Submission of evidence to the Expert Panel, to support the review of the Quality and Outcomes Framework.
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	Name of organisation you represent
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	Are there any conflicts of interest in this submission?  If so, please detail.
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New Clinical Areas not in the Current QoF:   Skin diseases

	Area
	Evidence

	Please describe the new indicator(s) that you would like to see included in the QoF.
	SKIN 1. Practices will have a register of patients with atopic eczema and a register of patients with psoriasis

(suggested threshold:  90% for Records)

SKIN 2. 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 3. 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 4.  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 should this change be made?
	Skin disease forms part of 15% of all consultations in general practice (Roy 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.  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.



	What is the prevalence of the condition this indicator relates to?
	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.


	Why is the introduction of indicators in this new area a priority in some/all of the four nations?
	Four million working days are lost each year in the UK due to skin disease with a resultant loss to industry of hundreds of millions of pounds.

Adult eczema is the second commonest cause of absence from work after musculoskeletal disease.

The rising incidence of atopic skin disease with associated sleep disturbance has a negative effect on children’s ability to learn and a profound effect on family life.

Recent evidence suggests that early intervention in the treatment of atopic dermatitis can reduce the risk or severity of other atopic diseases (Spergel & Paller, 2003)
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	Is there evidence of good professional consensus to support the introduction of indicators in this new area? If so, please detail.
	There is consensus for these suggestions by the Primary Care Dermatology Society, The British Dermatology Nursing Group, the Department of Health Long Term Conditions Care Group Workforce Team Dermatology Subgroup and the Skin Care Campaign.



	Please outline the health benefits to patients likely to result from introduction of indicators in this new area.
	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).

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 referreal 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.


	Please outline how the introduction of indicators in this new area could lead to improved care for socially deprived groups. 
	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.


	Please outline how the introduction of indicators in this new area could lead to improved care for minority ethnic groups.  
	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 adherence to the proposed new indicator will reduce morbidity/mortality rates in this area of health care.
	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 of indicators in this new area 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



	Is the responsibility for ongoing management demonstrably principally in primary care? If not, please explain why introduction of indicators in this new area 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 the introduction of the new indicator(s) may have a perverse (opposite to that intended) effect?  
	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.



	Can the new indicator be measured in a clear, reproducible and precise manner? Please describe how.
	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.



	Do the benefits of introducing/modifying the indicator(s) outweigh the workload and/or financial cost required to 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.



	Should this new area/indicator replace an existing indicator? Please specify and justify.
	Not relevant 

	In which area(s), if any, should thresholds and/or points be raised or lowered? Please specify and justify your response.
	Not relevant.
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