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ment is the.‘quality benefit year cost’. For young patients with curable mali

cies it is easier to calculate and lower (e.g. £500/year for a patient with metagsrtlar'l\
teratoma receiving chemotherapy). For palliative therapy cost is more difﬁculta tlc
detgrmlm? ;.md is higher. For adjuvant therapy, which may not benefit 0
patients, it is also higher (e.g. £4,000/year for a patient with breast cancer >
;(:1,700/‘year for a patient with colorectal cancer). In all cases where treatmélncl
beneﬁF is not clear, attempts should be made to enter patients into clinical trial -

Clinicians 'should work with health economists to undertake the difficult : '

of cost-effectiveness analysis. Such analysis should provide a framework ;tl"Sk
standard practice, but the individual needs of the patient should not be con(')lr

promised by purely financial constraints, and i
. S cost-effectiveness should
a euphemism for cost-cutting. : not become

Proc. R. Coll. Physibians Edinb. 1995; 25: 81-95

IMPROVING CLINICAL QUALITY IN THE HEALTH SERVICE

AN
AN OUTCOMES SYMPOSIUM HELD IN THE COLLEGE ON 29 APRIL 1993

The quality of medical care can be assessed by looking at the results or, in audit
terminology, outcomes. The College together with Lothian Health, the health
services organisation for the Lothians, organised a symposium on the outcomes of
medical care in April 1993. The programme was devised by Dr Sheena Parker of
Lothian Health and the meeting was organised by Dr J. Petrie and Christina
Pottinger of the Education, Audit and Research Department, RCPE. Funding
was provided by the Clinical Resource Audit Group (CRAG) of the Scottish
Home & Health Department and Glaxo Pharmaceuticals (UK) Ltd. Around 100
participants attended during a day characterised by lively questioning and debate.

EXECUTIVE SUMMARY

Clinical outcomes are measured changes in the health status of individuals or
groups which can be largely attributed to interventions by the Health Service.
Measurements of the effectiveness of clinical care need to be valid and simple, so
that they can be achieved as part of routine practice, and repeatable so that
changes in health status can be measured over a period of time. Clinical outcomes
can only be compared between service providers if the facilities for care, the
patient population and staff skills are broadly equivalent.

The lead should be taken by CRAG and the Scottish Royal Colleges in
developing national clinical guidelines incorporating outcome measures which can
be shown to change clinical practice and be capable of audit. The Colleges should
work with purchasing authorities and the profession to develop guidelines centred
on patients and aimed at achieving the best outcomes in the context of the NHS
in Scotland. The guidelines should ensure that: !

Local protocols are developed from national guidelines that can improve the
outcome of care for patients and the training of clinical staff.

Purchasing authorities work together with the profession in their areas to develop
clinical outcome measures useful to both clinical staff and purchasers in monitor-
ing the effectiveness of clinical care.

Recognising that patients’ views on the quality of care are potentially valuable
and should be taken fully into account both by purchasing authorities and
clinicians.

Information arising out of medical audit should be shared with the public and
with the purchasing authorities which have a role as patient advocates.

The development of shared care between the primary and secondary sectors is
evaluated in terms of the impact on clinical outcome as well as on cost.

More use is made of available data to compare clinical outcomes and encourage
the development of information networks between the providers of care to
minimise differences in outcome.
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Session I

WHY ARE WE HERE?

Dr J. D. Cash (Vice President) in opening the Symposium emphasised the
College’s responsibility for ensuring high quality medical care for the public. This
responsibility it discharged through its training and education programmes. Dr L,
Burley (Lothian Health) described outcomes as measures of the impact of medical
care on the health status of individuals. The development of methods of measure-
ment of sensible clinical outcomes had risen to the top of the agenda for two
reasons. The first was the desire of doctors to improve continuously the quality
of their care and to use medical audit to effect clinical change, and the second
was the wish of those paying for medical care to get the best health value from
the available budgets. Both providers and purchasers are interested in the variabi-
lity of outcomes. Lothian Health is committed to improving the health status of
its local population and needs to learn the clinical effectiveness of a £400 million
budget. Doctors interested in improving the quality of care and purchasers
looking for good health value need to work together.

Session II
WHERE ARE WE NOW AND WHERE DO WE WISH TO GO?

Use of routine audit data

Mr D. R. Harper (consultant surgeon, Falkirk) reviewed the recent history of
medical audit. He suggested that audit may have changed the practice and process
of medical care but it was uncertain whether the outcomes had been improved.

CRAG had been asked to define outcomes of clinical care that could be built
into the contract process in 1993/94. They had begun by looking at available
data. For example the percentage of hip fractures discharged home from hospital
is about 60% but it varies considerably between health boards and units. Studies
of 30 day mortality of operations conducted within the UK and Scotland show
considerable variation between health districts and between individual units.
These data cannot be taken at face value and require interpretation. Outcomes
cannot be compared unless the case mix, skills and facilities are also broadly
equivalent as some of the differences in outcomes could be explained by
differences in these factors. These outcomes are mainly of interest to purchasers
and they are too broad for audit by individual clinicians.

Clinicians are interested now in developing guidelines and profiles of care to
achieve the best medical outcomes. There concern may not be sufficient; what,
for example, are patients interested in? They are interested in survival and
improvement in health status but pain, loss of function and the implications of
illness and outcome may also be important for the individual or family.

