Criteria for submitting evidence to the Clinical Area

About you: to help us understand the context of your idea, and to enable us to contact you if we need to, it would be helpful to know more about you.

	Your name
	Dr Stephen K Jones

	Your email address
	marilyn@bad.org.uk

	Your land address
	BAD House

4 Fitzroy Square

London W1T 5HQ



	Your best telephone contact number
	02073830266

	
	

	Please state your role or perspective e.g. patient, health care professional (please be specific), social care professional, academic, health service manager, policy maker, pharmaceutical body, patient organisation, charity
	Consultant Dermatologist, Honorary Secretary of the British Association of Dermatologists

	
	

	Are you making a suggestion on behalf of an organisation or as an individual?
	Organisation

	
	

	If an organisation, please state the name of the organisation you represent.
	British Association of Dermatologists

	
	

	Number of people your organisation represents
	615 Ordinary members

	
	

	Are there any conflicts of interest in this submission? If so, please detail.

	There are no conflicts of interest

	
	

	Date of submission
	26 February 2007


Clinical Areas

	Area
	Evidence

	Please describe the idea that you would like to see introduced into QoF or indicator you would like to see changed in the current QoF.


	SKIN 1. Practices will have a register of patients with leg ulceration. (suggested threshold 90% for Records)

SKIN 2. Practices will ensure that patients with leg ulceration have their Ankle-Brachial Pressure Index (ABPI) assessed. (suggested threshold 90%)

SKIN 3. Practices will have a register of patients with atopic eczema and a register of patients with psoriasis

(suggested threshold:  90% for Records)

SKIN 4. The percentage of patients with atopic eczema offered a consultation with a trained professional to receive advice, educational material and a review of treatment

(suggested threshold:  70% for Ongoing management)

SKIN 5. The percentage of patients with psoriasis offered a consultation with a trained professional to receive advice, educational material and a review of treatment

(suggested threshold:  70% for Ongoing management)

SKIN 6.  Practices will have in use a protocol, agreed with the local secondary care provider or appropriate national body, for the treatment of patients with acne

(suggested threshold:  70% for Ongoing management)


	Why is the introduction of this idea a priority?


	Skin disease forms part of 15% of all consultations in general practice (Royal College of General Practitioners, 1995).

There are more referrals from GPs to secondary care Dermatology than to the whole of the rest of general medicine.  

20% of referrals to Dermatology are due to the 3 major inflammatory skin diseases: eczema, psoriasis and acne.  
Eczema alone accounts for 70,000 referrals per year to Dermatology units in the UK (Gawkrodger, 2002).

The majority of prescriptions by nurse prescribers are for skin conditions.

In spite of the high impact of skin disease on the health system, education in dermatology for GPs is not optimal (All Party Parliamentary Group on Skin, 2002) and patient management can be poor.  Research has shown that the provision of guidelines on psoriasis has had a major affect on the appropriateness of referrals to secondary care emphasising that engagement of GPs improves the quality of care received by patients (Griffiths, 2006).

Education for patients with chronic skin disease and easier access to skin care treatment when necessary could significantly reduce the social and psychological burden of skin disease.



	Is this idea in a current Government health priority area?
	Care Closer to Home

In addition community models of care are set out in the Department of Health’s Dermatology Workforce Group’s (DWG) Models of Integrated Service Delivery in Dermatology – a link to which is on the home page of the SCC website at http://www.skincarecampaign.org/pages/home.htm .

The DWG models build on the work done by the NHS Modernisation Agency’s Action on Dermatology (AoD) programme and represent national guidance.

	Is there a degree of urgency in including this idea e.g. new evidence, significant public concern? 
	A lot of dermatology care is being moved to the community before adequate frameworks of care are established in general practice

	How common is the condition this idea relates to?
	Leg ulceration affects 3.6% of patients over the age of 65. 

Atopic eczema affects over 15% of infants in the UK (Kay et al, 1994).

The incidence of atopic eczema, as for other atopic diseases, has risen over the last few decades (Herd et al, 1996).

10% of referrals to Dermatology secondary care are for eczema.

Psoriasis affects 2% of the population (Kidd & Meenan, 1961, Rea et al, 1976).

5% of referrals to Dermatology secondary care are for psoriasis.

Acne affects 80% of teenagers, and in people in their mid twenties or older, 1% of men and 30% of women are affected.

5% of referrals to Dermatology secondary care are for acne.




	Please supply rigorous scientific evidence to support the introduction of your idea.

Please tell us the exact paper/review/source of your evidence with details of page numbers relating to your point, and if possible provide an electronic link to it.

