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	Your details

	Name *
	Nick Levell

	Organisation
	British Association of Dermatologists

	Organisation type: e.g. individual, Trust, patient organisation etc
	Professional Expert Organisation

	Email *
	admin@bad.org.uk

	Telephone *
	0207 383 0266


	CHAPTER 2: Scope, purpose and principles of an NHS Outcomes Framework

	Principles

	1. Do you agree with the key principles which will underpin the development of the NHS Outcomes Framework (page 10)?


	Yes




	2. Are there any other principles which should be considered?

	In addition the NHS outcome framework should

(1) Reflect the need for ongoing training, audit and research to improve outcomes for those in the future.
(2) Be assessible and  flexible in responding to changing opportunities and healthcare challenges rather than "evolving over time"




	3. How can we ensure that the NHS Outcomes Framework will deliver more equitable outcomes and contribute to a reduction in health inequalities?


	(1) Devolution of commissioning to smaller groups, i.e. GP Consortia, runs the risk of increasing the variability of both availability and quality of services across the country.

(2) Different ethnic groups have varying health care priorities and this is particularly so in dermatology.  Skin cancer risk varies greatly according to skin pigmentation.  Severe childhood atopic eczema is a particular problem in some asians.  There is a risk, especially in times of financial restraint and limited resources, that reducing health inequalities for certain diseases may increase inequalities for others, e.g. East London, high Asian population with severe eczema - increase eczema care (most of population benefits). Same population has low risk of skin cancer, so decrease service for skin cancers in the area (section of the population (ie white) with average or high risk of skin cancer is disadvantaged).

(3)  Given the shortages of consultant dermatologists particularly in areas of the North and North West, the challenge will be to balance limited resources fairly between competing demands.
(4)  There will need to be a balance between national and local outcomes.  National outcomes will reflect the big picture whereas local outcomes will reflect local demographics. Perhaps a "menu" of outcomes can be established so that services can both respond to local needs but also can be performance managed at a national level.



	4. How can we ensure that where outcomes require integrated care across the NHS, public health and/or social care services, this happens?


	(1) All stakeholders, ie primary and secondary care, patient groups and Local Authorities should be involved at the planning stage to ensure any services commissioned are integrated to minimise patients getting lost in the system or requiring multiple referrals

(2) There should be a minimum core of services for dermatology patients that all consortia must include to ensure that the 5% of patients who require secondary care services (even where good intermediate services existed under CC2H) are able to access this 
(3)  Consortia must be mandated to include 'Teaching and Training' in services commissioned to ensure that services are sustainable.
(4)  Communications between teams will need to be very good and the boundaries of expected care and transfer of care will need to be clear to patients, family, carers and healthcare providers.
(5)  Integration of patient care will require seamless IT support and means to alert if the patient 'gets lost in the system'.  



	Five Domains

	5. Do you agree with the five domains that are proposed in figure 1 (page 14) as making up the NHS Outcomes Framework?


	(1) The domains limit preventative care to conditions with a fatal outcome.

(2) Many non-fatal conditions can be prevented and this may be a highly cost-effective way of improving patient experience.

(3) We consider that outcome measures should also consider prevention of very common preventable skin diseases such as non-melanoma skin cancer, leg ulcers, cellulitis and certain contagious skin diseases. 


	6. Do they appropriately cover the range of healthcare outcomes that the NHS is responsible for delivering to patients
?
	As above 

	Structure
	

	7. Does the proposed structure of the NHS Outcomes Framework under each domain seem sensible?  
	(1) We have concern that diseases without an Improvement area may not be noticed. e.g. as with QOFs, maybe Dermatology, and hence dermatology patients, will be overlooked. 
(2) The evidence base within each disease area is a factor of (a) intrinsically how easy measurements can be made (b) the historical NHS investment in this area. 

(3) 20% of consultations with GPs in their surgery relate to skin problems. GPs have little or no training in the diagnosis and treatment of skin disease throughout their undergraduate or GP training.
(4) There is concern that the structure may be overcomplicated.  There is a need to keep structures simple to reduce too many hoops at each stage as this can be frustrating as well as time and money consuming.
(5) This should be revisited in line with the commissioning process for public and patient involvement. Patient  engagement is essential for all aspects of  care and affects their experience of the care they receive.  Patient feedback is also essential and should be used to as an indicator for improvement/development



	CHAPTER 3: What would an NHS Outcomes Framework look like?