Grampian Health Outcome Study

Dr D. Ruta (Lecturer in Public Health, Aberdeen) described the work of the
Grampian Health Outcome Study (GHOST) which has been running since 1991
and has aimed to compare different approaches to measuring health. They used
the SF36 Health Status questionnaire developed in the USA which had been
tested and validated over the past 15 years and, secondly, specific questionnaires
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developed for four common conditions: back pain, menorr'hagia,. Yaricosc; v.e%ns
and peptic ulcer. The two measures were compared for their Valldlty, reliability
and responsiveness over time and used to develop a packa_ge for routine use. The
results clearly demonstrated that they were valid and reliable .markers of health
status and were complementary. They had clinical validity since they demon-
strated clear differences between healthy controls and those suffering fr'om these
conditions and they also distinguished degrees of severity in th.e‘ patients Fhat
general practitioners referred to hospital. Both measures were sensitive over time
to changes in health in response to medical intervention.

GHOST 1I is a feasibility study over one year in a gastroenterology depa'rt-
ment. About 500 patients will be asked to fill in the SF36 aqd a dis:.ease spea.ﬁc
questionnaire on ulcerative colitis. These results will be combined with objecqve
clinical data such as from sigmoidoscopy. The analysis of the data can provide
information both about individual patients (e.g. the worst 10%) and groups to
determine the effect upon health status of different interventions.

This method of continuous measurement is used in Boston; patients fill out a
questionnaire while they wait in the clinic, the ques.tionnaire is marked by'an
optical reader and the results are available for the patient and the doctor during
the subsequent consultation. Dr Ruta said that a larger pilot §tudy over a range
of clinical services within a Health Board, including contributions from GP fun.d
holders, is needed now. Information about effectiveness of health care obtained in
this way could be more useful, and was cheaper and faster to produce than
through a series of controlled trials.

GUIDELINES

Dr J. Collier (St George’s Hospital, London) described the use of guid_elines.for
common medical emergencies the production of which he has organised since
1979. The ‘Grey Book’ is now in its 18th edition, covers over 40 common
medical conditions and is made available to about 1,000 medical staff and final
year students. The guidelines are written by individual clinicians and refined
through a process of review every 6 months rather than by consensus. Regu‘lar
review was essential to maintain the validity and credibility of guldelme? which
varied much in their content from very short to extremely detailed. They ‘were
also designed for local use and many of them could be applied .onI'y in St
George’s. Details of a study of the success in distribution of .the guidelines a.nd
their use is printed elsewhere in this issue (p. 118). The guidelines are now being
incorporated into medical audit, for example those on the appropriate use of
endoscopy after upper gastrointestinal haemorrhage and on t}le diagnosis and
management of pulmonary embolism. The effect of the guidelines on treatment
and outcomes is yet to be evaluated.

UK CLEARING HOUSE

Mr P. Dixon (UK Clearing House for Information on Assessment of Health Outcomes,
Leeds) described some of the major activities of the Clearing House. These
included a service for information and advice on outcome measurement, a
resource centre of outcome assessment materials and a centre for networking and
information exchange.
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The Clearing House database of outcome projects is compiled from managers
health authorities, NHS trusts, postgraduate deans of medical schools, GP fund
holders and others who are likely to be involved in, or have knowledge of
outcomes work. In an analysis of the first 420 entries only 2 per cent were usin
the methodology of formal trials and a further 10 per cent included some
mechanism to control for the influence of non-NHS and other potentially
confounding factors.

Most outcome measurement takes place in routine settings as part of the
standard provision of care. It is often impractical to disturb this process by
introducing controls. Moreover, the settings may be so complicated that, regard-
less of any controls, it is hard to see how the effects due to different factors can
be separated out. Care in the community for the chronically ill is a case in point.
Patients may be prescribed several types of medication for several conditions and
may be receiving other health care and social services. Their state of health is
sensitive to a variety of environmental and socio-economic factors and it is hard
to see how all these can be allowed for when trying to measure the impact of

one aspect of care, such as physiotherapy. Outcome measurement is generally a
slow continuous process, but the need for this information to support purchasing
in the restructured NHS is urgent. Purchasers are wanting information on
outcomes now, to use in deciding what are the effective interventions which they
should purchase and to set standards in contracts. Major dilemmas exist knowing
what methods and measures to recommend. Controlled trials are inapplicable to
many routine service settings. Advice on less rigorous and more flexible methods
such as ‘before’ and ‘after’ measurements, comparisons with control groups, and
the types of entry and process data needed to improve the interpretation of
information is required. A start has been made by using the database to identify
groups of workers with similar methodological problems and see if distinct
strategies can be developed for each. Of reported projects 10 per cent had designs
which included elements of trials methodology. Many of these were ‘before and
after’ comparisons of the effectiveness of two different ways of caring for the
same conditions or patient group; for example two different approaches to
palliative care for stroke services or for cholecystectomy. Key methodological
issues for this group are (1) How far should the designs of these projects be
developed in order to have a better chance of inferring attribution? (2) Is it
possible to organise the collection of information in such a way that the final data
sets are sufficiently balanced to permit use of analysis of techniques or related
statistical methods? (3) How to make individual parts of a design as rigorous as

possible? The largest group of projects were exercised in auditing, monitoring
and measuring the effectiveness of new or established services. They rarely

incorporated any comparisons or controls and their methods were constrained by
the settings. They studied single services, sometimes to evaluate the impact of
new structures and made no attempts to measure factors such as severity, comor-
bidy, and socio-economic characteristics of patients. Some were therefore little
more than retrospective measurements of health from which no valid conclusions
on outcomes could be drawn. These projects were undertaken widely across the

NHS and posed methodological problems that needed a range of solutions.

