was existed.’® A
further example specific to GPs can be found in the provision of out-of-hours care. Historically, the
majority were happy to provide this as part of their professional obligation to patients. However, when
the government allowed them to opt out of the responsibility in return for a reduction in income of
£6,000, 90 per cent did so ¢ and adverse consequences for patient care ensued.*®* This could be
portrayed as GPs being far more aware of financial trade-offs than many would like to admit, but most
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also felt the monetary valuation devalued their professionalism, time and status. External incentives are

Y2aid tA1Ste (2 WONRGR 2 dzi Q-defeynindtidnyfamag®selivestdeh, 31 G A2y A
displace trust and create an impression that professionalism is no longer valued.'® If they do, rule

following becomes a means to an end other than that intended.'*°

The extent to which this has happened with the QOF is unclear. Where a practice is actively engaged in

the framework and GPs are willing to chase up colleagues about achieving targets, they are more likely

to regard it as benefiting patients.® Indeed, the trade-off with intrinsic motivation is likely to be

YAYAYAASR o0& (KS FFrOG Y2ad Dta adzZll2 NI GKS YIF 22NA
financial incentives are likely to be more effective if they are owned by their target audience and aligned

to professional values.'®®

Nonetheless, we should be wary. The QOF, for any benefit it has had on quality of care, does seem to

SNRERS (GKS LINAYyOALX S 2F WR2Ay3 (G(KS NARIKG GKAy3IQ o
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cause them to behave in unproductive ways, which will then be interpreted as representative of their

inherent nature and act as a justification for further regulation.’® It is not a good place for the medical

profession to be if the public increasingly believes they will only do something if they are paid for it.

S

Beware of meddling
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has been countered somewhat by the reasonable consensus among GPs over its evidence-base. What is

worrying in this respect is the apparent intention of the government to use the framework more widely

in the future, to tackle societal and other more political health issues. This is a deep fear among

clinicians; as one GP put it, in signing up to the QOF there was a feeling that, whatever the original

evidence0 S ¢S KIR Wazf R 2dzNJ az2dA (G2 GKS RSGAt G2 &
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With trust at an all-time low following the polyclinics saga, the government provoked further discontent
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indicators in the 2008/09 QOF for peripheral arterial disease, osteoporosis, heart failure and a new

points ratio for chronic kidney disease, in favour of recycling 58.5 points to incentivise access ¢ a largely

political measure.’®* It is now likely that, in the future, clinical and health improvement indicators in the

QOF will be developed and reviewed at some distance from GPs by the National Institute for Health and

Clinical Excellence (NICE),"** with general practice also within the inspection remit of the new Care

Quality Commission. Lord Darzi believesthatWv h C L2 Ay ia 6SNB yS@OSNI R2yS Ay
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question about why osteoporosis was not in the framework."*®

In addition, the framework may wellbe used t2 ~ WLINE GA RS o0SUGGSNI AyOSyiGuA@Sa ¥F:
aswellasgoodcare. s A UK ySé I yR SyKFIyOSR AYRAOF(G2NA 042 LINRY
The Secretary of State for Health, Alan Johnson MP, has announced a particular focus on obesity.194

This is controversial.**® For one, obesity is often a result of individuallifestyle choices outside the

control of GPs and not particularly susceptible to treatment, let alone evidence-based treatment.

Secondly, people who are obese ¢ along with the elderly ¢ are much more likely to have complex and

intertwined co-morbidities; something we have seen the QOF is not well equipped to deal with. Such

moves create the risk of cutting the QOF adrift from professional values, with unknown and potentially

worrying consequences. Structure, process, targets and regulation mean nothing unless reform

genuinely engages with the feelings, thoughts and behaviours of staff.'*
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7. Conclusion
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tightrope between technical effectiveness and interpersonal effectiveness, public health and individual

health, accountability and professionalism, the QOF cuts to the heart of all the most important debates

surrounding general practice at present.

Across the board, the framework can be justified in a number of different ways, among the most
important of which are to: improve quality and focus attention on the importance of chronic disease
management; reduce the relevance of the Inverse Care Law (see chapter 2); and encourage a more pro-
active approach to health care. Enhanced rates of improvement on key QOF quality indicators should
not be frowned at, particularly given the historic picture of variable standards in general practice.
Standards of technical effectiveness and clinical quality have got better post-QOF, inequalities on QOF
indicators have fallen and, as an important by-product, the framework has made general practice more
accountable and transparent. GPs and auditors knowing at the touch of a button what proportion of
diabetic patients have their HbA,. glucose levels controlled is a significant development on what went
before.

Nonetheless, for all the improvement, data on certain key indicators, particularly relating to CHD,
showed considerable strides had been taken before the QOF was introduced. This calls into question
whether the framework was really necessary, and whether existing methods such as NSFs would have
been sufficient. For one, the intervention standards of the QOF are too modest for many indicators and
payment is not linked to likely health gain, which has distorted its effectiveness. The positive evidence of
improved performance on individual QOF indicators must also be weighed against its impact elsewhere;
after all, it is the net effect of the framework that we should be concerned with. Here, evidence is
equivocal. Though often unquantifiable because they are concerned with more subjective elements of
health care, the opportunity costs of the framework should not be discounted. The diversion of
attention from interpersonal elements; the time now unavailable to address conditions not in the
framework; and the incremental loss of professional identity all tend to tip the scales the other way.

