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EDITORIAL

Diabetes P4P: a view from near and far

GLENN MATFIN

Introduction

In the UK, the NHS funds and delivers about 95% of medical
care. The aim of the NHS 60 years after its creation remains to
deliver comprehensive, high-quality medical care to all based on
need and not the ability of the individual to pay.

In contrast, healthcare delivery in the USA is more diverse and
complex.” Huge differences exist in healthcare funding, regula-
tion, and access (e.g. prevention and screening, diagnostic tests,
treatments, and primary and specialist care). The quality and avail-
ability of US healthcare depends largely on the ability of the indi-
vidual to pay for it, either directly (e.g. personal healthcare
insurance, ‘fee for service’ payments, and co-payments for consul-
tation or treatments) or indirectly (e.g. job-related or government
funded). One of the major problems with the current US system
is that incredible inequalities exist with some individuals having
access to cutting-edge, high-quality healthcare, while approxi-
mately 47 million Americans lack basic healthcare insurance and
many others have inadequate coverage." Many of the individuals
with no healthcare insurance are also the most susceptible to
certain chronic conditions such as diabetes, hypertension, obesity
and associated complications (e.g. due to ethnic predisposition,
dietary factors, access to screening and therapies).

One of the emerging healthcare trends both in the UK and
USA (and many other countries), is the development of ‘pay for
performance’ incentives for healthcare provision. In the best
traditions of the USA, pay for performance is also known locally
as 'P4P’. The role of pay for performance incentives in diabetes
primary care in England will now be briefly discussed.

Pay for performance incentives in diabetes

primary care

The use of pay for performance incentives as a quality improve-
ment tool in healthcare is increasing. In England, a novel system
of contractual financial incentives was introduced as part of the
General Medical Services contract on 1% April 2004. These
incentives called the QOF scheme of the NSF, have been
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introduced to reward GPs for achieving clinical targets across a
range of chronic diseases such as diabetes, stroke, and coronary
heart disease. Approximately one-quarter of general practice
income is now derived through the achievement of quality tar-
gets through the QOF. The QOF has five main components,
known as domains. Each domain consists of a set of measures
of achievement, known as indicators, against which practices
score points according to their level of achievement. The QOF
consists of up to 1,000 points, which cover clinical care, practice
organisation, patient experience, holistic care, and additional
services (e.g. maternity services).

Diabetes is one of 19 disease areas within the clinical domain
of the QOF. In the 2007/8 QOF, 99 points were available for
diabetes care. This constitutes almost 10% of all incentives. Data
are extracted from general practice computer systems on 31
March each year, and the most recent diabetes quality indicator
measures are used to evaluate targets. The QOF quality indica-
tors are reviewed on a regular basis with important changes in
indicators of glycaemic control in diabetes being introduced for
2009/10. The previous payment triggers, at an HbA,. of 10%
(11 points) and 7.5% (17 points), have now been replaced by
three new indicators. Seven points have been added (reallocated
from other QOF areas), and the revised indicators stand at HbA, .
of 7% (17 points, thresholds 40-50%), 8% (8 points, thresholds
40-70%) and 9% (10 points, thresholds 40-90%).

It is widely acknowledged that the introduction of pay for
performance incentives has improved the quality of care offered
by GPs since being introduced in 2004. The majority of practices
achieve many of the higher QOF targets set for chronic disease
management. There have also been real improvements in diabe-
tes care with more patients being diagnosed, and risk factors
such as raised BP, hyperglycaemia and raised cholesterol are man-
aged more effectively.2 However, a number of concerns regarding
the QOF scheme have been raised including the direct and
opportunity costs of the financial incentives paid to GPs, the costs
associated with extra testing and therapies aimed at achieving
more stringent targets,® the adoption by GPs of a ‘box-ticking’
culture to patient care, the QOF indicators being inconsistent
with current guidelines (e.g. NICE), decreased referral rates to
diabetes specialist services with the additional detrimental effects
on training of future diabetes specialists, and the proportion of
diabetes subjects excluded from evaluation of each indicator
target as ‘exceptions’.* Exceptions arise because practices are
permitted to identify some individuals as ineligible for evaluation
if the target is regarded as clinically inappropriate. Overuse of
exception reporting can lead to exaggerated overall QOF scores.
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Abbreviations and acronyms

ACCORD Action to Control Cardiovascular Risk in Diabetes
BP blood pressure

GP general practitioner

HbA, . glycated haemoglobin A,

NHS National Health Service

NICE National Institute for Health and Clinical Excellence
NSF National Service Framework