Please let us know if there is national guidance to support your idea.
	Leg ulcer References

Leg ulceration is a significant cause of morbidity affecting 3.6% of people over 65 years of age. 

Browse NL, Burnand K et al. Diseases of the Veins, 2nd edition London, Arnold 1999.

Most are due to venous disease and up to 70% of these can be healed in 12 weeks with compression bandaging in the community.

Blair SD,Wright DDT et al. Sustained compression and healing of chronic venous ulcers. BMJ 1988;297:1159-61.

Prior to compression it is essential that those with impaired arterial pressures (ABPI<0.8) are excluded and referred for vascular assessment. This has resulted in national guidelines for ulcer management such as the Scottish Intercollegiate Guidelines Network (SIGN) No 26, Chronic Leg Ulcer, 1998.

Other References

All Party Parliamentary Group on Skin: Report on the Enquiry into 

Primary Care Dermatology Services. London, APPG, 2002. 

Cork MJ, Britton J, Butler L, Young S, Murphy R, Keohane SG. 

Comparison of parent knowledge, therapy utilization and severity of 

atopic eczema before and after explanation and demonstration of 

topical therapies by a specialist dermatology nurse. Br J Dermatol.   

2003;149:582-9. 

Eun HC, Finlay AY. Measurement of atopic dermatitis disability. Ann 

Dermatol 1990; 2: 9-12.

Finlay AY, Coles EC. The effect of severe psoriasis on the quality of life 

in 369 patients. Br J Dermatol 1995; 132: 236-44. 

Gawkrodger DJ. Dermatology: an Illustrated Colour Text, 3rd ed. 

Edinburgh, Churchill Livingstone, 2002. 

George S, Berth-Jones J, Graham-Brown RA. A possible explanation 

the increased referral of atopic dermatitis from the Asian community 

in Leicester. Br J Dermatol. 1997;136:494-7.
Henseler T, Christophers E. Psoriasis of early and late onset: 

characterization of two types of psoriasis vulgaris. J Am Acad 

Dermatol 1985; 13: 450-6.

Herd RM, Tidman MJ, Prescott RJ, Hunter JAA. Prevalence of atopic 

eczema in the community: the Lothian atopic eczema study. Br J 

Dermatol 1996; 135: 18-19.   

Kay J, Gawkrodger DJ, Mortimer MJ, Jaron A. The prevalence of 

childhood atopic eczema in a general population. J Am Acad Dermatol 

1994; 30: 35-9. 

Kidd CB, Meenan JC. A dermatological survey of long-stay mental 

patients. Br J Dermatol 1961; 73: 129-33.

Lawson V, Lewis-Jones MS, Finlay AY et al. The family impact of 

childood atopic dermatitis: the dermatitis family impact questionnaire. 

Br J Dermatol 1998;138:107-13.

Neame RL, Berth-Jones J, Kurinczuk JJ, Graham-Brown RA. 

Prevalence of atopic dermatitis in Leicester: a study of methodology 

and examination of possible ethnic variation. Br J Dermatol. 

1995;132:772-7.
Rea JN, Newhouse ML, Halil T. Skin disease in Lambeth. Br J Prev Soc

Med 1976; 30: 107-14.

Royal College of General Practitioners. Morbidity Statistics from 

General Practice: Fourth National Study 1991-92. London, HMSO, 

1995.

Spergel JM, Paller AS. Atopic dermatitis and the atopic march. J All 

Clin Immunol 2003;112:S118-27.

Steele K. Primary dermatological care in general practice. J Roy Coll 

Gen Pract 1984; 34: 22-24. 

Williams HC, Pembroke AC, Fordyke H et al. London-born black 

Caribbean children are at increased risk of atopic dermatitis. J Am 

Acad Dermatol 1995;32:212-7.

Eczema impacts on the quality of life, most markedly so if poorly controlled (Eun & Finlay, 1990)

The impact of chronic atopic eczema on family life is greater than that produced by other chronic disorders such as diabetes or asthma (Lawson et al, 1998).

Psoriasis is a life long condition which significantly reduces quality of life with severe social and psychological consequences (Finlay & Coles, 1995).

The impact of psoriasis guidelines on appropriateness of referral from primary to secondary care: a randomized controlled trial. Griffiths CEM et al. Br J Dermatol 2006 Aug;155(2):393-400.

Impact of psoriasis vs other diseases on patient-reported mental outcomes. Rapp SR et al. J Am Acad Dermatol. 1999;41:401-407.

Strategies of management of these three major diseases of the skin are well documented and guidelines of care exist.  