More precise aims were needed. In particular, projects should concentrate on
aspects of a service that can be realistically evaluated and where there is the
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ECONOMIC ANALYSIS . .
The economic perspective on outcome measures \iva§ provided b}é ]V.Z; {lgﬁlt Snd ‘
iversi Economic analysis can provide
(HERU, University of Aberdeen). mi ' e g
i but it is unlikely to provide q
structure for comparing outcomes but o de g
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whether these lost opportunities should be examined within the sa

ity of care and
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of health care or over the whole service. Economists can also provide usefy]
insight into the incentives and disincentives for changing the quality of clinicy)
care and outcomes. In the private sector, the major incentive of providing
companies is usually increased profits or a larger market share. But what incep.
tives are there to clinical quality in an NHS Trust or a Health Board? Whag
incentives (or disincentives) may confront an individual clinician?

Economists have not been as concerned with quality as with quantity ang
price which are more easily measured and manipulated. Clinical practices ideally
should be judged by improvements in health status and not by the quality and
the quantity of actions that achieve a particular outcome. Outcomes should
measure the effectiveness of different means of improving quality of care and
should associated with improvements in health. However, the attribution of
health care interventions to improvement in health is difficult. Improvements in
health status that do not take into account the views of patients or do not
describe outcomes that are meaningful to patients are unlikely to be worthwhile,
Surrogate measures of outcome such as a biochemical index are less useful than
measure of a patient’s quality of life.

Purchasers have to be able to decide how much they wish to invest in an
improvement in quality. Information on both the costs and the benefits will be
difficult to obtain. We do not understand the relationships between improvement
in quality of care and valued outcomes and until a systematic economic assess-
ment is done this will be impossible. The expected benefits in terms of morbidity
or mortality, improved quality of life and reduced resources are hard to predict.
Economists may help by putting a value on shorter length of stay in hospital or
earlier return to the labour force but more intangible effects are difficult to cost
and the true saving of resources from shorter length of stay are not easy to
identify. Economic evaluation can help to decide how far quality of care should
be improved or to make a choice between health outcomes.

Session I
PERSPECTIVES FROM INSIDE AND OUT

Patients
The Rev. T. A. McGregor (Chaplain to the Royal Infirmary, Edinburgh) highlighted

the perspective of patients respecting health outcomes. Health services exist to
help the sick, the dying and the vulnerable. These look for competence, compas-
sion and committed care.

Patients expect their care to be provided with good communication and,
where feasible, with charisma so that good relationships are fostered between
carers and patients. Patients expect that services should give prompt access to
care. Patients also expect the correct diagnosis and there were many anxious
women in the West of Scotland awaiting the outcome of review of their cervical
smears. They expected effective treatment and trusted carers to provide that.
They wanted information but in a sensitive manner that respected their wishes,
and they wanted to know if there were options for treatment and what these
might mean for themselves. Patients are looking for a partnership in decision
making and trust that their carers are up to accepted standards of competence.
Patients have a right to expect privacy, dignity and respect. For a 74 year old
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woman to be moved from one ward to another in the ‘middle of the night was

ot consistent with these ideals. Many patients, and thexlr carers, were ‘worned
nbout premature discharge from hospital and an examination of readmls‘su?n rates
ivould help to establish the facts and allay unnecessary fears. Conﬁdeguahty was
jmportant to many patients and was frequently breached as staff gall instructions
from one end of a ward to the other. l?atieqts hoped for a congenial, therapeutic
environment that was responsive to thel‘r varied anq changlng needs.

To misquote Socrates ‘An unexamined prqfessmnal life was nqt.worth hav-
ing’. Medical audit was welcome as a tool for improvement but privileged access
only to doctors was questionable. Most doctors knew whom they would ll}l:e ig
treat a member of their own family and ‘whom they would not. Why shou
patients not have the same informed choice about where and from whom Fo
receive care? It was not a simple matter to.gather the data and thf; differences in
crude outcomes needed careful interpretation. Most of the published outcpme?
measures are of medical interest but how many would be valued by the patient?
We need to develop patient sensitive measures as well and address issues like
quality of life rather than 2-year survival. It is a challenge to the caring pro-
fessions to present outcome analysis hongstly and helpfully. It will be difficult but
making data available will earn the public’s respect. ‘ .

The current market philosophy in health care‘worrled patients. Would the
cheapest prices reflect the worst hospitals? Priorities for scarce resources cx'-eate
ethical dilemmas as care for one group is an opportunity lo§t fpr. other‘s. Patients
should be able to influence services at three levc;ls, (1) by 1n41v1dual interaction
with doctors; patients and the public should praise good medical care as well as
provide helpful criticism, (2) local health councils sh9u¥d be more closely
involved both in the purchasing of health care apd providing feedback to GPs
and to hospitals, and (3) patients and the public should get involved in the

itical process. '
pOthhe pcurrcnt obsession with providing strong management 1n .the health
service needs to be carefully examined. Can it prove its worth? Or is it merely a
tool of the government in order to provide a cheaper Product? The public should
question whether the estimated £0.5 billion spent in England anq Wales on
information technology represents good value for money. Many of his colleagues
in the NHS were agnostic in their approach to the NHS reforms. More thought-
ful consumer involvement at these different levels should help to shape the NHS
for the future.

