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Quality and efficiency: enemies or partners?

MARTIN ROLAND Quality and efficiency

At face value, quality and efficiency ought not to conflict — if
one could improve quality without increasing resource use, then
no-one would complain. The conflict lies in the increasing
requirement to demonstrate efficiency by measuring and docu-
menting the outputs of our care. It is this that can lead to serious
problems and potential perverse effeciEhis paper therefore
focuses on the problems of measuring quality.

Some might argue that quality of care cannot be measured.
However, | agree with James McCormickyvho wrote in 1981:
‘There seems to be a deep-seated fear that techniques based on
statistical measures would distort “truth”, and are by definition
unsuited to our examination of care. But surely if caring is of
. value, and if that value is real, then it must be demonstrable.’
Introduction However, even if quality is measurable, the measures may be

HERE are few real watersheds in the development of a discinadequate or impracticable to apply, or the investment in mea-
Tpline. The founding of the National Health Service (NHS)suring and improving quality may have to be so great to achieve
was one for general practice, formalizing the division of doctorg€al gain, that the costs of such a programme would not be worth
into specialists and generalists. This has shown particular foréhe benefit. Furthermore, there is a major problem in that if only
sight as, 50 years later, many countries of the world have no®ome parts of care are readily measurable, then this may lead to a
decided that having a skilled generalist as the first point of corPerverse emphasis on those aspects of care that can be measured.
tact is the best way of providing a high-quality, affordable healtPeveloping valid measures of those aspects of care that are val-
service. ued most highly by GPs and their patients presents formidable

A second watershed was the formation of the Royal College dgthallenges.
General Practitioners (RCGP), which has been enormously influ-
ential in raising the standards of general practice, partly throquhat is quality of care?

its advocacy and support for vocational training — again predat- L S
ing similar developments in other European countries by 20 oMy model of quality in the individual encounter between doctor

30 years. and patient is determined both by access and by effectiveness —
Although there have been others, the next watershed is up&@" Patients get to health care, and is it any good when they get
us this year, with the advent of primary care groups and clinicdP it? Within effectiveness, | distinguish the important twin ele-
governance. Clinical governance means that general practitione?%ems ofl cllmcal effectiveness and effectiveness of interpersonal
(GPs) and other primary care staff will be responsible for provig€ommunication (Box 1). o
ing high quality care, and for developing ways of monitoring and At the population level, equity is important to ensure that some
improving quality. It is the most radical of the current NHS 9roups in the pppulatlon are not spemflcallly disadvantaged in the
reforms: never before have GPs been required to take a corpor&@€ they receive. Cost is also of great importance, however, |
interest in quality of care, or indeed have any real need to be coR€liéve it is essential to keep quality and cost conceptually dis-
cerned about what the practice next door was doing. tinct. There is a tendency to muddle the two; so, for example,
The proposals are, at the same time, exciting and threateningh€n looking at prescribing, it is important to distinguish
On the one hand, GPs are being offered the opportunity to maifitnether the aim is to improve outcomes for patients or to make
tain the essential self-regulating role that has been one of tHetter use of available resources — both being legitimate and
defining characteristics of a profession. On the other hand, mar{pPortant activities.
will be very concerned at an increase in external inspection, and
will worry that available measures of quality will not reflect what prgplems in measuring quality of care

GPs believe they are really trying to do.

An increased expectation of public accountability can be seeﬁo:ned prrr?brlle[?st '3 i(;l]emdtlnég h\(/)vvr¥i c;]u\;s\llllty sr?iogld kﬁ measuretﬂ
across all areas of public life. It is neither limited to medicine nop'e'e demonstrate a study, which we carried out 1o assess e

to general practice, and cannot be avoided. However, the medij@ce validity of indicators that health authorities in the United
profession is being given an opportunity to develop effectiv ingdom (UK) were P'af!“'f!g to use for primary cafbwo hun- .
systems of quality assurance for itself. if we do not seize thi red and forty separate indicators were sent by health authorities.

opportunity, then doctors will find themselves under increasin hile a panel of managers and GPs was able to agree that a

external control, as do teachers, social workers, and probati all number of these represented valid measures of.quahty,
ey by no means covered all aspects of general practice care.

officers.
Quality of care is determined by:
M Roland, Frcep professor of general practice, National Primary Care| - timely access to care,
Research and Development Centre, University of Manchester. The text- high quality clinical care (e.g. diagnosis and clinical man-
is based on the 1998 James Mackenzie Lecture, which was delivered|at agement), and
the Annual General Meeting of the Royal College of General - high quality interpersonal care
Practitioners in London on 20 November 1998.

© British Journal of General Practice, 1999,49,140-143. Box 1. Quality of care for individual patient encounters.
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Availability and accessibility, including: availability of appoint-

ments, waiting times, physical access, and telephone access.