For the example of atopic eczema, patients are parents of affected children need help and guidance in the appropriate use of treatments and general advice for lifestyle changes.

A significant impact on the management of atopic eczema can be made by nurse-led clinics and enhanced general practitioner roles, with effects of improved patient self-reliance and reduced referral to hospital (Cork et al, 2003).

Psoriasis can, at its worst, be life-threatening (Henseler & Christophers, 1985).  However, for the majority of affected individuals it is a life-long condition with a major effect of reduction of quality of life.  Simple topical therapies work well to help to control the effects of the disease, but patients need encouragement and education to persist with treatment and to know how much of which treatment to use for their waxing and waning skin condition.  Currently, 50% of sufferers require hospital management within a 5 year period.



	How will including this idea in QoF make a difference to patient health?
	It will facilitate appropriate managemnent of venous ulcers in the community and ensure that those with arterial ulcers are referred to vascular services in a timely manner.

The QoFs for eczema, psoriasis and acne will facilitate management of these diseases as outlined in the Dermatology Workforce Groups document mentioned above.

	How will including this idea in QoF make a difference to patients’ quality of life?
	Venous leg ulcers are a significant cause of morbidity. Their appropriate management in the community will significantly reduce the health burden associated with this disease.

Eczema impacts on the quality of life, most markedly so, if poorly controlled (Eun & Finlay, 1990)

The impact of chronic atopic eczema on family life is greater than that produced by other chronic disorders such as diabetes or asthma (Lawson et al, 1998).

Psoriasis is a life long condition which significantly reduces quality of life with severe social and psychological consequences (Finlay & Coles, 1995), one study showing this disease to have a greater impact on patient reported mental outcomes than arthritis, cancer, heart failure, diabetes, hypertension or myocardial infarction (Rapp SR et al 1999).
Strategies of management of these three major diseases of the skin are well documented and guidelines of care exist.  

For the example of atopic eczema, patients are parents of affected children need help and guidance in the appropriate use of treatments and general advice for lifestyle changes.

A significant impact on the management of atopic eczema can be made by nurse-led clinics and enhances general practitioner roles, with effects of improved patient self-reliance and reduced referral to hospital (Cork et al, 2003).

Psoriasis can, at its worst, be life-threatening (Henseler & Christophers, 1985).  However, for the majority of affected individuals it is a life-long condition with a major effect of reduction of quality of life.  Simple topical therapies work well to help to control the effects of the disease, but patients need encouragement and education to persist with treatment and to know how much of which treatment to use for their waxing and waning skin condition.  Currently, 50% of sufferers require hospital management within a 5 year period.



	  How will including this idea in QoF make a difference to patients’ experience of care?
	 Creation of a QoF related to leg ulceration will facilitate patients being referred in an appropriate manner to existing community leg ulcer services. In addition, there is evidence that the Care Closer to Home agenda is leading to loss of secondary care leg ulcer services and that PCT budget shortfalls are leading to loss of district nursing services. The addition of a QoF would help to protect services for this group of patients. 

	Would introduction of this idea decrease inequalities in health?  If yes, please describe how.
	Social deprivation is a factor associated with severe atopic eczema, with increased hospital admission and often poor concordance with treatments.  Development of community teams based in hospital has greatly helped management of children with atopic eczema and reduced hospital admission in socially deprived areas of East London.

There is evidence to suggest that certain minority groups in the UK have increased prevalence of atopic eczema. Black Caribbean children (Williams et al, 1995) and Asian children living in London (Rea et al, 1976) have a higher prevalence of atopic eczema than their white counterparts, often with disease at the severe end of the spectrum.  The consequences of skin discolouration and scarring are more severe in the skin of Afro-Caribbeans and Asians.  Referral to hospital occurs more frequently in these groups (Neame et al, 1995; George et al, 1997)



	Please outline how including this idea in QoF could reduce avoidable morbidity (illness) and avoidable premature mortality (death) in this area of health care.
	Appropriate management of venous ulcers leads to the healing of 70% in 12 weeks thereby reducing the significant morbidity of those with unhealed ulcers.

The extensive effects on personal health, family life and life-long work are likely to be greatly improved by on-going education and easier access to care for these common and chronic skin diseases.

Nurse led clinics and enhanced general practitioner roles produce a significant impact on the management of eczema (Cork et al, 2003), and psoriasis, improve self-reliance and reduce the need for hospital referral.

Guideline based care will produce more rational prescribing, more effective treatment and cost savings.

Mortality rates are unlikely to be affected by the introduction of indicators for these skin conditions.



