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Abstract

Objectives: Health system reforms in England are opening
broad areas of clinical practice to new providers of care. As
part of these reforms, new entrants — including private
companies — have been allowed into the primary care
market under ‘alternative provider of medical services’
contracting mechanisms since 2004. The characteristics
and performance of general practices working under new
alternative provider contracts are not well described. We
sought to compare the quality of care provided by new
entrant providers to that provided by the traditional
model of general practice.

Design: Open cohort study of English general practices.
We used linear regression in cross-sectional and time
series analyses, adjusting for practice and population char-
acteristics, to compare quality in practices using alternative
provider contracts to traditional practices. We created
regression models using practice fixed effects to estimate
the impact of practices changing to the new contract type.
Setting: The English National Health Service.
Participants: All general practices open from 2008/2009 to
2012/2013.

Main outcome measures: Seventeen established quality
indicators — covering clinical effectiveness, efficiency,
access and patient experience.

Results: In total, 4.1% (347 of 8300) of general practices in
England were run by alternative contract providers. These
practices tended to be smaller; and serve younger, more
diverse and more deprived populations than traditional
providers. Practices run by alternative providers performed
worse than traditional providers on 15 of 17 indicators
after adjusting for practice and population characteristics
(p <0.01 for all). Switching to a new alternative provider
contract did not result in improved performance.
Conclusions: The introduction of new alternative pro-
viders to deliver primary care services in England has not
led to improvements in quality and may have resulted in
worse care. Regulators should ensure that new entrants to
clinical provider markets are performing to adequate stand-
ards and at least as well as traditional providers.
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Introduction

Health systems with a strong focus on delivery
through primary care are more effective, equitable
and efficient.! However, like other parts of the
health system, primary care providers throughout
the world need to show that they can provide high-
quality care and efficiently use the resources allocated
to them. Ongoing debate about how best to achieve
efficient and high-quality primary care has led policy-
makers to encourage more diverse or plural models of
primary care delivery in some settings. This has
included the entry of new commercial providers into
primary care systems.>

Increasing the role of non-traditional providers,
including those from the private sector, in health-
care delivery has been a key policy theme in
England over the past decade. For the first five
decades of the National Health Service (NHS), pri-
mary care was provided by general practitioners as
independent  businesses, contracted to the
Department of Health. Practices would typically
comprise a single or a small group of practitioners
delivering care from common premises through a
single core contract. Under a Labour government in
2004, corporate or voluntary organisations were
allowed to provide general practice services for the
first time through a competitive tendering process.

Different types of organisation were required to
use different types of contract,® with services pro-
vided by private companies limited by guarantee,
publically-owned companies and voluntary organisa-
tions commissioned through new Alternative
Provider of Medical Services contracts (Table 1).
These changes provide a unique opportunity to
explore the effects of allowing new alternative pro-
viders into the market on healthcare performance.
We examined how many Alternative Provider of
Medical Services practices have been introduced
into English primary care since 2004 and whether
their characteristics differed from practices using
‘traditional’ general practitioner-owned and -led
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Table I. Main contract types for provision of NHS Primary Care Services in England.

Alternative Provider
Medical Services (APMS)

Personal Medical Services
General Medical Services (GMS) (PMS)

Contract type

A contract between GP
practices and commis-

A nationwide contract
negotiated centrally by GPs,
and the Department of Health.

Characteristics A contract locally negotiated

between commissioners and a
sioners, locally negotiated range of providers, including
to address local population corporate, voluntary and
needs. other public sector

organisations.

Date of introduction 1948, with new 1998, with a new contract in 2004
contract in 2004 2004
Who is able to e Individual general medical e Individual medical practi- e Individual medical practi-
hold the contract practitioners tioners and NHS tioners and NHS employees
e Medical partnerships employees e Individuals who are not med-
e Companies limited by e Companies limited by ical practitioners or NHS
shares with at least shares owned by medical employees
one general medical practitioners Limited liability companies

e NHS trusts

e Individuals providing per-
sonal medical services or
NHS employees

practitioner shareholder
(with other restrictions)

Medical partnerships
Limited liability partnerships
Companies limited by
guarantee

contracting mechanisms — the General Medical
Services (GMS) and Personal Medical Services
(PMS) contracts. We also explored how Alternative
Provider of Medical Services practices performed
across a variety of established primary care quality
indicators compared to practices using traditional
contracting models. Further, for those practices that
changed from traditional to Alternative Provider of
Medical Services contracts, we examined the effect of
this change on performance.

