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In the past decade there has been sustained interna-
tional interest in measuring quality of care. In the United 
Kingdom, quality indicators with financial incentives to 
reward good care were introduced as a result of increas-
ing awareness of variable quality in primary care, the 
technical feasibility of introducing evidence based indi-
cators within information technology systems, and a 
resolve by political negotiators to use improved quality 
to secure additional investment in primary care.1 Similar 
but less comprehensive initiatives have been introduced 
in the United States, Europe, Australia, and New Zea-
land. However, as this series has shown, the use of qual-
ity measures has also created controversy. Our view is 
that using incentives to improve quality of care has been 
beneficial. We look at what needs to be done to ensure 
those benefits remain in the future.

Options for developing quality measures
The quality and outcomes framework, which forms the 
basis of quality measurement in UK primary care, could 
be developed in several different ways:
•	 Leave indicators unchanged and expect higher 

achievement each year—This means restricting the 
potential benefits of quality measures to a limited 
number of areas2

•	 Add new indicators or conditions regularly—This 
could lead to a vast and unmanageable set of 
measures

•	 Build a larger set of evidence based measures that 
are all monitored and pay for performance against 
a subset of these
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•	 Remove measures once a predetermined 
and agreed level of achievement has been 
reached—Although this would allow new 
measures to be introduced without making 
the scheme unmanageable, it would require 
robust information about the effect of removing 
measures on performance in terms of both 
patient care and practice income and agreement 
over reintroduction of measures if performance 
worsens

•	 Rotate measures regularly, enabling a potential 
improvement across a range of conditions and 
areas—This would be our preferred option, 
although it would need to be carefully piloted 
to look for and guard against unintended 
consequences to patient care or practice morale.

The quality measures introduced into general prac-
tice in 2004 were mainly drawn from existing national 
guidelines. They reflected widely accepted standards of 
clinical care, and there was little direct criticism of the 
indicators themselves. The first major revision, in 2006, 
included evidence based indicators that changed clinical 
practice in ways that were unfamiliar to many general 
practitioners—for example, encouraging use of validated 
structured questionnaires as part of the assessment of 
patients with depression and more active management 
of chronic kidney disease. Indicators that seek to extend 
existing practice will always be more controversial than 
those reinforcing established practice. In our view, indi-
cators that aim to change standard practice should be 
particularly carefully evaluated, both before and during 
their introduction. Piloting of new measures for at least 
12 months would highlight any professional concerns, 
education and training needs, and information technol-
ogy problems.

Interpersonal aspects of care
A common criticism of quality measures is that they look 
at only limited areas of clinical practice and ignore, and 
hence may devalue, some core aspects of general prac-
tice. These aspects include care for people with multiple 
complex problems, care for people for whom continuity 
of care makes a real difference to satisfaction, and the 
quality of interpersonal care itself. Current UK quality 
measures may discourage continuity of care, for exam-
ple by fragmenting care between doctors and nurses, 
and there is certainly an argument that something in the 
organisation and financing of general practice should 
encourage continuity of care. Indeed, there is urgency 
here, since it may not be long before the trainers within 
primary care are doctors who have grown up in a cli-
mate that prizes the easily measurable and financially 
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rewarded above the less measurable and definable 
aspects of care.

We also need to place greater value on patients’ views 
of care when measuring the quality of interpersonal 
care. However, as Elwyn and colleagues highlighted, it 
is less clear whether doctors should be paid according to 
the results of patient questionnaires.3 Such an approach 
would cause major problems in practices where patient 
turnover was high or where patients were unfamiliar 
with the health system. Research is needed to determine 
the effect of paying practices against patient evaluation 
scores and to develop more innovative and meaning-
ful ways of involving patients from different social and 
ethnic backgrounds in their health care.

Effect of measurement on health inequality
Quality improvement measures targeted at high risk 
patients should, in theory, reduce health inequalities. 
When cervical cytology and immunisation targets were 
introduced in 1990, practices in affluent areas rapidly 
reached near maximum performance but deprived areas 
caught up during the next few years. This led to a sub-
stantial overall reduction in inequality,4 5 an example of 
the inverse equity hypothesis.6 

In the quality and outcomes framework, affluent areas 
achieved higher scores and reported more exceptions 
than poorer areas, but the differences were small.7 Over-
all, the financial incentives seem to have reached areas of 
high need relatively effectively for most targets. The effect 
of incentive structures needs to be constantly reviewed 
to ensure that they deliver health benefits across all com-
munities. An important subsidiary message is the need 
to take a long term view when interpreting the effects of 
quality measures on health inequalities.

Learning from beyond medicine
Measuring aspects of quality is now part of 21st century 
life, and we may be able to learn from other disciplines. 
Should we, for example, be looking at the business sec-
tor’s 15 years of experience from implementing standards 
such as Investors in People?8 This voluntary standard has 
been achieved by over 32 000 organisations employing 
over 27% of the UK workforce. However, when the 
standard was introduced, its effect was less than predicted 
since many firms used it to gain recognition for existing 
good practice.9 This is perhaps analogous to the many 

practices in 2004-5 that achieved their quality and out-
comes framework targets through accurate recording of 
existing practice. Would this knowledge have influenced 
Department of Health predictions about achievement 
levels in primary care and helped shape the associated 
financial payments? Such commonalities highlight the 
importance of looking beyond the immediate and obvi-
ous comparators if we want to broaden our understand-
ing of the potential and problems of introducing and 
developing quality measures.

Financial incentives are, of course, not the only way 
of improving the quality of care. In the five years before 
the quality and outcomes framework was introduced, 
major improvements occurred in the quality of manage-
ment of chronic disease in general practice.10 We need 
to continue to use a mix of professional, financial, and 
managerial approaches and experiment to find the mix 
that gives the NHS best value for money and patients 
the best care.
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Summary points
Improvements will not 
be maintained if quality 
measures remain static 
Measures could be 
rotated, enabling 
potential improvement 
across a range of 
conditions and areas
Indicators that aim to 
change standard practice 
should be especially 
carefully evaluated and 
piloted
The effect of quality 
measures needs to be 
constantly reviewed to 
ensure that they deliver 
health benefits across all 
communities

“Write me a sentence”
“I wish I was in the bosom of my family.” 

An elderly man whom I’d never met before gave this response when 
I asked him to “write me a sentence” during a mini-mental state exam. 
He went on to pour out the story of how his teenage grandson, whom 
he’d never thought cared for him, had chased the ambulance down the 
road crying when he was brought into hospital.

Any house officer in geriatrics is painfully familiar with the ques-
tions that make up the mini-mental state exam. But what’s often just 
another routine job from the ward round sometimes becomes much 
more. I’m sure I’m not the only person who’s had patients write, “I 
want to go home,” “I’ve had enough,” or, agonisingly, “I wish I was 
dead.” Sometimes these sentences are the first glimpse of what’s really 

going on inside.
All this made me think about that other scourge of the house officer, 

the geriatric depression scale. I have always felt uncomfortable with the 
GDS, with its rigid attempts to measure misery. And expecting an 84 
year old to tick a box to say that he or she feels worthless rarely seems 
less than brutal.

Perhaps such regimented scales have their place. But surely it’s better 
to sit back and listen, to explore our patients’ world at their speed and 
guided by them. Maybe there’s room for an alternative starting point for 
this exploration, one less fettering than “Write me a sentence.”
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