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SUMMARY: HOW THIS PROTOCOL RELATES TO THE OTHER COMPONENTS OF
THE NATIONAL EVALUATION OF TOTAL PURCHASING PILOT SITES

The protocol which follows describes those components of the national evaluation of 53 second
wave’ total purchasing pilot sites commissioned by the Department of Health from a Health
Research Consortium headed by the King’s Fund Policy Institute which form research contract
121/6090 dated 6 December 1995. The two tables (A and B) which follow summarise the 2valuation
as a whole. The elements in the second part of each table are not described here. They refer to
components on the effect of total purchasing on specific services and users which are currently the
subject either of separate contracts (ie those on maternity services and mental illness services) or
separate proposals which have not to date been agreed for incorporation in contract 121/6090 (ie

that on community and continuing care).

The protocol relates to work to be carried out in the period October 1995 - September 1997 which
will be reported as soon as possible after that time.
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TABLE A

- Component of the evaluation of total Four objectives to which component relates
purchasing (TP)
Success Transactions Changes in Patient
. conditions Costs activity, benefits
' costs etc
1 Included in this Protocol
' Set-up and operation of TPPs (4) XX X X some data
Activity and quality changes in 7 XX X some
' services (5.1) indirect data
' Service costs and purchaser efficiency XX XX
) (5.2)
Prescribing changes (5.3) XX
Transactions costs (6) X XX

Not Described in this Protocol

A&E/Emergency admissions X XX
(Sanderson and Dixon)

Experience of patients with severe X XX
' mental illness (Roland et al)

Experience of people with complex X XX
' needs for community care services
(Popay)

Experience of users of matemity X XX
services (Wyke et al)

inkim/nm/tfh/jan96docdoc






| it

1: INTRODUCTION

The purchasing of all hospital and community health services by groups of GPs is potentially the
most important development in the NHS internal market since conventional fundholding was first
outlined in Working for Patients in 1989. Compared with standard GP fundholding (SFH), GP total
purchasing (TP) has far more profound implications for the development of NHS trusts and health
authority purchasing. If TP is to provide the new basis for a primary care led NHS purchasing
function, it needs to be thoroughly evaluated in a wide range of settings in terms of its potential
impacts on the NHS internal market, its acceptability to GPs and other staff and its effects on
patients. This means that the team undertaking the national evaluation needs to have easy access to
all parts of the country, to a wide range of skills and to strong GP involvement.

The Department of Health research brief is wide-ranging and demanding since it covers the process
of setting up and running the total purchasing pilots (TPPs) as well as the best models of TP, its
costs, impact on service provision and benefits to patients in 53 sites in England and Scotland. The
proposed project team has come together to match these tough requirements in line with the
increasing recognition in health services research of the virtues of collaboration (eg MRC Health
Services Research Initiative) and the extraordinary geographic spread of the TP sites. The project
team from the King’s Fund Policy Institute, London School of Economics, National Primary Care
Research and Development Centre, London School of Hygiene and the Universities of Bristol,
Edinburgh and Southampton has the mix of expertise, knowledge and experience required by the
study as a whole. Table 1.1 summarises the expertise and knowledge within the team.

TABLE 1.1

EXPERTISE IN THE TEAM KNOWLEDGE BASE

Policy analysis GP fundholding

Health care evaluations (complex General practice/primary care including

interventions) prescribing and referral

Health economics/economics of quasi-markets Community care

Epidemiology Needs assessment and evidence-based purchasing

Statistics/data management Health authority contracting/transactions costs

Medical sociology Budgetary management and resource allocation

Clinical medicine (primary care) Acute hospital services

Public health Mental health services

Routine health services’ data sources

Range of research methods, including analysis of
large datasets, patient experience surveys, patient
outcome measurement, depth interviews,

computer-assisted telephone interviews etc

1
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A number of the researchers involved in the team have direct experience of working with and
researching SFH (eg Gwyn Bevan, Jennifer Dixon, Nicholas Mays, John Howie and John Posnett).
John Howie was responsible for the official Scottish Home and Health Department-funded
evaluation of SFH which reported recently. The project advisors include Angela Coulter and
Howard Glennerster who are two of the leading researchers on SFH. Other members of the team
have a strong track record in primary care research (eg John Howie, Martin Roland and Sally
Wyke). In Ray Robinson and Julian Le Grand, the team has two of the leading analysts of the
working of the NHS internal market and effects of the NHS reforms. James Raftery is an expert on
purchasing and especially on the contracting process. Jennie Popay has published extensively on
patients’ and carers’ experience of health and social care.

In addition, the proposed project team has the geographical spread necessary to sustain a pattern of
fieldwork across the whole of England and Scotland with researchers based in London (King's Fund
Policy Institute, London School of Economics and London School of Hygiene and Tropical
Medicine), Southampton (Institute for Health Policy Studies and Wessex Institute of Public Health),
Bristol (Department of Social Medicine), Manchester, Salford and York (National Primary Care
R&D Centre) and Edinburgh (Department of General Practice). Without this spread, it will not be
possible to visit each of the TPP sites economically during the life of the project or to develop an
understanding of the local policy context.

A project of the size of complexity required by the Department will require strong project
management. The King’s Fund Policy Institute will have the lead responsibility for ensuring that the
project is co-ordinated and brought to a successful conclusion with the production of a single
integrated project report. Nicholas Mays, Director of Health Services Research at the Policy
Institute, will spend half his time on the project and will be the project director. Each of the
collaborating research centres has nominated a senior member of staff who will be responsible for the
contribution of the specific centre (Figure 1 shows a conceptual framework of the elements in the
project).

To ensure that the project amounts to a coherent whole, each one of the collaborating centres will
take primary intellectual responsibility for the design and analysis of a component in the evaluation.
For those elements in the study which involve all the TPP sites, the fieldwork will be undertaken by
the most accessible collaborating centre. In some cases, data collection from samples of TPP sites
and their comparators will be undertaken exclusively by the lead collaborating centre while in others
it will be more appropriate for this work to be carried out by the nearest collaborating centre.