	Please supply any information you hold that introduction/modification is supported by patients and/or carers.
	These indicators were developed in direct collaboration with the Skin Care Campaign, a patient group representing the views of all of the major patient groups, specifically including the National Eczema Society, the Psoriasis Association and the Acne Support Group



	Does the responsibility for carrying out this idea lie with primary care? If not, please explain why this idea should still be included.
	Skin conditions are seen very commonly in primary care (Steele, 1984).  80% of all skin disease is managed in primary care – some of this is acute skin disease such as infections, allergies, drug reactions, etc., but much is chronic disease such as eczema, psoriasis and acne.  Improved quality of care, education and access for chronic skin disease will improve self-reliance, quality of life and reduce referral to secondary care.



	What is the risk that introducing this idea may have effects that make health worse instead of better?
	The introduction of indicators to define a basic level of care can only improve access to treatment and ability to cope with a chronic disease.  There is the possibility that demand for care may increase once the support and education is known to be available and accessible.

	Could your idea be measured in a clear, reproducible and precise manner? Please describe how.
	The ABPI is easily measured and is already carried out by trained nurses in community leg ulcer clinics and requires little & inexpensive equipment (blood pressure cuff and doppler machine).

The proposed indicators are similar in nature to those applied in other disease areas and would be simple to record and monitor.  Evaluation of disease severity has been avoided, but the use of disease review and provision of educational input or review of adherence to agreed management guidelines would provide a measurable basic standard of care.



	Are the benefits of introducing/modifying the indicator(s) likely to outweigh the workload and/or financial cost required to change practice and collect this data? 
	The workload and financial cost of implementing these indicators would be low, whilst the potential benefit to individual health, family life, industry and the health care system could be very great.



	Is there anything else you think we should know about why your idea should be part of QoF?
	


� This means you need to state if the evidence you submit could in any way lead to personal benefit for yourself or for the organization you represent.





�  What do we mean by “rigorous scientific evidence”?





Level I evidence – at least one good randomised controlled trial, that is, an experiment where the researcher decides which people (e.g. patients, people who live in a particular town, people who go to a particular GP practice) are given a particular intervention (e.g. a new treatment or system of care) and which get usual care (usually called a control group).  This allocation to intervention or control is done on a random basis to enable an unbiased comparison of the two groups.  For example, when assessing whether a new drug is better than the existing one, patients would be randomly allocated to receive either the new drug (intervention) or the drug that is usually prescribed (control).  The number of patients cured in each of the groups, and any adverse effects, would be compared before deciding if the new drug should be routinely used in preference to the existing one). Level 1 evidence also includes evidence from a systematic review or meta-analysis of randomised controlled trials (see below). 





Level IIa evidence – at least one well designed intervention study without randomisation, that is, where the researcher intervenes to decide which subjects are given the intervention and which get usual care.  This decision is however not done on a random basis, usually for practical reasons.  For example, when the effect of fluoride on dental cavities was investigated, the water supplies of some towns were fluoridated and the subsequent rate of dental cavities in these towns was compared with the rate in towns where the water was not fluoridated.





Level IIb evidence – at least one other well-designed quasi-experimental study such as a cohort study. This type of study involves the identification of two groups (cohorts) of patients, one of which received the exposure of interest, and one of which did not. Both groups are followed forward over time and studied for the outcome of interest.





Level III – at least one well designed observational study, that is, where the researcher does not actively intervene, but observes and describes what is happening. This level includes a case control studies, a type of study in which investigators compare a group of subjects with a particular disease (e.g., coronary heart disease) and another group without the disease, to determine which subjects were exposed to the factor of interest (e.g. smoking).





Level IV – expert opinion, that is, the opinion of one or a group of people who have special knowledge or interests in a particular area.  The group may be a panel of professionals with expertise in a particular area of healthcare, a group of patients who have experienced a particular condition or a group of carers.





What is a systematic review?





A systematic review uses systematic and explicit methods to identify, select and critically appraise all existing relevant research, and to collate data from the research that is identified to answer a clearly formulated question. As an example, a systematic review might combine the results from all completed studies to determine the overall effect of a particular treatment. It can, but need not, involve meta-analysis as a statistical method of adding together and numerically summarising the results of the trials that meet minimum quality criteria.





What is a meta-analysis?


A meta-analysis is a method of combining the results of individual trials to allow stronger conclusions to be drawn about the effectiveness of treatments. A meta-analysis is used in an attempt to gain greater objectivity, generalisability and precision by including all the available high quality evidence from randomised controlled trials carried out on a specified topic.�


