	Domain 1 – Preventing people from dying prematurely

	8. Is ‘mortality amenable to healthcare’ an appropriate overarching outcome indicator to use for this domain? Are there any others that should be considered?


	
(1) 'Healthcare' should include prevention as mortality may also be affected by public education and ease of access to screening e.g. skin cancers benefit from early intervention

(2) Reducing morbidity in terminal disease is also an important outcome measure.
(3)  Using healthcare interventions to reduce mortality without considering the morbidity of the intervention will result in a poor outcome for many patients.


	9. Do you think the method proposed at para 3.7-3.9 (page 20) is an appropriate way to select improvement areas in this domain?


	(1) Individual cancers behave very differently so will need to be considered on this basis to avoid producing bizarre outcome measures.

(2) The question about survival rates vz mortality as a outcome score is complicated not only by variable incidence but also potentially by variation between countries in cancer definitions in early disease.  Countries in which many patients present with early disease will have a higher survival rate. This is a complex and controversial area where there is not scientific agreement.


	10. Does the NHS Outcomes Framework take sufficient account of avoidable mortality in older people as proposed in para 3.11 (page 21)?
	Life expectancy age (rather than a cut off at 75) should be used as a marker for premature death. Future government pension plans indicate that some people will not retire until after the age of 75.

	11. If not, what would be a suitable outcome indicator to address this issue? 
	 as above

	12. Are either of the suggestions at para 3.13 (page 21) appropriate areas of focus for mortality in children? Should anything else be considered?
	(1)  Both areas are important.

(2) We propose three further important areas in children: 

cancers in children (especially the potential for a delay in diagnosis), accidental death (may be important area for prevention) and genetically determined disorders.


	Domain 2 – Enhancing the quality of life for people with long-term conditions


 (1) The Labour force survey is geared up to identify work force and is not specifically patient orientated.  Those surveyed may not be able to work but that doesn't necessarily mean they need as frequent access to care as some patients with long term conditions.  It is very detailed and all about work and work conditions.  In the list of conditions that might be the reason for sick leave, skin disease is listed under 'Other'.  More specific listing of medical conditions for a survey relating to healthcare would be desirable for a survey used as an outcome measure
	(2) GP surveys are limited to those who respond or who want to respond. We know that GPs don't always refer appropriately or refuse to do so.

(3) Patients' perceptions of care differ between primary and secondary care 
(4) Other indicators should be developed as described in section 14.


	

	13. Would indicators such as those suggested at para 3.20 (page 24) be good measures of NHS progress in this domain? Is it feasible to develop and implement them? Are there any other indicators that should be considered for the future?


	(1) Validated patient focussed quality indicators exist to measure skin diseases such as the DLQI and other disease specific scores.

(2) PROMS should be considered as they link with the treatment received and are already being developed. 
(3) Not all conditions, especially long-term conditions, have easy-to-define outcomes.  It should be recognised that any measures will be only partially valid to avoid distorting priorities.

(4)  The NHS could have a validated survey of its own, which could be used in whole or in part, across the regions and across the spectrum of health, rather than relying on commercial surveys that suppliers of healthcare would have to pay to use.




	14. As well as developing Quality Standards for specific long-term conditions, are there any cross cutting topics relevant to long-term conditions that should be considered?


	(1) Skin disease can often be overlooked, but the morbidity is high and time lost from work/school can be considerable.

(2) The effect of chronic disease on mental health should also be considered.  Ability to attend school or work may be a proxy indicator of mental health, but not a very good one.

(3) A quality framework is being developed by the British Association of Dermatologists as a minumum dataset
(4) Commissioning for community services and the care delivered in this setting for patients with long term skin conditions.
(5) Adherence to NICE standards within this framework.
(6) Patient safety is an important area for patients with long term conditions who are often on multiple medications.  Drug toxicity and drug monitoring are potential areas of concern for which outcome measures can be developed.

(7) The interface between primary and secondary care is particularly important in producing good patient experience and outcomes in chronic disease management.  Quality measures should reflect the importance of good shared care arrangements.