Following Section 2 on the overall aims and objectives of the evaluation, each of the subsequent
sections which describe the components of the study agreed with DH under contract 121/6090
includes the specific objectives and questions to be tackled, together with an outline of the methods
to be used. Inevitably, given the newness and potential complexity of TP, the precise details of each
component will need to continue to be refined throughout the life of the project. A further reason
for building some flexibility into the proposed research design lies in the fact that TP does not have
the legal status of SFH. The precise nature of TP in each pilot site is likely to be the product of local
interests, relationships and negotiation between the TPP practices and the DHA/FHSA. The final
design must reflect and take account of this diversity.
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National Evaluation of GP Total Purchasing: Structure

FICURE L.1

Transactions Impact on activity, quality

costs \ / and costs of services
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2: OVERALL AIMS AND OBJECTIVES

AIMS

" The overall aims of the evaluation set out in the DH brief are to assess the costs and benefits
attributable to the extension of GP fund holding to total purchasing (TP). Specifically, evidence is

required on :
the factors associated with successful set-up and operation of total purchasing;

the costs and effectiveness of total purchasing compared with health authority purchasing in
the context of ordinary GP fundholding (SFH);

the benefits to patients of total purchasing compared with health authority purchasing in the
context of SFH;

5o that the best models for further development of primary care-led purchasing in the NHS can be
developed.

OBJECTIVES

The proposed national evaluation of second wave TPPs is structured to shed light on a number of
more detailed research questions which build on previous theoretical and empirical work on the
operation of internal or quasi-markets for health services. Robinson and Le Grand (1994) identify
five central goals of the implementation of reforms such as TP against which the success of such

schemes can feasibly be evaluated:

quality;

efficiency,

responsiveness to the concerns of patients;
choice of service and/or provider,

service provision in relation to need.

Following Bartlett and Le Grand (1993), they go on to specify five plausible conditions which have
10 be satisfied for reforms such as TP to stand a good chance of achieving the above goals. The

conditions are:

1. access to accurate information on activity, the costs and quality of services, especially for
purchasers;
2. a competitive market structure (except where a natural local monopoly exists on the provider

side which needs to be matched by an equally strong local purchaser);

3. appropriate motivation on the part of purchasers and providers (ie providers must to some
degree be motivated by financial considerations and purchasers by patients’ well-being),

4, regulation of any incentive for either purchasers or providers to discriminate between
patients in favour of those who are least expensive to treat,
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a reasonable level of transactions costs (ie for any level of additional benefit which TP may
create, the administrative costs must be lower than the bureaucratic systems which it
replaces).

In addition to the five conditions identified by Bartlett and Le Grand (1993), a specific condition
raised by both SFH and TP is the size of the population base. TPPs are all considerably smaller
than their local DHAs which will have implications for the management of risk and increas. .he
likelihood that some services will be bought relatively infrequently. Even at present, districts can
find their purchasing strategies disrupted by very expensive, hard to predict cases such as orders
made by a court for the long term inpatient care of someone with severe mental illness. However,
TPPs themselves vary tremendously in size so that in the smaller sites individual GPs will be
conscious of acting as supplier of primary care, gatekeeper to secondary care and insurer for all
hospital and community health services. In larger TPP sites, individual GPs will occupy an
intermediate position between having no direct responsibility for the finance of non-elective
secondary care as under DHA purchasing and having an immediate responsibility as under single
practice TPP. Such variation in the starting conditions of TPPs may have a major bearing on its
successful implementation.

Thus the first objective of the evaluation will be to ascertain as far as possible the degree to which
above mentioned conditions exist at different TPP sites for them and their effects in delivering
improvements in efficiency, choice and responsiveness without adversely affecting fair service
provision in relation to need. This objective relates closely to the requirement in the research brief
for evidence on the factors associated with the successful set-up and operation of TP (see main
section 4, below). It will be important to be able to say whether those sites which appear to have
been able to either reduce service costs and/or improve service quality for their patients relative to

health authorities, without their transactions costs increasing to offset these gains (see objectives 2
and 3, below), share any characteristics in common. For example, it should be possible to say, with
varying degrees of confidence, which of the following appear to contribute to successful TP:

nature and clarity of objectives and motivation for going into TP;

an effective decision making structure embracing relations between and within practices at
each site;

sound business planning arrangements (needs assessment, predicting activity levels, contract
setting, contract monitoring, etc);

strong financial management and use of cost containment strategies (eg utilisation review,
development of intermediate forms of care);

consistent local rules for sharing surpluses, coping with expensive cases, etc;

the size of the population base for ‘insurance’ purposes;

the level of capitation funding in relation to population need indicators and demands for care;
availability of good data on activity, costs and quality from local providers;

access to independent evidence on cost-effectiveness of services and interventions;

an effective means of assessing the needs and views of their patients;

a feasible choice of providers over a range of services (including the possibility of new
service providers and/or types of service),

a belief among GPs and other key stakeholders that, on balance, benefits of TP exceed costs;
good relations between the pilot sites and the local health authority and local authority social
services,

good relations with local clinicians;

creative use of the fund holding and other management allowances to cope with the
additional work of TP,
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the distribution of managerial work between the lead GPs in each practice involved in each
site.

The second objective of the evaluation will be to discover whether TP generates additional
transactions costs compared with health authority commissioning (see section 6, below). An
important part of this will be to look at TPP contracting and whether it involves new forms of
contracting or more detailed contract specification and monitoring. Another important consideration
for the long term viability of TP concerns the distribution of transactions costs. If a high proportion
of the costs fall on GPs who are able temporarily to absent themselves from their full clinical
commitments, a question arises as to whether this is a generalisable model to be rolled out across the

Service as a whole.

The third objective is to determine using a before-and-after method with concurrent controls the
changes in activity, quality indicators and costs associated with passing the commissioning
responsibility for a wider range of services to consortia of GP practices (see section 5, below). A
number of questions will be looked at:

1. is the balance of care and choice of provider altered at pilot sites as compared with health
authority purchasing (ie will TPPs make greater use of sources of care other than acute
hospitals, eg use of alternative therapists; will TPPs adopt different priorities compared with
health authorities?)

2. what effect does TP have on A&E attendances, emergency admissions, length of inpatient
stays, day cases, outpatient referrals, investigations and prescribing?

3. to what extent are the activity changes associated with TP also associated with changes in the
per patient costs of these services (ie do TPPs manage to make ‘savings’ in the costs of
services)?

4. if cost reductions are shown, how are the freed up resources used by TPP sites?

S. does TP result in changes in activity by the primary health care team (eg an increase in GPs’

availability to patients or access to services such as minor injuries clinics in order to avert
hospital utilisation?)?

6. how closely do the objectives and business plans of the TPP sites correspond with the
changes in activity patterns observed in practice?

7. to what extent are the changes in the nature or location of activity purchased by TPP sites a
response to the needs, views and /or experiences of patients?