Purchasers o '
Dr H. Burns (Greater Glasgow Health Board) indicated two Fasks for purchasers;
they should take responsibility for health gain in the population, iand theY shoqld
be the patient’s advocates. Pursuing these objectives may result in conflict with
clinicians who have spent their professional lives dehverl.ng standard models of
care. Solving this conflict will not be easy but the difficulties can be overcome.
Purchasers should have explicit objectives to ensure that they .dehye'r healt.h
gain effectively. These objectives should be guided by national priorities, _publ}C
preferences and local needs assessment. They shogld cast their nets Wlde in
evolving new models of care and partnerships with non—NHS agencies may
produce health benefit. For example, cost effective healt'h gain may be achieved
by working with car restraint manufacturers to provide free safety seats for
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children. Purchasers should be imaginative in the way that they use their power,
When considering how to reduce mortality from stroke, we should examine not
just the acute hospital sector and the care provided by it, but we should alsqy
consider health promotion and primary care aspects. How many patients with
stroke or suspected transient ischaemic attacks are taking simple antiplatelet agents
like aspirin? Do general practitioners know who these ‘at-risk’ patients are? ‘[t
might be more appropriate to monitor the process of care for these patients
rather than the outcome. By concentrating on the process we draw the attention
of general practitioners to the importance of primary prevention.

The outcomes available from some types of care are clearly difficult to judge,
One might anticipate that providing effective services for disturbed children
would be of enormous benefit to the community in subsequent years. Qutcome
measures for child and adolescent psychiatry and psychology are extremely
difficult to determine. In Glasgow, a period of inpatient care in the Child
Psychiatry Unit costs more than £20,000 per episode. It might be argued that
sending the child on a world cruise would produce more psychological benefit.
Child and adolescent psychiatrists should turn their minds to evaluating their
work (audit) in order to convince purchasers to support this form of therapy.
Beneficial outcomes are difficult to determine in other areas. The physical health
of low birth weight babies may be influenced by maternal smoking, and neonata]
infections by the proportion of mothers who breast feed. Setting up controlled
studies to examine these hypotheses would take many years so purchasers have to
take decisions on the basis of probability of benefit. This means ensuring that the
correct processes are in place to increase the chance of beneficial outcomes.

Perhaps the more difficult decisions for purchasers lie in the area of patient
advocacy. Those working in the Health Service all have firm ideas who the good
clinicians are. If anyone in a medical family needs specialist care they know
whom they would wish to see the sick member. We should do not less for our
patients. Where clinicians have unacceptably high complication rates, this may be
tackled through the purchasing process. Our approach in Glasgow to patient
advocacy centres on our belief that patient concerns about medical treatment
relate to three questions: ‘Will I be okay?’, ‘Will it hurt?” and ‘Will I get the
correct treatment?’ Clearly, the first concern is for their prognosis and to meet
this we are assessing how well providers inform patients as to their illness and the
treatment they will receive.

Secondly, patients are concerned about pain, discomfort and loss of dignity
and we are monitoring these outcomes by asking patients about their experience
of hospital care. A recent study carried out in an adult unit demonstrated that 40
per cent of patients with acute abdominal pain received no analgesia after
diagnosis. The 60 per cent that were given pain relief had to wait for it until
between 40 minutes and two hours after diagnosis. This is unacceptable. Simi-
larly, in a paediatric unit there was evidence that a significant proportion of staff
felt that children experienced less pain than adults and many felt that post-
operative pain was inevitable and could not be eradicated. Staff need training to
improve their delivery of basic services. Studies in the USA have suggested that

up to 4 per cent if in-patients experience significant harm as a result of poorly
delivered treatment. 25 per cent of these patients are left with serious disability.
The American experience has been that clinical risk management programmes,
which examine complications in operating theatres and other accidents suffered
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ien ill reduce the magnitude of this problem.
by E;E:ﬁ;s: ;V;gents are conce%ned abgut poor clinical performanc;. O;leet v:;:::l
here routine medical audit generates 1nforr}1at}0}1 that }egd} t? tension <
o chasers and clinicians has been that of an individual chmgan s results. An audit
o}lrsurgeons operating on colorectgl cancer in Glasgow du;mg th; 12'7083 dsixzﬁ)x;
ted large differences in mortality rates and the rates of complication
Straund infection, post-operative peritonitis and wound dehisence. Most surgeons
?JNe(l)ivered satisfactory results but some were .clea.rly better and a 1fev(s)/n (:Ze:ﬁ
significantly worse than their peers. The variation 1n‘ﬁv_e—year su;vcllva , once
other case mix factors were allowed for, was highly mg@ﬁcgnt and depen ent on
hich surgeon carried out the primary procedure. Survival in rare cancers 2
::ratoma of the testes and malignant melanoma also varies according to the
eived. . ‘
trcafff‘;ll‘:; ;:IZIYSCS should be used to inﬂgence the pgrcha?lng (;f he.alth fcaze.o fT?ll;
is relatively easy when one is dealing VYlth a rare dlsease,v re- \%r/ictmg ;l\izn £ six
patients a year to a single centre is relatively non—thre.a.temng}; k en eeeof ge}dbi_
hundreds of patients treated for more common Condltlﬁi‘lsb that egrrn e of flexibi-
lity may not be possible. A more useful approach wc1>.u‘ be tohex:ild ine how the
best clinicians achieved their resu}llts egldtth% l:vo;itlec 1:)1;c1:1iles sR (())I;al COIgleges 0
ortunity of learning from the best. The role «
::)lgselopingy guidelines and monitoring ;ht:r :Iffdlilzlu;?o f(_:;l;r:)(r)lt illieoxacrle:(s)taﬁz&
must win the co-operation of the :
f}llertfim:ls::ls effectively with variation in outcome. The prf)f"essmr;‘ gxust,slr;c;gle:;g
show itself willing to become involved in these hard decmc;lns. 1am tth said
that “When two members of any professmn get togc.ether, the resu é 13112 ° nfust
acy against the public’. If medicine is to avoid this gcculslaglon, : olleg  must
show themselves willing to work with purchasers in their role as p