Technical competence, including: the doctor’s knowledge
and skills, and the effectiveness of his or her treatments.
Communication skills, including: providing time, exploring
patients’ needs, listening, explaining, giving information, and
sharing decisions.

Interpersonal attributes, including: humaneness, caring atti-
tude, supportiveness, and trust.

Organization of care, including continuity of care, co-ordina-
tion of care, and availability of on-site services.

yet to be shown that widespread use of these measures can be
used to improve the quality of care.

The challenge for primary care groups

Primary care groups (PCGs) have to do something. The
Government’s published policy priorities include an intention to
‘ensure that each PCG has a rolling annual programme of action
... S0 that by 2002, all PCGs are delivering measurable improve-
ments against their locally-agreed milestones and targfets’.
PCGs not only have to do something, they have to measure

something.

Initially, some of the important things to demonstrate will
relate to the start of the process; for example, a gradual increase
in the number of GPs with personal development plans, an
increase in the number of practices carrying out audit, and orga-

The indicators demonstrated a focus on particular types of carized dissemination within a PCG of information on effective-
especially those where relevant routine data were availabl&@€SS- But PCGs will also be expected to demonstrate improve-
Many aspects of care that we know to be of great value tgrents in care, and just carrylng_out an audit of dlabete_s this year
patient4® (Box 2), were entirely absent from this health authori-2nd one of asthma next year is unlikely to be sufficient. The
ty-derived list. Government intends that clinical governance should represent a
We know that good communication and high-quality interper-9reater cultural change than that. They are al§0 more pqncerned
sonal care are not only important to patients, but are also impoY‘-”th poor standards, and less concerned Wlth the distinction
tant quality issues, as they figure prominently in complaints abotetween the good and the excellent. There is a clear threat of
GP$ and in the reasons that people give for changing doctors. _external contro_ls if the profession is not itself able to demonstrate
If indicators are to be used to assess the quality of generlProvements in care. o
practice care, it is also essential to choose measures that aréVhere should PCGs start? Their first job is one of hearts and
under the control of those whose performance is being assess&¥nds, and trying to develop a shared agenda around quality
This is not always the case. In early 1998, the NHS Executivénprovement, especially among those doctors who tend not to go
issued a consultation document, which suggested admission raf@smeetings or to become involved in audit. Where PCGs decide
for asthma, diabetes, and epilepsy as performance indicators fi measure things, they will be wise to start somewhere where
primary care. Admission rates for chronic diseases have beerhey think short-term improvement will be possible. PCGs could
used in the United States (US) as markers of access to primapyioritize by selecting areas relating to local health improvement
care®1® We analysed these admission rates at health authorit§lans, or those likely to result in the greatest health gaihey
level, and were controlled for population characteristics thashould consider using a range of measures set at a very basic
were available from the Census, including morbidity-relatedevel (but one that will assure the Government that the profession
data, demographic and socio-economic variables, and also fé taking the problem of poor practice seriously), and then use
measures of secondary care supply. We found that 45% of tHeaditional methods of professional education, assisted by med-
variation in admission rates for asthma, 33% of that for diabeteé;al audit groups and enhanced by the new proposals for continu-
and 55% of that for epilepsy could be explained by factors thang medical educatiot. The National Primary Care Research
were essentially outside the control of the primary care practiand Development Centre has published a handbook designed to
tioner!* This does not mean that variation in admission rates igive PCG board members a framework to think about assessing
irrelevant, but it does mean that the solution to the problem maguality of care'®
lie beyond primary care and, indeed, beyond the NHS. They
therefore represent poor performance indicators for primary car . - .
unless it is possible to control for population and secondary Cajgleasurlng quality in real life
characteristics, that cannot be readily done at the individual pra@ur daily life acts as a reality check against any proposed set of
tice or practitioner level. We must ensure that those elementgdicators or standards. | had a surgery not long ago that was par-
being used as measures of quality are under the control of tfiigularly disorganized: a drunk demanded antibiotics for his feet
people whose behaviour is supposed to change. but refused to take his shoes off and then went to sleep on the
Health outcomes are another example of a class of indicatoraiting-room floor; two hours after | had seen a 12-day-old baby
that is, in general, unsuited to the assessment of general practivéh a rash and reassured his mother, | decided that | had made a
care!?2 Qutcomes are often too rare to yield stable measuregnistake, and telephoned the mother to arrange to admit the child
important changes may take years to develop (as in diabetie- who subsequently turned out to have septicaemia; a drug
care), they may be insensitive to primary health care interventioaddict, dissatisfied with the content of his repeat prescription,
and require adjustment for case-mix, which is usually not possthreatened to throw a chair at my receptionist. No set of mea-
ble at practice level (as in the example above). In addition, aures will adequately capture that surgery, yet there are, a range
focus on health outcomes may promote ‘cream-skimming’ — af things that reflect the quality of care we gave on that afternoon
reluctance to take on patients who are complicated or have potitat could be assessed. These are partly to do with whether or not
self-care — something from which British medicine has beerwe meet together as a clinical team, so that we have a forum in
mercifully free. General practice should, in general, be assesse&chich to share problems and plan our approach to difficult
using process measures rather than outcomes; ideally those tlpatients. It is partly to do with paying attention to the training we
have a clear link to outcomes. Outcome measures themselves gige to our staff; and on this particular afternoon it was partly to
probably best reserved in primary care for patients’ evaluation afo with improving our own availability and the way in which our
care; for example, satisfaction with communication, though it hagppointment system works. So, | am not daunted by the task of