8. does TP produce improvements in indicators of the quality of the process of health care (eg
outpatient and inpatient waiting times, the speed with which test results and discharge
summaries are made available) greater than those in SFH practices?

The fourth objective of the evaluation, and, in many ways the most important in a strategic sense,
is to assess the effectiveness of TP through the benefits to patients. Given the timescale of the
evaluation (October 1995 - September 1997), prospective data collection will only be possible on a
maximum of 12 months before and after TP. The vast majority of TPP sites will only start
purchasing in April 1996 with 1995/6 as a preparatory year. In this time, it is likely that any overall
changes in pat’:1t outcomes will be modest and detecting them would require access to infeasibly

6
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large samples of patients. Instead, the primary focus will be on patients’ experiences of services in
four carefully selected sets of circumstances - A&E attendances, dependent people with complex
needs requiring access to a range of community care services, people with severe mental illness and
users of maternity services. Full descriptions of these elements in the overall evaluation are not
included in this protocol since they are the subject of separate contracts with the Department of
Health, although they are fully integrated in research terms with the evaluation as a whole. Protocols
for these studies are available from Nicholas Mays at the King’s Fund Policy Institute, on request.
The studies of maternity services and mental illness services include comparisons between TPPs,
extended SFH and SFH populations. The A&E study is at present limited to a feasibility exercise. A
decision as to whether to fund a full study will be taken in mid-1996.

Patients’ experiences will be studied in terms of their level of involvement, and degree of choice as to
what is provided for them, the appropriateness of their care and their views about TP. Outcome data
will be collected over a 12-month period but it is unlikely that sufficiently large changes will be
observed for any clear conclusions to be drawn.

In the case of people with serious mental illness and those requiring community care in order to
maintain their quality of life in the community, an important question is whether consortia of GP
practices can develop the expertise and relationships with providers and social services to act as
purchasers and individual ‘case managers’ for vulnerable people and their carers who often have
complex, multiple social and health care needs which straddle health and social services and who
may require a changing combination of primary, secondary and domiciliary support over time. The
coherence of the care ‘packages’ which TPPs secure for their patients, the gaps in their provision
and the continuity of care which their patients experience will be indicators of the success with which
the pilots tackle this aspect of their new roles. Other aspects which may be influential include their
ability to balance the needs of patients with different severities of ill-health and to ensure that
particular sorts of needs are not overlooked.
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3: DESIGN OF THE EVALUATION OF TOTAL PURCHASING PILOT SITES

THE INTERVENTION AND ITS CONTEXT

Since TP is a novel approach to health care purchasing, the nature of which remains to be defined
through the research, the design of the evaluation will inevitably have to be developed during the
first part of the study rather than be set out in detail at the outset.

The proposal which follows contains as much detail of the design of the evaluation of the TPPs as it
has been possible to include ahead of analysing the results of the first set of site visits to all 53 TPPs
in the autumn/winter of 1995 (see section 4, below). Nonetheless, there are two design issues which
it is most important to be conceptually clear about from the outset; the comparisons to be made both
among the TPP sites and with reference SFH practices and the basis for choosing TPP sites and
SFH practices for these comparisons. These issues are relevant to all the components of the
evaluation which involve studying sub-samples of TPPs and comparator practices as well as those
parts which involve all the TPPs such as the study of the process of implementing TP (section 4) and
the analysis of activity data (section 5.1).

Total purchasing of hospital and community health services by GP consortia is a complex, non-
specific intervention which can be implemented in a potentially wide variety of different ways. Ttis
being introduced into the NHS in a large number of sites which are themselves likely to vary widely
in important, hard to predict ways which will influence the eventual consequences of TP. The range
of potential confounders is therefore very wide, making sampling of TP sites a difficult task.
Furthermore, TP is currently still evolving and is likely to continue to change throughout most of the
evaluation period as GPs and health authorities find ways of enabling GPs to have a greater influence
over the purchasing process. There is no national ‘blueprint’ for TP because of its informal legal
status and this contrasts with even the situation of the first wave standard fund holders.

Sites are in varying states of readiness. This means that the more advanced ones made changes
associated with TP ahead of the April 1995 start date. Some sites will begin to act as genuine
purchasers gradually throughout 1995-96, while others are likely to spend the whole of 1995-96 in
preparation for purchasing in 1996-97. In addition, it must be remembered that HCHS purchasing
and general practice/primary care are themselves undergoing significant changes and will continue to
do so during the life of the evaluation.

All these features pose problems for design and interpretation of an evaluation. They indicate that
some caution will have to be exercised in interpreting any changes which are observed as due to TP
even when a controlled before-and-after design is adopted.
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CHOICE OF COMPARISONS TO BE MADE
Parts of the study where data are available for all practices

For some aspects of the evaluation, all total purchasing sites will be studied. These include the nature of
services being purchased, relationships with health commissions etc (see section 4, below). In these parts
of the study, the unit of both data collection and analysis will be the site rather than the individual practice,
although there will be limited opportunity to examine variation within sites. In relation to services
purchased, comparisons in these areas will be able to be drawn between what the TP sites are doing, and
what their host health commissions are doing on behalf of the patients of non TP practices.

For the routine data on referrals, admissions and length of stay (see section S, below), the unit of analysis
will be the individual practice. Certainly no attempt should be made to analyse by individual referring GP
because these data are unreliable. Because data are available by practice, there will be an opportunity to
analyse differences within sites and between sites as well as differences between TP sites and reference
practices (see below). Use should be made of this opportunity, since within site variation may be large.

There will also be the opportunity to look specifically at sub-groups of sites (eg sites which have a specific
interest in mental health). The appropriate comparisons will then be of rates within sites with a special
interest, between special interest TP sites and TP sites without a special interest, and between TP sites and
reference practices. In addition, there may be opportunity to examine differences between large and small
sites, and differences between sites where a wide range of services is being purchased contrasted with
those where purchasing responsibility is only being taken on for a narrow range of services.

Parts of the study where data will be collected from selected practices.

For the components such as the studies of specific services (eg mental health, community care and
maternity described in detail elsewhere), a small number of sites will be selected for more detailed study,
and in each case it is likely that one or two practices within any one site will be all that can be studied.
Resources will only allow study of a relatively small number of practices, probably ranging from 3 to 10.
There is then a question of whether the practices selected for special study should be randomly selected or
selected from among those with a special interest in a particular field. A working definition of a site with a
special interest is that it should have an expressed intention in its business plan to reconfigure services in
that field, or have an informally expressed interest which is matched by identifiable commissioning
initiatives. These intentions will be identified in the first set of major TPP site visits described in more
detail in the next section.