advocates.

1;/;‘:1 rI’\n]fzcg.ij;thrIn/t:lsls (Glaxo Pharmaceuticals UK Limited) illustrated that the net real

growth in NHS expenditure over the past 10 years has bel:len relm:'cz'iﬁzli
Everyone is aware of the current resource constraints. The p armzllceil: i; or
try is taking the issue of outcomes of treatment and economic analys  making
choices about treatment very seriously. There is a constant pressure 1(:n epof -
ture driven by the need to treat increasing npmbers of pzitle(rllts overotr ce ;g( o7
years, by the advances in technology which usual!y ead to }In ) blzcomes
treatments and can also increase the number of patients for whom i omes
possible to provide effective treatment, ‘and‘ by a general 1pfcreas§ iﬁ exe%c:uah n
for improved health from the public. It is difficult to‘quanill y W :13 .e(riicatio fs 2
being spent on health care. The phenomenon of waiting lists :ﬁn in tions of
health needs that are not being met does sug‘gest.that the smaller pro&)o ¢
gross national product spent on health care in this country, clc))mpare tt:ff::tivz
other western nations, means that we have to make choices about cos
heal"tl}lhga;;)wth in cost of the NHS is illustrated ‘w.ell by the ngthfn\:, ;lilfhc:):::
of prescribing. In 1991 this was more than (4 t.nll.lon, 80dpelr1 cent rr(l)ber tch was
spent in general practice. The number of prescriptions and the nu Vempé ead
of population has risen. For example for patients >65 years an averag
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prescriptions in 1980 had risen to 18 by 1990. Data from the General Householq
Survey has shown that more patients with acute and chronic illness now consult
their general practitioner. In recent years there has been a deliberate attempt tq
shift costs from the secondary to the primary sector. The results of clinica]
research often push costs up; for example the rising use of beta blockers in the
1980s was partly in response to the trials suggesting their advantage to patients
who had suffered a myocardial infarction. Improvements in understanding of
disease processes and of the ways to control them also lead to increases in
prescribing. But has the growth in spending produced better outcomes? Wells
conducted a study in the mid 1980s in which he tried to examine whether
prescribing in primary health care had had any impact on the costs of providing
secondary care. The data indicated that the availability of medicines from the
1950s to the 1980s was associated with improvements in care in general practice
which contributed to a saving of about two billion pounds through reductions in
occupied bed days in hospitals.

Current research is focused on more short term outcomes. The cost of
introducing new drugs is about £120x6. As well as providing data on the
efficacy, safety and the quality of a new drug, companies were now providing
data on the economic and social benefits likely to be gained. Indeed in Australia
the authorities now insist on companies adhering to firm pharmaceutical guide-
lines and providing economic data to justify inclusion of a new drug in the
reimbursement scheme. In assessing the costs of a new drug for the Health
Service it is now important to consider not only the direct costs and the costs of
using the drug (syringes, needles, nursing time etc) but also the failure costs of
providing alternative treatment. Although this data is relatively easy to gather for
drugs used in short term illnesses such as many infections, it is much harder to
get data for drugs intended for use over the longer term. It is also recongnised
that drug evaluation should be focused on a patient and be related to either
symptoms, ability to work or participate in leisure activities; it is not always easy
to determine these. Although the randomised control trial is widely used, it is not
ideal; it may be restrictive in choice of patients and it is too short term. For some
drugs it is clear that the costs incurred now may not produce benefits until much
further into the future, but it is difficult to incorporate this thinking into current
NHS financial systems. The pharmaceutical industry is interested in a general
ability to use instruments like SF36 which they are now helping to develop
together with specific questionnaires. There are still methodologies and other
issues to be resolved respecting culture as well as language, clinical validity and
need for widespread acceptance. Pharmacoeconomics should therefore be seen as

~an evolving science but one that can clearly contribute to the debate on cost and

outcomes.