	Domain 3 - Helping people to recover from episodes of ill health or following injury

	15. Are the suggestions at para 3.28 (page 27) appropriate overarching outcome indicators for this domain? Are there any other indicators that should be considered?
	(1) In chronic disease from any cause, exacerbations can occur at any time and may not be preventable.  Thus re-admissions or re-referral for specialist advice for the same chronic condition can occur and does not necessarily mean a failure of healthcare, they can just reflect unstable disease and unresponsiveness to treatments.

(2) Splitting assessment of ill health due to disease away from ill health due to injury/accident would make this easier to formulate outcomes, as the causes, course and recovery expectations can be very different.
(3) Robust outcome indicators for these sections will not always be measurable for long term skin conditions. Prevention is not always possible as long term skin conditions are not curable and repeat acute admissions wont be based on a lack of care but rather the skin condition itself.


	16. What overarching outcome indicators could be developed for this domain in the longer term?
	There will be a danger of unforseen deleterious effects for patients and a danger of perverse incentives if strict outcome measures are used in this area; possiblities which all have major obvious drawbacks include:

(1) Duration of ill-health, e.g. time off work or school.

(2) Number of admissions per year or number of treatment appointments with healthcare professional.

(3) Indicators based on improvement milestones



	17. Is the proposal at paras 3.30-3.32 (page 28-29) a suitable approach for selecting some improvement areas for this domain? Would another method be appropriate? 
	(1)  Time lost from normal activities (work, school, self-care, etc) could be used as indicators for episodes of ill-health that are not severe enough to need hospital admission.
(2)  Patients often do not have the knowledge to make a complete assessment of outcome - e.g. completeness of excision of a cancer, accuracy of diagnosis,  longterm effectiveness and safety of the prescribed treatment, balance of risks and benefits.


	18. What might be suitable outcome indicators be in these areas?
	(1) Quality of life measures
(2) Audit of randomly selected casenotes


	Domain 4 - Ensuring people have a positive experience of care

	19. Do you agree with the proposed interim option for an overarching indicator set out at para 3.43 (page 32)?


	(1)  Yes, but would benefit from development and expansion.

Car parking is often the major problem identified in this sort of survey that has been used extensively in the NHS over 20 years as part of previous quality drives.
(2) The reason that patients focus on issues like car parking is partly due to an inability to compare standards rather than just what feels 'nice'.
(3) Patient surveys need to include the patient's experience of  staff engagement and communication skills as part of this process.


	20. Do you agree with the proposed long term approach for the development of an overarching outcome indicator set out at para 3.44 (pages 32-33)? 


	yes

	21. Do you agree with the proposed improvement areas and the reasons for choosing those areas set out at para 3.45 (pages 33-34)?  


	Yes.  NHS hospital out-patient care falls between 'acute care' and community care.  Much treatment, support, education and monitoring takes place in this setting, but it does not seem to be listed on the settings that are to be improved, although it is listed in Figure 9. 



	22. Would there be benefit in developing dedicated patient experience Quality Standards for certain services or client groups? If yes, which areas should be considered?
	Skin disease should be a specific area where quality standards can be set and maintained.  It is an area seen as an easy target for cost-cutting, farming-out into untested services or not covering at all.  

As skin disease is an area which produces high morbidity for patients, this should be avoided.  A firm and sensible patient voice would set a quality standard.  Such a standard would need to run across primary, intermediate and secondary care and cover children, adults and the elderly.  


	23. Do you agree with the proposed future approach for this domain, set out at paras 3.52–3.54 (pages 36-37)?


	Clinical governance should be good across the board now.

Will need to ensure that there is adequate time to gather the data required and that staffing and resources can cover this without compromise to patient care.



	Domain 5 - Treating and caring for people in a safe environment and protecting them from avoidable harm

	24. Do you agree with the proposed overarching outcome indicator set out in para 3.58 (page 38)?
	yes

	25. Do you agree with the proposed improvement areas proposed at para 3.63 (page 39-40) and the reasons for choosing those areas? 


	Yes

There will need to be a particular focus on safety when patients are transferred from one care setting to another.  Being forgotten or details mislaid etc. is a safety risk now and will increase as patients move more between care settings.  This will be the case particularly if non-NHS providers increase their role.




	GENERAL CONSULTATION QUESTIONS

	26. What action needs to be taken to ensure that no-one is disadvantaged by the proposals, and how do you think they can promote equality of opportunity and outcomes for all patients and, where appropriate, NHS staff?


