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Challenges facing primary
care in the UK
•

•
•
•

•

Mixed messages from policy
makers about its importance in
the health system
Largely regarded as undermanaged and under-regulated
General practice is not good at
making its case, specifically the
role of the medical generalist
Risk that policy changes may
damage strengths of traditional
general practice
Slow progress being made on
dealing with poor performance
and wide variation in
performance

What does ‘quality’ mean in
primary care?
Breast cancer mortality, International comparison, 1990 - 2002

Need to achieve a balance between
Health orientation:
•
•
•

Biomedical/clinical responsibilities
Population health responsibilities
Psycho-social responsibilities
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Different dimensions of quality:
•
•
•
•
•
•

Access/timeliness
Safety
Patient centeredness
Effectiveness
Equity
Efficiency

Governmental
Infrastructural change
Regulation
Performance management
Legislation

Economic

Professional

Incentives/sanctions
Patient choice
Competition
Commissioning

Education and training
Clinical audit
Peer review/ collaboration
Guidelines

‘Industrial’/
organisational
Organisational development
Continuous quality improvement
Lean, 6 Sigma

The Quality and outcomes
framework
• Introduced in 2004 following intensive negotiations
• 25 - 30% of GPs’ income relates to a complex set of 136
quality indicators in 3 domains:
• Clinical
• organisational
• Patient experience
• £2 billion additional funding per annum

The Quality and outcomes
framework
76 clinical indicators:
Coronary heart disease and heart failure (15)
Stroke and transient ischaemic attack (10)
Hypertension (5)
Diabetes (18)
Epilepsy (4)
Hypothyroidism (2)
Mental health (5)
Asthma (7)
Chronic obstructive pulmonary disease (8)
Cancer (2)

CHD 7. The percentage of
patients with coronary heart
disease whose notes have
a record of total cholesterol
in the previous 15 months.
Point score: from 1 point
(25%) to 7 points (90%)
CHD 8. The percentage of
patients with coronary heart
disease whose last total
cholesterol (measured in
the last 15 months) is 5
mmol/l or less
Point score: from 1 point
(25%) to 16 points (60%)
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Exception
reporting

Data collection

•
•
•

•

•

Patient refused
Not clinically appropriate
Newly diagnosed or recently
registered
Already on maximum
treatment

•
•
•

All data extracted
automatically from
electronic GP records
Diagnoses etc have to be
coded by GPs
Data drives payments
Information on quality of
care publicly available
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Impact of the Quality and
Outcomes Framework
1. On practice organisation
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Impact on practice organisation
Practices have significantly changed the way they are
organised:
increased computerisation, focus on recording
larger teams, more nurses
increased administrative costs

“This one guy kept letting me down. When we actually got him
in and got his blood taken, it was like ‘Yeah, yeah’, dancing
round the room and everything” (Practice nurse)
(McDonald R, Harrison S and Checkland K. Organization, 2008)

QOF achievement
has become part of
practice identity

Impact of the Quality and
Outcomes Framework
1. On practice organisation
2. On the quality of clinical care
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Practice performance in first year of new contract
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Some quality improvements
have been substantial

Patients with
CHD

1998

2003

2005

2007

% with blood
pressure
≤ 150/90

48%

72%

82%

83%

% with total
cholesterol
≤ 5mmol/l

17%

61%

73%

80%

(Campbell S et al NEJM 2009)

Quality of care in a nationally representative sample of 42 GP practices for
asthma, heart disease and diabetes

Percentage of maximum quality score

48 indicators. Max score for each condition = 100

90




85



80



75




70
65
60








QOF



55
1998 1999 2000 2001 2002 2003 2004 2005 2006 2007
Asthma

Heart disease

(Campbell S et al NEJM 2009)

Diabetes

Impact of the Quality and
Outcomes Framework
1. On practice organisation
2. On the quality of clinical care
3. On health inequalities
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Distribution of QOF scores for overall reported
achievement by deprivation quintile, 04-05 to 06-07
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Impact of the Quality and
Outcomes Framework
1.
2.
3.
4.

On practice organisation
On the quality of clinical care
On health inequalities
Unintended consequences
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Gaming (cheating/fraud)
Exception reporting rates

2004/05 2005/06 2006/07 2007/08 2008/09
Overall
median
(%)

5.4

5.3

5.5

5.3

4.9

Range
(%)

0 - 86

0 - 28

0 - 26

0 - 22

0 - 19
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Unexpected side-effects - access
Indicator:

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

Response:

Advanced Access – offer
unlimited appointments ‘on the
day’

Consequence:

Patients are unable to book ahead,
and can only book on the day

Percentage of maximum quality score

Unexpected side-effects – continuity of care
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Unexpected side-effects – un-incentised conditions
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No major
detrimental effects
on non-incentivised
aspects of care but
also minimal
positive effect

Changes in quality of care for 28 incentivised and 20 un-incentivised conditions.
Data from random sample of 4500 patients from 150 practices on GPRD database
A = Measurement, B = Treatment, C = Intermediate outcome

Unexpected side-effects – impact on
professionalism
“It will not provide the care for the whole person. It doesn’t allow that I
have sat in this chair for over twenty years and I know my patients really
well. It doesn’t allow for that. You can’t count that…and you can’t count
the caring element” (FP)
Roland et al. Primary Healthcare R&D 2006

“I think because it largely focuses on things which we should be doing
anyway, it's just an additional motivation to make sure that we are
practising good practice” (FP)
McDonald et al, BMJ 2007
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Unexpected side-effects – impact on
professionalism
“When we’re not meeting a target, I will go in and speak to them privately.
I did do one area of naming and shaming … that did work quite well
…they don’t want to be seen as the GP who’s falling down.” (FP)
McDonald et al BMJ 2007

“Percentages are for wimps. I don’t accept that once you’ve hit 90% or
70% that’s OK. It’s not OK. It means that 10% haven’t been caught
……. We developed this zero tolerance to blood pressures a while ago.
No one is allowed to say ‘It’s a little bit up leave it’. It’s not acceptable. If
you’re not doing something about it, you need to be able to justify why
you’re not” (FP)
McDonald et al. BMJ 2007
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Learning from the
UK’s experience (1)
1. High quality primary care should be the foundation for high
value health systems
2. When reforming primary care, focus on the deficiencies and
preserve what is good
3. Multiple approaches at all levels of the system and over
prolonged periods of time are required to improve quality
4. It is important to balance external and internal drivers for
change and recognise the complex dynamic between the two
5. Financial incentives are a high profile intervention which are
probably little more effective or less effective than other
interventions
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How doctors are paid
Description

Implications in
absence of
professionalism

Salary

Pay independent of
workload or quality

Do as little as
possible for a few
people as possible

Capitation

Pay according to
number of people on
doctor’s list

Do as little as
possible for as many
people as possible

Fee for service

Pay for individual
items of care

Do as much as
possible, whether or
not it helps the patient

Quality

Pay for meeting
quality targets

Carry out a limited
range of highly
commendable tasks
but do little else
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Learning from the
UK’s experience (2)
6. Like all interventions, they have intended consequences
which can be largely predicted and managed. The unintended
consequences are greater when the incentive is larger
7. There is now a growing evidence base to influence the design
and implementation of incentives. Academic input is important

martin.marshall@health.org.uk
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