Session IV

WHAT ARE WE ACHIEVING NOW? PRACTICAL EXAMPLES FROM AR OUND THE UNITED
KINGDOM

General practitioner

'Dr M. Lough (Associate Adviser in Audit, University of Glasgow) described some

general practice initiatives in the west of Scotland. Setting appropriate standards
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and reorienting thinking to see individuals as customers as Well as pgtients had
peen the hardest tasks. GP appointment systems have been radlcall.y. rev1§wed a;ld
simple changes in practice organ?sation shown to reduce waiting  times for
patients. Surveys of their patients disclosed gaps e.g. lack gf attention to stains oln
the clinic carpet and failure to provide children’s toys in waiting and consul-
i ooms.

tatlo(I’:Prs are interested in audit to solve problems that they themselves have
identified. One practice, concerned about the clinical checks. given to women on
hormone replacement therapy, decided to use a flow ghar_t in the notes. This led
to an immediate improvement in performance th?t is likely to be permanent.
Some practices are now using standard questionnaires to qbtam feedbackbz}bout
what patients thought of the consultation a-nd t'he premises. More ambitions
projects included assessment of the needs of diabetic carers and ways off: integrat-
ing the care of diabetics with the secondary sector. About 60 per cent of practices
were taking part in this study which was now in its §econd.y.ear. ‘

Dr Lough has a particular responsibility for hc?lplng training practices and GP
trainees to develop an audit culture so that. trainees are helped w1th an aud%t
project and can see the value of regular audit in their own wqu. A training audl(;
package uses epilepsy as an example to explore the difficulties that'patlents an11
their carers experience. Time management stands out as gnother issue that a
doctors have to grapple with. At the interface be.tween primary and. secopdary
care. GPs and consultants in local hospitals were using a stgndard questionnaire to
look at the quantity and quality of services thgt each provides for the othe:r. GPs
wanted improved services from the local hospital and consultants wapted impro-
vements in referrals from GPs. The difference between Fhe expectations of F:ach
group and the results can be presented on a chart yvhlch 1ll.ustrates how far elthe;'.
side has to go. It provides a useful sharing of information for the benefit o
patients. In conclusion, Dr Lough thought‘ that 'doct,or.s were now bett_erbat
discussing errors in a confidential setting and in tak.mgv action to correct these but
urged that purchasers and others should remain patient.

Acute geriatrics | o .
Dr I gPhilp (Lecturer in Geriatric Medicine, Southampton University) described the

research and development programme he has been unfiertaking .in Southampton
in acute care geriatrics. Physicians in geriatrics were mFerested in outcomes for
their patients but also demonstrated concern for the family, for aspects of qua‘llty
of life and social functioning. The WHO themes of resource utilisation, patient
satisfaction, risk management and outcomes helped.to guide outcome measure-
ment. For example records of adverse events, ‘s:ittlsfactg;'y resolution of acute
illness, patient satisfaction, measurements of dlsablllty, rating of scales, act1v1ty1 in
daily life, rates of referral to institutions or ongoing care and measures of quality
of life were all available for use. One of the difficulties is that what seems a good
outcome may be different for doctors and patients. In one survey both glel}les
rated quality of life and disability highly, but patients and their carers gave hlg‘ er
ratings to mental health and waiting time, whereas doc_tors gave a higher ratlr;lg
to mortality. Outcomes had to assess both the professmnal performance of the
care team as well as the satisfaction for the patient and. carers. There was
difficulty in choosing an appropriate scale from the many available. ‘ '

His unit had decided to use the Philadelphia Morale Scale and had applied this
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to 120 cases looked after by three multi-disciplinary teams. The issue addresseq
was the cost of data collection. They found that nurses could adapt well ang
collect the data but other groups of staff had difficulty with this. Informatiop
collection was reliable if it was integrated into ordinary practice. An audjt
assistant was helpful but the conclusion was reached that data could be collecteq
provided it was limited in scope and done as part of routine work. Routine work
generated data which enabled them to look at some overall measures of perfor.
mance and to set targets for the future. He emphasised that this approach wag
much better than waiting for resource management to provide a system.

Integrated primary and secondary care

Dr G. Douglas (Consultant Physician, Aberdeen) described the GRASSIC project
(Grampian Asthma Study of Integrated Care) a scheme in the Grampian Region
between general practice and local outpatient chest clinics established in 1988. He
and his colleagues in the thoracic medicine unit recruited 838 patients with
asthma referred to their chest clinics in Aberdeen, Elgin, Banff and Peterhead. All
of these patients had shown at least 20 per cent improvement in pulmonary
function from inhaled bronchodilators and/or steroids, confirming the diagnosis,
The 297 principals in general practice in Grampian were invited to take part in a
randomised study of conventional clinic care versus an integrated care scheme,
Only one GP refused. There were 90 patients whom the consultants felt could
not be randomised, usually because of the severity of their asthma; 349 patients
were randomised to the integrated care scheme and 363 remained in conventional
clinic care, attending outpatients every three months. This new integrated care
scheme consists of sending computer derived letters to each patient and their GP
every three months asking the patient to attend for follow-up and requesting
both to collect certain data. Questionnaires from both the patient and GP are
returned to hospital where the computer database is updated. This clinical data is
scrutinised by the patient’s consultant who can suggest action to the GP, recall
the patient to the clinic or allow the patient to go on the next three month
surgery review. Sixty per cent of the three monthly questionnaires sent to the
patients were returned together with 72 per cent of the questionnaires sent to
GPs. After one year each patient was seen again by their consultant at outpatients;
prior to this the GPs were sent a questionnaire asking them which form of care
they wished for that patient in the next year. Ninety-two per cent of these
annual questionnaires were returned. The outcomes examined over the year of
the study included quality of life scales, the patients view of control of their
asthma, the rate of GP consultations on asthma, prescriptions of bronchodilators,
inhaled and oral steroids, hospital admissions and costs.