Method

The study used an open cohort of all general practices
operating in England between 2008/2009 and 2012/
2013. We compared performance of general practices
by contract type within each study year and examined
the effect on quality of a practice being Alternative
Provider of Medical Services over time. We compared
the performance of Alternative Provider of Medical
Services practices to those holding either GMS or
PMS contracts combined, as these two groups repre-
sent the traditional model of GP-owned and -led gen-
eral practice.

Selecting measures of quality

Selection of quality indicators was guided by the
Institute of Medicine framework,* which divides

e Friendly societies, voluntary
organisations, etc.

quality into six components: clinical effectiveness;
safety; patient experience; timeliness/access; effi-
ciency; and equity. We selected a broad spectrum of
established and commonly reported indicators, some
general and some specific to conditions usually man-
aged in primary care, where there is known variation
in performance.

The measures chosen were percentage of total
Quality and Outcomes Framework (QOF) points
achieved, percentage of clinical QOF points achieved,
percentage of hypertensive patients with controlled
blood pressure (less than 150/90 mmHg), percentage
of diabetes patients with controlled HbA1C (less than
7.5% in 2008/2009, less than 8% in other years), per-
centage of eligible patients receiving cervical screen-
ing, admission rate for ambulatory care sensitive
conditions (ACSC) per 1000 people,’ percentage of
low-cost statin prescribing (not measured in 2012/
2013), tonsillectomy rate per 1000 people, percentage
satisfied with opening hours at their practice, percent-
age able to get an appointment at their practice
(within 48 h in 2008/2009 to 2010/2011, any appoint-
ment in 2011/2012 and 2012/2013), percentage able to
see their preferred doctor, percentage of people who
would recommend their practice to someone moving
to the area (not measured in 2008/2009) and percent-
age satisfied with their general practice overall.

The QOF is the NHS’s pay-for-performance
framework in primary care. It provides financial
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incentives for achievement of quality indicators
across a variety of clinical and organisational areas,
with a focus on chronic disease management, and
applies to all contract types. Specific clinical indica-
tors also allow patients to be ‘exception reported’, the
process by which a patient may be omitted from a
pay-for-performance report. While there may be
sound clinical reasons why this may occur, exception
reporting could be inappropriately used to ‘game’ the
system.® For the three specific clinical indicators used
in this study, we have reported the raw levels of
achievement without allowing exceptions and the
exception reporting rate. No performance measures
were included for safety or equity as it was not pos-
sible to identify any that had sufficient standardisa-
tion and availability at practice level.

Data sources

We obtained data on contract status for all general
practices in England between 2008/2009 and 2012/
2013 from the Health and Social Care Information
Centre. Contract status data from previous years
were not systematically collected at a national level,
and the number of Alternative Provider of Medical
Services practices was very small before 2008/2009.”
Data on ACSC admission rates, tonsillectomy rates
and use of low-cost statins were taken from NHS
Comparators.® Measures of patient experience and
access were taken from the national General
Practice Patient Survey.’ This is a mail-based survey
sent to 2.7 million patients in 2011/2012 with almost
one million responses (a response rate of 36%).'* All
other quality measures were obtained via the QOF
system from the Health and Social Care
Information Centre, and some were subject to
minor changes between study years.!' Population
and practice characteristic data were the percentage
of practice population aged over 65 years, the per-
centage male, the index of multiple deprivation
(IMD) 2010 score (an area-based measure of socio-
economic status where a higher score indicates a
more deprived population) for the practice,'? the pro-
portion of the practice population who reported their
ethnicity as ‘white’, the number of full-time equiva-
lent GPs per 1000 people served and the practice list
size. These characteristics were obtained from the
Health and Social Care Information Centre."?