Tt would be possible to compare randomly selected TP practices with reference practices to identify the
overall effect of TP on one particular service. However, this would risk missing important effects,
especially as the study is confined to the first year of TP (1996/97), and sites are only going to have the
time and energy to address a few issues within their purchasing strategy - the rest of the contracts are
likely to be largely unaltered in the first year. Because of the short term nature of the study, it would be
preferable to seek to describe the most extreme effects rather than average effects across the whole group
of total purchasers.

The alternative 5 to focus specifically on practices which have a special interest in a particular area. If
practices selected for study are those with an expressed special interest ( eg. in mental health problems),
and these are compared to reference practices who are neither total purchasers, nor have a special interest
in mental health, then the combined effects of being a total purchaser and wishing to produce change in
mental health services are being measured. The results will then be criticised on the grounds that it is
impossible to @ -tinguish between these two possible drivers of change. The analyses would answer the

9

inkim/nm/tfhjan96docdoc




question, ‘What could be achieved by 2 practice that both has an interest in menital health and is a total
purchaser?’. This is likely to represent the maximal effect that could be achieved. This is a valid approach,

but the effects of both TP and the special interest are thus being measured.

Isolation of the total purchasing effect from the special interest effect might be achieved by comparing TP
practices with a special interest with non TP practices which also have the same special interest. However,
it is likely to be very difficult to identify reference non-TP practices which have explicit objectives to
change particular services. So comparison with non-TP special interest practices is unlikely to be feasible.
Furthermore, an attempt to identify local non TP practices which share a common special interest with the
TP practices implies that ‘special interest’ and ‘total purchasing’ are independent variables: this is not the
case as some practices may have gone into total purchasing precisely because they wish to produce
change, and furthermore, these changes may impact on the District as a whole (ie the TPP site may be
acting in some sense in the ‘vanguard’ of change which the health commission also ends up making). For
this reason, it would be desirable in some cases to compare TP sites with reference practices in districts

which do not have TP sites.

Tt will be possible to examine the effect of special interest within TPP sites. Comparisons could be made
between individual practices with a special interest (eg. in mental health) with those which do not have a
special interest. This would isolate the special interest effect from the TP effect, and would be the most
efficient way to disentangle the special interest effect from the TP effect.

In summary then, it is proposed the following comparisons should be considered where resources permit:

1. All TP practices versus all other practices in the district
2. TP sites with a special interest in a particular area against selected reference practices
3. TP practices with a special interest against TP practices without an expressed special interest in a

particular service.

4. TP practices with a special interest against reference practices in districts without any TP sites

In practice, it is likely to be neither feasible nor desirable to collect data for all four comparisons for each
of the components of the evaluation. The matrix on the following page suggests which comparisons might

be feasible.

pendent on the resources available. Within any individual column, comparisons
£ the table will in general take priority over comparisons in rows lower down.
Although comparisons marked with a question mark on the bottom line look difficult to make, there may
be opportunities to choose research instruments to facilitate comparisons with other widely based studies
(eg the Audit Commission survey of maternity services, PSSRU survey of community care, National
Primary Care R&D Centre’s work on 24 hour emergency centres). Each of these will be explored as the
design of the studies of specific services (‘tracer’ studies) is refined.

Each comparison will be de
in the rows nearer the top o
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Range of
services
provided
(Sextion 4)

All TP
practices
versus all
local non
TP
practices,
ie rest of
district

Special
interest
TP
practices
Versus
selected
local
reference
practices

Special
interest
TP
practices
versus
non
special
interest
TP
practices

Special
interest
TP
practices
vs health
distncts
without
TP

Table 3.1: Possible comparisons to be drawn in each of the major study areas

CHOICE OF REFERENCE PRACTICES.

In parts of the evaluation where a small number of practices will be selected for more detailed study.
greater attention needs to be given to identification of reference practices. In general, reference practices

should be chosen from the same region, and they will often be from the same district. In each case
important fact- "3 t0 be controlled for should be considered under the main headings of: ’

nature of provider market

characteristics of practice and its population

11
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ggested in Table 3.2. In each case, the ability to control

Some of the factors to be taken into account are su
ly limited. For a number of studies (ie mental

) for more than three or four characteristics may be severe
health, community care, AXE and matemity), the major change being examined is an alteration in the
ial services providers. It is, therefore,

_ configuration of services provided by secondary care or soci
important that reference practices should use the same providers (eg mental health services, matemity

hospital, social services department etc). A second important factor to consider may be rurality. Within
one district, urban practices may have very different access to services compared with rural practices. A
third factor is the socio-economic mix of the practice population. This may be important if total
purchasers start to purchase some types of care from the private sector, and is highly likely to be related to

use of social services and A&E.

Mental health | Community Maternity A&E
' care services
Provider | Existence of | Pre-existing Single large Community
' market community high/low maternity hospital / other
features mental health | residential care | hospital / minor injury
team, or provision existence of provision
. psychiatrist as local GP
F main route of delivery facilities
‘ referral / type of
' midwifery
' care/overall
styles of care
' Practice/ | Socio- Socio-economic | Socio-economic | Socio-
population economic profile profile economic
l features profile Age structure of | Rurality profile
Rurality population Age structure of | Rurality
population

Table 3.2: Factors to be controlled for in selection of reference practices for ‘tracer’ studies
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4  FACTORS ASSOCIATED WITH THE SET-UP AND OPERATION OF GP TOTAL
PURCHASING (THE ‘CORE’ EVALUATION)

Lead: N Mays, King’s Fund Policy Institute
g Core Research Team: N Goodwin, J Dixon (King’s Fund Policy Institute) and S Wyke
(Edinburgh) with G Bevan (Bristol) and R Robinson (Southampton)
Main comparison: Between all TP sites and versus local health authorities (for selected
' aspects)
INTRODUCTION

This part of the national evaluation of total purchasing which will be led by the King’s Fund Policy
Institute will comprise an initial basic description of the 53 second wave English and Scottish pilot
sites, followed by an analysis of the process of setting up all the pilots and their eventual structure
and organisation. Basic factual information will also be collected on the four first wave TPPs which
are the subject of separate intensive evaluation and will be collected via the local evaluation teams
for each of these TPPs. Face-to-face data collection will not be possible at the four first-wave TPP
sites which are currently actively engaged in purchasing. This will lead into an assessment of how
total purchasing is sustained and developed at each of the 53 sites, including an account of the GPs’
own assessments over time of the balance of costs and benefits of the scheme. The long-term
viability and generalisability of TP depends, firstly, on the principal participants continuing to believe
that the time and effort required is justified by demonstrable benefits and, secondly, on the scheme
leading either to a reduction in the costs of services or an increase in quality sufficient to offset its
transactions costs. This part of the evaluation will also include specific work led by the University of
Bristol on budget-setting, risk management and the use of evidence in purchasing decisions by TPPs.
IHPS and WIPHM will contribute work on the methods and contents of contracting undertaken by
the TPPs in order to attempt to bring about service quality improvements.