In general there were very few differences in the clinical or quality of life
outcomes between the integrated care and conventional clinic care groups. The
chest consultants found this reassuring as it implied that there was no detriment
to patient care by moving to this new integrated care scheme. At the end of the
study the GPs were offered the options for their patients of remaining in the
scheme, returning to conventional clinic care or discharge from specialist super-
vision. The GPs were generally very positive about this new scheme and in 70
per cent of cases they wished their patient to remain in the schemes after the end
of the study year, 20 per cent wished their patient to be discharged and only
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g per cent wished their patient to be returned from integrate'd care to rr'lor:l
nventional clinic supervision. In addition, for 58% of those patients randomize
o nventional clinic care, their GP wished them to be changed to'mtegrated
- CZt the end of the year. The patients also found the scheme beneficial and the
A g of their control of their asthma showed a higher score in ‘integrated care.
rTa;lerii was little difference between integrated and clinic care in costs Fo the
hospital or to general practitioners bgt the estimated annual 1savmg t(cl) a %attlre;teﬁf
being in integrated care was apprqxn'na.tely £40, due largely to reduce | travell.
ing to clinics and days off work. This integrated care scheme is now esh ished
in Grampian as an alternative form of management for outpatlents1 9\;:1: asthm,
and the number of patients enrolled had risen to 525 by September‘ .f local

The success of the GRASSIC project has led to the formation of a oc:i\
implementation group. GPs, Health Services researc}_lers and lpcal clf}est ﬁonsq -
tants have been able to agree on a protocol covering a }'ew}/:ew of ast nllle; :ri
general practice, the reasons for refer.ral to hospital and d;sS: arge rtomcfc:)SS ;t)br
tients, the indications for entry into integrated care and of in-patient ac

those with severe acute asthma.

te stroke N ' '
giuM. Dennis (Senior Lecturer in Stroke Medicine, Edinburgh) described outcome

measurements after stroke. Each year in the UK 140,000 people suffer af stroie
and 55,000 die from one. Measuring relevant outcomes is '1mportcall¥1t o; ; ?_-
prognosis, for improving the quality otj care through clinical a:;hlt antco n(:e
examining the effectiveness of stroke services and new treat'merétsil et‘ozts me
of a group of patients with stroke depends.upon the case mix o lt e patie A]so
methods of measurement and the effectiveness of the_ clinica servuf:_e. ; t,
outcome should be measured in a large enpugh and upblased sample of patien ;
so that differences between services or different treatments can 361 cci(mngler
reliably. If few patients are studied, bad outcomes may reflect b; luc rat‘ en
than bad care. The choice of outcome measure will depend upon the interven 1od
one is interested in; the outcome measure should be sensitive tof chapge a;
responsive to one’s intervention. After a stroke about 25 per cent o patlepzls ie
in the first six months and about 45 per cent make a good recoverl}ir and are
independent. The remainder have a relatively poor outcome. Mortality, as an
outcome measure, is inadequate since by decreasing mortality one mayldmcrteagz
the proportion of those who survive w1th a poor outcome and Fhls Wo‘l;h anoOOd
our aim. Reducing mortality and increasmg‘the number of patients wi g ¢
outcome would clearly be better. Complications of stroke, e.g. pressure s?res and
painful shoulders, are a possible outcome measure but are difficult to define l'fln
measure and are uncommon; also measurement is insensitive. However, comp 1ca(;
tion rates might be useful to alert us to major prol?lems in a stroke ;e;wce an
thus to lead on to further audit. Destination on discharge is affectej y maqy
variables such as the availability of private nursing homes sso that 1sbnoF easily
used to compare services. Functional status at filscharge may bfe usgfullj1 ut is o(}):en
to manipulation. By delaying discharge, functional status will inevita fy improve.
The functional status at a fixed point, e.g. six month:s after. stroke is o m;;rei use.
The World Health Organisation (WHO) describes disease in terms ?fﬁ$at ology,
impairment, disability handicap and one of these could add quality of life.
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Unfortunately, few instruments to measure these facets of outcome have been
shown to be reliable and relevant to patients with stroke. There are a large
number of ‘stroke scores’, which include some elements of the neurologicj]
examination and measures of disability and assigning arbitrary weighting
produces a score. These scores do not describe individual patients and are usuall
of little clinical relevance. Two patients may have an identical score but clinically
may be quite different. ADL scores, e.g. the Barthel Index, have a problem with
a ceiling effect because they do not include important related disabilities such a4
cognitive deficits, language problems and fits. Stroke is a very heterogeneouys
condition, the most important factors in determining the outcome being the
patient’s pre-stroke status and the type and severity of stroke. If we are to use
outcomes to detect differences between the effectiveness of services, we need tq
take into account differences in the case mix. The case mix, therefore, has to be
described in terms of factors which predict a particular outcome after stroke. To

- make valid comparisons large numbers of patients have to be studied which mean
that outcome instruments and case mix descriptors need to be simple and
practical to collect. Techniques which depend on a face to face interview and
neurological examination would be expensive and time consuming. More appro-
priate methods might include the use of postal or telephone questionnaires,
Similar methods of measuring outcome are currently being used in the Inter-
national Stroke Trial which plans to randomise 20,000 patients in 35 countries.
Three simple questions divide patients in this study—those who have died, those
with a poor or indifferent outcome, and those with a good outcome. In the
future we shall strive to develop a minimum data set which includes measures of
case mix, easily defined complications such as fractures and bedsores, discharge
destination and a simple functional outcome at six months after stroke. However,
even with audits of very large numbers of patients caution will be needed in the
interpretation of data because even with sophisticated statistical modelling adjust-
ing for case mix is an imprecise science.

