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UK National Health Service structure and

function

How Performance related pay fits in
The Learning Together project

Q and A as you think fit !




Woodside Health Centre m
South London Health Education England

C oun t ry P d rk Health Education Er%

Practice




COU ntry Park Health Education England
Practice- some
information

« Wholly National Health Service [as 98.9%)]
« Suburban south London

* 5 GPs, 1 GP nurse, 1 health care assistant, 1
practice manager, 6 clerical staff

» Attached community nurses, health visitors etc

« 9k patients — mixed and diverse [20%
african/caribbean]

« Many elderly and multimorbid

Com pon e ntS Of U K Health Education En%

health care
* Primary- all people registered with a
GP/Practice: all generalist care in a
community clinic

« Secondary — specialist care where
needed, in a hospital

* Tertiary — very specialised care where
needed e.g. transplants, rare conditions




Descrlptors Of Health Education En%
UK primary care

* Generalist

« Continuing relationships over time

« Care of the whole family

« Team-working

« Undifferentiated case mix

* The biopsychosocial approach

» Biographical over biotechnical

* Aregistered list of patients

 No commercial or insurance relationship

The value of continuity INHS
Health Education England

better health outcomes

more satisfied patients

better cost control

more personalised decisions on appropriate care

more effective care outside hospital

earlier diagnosis

better targeting of expensive interventions to those most likely to benefit
the challenges of twenty-first-century health care

limited use of interventions that have a significant harm rate
better acceptance of self-limiting illness

better medicine usage and adherence

uptake of screening programmes and of immunisations

cost savings in investigation, prescribing, hospital referral, admissions, use of
accident and emergency departments and the overall cost of health care.

Compendium of evidence 2022  RCGP




The structure of the NHS

Current

Secretary of State for Health

N2

10 Strategic health authorities

N

151 Primary care trusts

Hospitals, GPs,
mental health units, dentists,

community services
eg. district nurses

N2

Patients

Proposed

Secretary of State for Health

N2

Mational Board —I
& U %
Clinical ; 250+ clinical
Senates commissioning groups
£
~N
Hospitals,

mental health units,
community services

eq. district nurses

%

GPs, dentists,
specialist services
eg. intensive care

J

Patients

Key

£

d/ overseeing role J

flow of money

\L caring role

. changes to .

original proposal

The health & care system
from April 2013

NHS|

England

Comesuiionmy L

W meroning peti st

@ trvowing prople ad

len! ismrunsies

fupgenting e brath sl
am Tyviem

Tidatatiun sl Paing

St sy e
iteresh




N { \L

o =
Loy #
S~ |
E aii g | 1]

The new NHS: how providers are regulated
and commissioned

Providers of NHS services

NHS Improvement

+ Brings together Monitor and the NHS TOA. along with: NHS England’s Patient Safety Team; the Advancing Change
Team; NHS Interim Management and Support’s two Intensive Support Teams; and the National Reporting and
Learning System

+ Dversees foundation trusts, NHS trusts and independent providers

* Supports providers and local health systems to improve

* Holds providers and boards to account and, where necessary, intervenes




NHS

Health Education England

NHS money flows

https://youtu.be/m71C3kQmpEA?t=65

. NHS
G P Income sources Health Education England

GPs : Partners take a profit share of business- inc Performance Pay
Employed GPs are on a salary
Locums are not — pay per session

GP nurses: salaried and variable
[hospital nurses on nationally negotiated pay rates]

Clerical /Managerial staff: mutually negotiated
[Practice Managers occasionally partners]

Community Nurses, School Nurses, SALTs, Physios etc all employed by
Hospitals/Trusts on national rates




GP partners [owners] NHS

Health Education England

Capitation — pay per patient per year [enhanced by patient age]
National Enhanced Schemes -eg unplanned admissions work
Locally Enhanced Schemes — eg anticoagulation, flu immunisation etc
Fee for service - family planning/contraception

Rebates for premises rent

Medicines Management schemes

Performance related pay — Quality and Outcomes Framework
Contracts with NHS England and local CCG

Et al — teaching, commissioning work etc

NHS

QoF domains : Health Education England

Clinical: the domain consists of 65 indicators across 19 clinical areas (e.g.
chronic kidney disease, heart failure, hypertension) worth up to a maximum
of 435 points.

Public health: the domain consists of seven indicators (worth up to 97
points) across four clinical areas — blood pressure, cardiovascular disease —
primary prevention, obesity 18+ and smoking 15+.

Public health — additional services: the domain consists of five indicators
(worth up to 27 points) across two service areas — cervical screening and
contraception

A QoF point=£ 170 = ¥ 23k




QOF: Diabetes indicators for 2015-16 (slide 1 of 2)

Indicator Points

DMO017: The contractor establishes and maintains a register of all patients aged 17 or aver
with diabetes mellitus, which specifies the type of diabetes where a diagnosis has been 6
confirmed!
DMO002: The percentage of patients with diabetes, on the register, in whom the last blood 8
pressure reading (measured in the preceding 12 months) is 150/90 mmHg or less’
DMO003: The percentage of patients with diabetes, on the register, in whom the last blood 10
pressure reading (measured in the preceding 12 months) is 140/80 mmHg or less’
DMO004: The percentage of patients with diabetes, on the register, whose last measured total 6
cholesterol (measured within the preceding 12 months) is 5 mmol/l or less?
DMO006: The percentage of patients with diabetes, on the register, with a diagnosis of
nephropathy (clinical proteinuria) or micro-albuminuria who are currently treated with ACE-| 3
(or ARBs) !
DMO007: The percentage of patients with diabetes, on the register, in whom the last IFCC- 17
HbA1c is 59 mmol/mal or less in the preceding 12 months?
DMO008: The percentage of patients with diabetes, on the register, in whom the last IFCC- 3
HbA1c is 64 mmol/mol or less in the preceding 12 months?
Reference:

b v.nhsempioyers.orgi~/medis/Employers/Documents/Primary3t 20 care¥ 20contracts/ 25

df. Website last sed 15.01.16.