SPECIFIC OBJECTIVES

The information collected in this part of the evaluation is designed primarily but not exclusively to
describe the variation between sites in the structure and processes through which TP is implemented
in response to local circumstances and to contribute to identifying the factors which can
subsequently be associated with more and less ‘successful’ TP. The detailed quantitative and
qualitative data collected in this part of the programme is also designed to help with the
interpretation of the routine data describing any changes in the pattern, quality and cost of care
which are associated with TP pilot sites as against health authority commissioning (see section 5,
below). The first phase of fieldwork on this part of the project will assist generally in the subsequent
selection of TP sites and reference SFH practices for more detailed investigation.

Since TP is a locally flexible pilot scheme without a defined national blueprint and since no published
studies are available to date, it is impossible to decide a priori all the relevant features of sites on the
basis of which to sample, the extent of variation in these characteristics between sites, and, therefore,
how many TP sites and comparator SFH practices it will be appropriate to study in-depth for the
work on specific services such as those for people with schizophrenia and on specific features of TP
such as transactions costs. Thus, for example, while it seems reasonable to select sites for the study
on maternity services purposively on the basis of the extent to which the TP pilots’ purchasing plans
both appear to differ from those of their local health commission and appear to exhibit similarities, it
i is impossible without undertaking the first round of site visits to know which these are and on which
features their plans differ. It will also be important in the early visits and subsequent CATIs to
establish to what extent it is appropriate in the in-depth study to compare the TP pilots with the
13
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experiences of patients in SFH practices in the same health commission area as against SFH practices
elsewhere. If a TP pilot’s motivation in purchasing a particular service is precisely as a reaction to
the purchasing priorities of the local health commission, then exclusively choosing local SFH
comparators risks exaggerating the likely effects of TP.

The data will also enable a comparison to be made between the TP pilot sites’ objectives and the
extent to which these are realised in practice. A further comparison will be made between how the
TP sites purchase, and the patterns of services which they purchase, and the policies and practices of
the local health authority, FHSA or integrated health commission. Some of these data will provide
the basis for more detailed work on specific services in selected TP sites and reference practices (eg
for maternity services and mental health services). It will be important to explore how the health
authority involves GPs and local communities in purchasing outside TP pilot sites. The final
objective will be to monitor GPs’ and other important participants’ (eg TP managers’) perceptions
over time of the costs and benefits of involvement in a TP pilot.

METHOD

For a few of the 53 TP sites in this study, it may be possible to study nearly two years of
commissioning of particular services; for others which were less fully prepared in April 1995, the
period of purchasing is likely to be not much more than 12 months in 1996/97 preceded by a period
of preparation in 1995/96. In all cases, it will be possible to see whether TP sites make an
appreciable difference to the contracting process and the content of contracts even if the effects of
such changes are not necessarily discernible in alterations in the pattern of care within the timescale
of the research. Care will need to be taken to ensure, as far as possible, that changes at the sites
which took place before the study began but in response to the prospect of TP can be identified (ie
some practices may have begun to gear up for TP in 1994-95).

Each TP site (excluding the four first wave TP sites which are the subject of separate evaluations)
will be the subject of a site visit in October-December 1995 consisting of face-to-face, semi-
structured interviews with the lead GPs, principal TP manager and key local health authority and
FHSA or health commission purchasing and primary care staff (eg members of the local TP
executive committee) and selected local providers as soon as possible after the beginning of the
study and again approximately 12-14 months later. A member of staff from the local social services
department involved in joint health and social services commissioning will also be interviewed. Site
visits will be used primarily to collect attitudinal, motivational and other subjective data which
cannot be collected in other ways. In advance of the first site visit and at intervals subsequently, a
range of documentary material will be obtained from each site such as individual practice annual
reports and plans, TP business plans, TP contracts, TP accounts and other financial information
together with health authority purchasing plans etc. Between the site visits, a series of telephone
interviews will be used to monitor progress with the implementation of TP and to ensure that all
sites are made to feel that they are actively involved in the evaluation, since their co-operation is

essential to the research.

Computer-assisted telephone interviews (CATI) will be carried out approximately every six months
at all TP sites (ref: Harris D, Grimshaw J, Russell IT, Taylor R. The use of computer-assisted
telephone interview techniques in a general practice research study. Family Practice 1993; 10: 454-
8). Survey forms will be posted to each site in advance, an interview time will be booked and up to a
45-minute telephone interview conducted.

CATI is not an alternative to face-to-face interviews, but rather a means of collecting data rapidly

and reliably from a large number of sites. CATI will allow each TP site to be interrogated according
14
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to a common format across a wide range of issues, such as its progress on contracting, but relatively
economically. Since CATI allows direct entry of data and rapid analysis, it will also enable interim
analysis of the progress of sites in implementing TP to inform the subsequent direction of other parts
of the evaluation (see below). The research team includes members from WIPHM with experience
of CATI, for example from a recent NHSE-sponsored survey of all purchaser DHAs which obtained
a 100% response rate. The same approach will be used in this project.

The face-to-face interviews will be undertaken from the research centre which is most accessible to
the site using a common protocol. Interviewers will be trained and briefed centrally at the King's
Fund Policy Institute to ensure consistency in undertaking the semi-structured interviews.
Documentary data collection will also be collected locally by the nearest centre. The majority of the
telephone interviewing will be carried out from the King’s Fund Policy Institute with technical
support from the Wessex Institute of Public Health. A vital part of the work will be to establish
good early relations with the sites and sustain them through regular contact.

No face-to-face fieldwork will be undertaken at the four first wave TPPs which are being separately
evaluated but a limited amount of the more ‘factual’ data will be requested from the relevant
researchers on these sites for comparability with the 53 second wave sites.