Session V'

WHERE DO WE WANT TO GO AND HOW DO WE GET THERE?

Dr K. Staehr Johansen (World Health Organisation, Copenhagen). WHO was
founded to address the global differences in quality of care affecting health
status—morbidity, mortality and life expectancy—between countries and to seek
ways to improve these. WHO has always used existing knowledge to try to solve
problems and the elimination of smallpox and in some countries and regions, polio-
myelitis, has demonstrated the strength of this approach. WHO encourages
governments and all health providers and health professionals to set policies, to
develop these into strategies and then to set targets to be achieved. In all of this
work, it is important that standard denominators are used so that, for example,
the results for Scotland can be compared with the results from other European
countries. The differences in outcome in common conditions are large both
within and across countries, which should encourage us to look at the delivery of
care. For example, a study in Sweden showed that only 15 per cent of suicide
victims had been given any anti-depressive treatment (and when so, not
necessarily correctly) and yet a high percentage had been in contact with the
health services the month prior to their death. Swedes, therefore, have now set
themselves a more stringent target for the treatment of patients with depression
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and with significant suicide risks. This is one pf the few countries in Europe to
deaths from suicide.
ve reduced the number of o
e Member governments to WHO have agreed target‘us}il(I;h 1;1 l:heNUtK r?’a‘:
i : i h documents such as ‘Health of the Nation'.
en given a local meaning throug . » :
b::eat %leal of public information is available now and can be examined and act'et;i1
on. One of the ways of avoiding problems of case mix is to lqok at casis v}sln
?po n'1ix’ i.e. an average of patients or populations. Even with this zzlpproac d t]—fiFe
. major di i i i he UK and even within
i j I mortality across the
still major differences in perinata : vel :
a;e ions Th-l: UK, Scotland in particular, has one of the hlghest obstc?trlc interven
;ic;gn rates in Europe and yet countries with much loyver intervention rates maa};
have as low perinatal mortalities. In Belgium a high comphcatlonkr;;e :;, s
ssociated with the use of epidural anaesthesia and has drgpped remarkably as
:esult of changing the techniques of application. A Fed}lgtlon of the bmterverilcﬁzn
ate has been noted. In Europe, different groups or 1'nd1'v1duals may be fl?fOV ! ;gl
rood solutions to health problems, but how can th}s rich source olfl 1n1 Erma 10iS
%e tapped? Real time knowledge on best quality in rel;.mons to ga; cartg
difficult to find and can only be identified routinely if modern information
chnology is exploited. '
“ T herg};s a great deal of assessment work done, but much less daltah ava}lalzilealcig
health gain, and as yet little correlation demonstrate;i bet\;lvefﬁl .hej\ ib g?unc(:) ! anc
: i i i ania
Life expectancy is nearly as high i ,
money spent on technology. : as !
Europ);’sppoorest countries, as in the USA or UK. Wlthlp Europe we shoulcci1 l:ls
striving to get common data bases and data sets for the important issues ds.u
quality of life, well-being, health status in relation to acuteha?d f:r}gpmc ylsaeﬁ:)es;
' indivi for the population as a whole. This ma
and for individuals, groups and  This may aflow
i i then to look at the process of tha to .
for finding the best practice and v
i i i ted and used successfully elsewhere.
how this experience might be adap sewhere, Achieving
i ice is the hardest task and perheps it 1s 1mp
constructive use of the best practice 1s rheps it Is imporiant
i i . schools, parents, health authorities,
to involve the whole community, e.g , : . , CC
sumer groups, third party payers, the mass media and others in achieving
continuous quality development. . |
Diabetesq mellitus provides a good model of how theseEldeas canda\tzgzl;e
The Euro DiabCare Register is an attempt to ge‘t] a corr,lmori‘ urog)se;g;st —
i ity indi ts. The St Vincent’s policy w
with common quality indicator data se Vv st agrees
i imi ts for all involved.
i i ted general policies and targe ll involy
upon and it established time limi ‘ : for all mvorved
i ing i tegies and targets for achieving
Each country is now setting in place strategie: ‘ hicving its aims.
it 1 differences in complications be
Already it is apparent that there are huge nces in ¢ cati o
appareztly similar patients treated for 10 years with insulin. Wltslgn 21-62:;:(; 3;;
complications like retinopathy may vary firom 20 per cer;lt tlo 1 0}{). T cent
different regions and this seems to be explained partly by the ege of metaboic
control. There are also large variations betw?en countries a:il clin s in e
proportions of patients who smoke, and smok.mg. is recognised as a m 3ates "
factor in people with diabetes for late complications, e.g. a'mplét,atlo'?h " cer'm-e
particularly good diabetic centre in Germany hasfrecentlfz tvgn;:tien\l&;l 3 cencre
i i i mes for staff an .
in Moscow to provide education program . 'Th -
comes in Moscow have subsequently 1mprovec.l, and t_he Moscow Chnlcligesn(t)he
working with a clinic in Georgia to transfer this experience. T.hls ex;mfate e
viability of the approach of the ‘Health for All’ European policy and strategy
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