NHS

Health Education England

National Institute for
Health and Clinical Excellence

» Evaluates treatment efficacy

 Issues guidance medicine/device usage
« Conducts cost-utility exercises

* Quality standards

« Evaluates evidence




NHS

Health Education England
QoF systematic review

Gillian et al 2012

* Quality of care for incentivized conditions during the first year of the framework improved at a
faster rate than the preintervention trend and subsequently returned to prior rates of
improvement.

* There were modest cost-effective reductions in mortality and hospital admissions in some
domains.

» Differences in performance narrowed in deprived areas compared with nondeprived areas.
» Achievement for conditions outside the framework was lower initially and has
worsened in relative terms since inception.

* Some doctors reported improved data recording and teamwork, and nurses enhanced
specialist skills.

+ Both groups believed that the person-centeredness of consultations and continuity were
negatively affected.

» Patients’ satisfaction with continuity declined, with little change in
other domains of patient experience.

CO N Cl u S I O n S Health Education Enﬂg!EE

» Observed improvements in quality of care for chronic diseases

» in the framework were modest, and the impact on costs, professional
behaviour, and patient experience remains uncertain.

» Further research is needed into how to improve quality across different
domains, while minimizing costs and any unintended adverse effects of
payment for performance schemes.

» Health care organizations  should remain cautious about the benefits of
similar schemes.




ethods of paying doctors

Intended and unintended consequences of four m
Health Education England
Payment method Intended outcomes Potential unintended

Salary: pay independent of
workload or quality

Capitation: pay according to
number of people on a
doctor’s list

Fee for service: pay for
individual items of care

Pay for performance: pay for
meeting quality targets

consequences

Provides no incentive to provide
Provides a basic secure income, may population coverage, improve
be especially important in hard to  access, provide high quality care, or
serve areas. work beyond contracted hours or
duties

Provides no incentive to provide
Provides coverage for the whole good access if patients are
population: promotes equity. technically registered, or to improve
quality of care

L . Tendency to over-provide, whether
Prioritises meeting demand .
or not care is needed

Neglect of aspects of care not

Improvement in quality of care . ..
b quatity measured or incentivised

Roland and Oluesen 2016

NHS

Health Education England

Design principles for pay for performance schemes

Pay for performance should be seen as part of wider quality improvement efforts.

Public reporting of information on quality of care may be an effective driver of change without pay
for performance

Alternative strategies should be used to improve quality for aspects of care not easily measured to
avoid them being neglected

Single disease indicators may not be appropriate for important patient groups such as complex
patients with multimorbidity

Clinicians should be strongly represented among those selecting indicators and designing the
programme

Technical expertise in developing and implementing indicators is needed so that they measure
what they are intended to measure and reduce unintended consequences

Indicators should represent aspects of quality that command wide professional support and,
where available, be based on strong scientific evidence

Payments should be large enough to change behaviour but not so large as to divert excessive
effort onto incentivised aspects of care

The payment formula should encourage improvement at all levels up to an agreed maximum,
ensuring that low performing providers have an incentive to improve

Roland & Olesen 2016




NHS!

Health Education England

The Learning Together project

GP and Paediatrician trainees see patients together in
primary care

-Supervised by GP teacher in Primary Care Clinic

- Enhanced learning reported by both groups

- Excellent patient satisfaction !

- Some evidence of better guideline adherence in 4 sentinel
conditions

- More work to do on education process but.....

What are the costs ?

Service and Education — Health gain — Resources and money

—

UTILITY VALUES FOR CONSTIPATION HEALTH STATES [6] m

Health Education England

Experiencing symptoms of 0.74 0.0285
constipation

Suffering from constipation but
being well managed on 0.0346
medication

QALY gain 0.16 0.006

Cost analysis results: 61 Learning Together clinics compared to usual training

Intervention Cost of initial Cost of follow-up Total cost Cost
appointments appointments Difference

Usual training £38,257 £25,494 £63,751

Learning Together £47,091 £18,905 £65,996 £2,245




NHS

Health Education England

* Data were returned for 363 patients booked into 61
clinics across 16 Training Practices.

Learning Together clinics resulted in an increase in costs
of £37 per clinic.

« Threshold analysis illustrated one child with a common
illness like constipation needs to be well for 2 weeks, in
one Practice hosting four training clinics for the clinics to
be considered cost effective.

Ta ke h O m e S Health Education En%

« UK primary care system delivers
population health outcomes and patient
satisfaction cheaply

« PfP does not add to either very much

 Education — Service costs need more
investigation
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