On balance, it is likely that the marginal improvements in technical effectiveness, while commendable,

have come at too high a cost in terms of the interpersonal, patient-centred and holistic strengths of

general practice. Incomplete attention has been given to the context in which patients receive their

care,/°(12 O2yadzZ GAy3a aiAtta GAldlt G2 (K& LaNdxdiueNI NEO2 3
outcome of care as patients perceive it and whether the experience of patients is a good one.?® None

of this is to say clinical quality improvement at the practice level is not important, but it is not the whole

story. Poor qualitymaybei KS NBadzZ § 2F a2aiSYAO FHddisaedd 2dziaARS
measured against the QOF does not always mean success for the patient. As one GP wryly put it:
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a pickled onion and a bottle of stout and felt perfectly well on it, without ever knowing your systolic BP

gl a MncKQo

Downscaling the QOF

With net benefit unclear, it is possible to ask whether the QOF should be scrapped entirely, in favour, for
example, of leaving the responsibility for the uptake of evidence-based medicine to peer-led education
and review.””® However this both ignores past problems with variable standards, and the improvements
the framework has engineered. Moreover, an element of pay-for-performance may not be a bad thing
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mechanisms for paying doctors. Some are good and some are bad. The three worst are fee-for-service,

caLJA G I G A 2 y ®|Cyadely, fod nuth BEErRatlows the GP to just rely on income coming in; too

much capitation creates the incentive to take on too many patients and do too little for them; and too

much pay-for-performance gives rise to the phenomenon of the commission-hungry salesman, with the

upcoding of incentivised indicators. Both economic (agency) theory and large parts of healthcare

literature suggests that a blended approach offers meaningful improvement over pure capitation, pure

salary or pure pay-for-performance.”®

One alternative would be to keep the QOF ¢ the pay-for-performance element of the contract ¢ but

adjust it in order to correct the imbalance of incentives between technical and interpersonal aspects of

care. For example, atool called HowWRU™MK I & 0SSy RS@Sf 21LISR GKIF G NBO2NRa
physical symptoms, feelings, limitations and dependency on four levels that could enable GPs to assess

the effectiveness of their intervention as patients perceive it.”*® Another, CQI-2, engineered by

academics in Scotland, combines empathy, patient enablement, continuity and consultation length to

measure holistic, interpersonal care and appears to differentiate quite well between below-and above-

average doctors.”” Itsarchitectssdz33Sa i GKS (22f O2dzZ R 0S8 dzASR | & LI
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measure, it cannot capture the essence of human kindness.?® The net effect of tying financial reward to

humanity and interpersonal relations is unclear, but examples from other fields suggest it could well

RSOl tdzS (GNHzaAG FyR GKS A yduhderyiiging the vaf2thing ididaiinddaty (2 R?2
supporting.?* Without proper adjustment for case-mix, any introduction of such a tool would be

inequitable and morale-sapping because such measures risk both false-positive and false-negative

signals of actual quality.?® The incentive to game where possible, such as on consultation times, would

be strong. Local population factors, such as ethnic fractionalisation, high deprivation, the proportion of

yound LIS2LX S YR W[2YyR2yQ NS Iff |3da20AF0SR gA0K f
independent of objective performance.”?® It is probably sensible to accept we cannot quantify
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at the individual practice level as a screening mechanism to prompt enquiry, training and constant

improvement.

Instead, a better course of action would be to retain the QOF and its focus on technical effectiveness,

but only in proportion to its opportunity cosBy reducing its scope, and the proportion of income a

given practice can derive from the framework, it may be possible to have the best of both worlds: the

O2NB o6SySTAGAa 2F (GKS vhC 6A0GK YAYAYAASR Ayl LILINE LIN
consultation and create more space for general practice to focus on interpersonal elements. Studies

have shown that smaller incentives both minimise the likelihood that extrinsic financial rewards will

WONR g R 2dzi Q A% énddkdyca the@ainYr@niidiveihgiatkedtigh to fulfilling indicators

targeted at the expense of other aspects of care.?®® As such:

1 The proportion of income it is possible to derive from the QOF should be reduseds to
provide an incentive to GPs over and above the administrative and other costs, but not an
imperative that risks creating unacceptable conflicts of interest in the professional encounter
with the patient.

The optimal level would require further analysis, but the seven per cent suggested by Professor
al NIAYy al NEKFff F2fft26Ay3d GKS | Stfod K C2dzyRIGA2
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performance schemes would appear reasonable. The difference should be redistributed as
capitation or salary, so that income does not fall overall.

1 As per the recent agreement reached between the BMA and NHS Employers on the 2009/10
QOF, pymentshould be linked to true prevalenceather than adjusted prevalence in order to
stop the framework penalising practices with high numbers of patients suffering from chronic
conditions.

9 Thenumber of indicators in the QOFhouldbe cutand ¢ while open to new evidence,
confined to clinical indicatorssuch as ACE in heart failure or influenza immunisations in over
65s, which have been rigorously proven to deliver significant, eeective, health gain to
many.

9 This will require an extended analysis of the likely (actual) health gain from indicators that could
be incentivised for common disease areas, set against the opportunity costs of the framework
that have been outlined. The reallocation of 72 QOF points for the 2009/10 QOF to a range of
new interventions does not support this principle.

Such an assessment might be carried out by the National Institute for Health and Clinical

9EOStt SyOS o6bL/ 90> & LNRBLR2ASR Ay G(KMu&SLI NIYS

be overseen by the profession and take account2 ¥ ISy SNI f LINJal@afureOS Q a

1 Any assessment of general practice by Primary Care Trusts (PCTs) or the new Care Quality
Commission should be based solay whethera surgery isable to showit is working to
understand and improve what they are doing for patients.

The QOF has a purpose, but should not become an end in itself. We should not lose sight of the truism

that regulation can only achieve so much; that effective change in general practice, particularly in
interpersonal effectiveness, must be led by general practice itself in response to patienisThe QOF

should stand as a guarantor of basic, core, clinical standards, but no more. As Dr lan Bogle, the former
OKIFANXYIY 2F (KS .a! 2y0S alARI WAT &2dz NBY2dS
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