The sites and their context

The findings from the work of the NHSE-commissioned ‘facilitation team’ (Jeff Girling and Ian
Savage) will be used as a basis for developing a detailed description of each of the sites and its
constituent practices. The central ‘facilitation team’ have collected a range of preliminary
information on the degree to which each site is prepared for TP, covering such things as the site’s
initial objectives in entering the scheme, project management, business planning intentions,
management information systems, relationships with key stakeholders locally, organisational
development requirements and so on. This information will be made available to the research team.
Census and other routinely available population data such as the proportion of the site’s population
attracting GP Deprivation Payments will be used to characterise each site’s patients. Information
will also be collected on the pattern and accessibility of health care providers to the sites. Practice
annual reports, etc will be used to build a description of each TP practice in terms of features such as
list size, number of partners, other staffing, services offered and conventional fund holding ‘career’.
Information on practice software and local provider information systems will be collected by
telephone interview and will contribute towards the subsequent selection of a sub-sample for more
detailed analysis in comparison with non-TP sites.

Staff at Regional level responsible for SFH and TP will be interviewed about how sites were chosen,
whether any were rejected or withdrew and why and what requirements TP sites face in becoming

involved in TP.

Setting up the site for total purchasing - the first site visit

The first site visit in October-December 1995-96 will enable the research team to deepen its
understanding of the process of setting up each TP pilot site and to help refine hypotheses and
research questions (eg for the analysis of routine activity data which follows in section 5.1) and to
assist with the selection of sites for in-depth work. The visit is likely to comprise five days of
fielawork and a maximum of twelve face-to-face interviews undertaken by a research fellow from the
nearest research consortium centre.
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Care will be taken in the first site visit to ascertain the objectives which the sites have for the seven
services areas new to TP which will be studied in more detail, including any new services which they
may purchase, how they are likely to choose to contract for these services, how they plan to manage
their allocations for these services etc. Specific prompts will be included concerning purchasing
intentions and more detailed plans or draft contracts for the service areas which will be the subject of
further investigation in a sample of sites and ‘controls’. The reasons for any differences will be
explored in a subsequent CATL. Documentation will be retrieved and analysed for these service
areas. The first site visit will be followed by telephone interviews. Particular attention will be given

in the first set of depth interviews to the following:

how the site became involved in TP scheme;

aims, objectives and motives for entering the scheme;

success criteria identified by each site;

structure and organisation of the site;

progress on purchasing, including planned changes in services,
relationships with the health authority, social services and providers,
accountability for priorities and use of resources,

resource allocation to the site;

. arrangements for risk management,

J general financial management;
. time commitment and direct administrative costs of becoming a TP site.

Rough draft semi-structured interview schedules for use with lead GPs and TP site managers at the
first site visits are attached in Annexes 1 and 2. Further interview schedules for use with health
commission purchasers, local providers etc are under development. The list of topics and I

interviewees is given in Table 4.1.

At the point of the first site visits, progress in relation to a number of important issues is likely to
have been relatively limited and these topics will, therefore, become the focus of subsequent
telephone interviews. For example, details of site-specific arrangements for virement, dealing with

surpluses, over-spending, monitoring of expenditure against contracts, dealing with costly cases etc l
are only likely to be firmed up nearer to the beginning of actual purchasing by TP sites (see below

for more on these issues). In most cases, this will not occur before April 1996.

Sustaining total purchasing - subsequent data collection in 1995/96
In the interim between the initial site visits and interviews and their repetition approximately 12-14
months later, contact will be maintained with the sites in three ways:

through periodic requests for documentary material and routine data (eg contracts as they are
‘signed off, information from TP financial software systems and accounts if available);
through telephone questionnaires to the site TP manager/lead GPs, health commission or |
local provider representatives,

and, through sending each lead GP, site manager and health commission lead at all TP sites a
weekly diary card on which to record her/his global perceptions of the costs and benefits of
TP on a 10-point analogue scale (from ‘none’ to ‘a lot’). This will be a modified version of
the card successfully used in the Edinburgh study of GP fund holding (Howie, Heaney and
Maxwell, 1995). In addition, cards will be sent weekly to all partners in one practice in each

16
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of 12 TPP sites. Each month, respondents will be sent a ‘critical incident’ card to record
significant positive and negative events associated with the TPP.

Each of these approaches to data collection will enable the team to keep in touch with all the sites
economically and are summarised in Table 4.2. For example, it will be possible to discover whether
the objectives of the pilot sites change over time The back of the diary card also offers the
opportunity to obtain information regularly on topics for which there may not be easily accessed
alternative sources (eg on GPs’ use of private sector providers as part of their TP activity). The
diary card provides a crude, but simple way of plotting the immediate participants’ perceptions of the
pros and cons of the TP experiment over time in relation to other events at the sites, the
development of expertise in total purchasing, the evolution of relationships with local providers and
with the health authority and so on. This may be important since the sustainability of TP is likely to
depend on the commitment and enthusiasm of a small number of GPs in each site and their ability to
minimise the burden which the TP process may create. Annexe 3 gives more information about this
element in the evaluation.

The diary cards will enable an assessment to be obtained of the time doctors and their managers
spend on tasks associated with the existence of TP. These data will be fed into the analysis of the
transactions costs of TP (see section 6, below, for more on this).

The second site visits, 1996-97

The second site visit will be used to assess the extent to which the objectives and plans of the TP
sites have been realised, the extent and nature of organisational and services changes at the sites and
the capacity of sites to make efficient use of their allocations while managing clinical risk. The
second set of interviews, taken in conjunction with documentary evidence and financial and activity
data from the TP sites, will be an opportunity to explore such things as the scope sites had for
switching resources between different elements in their total budget; the way TP priority-setting
decisions impacted on TP GPs as against DHA decisions; how different sites accounted for
emergency and unplanned utilisation as against DHAs; how different sites and DHAs dealt with very
costly cases; how they dealt with highly specialised services; how TPs and DHASs used evidence (eg
on needs) and obtained information from providers for contracting and contract monitoring; the
extent to which service changes were achieved by TPs and DHAs (and, if not, any obstacles to
change); and, what improvements in quality TPs were able to engineer. Again, particular attention
will be given to those services areas which are new to TP and which will be the subject of specific
investigation in the remainder of the evaluation (eg A&E, emergency medical care, community care,
maternity services, mental health services).