	(1) A minimum service for consortia should be established to ensure that specialist services are maintained for the 5% of dermatology patients who require them. This must include the incorporation of teaching and training in contracts to ensure sustainability.

(2) Patient information - development of more on-line information is good, but the same level of information must also be as readily  available and as easily accessible by people who do not use the internet. 

(3)  Patient information usually does not focus on what could go wrong.  This may need to be addressed.
(4) The proposal that commissioning of education and training takes place at a local level, with employers having greater autonomy for the workforce, will make it easier to have the appropriate quantity and mix of staff for the healthcare needs of the local populations.  It will be of great importance to ensure that the training opportunities and also the on-going education of trained staff will also be available and equal across the mix of service settings.

(5) The patients who are most susceptible to dangers of healthcare often need help to complete surveys and increased use of them will need resources.




	27. Is there any way in which the proposed approach to the NHS Outcomes Framework might impact upon sustainable development?


	(1) Teaching and training as well as on-going education will be central to the sustainability of the NHS and therefore to these proposals.

(2) Research to develop outcome measures and a better evidence base for interventions will also be essential.

(3) Education (initial and on-going) will need to include the theory and practice of the use and interpretation of patient-reported measures and also the use of a clinical coding system, ICD 10.

(4) Training in communication skills should include aspects of delivering information to patients and helping patients to make informed decisions.  


	28. Is the approach to assessing and analysing the likely impacts of potential outcomes and indicators set out in the Impact Assessment appropriate?
	Answer not appropriate

	29. How can the NHS Outcomes Framework best support the NHS to deliver best value for money?
	(1) Evidence-based improvements essential.  If no evidence base available, establishing that evidence will be essential.

(2) Review and alteration of outcome measures may be needed.
(3) It should be recognised that outcome measures will vary in quality.  Some will be evidence based and always valid.  Others will be more subjective and of limited validity in all settings.

(4) Consequently we recommend that outcome measures should be graded according to both their evidence base and by their validity.




	30. Are there any other issues you feel have been missed on which you would like to express a view?
	(1) Cost of change.
(2) Conflict of interest in GP consortia both commissioning and providing services is a risk.

(3) The sustainability of  healthcare and the maintaneance of standards of care across time as well as geography are paramount to the success of the proposed changes
(4) The commissioning of services from 'any willing provider' will affect the delivery of education and practical training for the providers of healthcare in the present and future. These providers tend to 'cherry pick' and not contribute to the overall package of care in an area.
(5) Research into new ways of managing disease is an essential function of the NHS and outcome should be measured.

(6) Innovation in health care is responsible for some of the greatest steps forward in patient experience.  There should be measurement and rewards for innovative practice.





	ANNEX A: IDENTIFYING POTENTIAL OUTCOME INDICATORS

	Potential Indicators

	31. What are the strengths and weaknesses of any of the potential outcome indicators listed in Annex A with which you are familiar?


	Skin cancer mortality - influenced by factors such as skin type and immunosuppression - not a single disease with a single expected outcome.  May reflect why figures in UK are different to other European countries.



	32. Are other practical and valid outcome indicators available which would better support the five domains?


	Measuring cancer outcome is a complicated statistical debate.  Mortality, incidence and survival rates at different stages all need to be considered.

	33. How might we estimate and attribute the relative contributions of the NHS, public health and Social Care to these potential outcome indicators?
	Individual outcome measures for the different phases of a patient journey

e.g. Prevention, education - Public health

      In-patient stays, readmissions, chronic disease with relapses 

         -  NHS

      Discharges, keeping elderly at home, etc - Social care




	Principles For Selecting Indicators

	34. Are the principles set out on page 48 and 49 on which to select outcome indicators appropriate? Should any other principles be considered?
	Yes but may need measures of morbidity for specific diseases or disease categories.




Please send your responses via email to:

nhswhitepaper@dh.gsi.gov.uk
or via post to:

Consultation Responses
Quality and Outcomes Policy Team
Room 602A, Skipton House
80 London Road
London
SE1 6LH

Your can also respond to this consultation by coming along to one of our regional events for NHS staff and patients which will be held across the country, details of which will be posted on the DH website shortly.
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� Please note that public health and prevention will be covered in a separate consultation, linking to this framework where appropriate
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