PAP pay for performance

QOF Quality and Outcomes Framework

In addition, Diabetes UK has stated that the QOF indicators are
too focused on biometric outcomes, with little emphasis on indi-
vidual holistic care.®> Concern has also been raised about the new
QOF glycaemic targets introduced for 2009/10 as not being evi-
dence based and potentially being more risky for the individual
patient (e.g. greater risk of hypoglycaemia). The lower QOF
HbA,. target of 7% has also provoked debate in light of the
ACCORD study controversy.® This study showed that in intensively
treated type 2 diabetes patients (target HbA, . < 6.0%) mortality
was increased. The level of HbA,. chosen in the recently pub-
lished NICE diabetes clinical guidance 66 (< 6.5%), is also not
consistent with the 2009/10 QOF HbA,. target for GPs of
< 7.0%.” This seems surprising as the NSF is charged with setting
the standards by which NICE provides the appropriate tools to
achieve these standards. However, it is likely that NICE will be in
charge of setting QOF indicators in the near future.®

Two recent studies related to the impact of the QOF pay for
performance scheme on primary care diabetes in England were
published in the March 2009 edition of Diabetes Care. The first
study showed that the proportion of GP practices (98% of all
GPs in England were analysed) reaching the HbA,. target
(< 7.5%), BP target (< 145/85 mmHg), and total cholesterol
target (< 5 mmol/L) had all improved significantly from 2004 to
2008.° Lower performing practices showed the greatest improve-
ments over the timeframe, and regional variations in care were
also reduced.® The study concluded that the benefits observed
could not be conclusively caused by the QOF programme, as
evidence of improvement of care was available before the intro-
duction of QOF. The second study examined the impact of the
QOF pay for performance programme on trends in the quality of
diabetes care in various ethnic groups in southwest London.™
This study again confirmed the significant improvements in the
same intermediate outcomes (i.e. HbA,., BP, and total choles-
terol) as the first study in all ethnic groups. The magnitude of
improvement, however, appeared to differ between ethnic
groups (i.e. the HbA,. decrease in the black and south Asian
groups was not as great as predicted). They concluded that this
may result in further widening of existing health disparities and
could lead GPs to ‘cherry pick’ healthier patients.

Conclusions
The QOF pay for performance programme in England has been
rightly praised by many plaudits internationally. The positive
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effects on diabetes primary care are also welcome. However, a
number of concerns remain as highlighted above.

In the USA, several pay for performance schemes have
been introduced or are in development. However, the com-
plexity of US healthcare means that the scope and impact
of P4P programmes on diabetes care are difficult to assess,
especially as many individuals at risk of, or who have, dia-
betes do not have any current healthcare coverage.

Having recently worked in diabetes clinical practice in both the
UK and USA, it is clear to the author that pay for performance
schemes are becoming firmly established in primary care. However,
the introduction of P4P in US diabetes secondary care is being
resisted by diabetes specialists due to fears about potential nega-
tive effects on physician earnings, in part due to the more difficult
diabetes patients seen in secondary (and tertiary) care clinics com-
pared to those seen by primary care physicians (i.e. patients have
higher baseline HbA, ., greater polypharmacy, more complications,
etc). Whether pay for performance programmes will extend into
UK diabetes specialist care, only time will tell.

References

1. Obama B. Modern health care for all Americans. N Engl J Med
2008;359:1537-41.

2. Gulliford MC, Ashworth M, Robotham D, Mohiddin A. Achievement of
metabolic targets for diabetes by English primary care practices under a
new system of incentives. Diabet Med 2007;24:505-11.

3. Eaton S, Brent S, Shah N, Masters G. Expenditure on diabetes treat-
ments and achievement of glycaemic control: retrospective analysis.
Diabet Med 2008;25:738-42.

4. Doran T, Fullwood C, Gravelle H et al. Pay-for-performance programs in
family practices in the United Kingdom. N Engl J Med 2006;355:375-84.

5. Diabetes UK. Quality and Outcomes Framework revisions for 2008/9.
www.diabetes.org.uk/en/About_us/Our_Views/Position_statements/
Quality-and-Outcomes-Framework-revisions-for-20089/ (Accessed 24"
March 2009).

6. The Action to Control Cardiovascular Risk in Diabetes (ACCORD) Study
Group. Effects of intensive glucose lowering in type 2 diabetes. New
Engl J Med 2008;358:2545-59.

7. National Institute for Health and Clinical Excellence. The management of
type 2 diabetes. NICE clinical guideline (CG066). London: NICE, 2008.

8. Department of Health. Developing the Quality and Outcomes
Framework: proposals for a new, independent process. www.dh.gov.
uk/en/Consultations/Liveconsultations/DH_089778 (Accessed 12"
December 2008).

9. Vaghela P, Ashworth M, Schofield P, Gulliford MC. Population interme-
diate outcomes of diabetes under pay-for-performance incentives in
England from 2004 to 2008. Diabetes Care 2009;32:427-9.

10. Millett C, Netuvelli G, Saxena S, Majeed A. Impact of pay for perfor-
mance on ethnic disparities in intermediate outcomes for diabetes: a
longitudinal study. Diabetes Care 2009;32:404-9.

Erratum

Irwin et al. BrJ Diabetes Vasc Dis 2009;9:44-52. Acronym, p44, should
read:

AMIGO AC2993: Diabetes Management for Improving Glucose Out-
comes
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