Analysis of data

This component of the evaluation which focuses on the establishment and implementation of TP will
generate a wide vanety of documentary, routine quantitative, and quantitative and qualitative
interview data which will feed into other parts of the study (eg the data on contracts and the contract
negotiation, the data on the time which GPs and others spend on TP administration and
management, etc). The most time-consuming activity will be the content analysis of the semi-
structured interviews. The approach taken to the initial analysis of these interview will be
exploratory and will be used to put forward possible explanations for any changes which may be
observed in the pattern of activity at the TP sites and controls (see section 5.1). This knowledge of
the strategic objectives of TP sites will be valuable in interpreting the results of the analysis of data
such as HES data on emergency admissions, maternity and regional specialties. Equally, the findings
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emerging from the analysis of activity data will suggest research questions and lines of enquiry for

subsequent analyses of the interview data.

The interviews at the site visits will be tape recorded as well as being noted in detail by the
interviewer during the interview. The recording will not be transcribed but will be used as an aide-
memoire for the subsequent analysis which will be undertaken by the interviewer as soon as possible

after the interview.

The aim of the analysis will be to produce a summary of the respondent’s answers to ‘meta-
questions’ or key general issues identified @ priori as important by the research team, linked to an
understanding of the specifics of the particular setting as interpreted by the participants. In order to
do this, the interviewer will have an analysis guide for summarising interviews with each type of
respondent, as well as a guide for the site visit as a whole. The guide will include open fields for
verbatim quotes, comments concerning issues which appear to be important at the interview/site but
which do not emerge as such in the guide for ‘meta-questions’ determined in advance by the research
team. The open fields will also allow the interviewer to reflect on the interview process and make
suggestions for improvements for subsequent site visits. Annexe 4 gives an example of the analysis
guide for the first face-to-face interview with lead GPs at TPP sites.

An example may help in understanding the relationship of the guide for analysis to the specifics of
questions in an individual interview. The draft GP interview includes questions about the amount of
extra work involved in TP pilot sites, including a question about whether TP is generating any
particular problems for GPs and other staff in the site. One of the issues which lies behind these
questions is the sustainability of TP and especially its reliance on the commitment of individual GPs.
Thus, the analysis template might include a question to the interviewer about whether he/she judges
that the GPs, managers or site as a whole is ‘coping’ and how well and whether the systems they
have in place suggest a sustainable form of TP.

A final aspect of the analysis of data from the site visits concerns the extent to which each interview
and each site modifies our understanding of the ‘meta-questions’ and, thereby, our understanding of
the nature, and pros and cons of TP as a form of NHS purchasing. It is proposed that each
interviewer prepares a short statement of this kind about TP at the beginning of fieldwork and then
modifies it, if necessary, after each site visit is completed until a ‘verdict’ is reached, at least for a

single round of visits.

Training of interviewers

Since the site visits will consist of semi-structured in-depth interviews undertaken by at least six

research fellows based in different research institutions, consistency of approach to the interviews

and subsequent data analysis will be crucial to the production of reliable data across over 50 TP pilot l i

sites. Yet the sites are likely to vary considerably at the time of the first set of site visits, both in

terms of how they are approaching the task of implementing TP and in terms of how much progress

they have made. Levels of knowledge and understanding of the issues will vary. In different sites, ? I

different aspects of TP will be the responsibility of different sorts of respondents. In some sites,

there may be no single GP or manager who ‘leads’ and the interview pattern will have to adapt to X
-

this.

As a result of this, the interviewers will have to be flexible in the interviews while maintaining the
objective of collecting similar data on the same wide range of questions at each site. Training and ’ 3
general orientation concerning the context of TP will be organised at the KFPI for all the
interviewers. It is likely to consist of the following:

18
m;quvtﬂvjan96docdoc



background to NHS reforms, especially GP fundholding,
mechanics of SFH and terms used,

background to TP initiative;

rationale for the evaluation design;

introduction to theory and methods of depth interviewing;
explanation of and familiarisation with interview checklists;
dummy interviews (possibly with participants at four first wave sites and members of KF
College learning sets etc);

feedback and discussion of interviews;

introduction to analysis themes and methods;

analysis of (taped) dummy interviews;

feedback and discussion of summary analysis.

ISSUES FOR DETAILED INVESTIGATION RELATED TO THE ‘CORE’ EVALUATION

Achieving quality in contracting (Ray Robinson, [HPS, James Raftery, WIPHM and Tom
Fahey, Bristol)

Contract negotiations are likely to be at an early stage by the time of the first site visits. Thus,
subsequent telephone interviews will be used to study contracting issues at each site, such as the
relationship between TP contracting and TPs’ strategic objectives, the extent to which TPs attempt
to build up relations of trust and permanence with providers or stress contestability, the types of
contracts they negotiate and why and whether they are able to bring about service quality
improvements through contracting. TP sites will be asked about any special ‘deals’ they have been
able to strike with providers and why. The issue of what currency is specified in contracts is also

important, not least in enabling comparisons to be made between contracts. Most DHA acute sector
contracts are priced at average specialty costs, while GPFH contracts are based on procedure costs.
HRGs may be developed sufficiently to be used by TPs. Data will be collected from each TP on the
currencies used in its entire range of contracts with emphasis on the seven services areas specified in
the project brief, along with TPs’ perceptions of these and their plans for change. Data will also be
collected on the degree to which contracts specify quality standards or use, clinical protocols or
guidelines. In addition, data will be collected on how TP contracts and health authority contracts are
priced both for predicted activity and for any over-runs which may be priced at marginal cost. The
degree to which prices are negotiated will be explored. In the second year of the study, issues such
as contract monitoring will become salient and will be explored with sites. Some more detailed face-
to-face interviews on contracting are likely in a smaller number of sites and control districts (see
section 6, below on transactions costs).

All TPPs and their health authorities will be asked about their acquisition and use of evidence for
contracting as part of the face-to-face interviews at the site visits described above. The role of data
on needs, costs and effectiveness in making changes which are eventually reflected in contracts will
be explored at all sites and their health authorities. In addition, at those TPP sites which report
making changes in the pattern of services for cardiovascular disease and mental illness more detailed
‘nformation will be collected from the GPs and staff at the local health authority as part of one of the
regular CATIs on the nature of the changes, the reasons for the changes, the role of evidence in the
changes (if at all) and their appraisal of the utility of the available evidence.
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Budget setting and risk management (Lead: Gwyn Bevan, Bristol, supported by Kate Baxter

and Max Bachman, Bristol)

As part of the ‘core’ evaluation, work will be undertaken to compare the level of funding allocated

to the TPPs and health authorities purchasing the same services and to explore the methods used t0
derive these allocations. If total purchasing is found to be successful a means of allocation must be

developed which is both fair and perceived to be so.

