personal care, for which the local authority or individual
patients must pay.’

These definitions of categories of care are therefore of equal
importance in domiciliary care, particularly as the guidance
allows hospitals to discharge patients home if either they or
their carers have rejected other options such as nursing
homes. Many of the people covered by the guidance already
live at home, receiving few statutory services and being cared
for principally by relatives and other informal carers. For
many carers, domiciliary and day care facilities are crucial in
the management of the precarious balance between their
caring and other domestic and employment responsibilities.®®
Where health and social care resources are tight, however,
domiciliary services may be pared down to the absolute
minimum. " This is particularly the case in intimate personal
care, which is so crucial to the core values of dignity and
quality of life, which rightly underpinned Caring for
People."!

Long term care has historically been associated with
inappropriate institutional arrangements and inadequate
provision “in the community.” The new priority accorded to
the NHS’s responsibilities for meeting continuing health care
needs is welcome. Those responsibilities, however, will be
properly fulfilled only by the investment of adequate
resources and commitment in models of services that reverse

existing imbalances of provision and promote choice and

independence for users and carers.
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Performance indicators for general practice

Will lead to league tables of performance

Some family health services authorities are now producing
performance indicators for the general practices they
administer.'” With the move towards a primary care led
NHS,** these indicators will become an important manage-
ment tool. League tables of practice performance are a
possibility: for example, practices could be ranked by rates of
uptake of cervical smear tests and the proportion of drugs
prescribed generically. Many general practitioners, particu-
larly those who work in deprived communities, will find this
development threatening and may think that league tables
will unfairly label their practice as performing poorly. Family
health services authorities must therefore ensure that
performance indicators are interpreted appropriately.®
Performance indicators may be used to identify and reward
high performing practices with increased allocations for staff
and premises. Conversely, if resources are allocated according
to health need rather than performance, then less well
developed practices (which are often located in areas with
high need) may receive more resources. Because such
practices may not have the capacity to use additional resources
effectively this may lower the morale of the more innovative
practices. Performance indicators should not therefore be
used uncritically when resources are allocated to practices.’
General practitioners can benefit from performance
indicators. They can use them to identify how their practice
deviates from the norm and where scope for further investi-
gation and audit may exist. For example, a practice with a
high proportion of technically unsuitable smears may want to
investigate this further. Performance indicators can also help
practices to identify priorities for improvement and to
monitor how well they address them over time. Finally,
performance indicators can be used to carry out descriptive
research into variations in medical practice in primary care.®
The most important limitation of performance indicators is
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Examples of performance indicators for general
practices available to family health services
authorities
Patient data Number of patients per partner
Demographic breakdown of practice
population
Census derived social variables
Target payments Cervical smear uptake rate
Percentage of smears that are
technically unsuitable
Immunisation uptake
Items of service Night visiting rate
Prescribing Prescribing cost per patient
Percentage of items prescribed
generically
Ratio of inhaled steroids and
cromoglycate to bronchodilators
Employed staff Numbers and categories of employed
staff
Hospital referral rates  Referral rates for inpatient care
Referral rates for outpatient care

that they measure only certain aspects of performance. For
example, they can tell us what a practice’s referral rate is but
tell us nothing about the appropriateness of these referrals.
Performance indicators also tell us nothing about what most
general practitioners would consider to be their most im-
portant role: the clinical care of individual patients. Secondly,
performance indicators could create perverse incentives, with
general practitioners concentrating on improving the
indicators rather than improving the quality of their care.
Thirdly, performance indicators are constructed from routine
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data, and there are errors in these data, especially in age-sex
registers (inflation of lists), census data (under enumeration),
and data on referrals (inaccurate coding). Finally, indicators
of prescribing are derived from prescribing analysis and cost
(PACT) data; with the steadily increasing cost of NHS
prescriptions, more drugs will either be prescribed on private
prescriptions or be bought over the counter, making prescrib-
ing indicators derived from PACT data less useful.’ Family
health services authorities need to be aware of these limita-
tions when they use performance indicators to assess
practices’ performance.

To improve the limited information available to patients
(for example, in practice leaflets) when they choose a practice,
some family health services authorities may wish to make
performance indicators available to the public. Although
many general practitioners will oppose the publication of
performance indicators, we already have league tables for
schools and hospitals, and the publication of league tables for
general practices may be inevitable. But, because of the
controversy raised by league tables elsewhere and the lack of
consensus between general practitioners and managers over
what constitutes “good” performance, this is a development
that family health services authorities should handle
sensitively. General practitioners should therefore be
involved at all stages in the development and implementation
of performance indicators.! Even if the indicators are not
released to the public, the new health commissions will make

much greater use of performance indicators in monitoring
general practices.’* General practitioners should therefore
collaborate with family health services authorities to improve
the quality and usefulness of performance indicators, and
they should start to discuss with their local health com-
missions how they intend to use performance indicators in the
management of primary care services.
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Reviewers chosen by authors

May be better than reviewers chosen by editors

We are always looking for ways of improving our processes of
peer review, and over the next few months we will be
exploring the option of using reviewers nominated by authors.
We therefore ask all researchers to suggest two or three
potential reviewers for papers they submit for publication. The
reviewers can come from anywhere in the world, and we
especially welcome reviewers from outside Britain.

This policy could improve the quality of peer review in two
important ways. Firstly, authors are often better placed than
editors to know whom to approach for a considered, balanced,
and credible opinion in their field of research. The best
reviewers are not those with the most experience or eminence'
and may be unknown to anyone outside the subject. This is a
particular problem for editors of general journals, who peer
review manuscripts from a wide range of disciplines.
Secondly, nominated reviewers will enrich the BM¥s data-
base, keeping us in touch with young active researchers and
giving us a broader population of reviewers. An audit in 1990
showed that most of our reviewers were male academics from
London or other university cities, and most were senior
doctors who had been qualified for a median of 24 years. We
had few general practitioners, few from overseas, and very
few women.> Things have improved since then—after a
recruiting drive aimed at overseas reviewers—but we want to
continue to make progress.

The worry about using nominated reviewers is that peer
review will become a cosy process of endorsement by friends
and colleagues. We hope, however, that our quality control
measures will guard against obvious bias. Reviewers are
graded for each report. Brief, unsubstantiated, and uncritical
reports are given low grades and have little impact on our
decision. Low scoring reviewers are not used. We also ask
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reviewers to declare personal and professional connections
with the authors of a manuscript so that we can make up our
own minds about the potential for bias.> Many journals are
already using reviewers nominated by authors and an
informal survey conducted at Gut, for example, suggests
that they write better reports than reviewers selected by
editors.

About half the material sent to the BMY is externally peer
reviewed, the rest being rejected after scrutiny by at least two
medical editors. We may not use the nominated reviewers for
a particular paper, but we will enlist all those who agree into
our existing population of reviewers. For now, we will

continue with anonymous refereeing. Open review—

unmasking the identity of reviewers to authors—may be the
next step in the modernisation of peer review, but it remains
unpopular with many reviewers.* Any readers who would like
to review manuscripts for us are also welcome to volunteer
and should write to the papers secretary, Sue Minns, at the
BM¥ for details.

We hope eventually to assess the impact of using nominated
reviewers on the quality of published papers. As a first
measure we will be performing a controlled trial to examine its
effect on the quality of referees’ reports and their influence on
the editorial decision.
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