Exclusion criteria

We excluded practices with fewer than 1000 patients
(n=195) from the study, as these often provide spe-
cialised services (for example, a sexual health service)
or services to specific populations (e.g. homeless

patients). The total number of practices included in
our study was 8300 (97.7% of the total number of
8495 practices in England in at least one year during
the study period). The small number of practices
using the Primary Care Trust Medical Services con-
tract were also excluded from the analysis in years
they had this contract (413 of 40,262 or 1% of prac-
tice years) — as Primary Care Trusts were abolished in
2013. Complete data on practice characteristics were
missing for 191 practices. These practices were
excluded from adjusted analyses.

Data analysis

We tested for differences in population and practice
characteristics by contract type for the year 2012/
2013 using t-tests. To examine within-year differences
in practice quality by contract type, we built simple
unadjusted ordinary least square regression models
for each outcome variable in each year of the study
period.

To measure the adjusted performance of
Alternative Provider of Medical Services practices
over time, we built ordinary least square time series
regression models that used each of the primary care
metrics as outcome variables.'* The treatment vari-
able was whether the practice was Alternative
Provider of Medical Services in that year. Other prac-
tice level variables included in models were percent-
age over 65 years, percentage male, percentage white
ethnicity, deprivation score, the number of GPs per
1000 people registered, list size and time (expressed as
year). Performance was assessed in the year the prac-
tice was Alternative Provider of Medical Services,
and the year after, to provide sufficient time for
improvement. Finally, we built a time series regres-
sion model that included fixed effects for each indi-
vidual practice, designed to examine the effect of
changing to or from an Alternative Provider of
Medical Services contract for a given practice. For
this fixed effect analysis, we only included practices
that were present in all five years of the study period
to exclude the effect of new entrants. For regression
analyses, outcome variables were transformed into
natural logs. Analysis was conducted using Stata 12
software.

Sensitivity analyses

We performed sensitivity analyses to test the robust-
ness of findings under different assumptions. These
include analyses with all practices (not excluding
those less than 1000 patients) and analyses without
adjustment. In addition, we compared Alternative
Provider of Medical Services practices to GMS and
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Table 2. Population and practice characteristics by contract type in 2012/2013.

General Medical
Services (GMS)

Characteristic

Alternative Provider of
Medical Services (APMS)

Personal Medical
Services (PMS)

Percentage male 50.2

50.2 49.8*

Percentage white 84.7

BSPRGEE 76.8%F*

Mean deprivation score’ 22.6

24,5k BEISERE

Number of practices 4345

3177 242

Statistically significantly different from GMS populations using t-tests with equal variances at *p < 0.05, ***p < 0.001.

Based on the Index of Multiple Deprivation 2010.

PMS practices separately for all of the models (rather
than PMS and GMS combined). We also performed
subgroup analyses examining the performance of
Alternative Provider of Medical Services practices
that were owned by limited companies only com-
pared to traditional practices.

Results

In total, 4.1% of practices (347/8300) held an
Alternative Provider of Medical Services contract in
at least one year during the study period; 1.6% of
practices were Alternative Provider of Medical
Services in 2008/2009 (129/8064), 2.6% in 2009/2010
(216/8186), 2.7% in 2010/2011 (219/8182), 2.8% in
2011/2012 (222/7991) and 3.1% in 2012/2013 (242/
7900). Fifty-three percent of these practices (185/
347) were newly formed in the study period, while
47% had existed before. Thirty-nine percent (137/
347) switched to Alternative Provider of Medical
Services from another contract type in the study
period. Thirteen percent (44/347) were existing prac-
tices that remained Alternative Provider of Medical
Services in every year. Fifteen percent (52/347)
switched from being Alternative Provider of
Medical Services to another contract and 10% (33/
347) closed during the study period.

Practice and population characteristics by contract
type in 2012/2013 are shown in Table 2. Practices
using Alternative Provider of Medical Services con-
tracts tended to have smaller list sizes, more GPs per
1000 patients and located in areas with higher levels
of deprivation than GMS/PMS practices. The popu-
lation served by Alternative Provider of Medical
Services practices were younger and more likely to
be from non-white ethnic groups.