Box 2. Aspects of general practice care most highly valued by
patients.*®
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measuring things relevant to quality, even in the context of sucbardiograph. But deeper minds will recognise that these were
a chaotic surgery. | do, however, firmly believe that those whemall matters compared to the great principles that he elucidated,
deliver care must play a key role in deciding how its quality isand the impetus which he gave to a new study of medicine and a
determined. new outlook.” For he remained committed to the problems of
general practice, and he knew that a new research paradigm was
. . L . . needed. In the last year of his life he wrote: ‘For years | had been
Ownershlp of 'nfo,;mat'on' will data on quality be in gradually becoming convinced that the whole tendency of
the public domain~ research was on the wrong lines ... it could not supply the kind of
One important new debate will be around the question of wh&nowledge which would enable us to solve medical probléms.’
owns information on quality of care. At present, the audits thago, at the age of 65, he moved to St Andrews to found a primary
Medical Audit Advisory Groups conduct are confidential, andcare research institute, the aims of which included understanding
no-one can tell who the successful and unsuccessful practic@se natural history of disease, and understanding the impact of
are. We need to face the possibility, and maybe the probabilitthe patient's environment on presentation and prognosis of ill-
that information on quality will be made publicly available. ness. He had a specific aim: to train the GPs of St Andrews in
There will certainly be pressure from lay members of PCGesearch method€.These seem very modern agendae, even
boards to make information available. This will act as a very protoday.

found force for change. However, some of the pressure may James MacKenzie’s writing shows that he was well aware of
come from doctors too. Already a number of practices are starthe issues of medical practice variation, and of ineffective but
ing to publish their own audits on the World Wide Web, andexpensive treatments. As a researcher committed to measure-
some groups of GPs are publishing clinical guidelines on theiment, yet understanding the complexities of general practice, he
web sites. Patients in these areas will know what their doctors atgould have well understood the issues we are facing today, and
trying to achieve. Even if aggregated information on quality ishe would certainly have supported promotion of the highest stan-
published by PCGs, practices that are doing better than averagards, and encouraged research to help us find solutions to some
may well wish to make that known, and the Internet will be aof these problems.

new and powerful means for doing so.

Quality and efficiency: enemies or partners?

The College’s position The current political agenda offers us tremendous opportunities
The College has led on both defining and measuring quality oveo define the future of our profession, but there are also real
many years. Our membership examination has been a model fthreats. Quality and efficiency should not be enemies — they
other Royal Colleges on how to develop reliable and valid medshould be partners. However, it is quite possible to visualize a
ical examinations. Fellowship by Assessment is now a gold starscenario where the profession has failed to demonstrate that it
dard for good practice, with Membership by Assessment otan improve quality of care, where doctors come under increas-
Performance and Practice Accreditation coming along closéng external control, and the measures that are used to assess the
behind. quality of our care fail to reflect what we are trying to achieve.

I applaud the approach of the College to promote the highestow ironic it would be if there was widespread application of
standards, as it has done over many years, but | am not sure thaasures designed to assess and improve quality that could not
this is where the battle is going to be. If we do not, as a profese supported by the RCGP.
sion, get clinical governance right over the next couple of years, Are we seeing the last vestiges of professionalism as it has
I think we will face the inevitability of harsh external regulation. been known for the past 100 years — a loss of clinical control
In the area where | practice, many doctors have neither the tinmser clinical work, and an inexorable increase in control from
nor the level of development where they could achievehose who do not share the values that we hold precious, or
Membership by Assessment of Performance. The College hasflect the needs of the patients whom we serve? Or are we
successfully occupied the high ground. However, the governmaybe looking towards a redefinition of the medical profession
ment is more concerned about poor standards. The battle will nahd its accountability to the public — a new role fit for a new
be for the high ground, it will be on the plains. The College, havmillennium — and one in which we will be proud to play a lead-
ing led on defining high standards, could end up watching théng part?
profession lose control of the quality agenda. This has happenedIf we are to realize this last vision, then both quality and effi-
in the US where, over the past 10 years, doctors have largely losency must be our partners. If we do not make them our part-
control over how quality of care is assessed. ners, then they may both become our enemies, and the heavy

burden of that responsibility lies largely with ourselves.

James MacKenzie
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