Unadjusted within-year comparisons of practice per-
formance by contract type are presented in Table 3.
Alternative Provider of Medical Services practices
performed significantly worse than PMS/GMS prac-
tices on 13 of the 17 quality indicators examined in
every study year, including all measures of clinical
quality. Alternative Provider of Medical Services
practices performed worse on two additional quality
indicators in at least three of the five study years.
Alternative Provider of Medical Services practices
had a higher percentage of patients reporting satis-
faction with opening hours (access domain) in four of
five years and had a higher percentage of patients
prescribed low-cost statins (efficiency domain) in
three of five years. Adjusted findings are presented
in Appendix e-Table 2 and show largely similar
results to our unadjusted findings.

In the first longitudinal analysis (Table 4),
adjusting for practice and population characteristics
and time, Alternative Provider of Medical Services
practices were worse than other practices across
15 of the 17 measures in both the year that the
practice was Alternative Provider of Medical
Services and the next year (p < 0.01 for all), including
all measures of clinical quality and patient experience.
Alternative Provider of Medical Services practices
had a higher percentage of patients reporting
satisfaction with opening hours and a higher percent-
age of patients prescribed low-cost statins in both
years.

In the second longitudinal analysis (Table 5),
excluding new entrants and adjusted for practice
fixed effects, performance did not improve when
practices switched from GMS/PMS to Alternative
Provider of Medical Services on 15 of the 17 indica-
tors examined. Exception reporting for cervical
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Coefficient
in Year 2

o
c
.2
9
&
9]
(o]
O

Interpretation

Performance measure

0.168 No difference

—0.019

0.360

Able to get 0.012

Access

appointment (%)

0.997 —0.046 0.121 No difference

—0.000

Able to see preferred

Patient experience

doctor (%)

0.405 —0.000 0.985 No difference

0.006

Overall satisfaction (%)

screening, admissions for tonsillectomies and admis-
sions for ambulatory care sensitive conditions all got
worse when practices switched to Alternative
Provider of Medical Services.

The results of the sensitivity analyses were all simi-
lar to the main results presented here (Technical
Appendix e-Tables 3—11).

Discussion

This study presents the first national evaluation of the
performance of new alternative providers of primary
care services in England. The results suggest that
alternative providers have not been widely contracted
to deliver primary care services, making up only 4%
of practices since 2004. Alternative providers of pri-
mary care services in England serve a different
population — younger, more diverse and more
deprived — compared to practices that use the trad-
itional contracting arrangements. Practices run by
alternative providers supplied consistently worse
quality of care than traditional practices — across a
broad range of indicators.

While some of this difference may be due to the
different populations they serve, our models — which
adjust for population and practice features and for
underlying trends — found that Alternative Provider
of Medical Services practices continued to do worse
than would be expected compared to the national
sample of general practices. The data also reveal
that while many Alternative Provider of Medical
Services practices began as new entities within the
period studied, a minority had previously been run
with a different contract. When we used a model
designed to look for change within individual prac-
tices when they switched to Alternative Provider of
Medical Services, we found no evidence that practices
improved. Taken together, these findings suggest that
allowing new alternative providers into the primary
care market in England has not led to better care for
patients — and may have even resulted in worse care.

Some of the patterns of poor performance are con-
cerning and merit further examination. For instance,
Alternative Provider of Medical Services providers,
while meeting patients’ desires for longer opening
hours have higher levels of exclusions from a national
pay-for-performance programme and higher referrals
of ambulatory sensitive conditions to secondary care.
These latter two findings raise the possibility that
Alternative Provider of Medical Services providers
may be acting to maximise profit from pay-for-per-
formance systems and shifting costs from primary
care to secondary care.

The strengths of our study are that it involves
the first use of a national dataset to examine the
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performance on new entrant providers of primary
care in England. Additionally, it uses a broad range
of comparable performance measures which are col-
lected according to rigorous standards and is able to
observe trends over a five-year time period. Results
from our sensitivity analyses were similar to our
main analyses, suggesting our findings are robust.
However, our study has a number of limitations
that mean that our findings should be interpreted
cautiously. As with all observational studies, there
remains a risk of residual confounding — although
our models were adjusted using available data on
practice and population characteristics. Practices
that were put out to tender as Alternative Provider
of Medical Services may have been more likely to
have been practices with a history of poor perform-
ance, perhaps as a result of bad prior management.
The number of Alternative Provider of Medical
Services practices, at 4.1% of the total, is only a
small group to compare against the traditional
model. Additionally, the limited number of practices
switching to Alternative Provider of Medical Services
contracts — and use of a statistically conservative
fixed effect model — may have resulted in a model
underpowered to detect the effect of change within
practices of changing contract. We are aware that
within the practices using the Alternative Provider
of Medical Services contract, there is variation in pro-
vider type. Some are run by entreprencurial GP
groups, others by multinational corporations. While
we found the subgroup of Alternative Provider of
Medical Services companies run by limited compa-
nies were also providing worse quality care, further
research is needed to assess whether the nature of the
provider business model affects performance. There
are also limitations in the GP patient survey and
QOF as performance metrics. For many of the
QOF measures, there is little variation and conse-
quently little ability to differentiate performance.'”
The response rate of the GP patient survey means
there is a risk of selection bias.

The findings of this study are consistent with ear-
lier work. A study in 2006 examining only 10 prac-
tices using new contacting mechanisms found that
these practices performed less well than peers.'®
Heins et al. used freedom of information to ascertain
the extent of roll out of the new contract types in
2009, but only achieved a limited response from
local commissioning organisations. They concluded
that it was not possible to assess the quality and
value for money of the new contracting arrangements
and that further evaluation was needed.” They did
find half of all Alternative Provider of Medical
Services contracts were awarded to nationwide or
multinational commercial companies.

These findings are relevant to the debate around
the increasing provision of service by non-traditional
NHS providers, including the private sector.
There has been an increased emphasis on plurality
of providers, competition and patient choice as mech-
anisms to the improve performance in the English
NHS over the last decade.'” The Health and Social
Care Act in April 2013 is seen by many as a step
change towards embedding competition within the
NHS,'® substantially increasing the scope for non-
traditional NHS providers of care to enter the NHS
market in England under an ‘any qualified provider’
policy."” The requirement for many services to be put
out to competitive tender by Clinical Commissioning
Groups in England has raised questions about how
increasing diversity in healthcare provision will affect
quality of care and cost-effectiveness.?’ Proponents of
the Act claim new alternative providers will be able
to innovate, stimulate competition and improve qual-
ity.?"?> Opponents have suggested that there is a risk
that they will hinder integrated care, select the easiest
services and patients and focus on maximising profit
ahead of performance.”>** New tendering policies
may make Alternative Provider of Medical Services
contracts — and similar arrangements in secondary
care — more common in the future.

Information on the effect of competition on the
quality, efficiency and responsiveness of health sys-
tems is limited and equivocal.?>*® Two recent studies
have suggested that quality improved more quickly
within hospitals operating in more competitive mar-
kets in England.?”-*® However, the robustness of these
findings and their implications for healthcare policy
has been contested.”” While debate has focused on
the effect on quality of healthcare providers working
in more competitive environments, this study looks at
the effect of competition from another, simpler per-
spective — how well do the new entrants perform com-
pared to the traditional providers. Although available
data preclude drawing definitive conclusions for
health policy in England, our findings provide little
support for the hypothesis that increasing plurality of
provision has increased quality of care. Our findings
highlight the need for careful and independent evalu-
ation of the current trend of increasing competitive
tendering and encouraging the entry of new providers
for a wide range of clinical NHS services.

In conclusion, given the current direction of
healthcare policy in England, this analysis provides
timely information about the potential impact of
increasing provision of healthcare by the voluntary
and private sectors in the NHS. These findings sug-
gest that Alternative Provider of Medical Services
practices serve a different population, perform
worse on average, and when practices switch to
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become Alternative Provider of Medical Services,
they do not improve their performance. As general
practice in England gradually evolves from a ‘cottage
industry” into something that may look more corpor-
ate, it is important that the impact of these changes
on quality, expenditure and utilisation is carefully
evaluated. Similar considerations should apply in
other countries considering a greater role for alterna-
tive and commercial providers in healthcare delivery.
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