Data on whether TP lead GPs and staff at local health commissions view allocation methods as fair
will be collected as part of the face-to-face interviews discussed above (also see Annexes 1 and 2).
Data on the methods used to make TPP and health authority allocations will be collected by CATI
from KFPI after the first set of site visits which will be followed by a workshop at which the findings
will be fed back to staff at health authorities so that they can compare their approaches. Questions in
the CATI will include the coverage of the formula, methods used to allow for demography and
morbidity, how past spending was estimated and how actual allocations were made allowing for
factors such as cost improvements and waiting list monies. In addition to the above, data will be
collected from each local health authority on the allocation given to each TPP, its past level of
spending and TPP population details to enable an analysis of the variation between TPPsin
allocation levels, between TPPs and health authorities in allocations and fair shares (targets) and
between the TPPs before and after the advent of TP.

Although the potential for GPs to select out patients at high risk of being costly is frequently
discussed in relation to SFH and also exists in theory in relation to TP, it would be extremely
difficult in a two-year before-and-after evaluation to identify whether or not it had been occurming.
Instead, the emphasis will be on the extent to which GPs could predict their high cost patients at the
beginning of the financial year, the characteristics which they would use to do so and whether taking
account of these characteristics would be helpful in any subsequent resource allocation formula for
TP. There may be practices among those involved at the 53 TPP sites which collect good data on
the health care utilisation and costs of individual patients on their lists. These practices will be
identified through the site visits. GPs will be approached to work with staff at Bristol to see how
well they are able to predict the characteristics of their high cost patients. At the beginning of
1996/97, GPs will be asked to identify criteria for identifying such patients and at the end of the year
the extent to which these criteria have been successful will be assessed for possible inclusion in any

future resource allocation formula.

The cost-effectiveness of different budgetary arrangements developed at single-practice sites, multi-
practice sites where budgets are split between practices and multi-practice sites with a single budget
will be compared. It is proposed to carry out CATIs with all TPP sites during 1996/97 to obtain
information, among other things, on contingency reserves, overspends/underspends, controlling
expenditure, budget-setting within the overall allocation to the site, monitoring expenditure against
budget, arrangements for virement, sanctions and incentives and information on the costs and time
required for budgetary management. This work will be integrated with work on attitudes to risk at
TPP sites, arrangements for sharing risk with the local health authority, other TPPs and providers
and assessing the first year of TPP purchasing from the point of view of risk management.

Most of the data required will be collected through the face-to-face interviews as part of the main
site visits with support from CATIs. In addition to information on attitudes to risk and to expensive
cases at sites, data will be collected on the stop-loss arrangements in place at all sites together with
the mechanisms put in place to deal with very costly patients and to share costs. Contracts for rare
high cost treatments/patients will be inspected. More detailed interviews with a sub-set of sites
representative of different approaches to risk sharing and management will be undertaken by staff
20
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from Bristol in order to explore sites’ experiences of the first year of covering costly cases and any
changes which they would wish to make in future.

Table 4.1: Proposed respondents and topics for face to face interviews at first set of site visits

Topic Lead TP Manager | HA/HC HA/HC Social
GP Lead on TP | Purchaser Services
Lead

Process of becorning a TP
Aims, objectives and priorities
Success critenia

Structure/ organisation/
constitution

Enabling/ disabling factors
Adverse selection (cream
skimming)

IT/info systems

Perceptions of costs and
benefits
Time commitment

I ] T B Ed B e [l [

. Budget and scope for virement

. Accountability - consultation

. Previous involvement in
contracting

. Relations with social services,
HA and local providers

. Population Needs Assessment
and use of research evidence
for purchasing

. Companison with HA
Purchasing

. Resource Allocation

Fod I RS T o I ] I e Lo
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Table 4.2: Summary of data collection methods for 1995-96 topics

Principal Methods To Be Used
Topic ‘Face to face’ Telephone | Documentation
1. Process of becoming a TP X
2. Aims, objectives, priorities X X
3. Planned changes in service X X X
delivery
4. Success criteria X
5. Structure/ organisation/ X X X
constitution
6. Enabling/ disabling factors X
7. Adverse selection (cream X X
skimming)
8. [IT/info systems X X
9. Perceptions of costs and X
benefits
10. Time commitment X X! X
11. Local site specific rules X X
12. Arrangements for contract X X X
negotiation
13. Types of contracts, contract X X
specification
14. Budget and scope for virement X X
15. Accountability - consultation X
16. Previous involvement in X
contracting ‘
17. Relations with social services, X !
HA and local providers
18. Population Needs Assessment X X X
and use of research evidence '
for purchasing
19. Comparison with HA X X
Purchasing |
. Risk management X

! For direct administrative costs
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S: ACTIVITY CHANGES AND SERVICE COSTS
5.1: CHANGES IN ACTIVITY IN SEVEN SERVICES

Lead: J Raftery, Wessex Institute of Public Health Medicine
Main comparison: All TPP sites’ activity versus activity in SFH and non-FH practices (ie rest
of population), before and after implementation of TP

Specific Hypotheses

The project brief identified seven services for monitoring before and after TP and in comparison with
SFH populations. This section starts with hypotheses about the effects of TP on each of these
services, which are summarised in Table 5.1. These hypotheses will be expanded to include those
due to individual TP objectives which will be established in the first set of site visits. Annex 5 gives
further details of the thinking behind each hypothesis.

Table 5.1

Hypotheses of Effects of TP on seven services
(to be supplemented by objectives of individual TPP sites)

Service Hypotheses

Emergency Admissions’ Reduction in emergency hospitalisation rates
in total and in relation to specific conditions
Reduction in length of stay, especially of
long stay patients

Shift in balance of acute/social care for
specific groups (eg stroke)

Changes in choice of providers at the margin

Maternity Services ' Shift to more client-centred approach

Shift to midwife (as opposed to consultant)
assisted deliveries, depending on pricing
policies

Greater continuity of care

Increase in home births

The term ‘Emergency Admissions and A&E’ as used in the project brief requires clarification since DHAs
currently contract in very different ways for each of these. Emergency admissions are paid for per FCE depending
on the form of the contract, while A&E is a host District funded service that is paid for by a simple block contract.
Very little information is available on activity or costs in ARE. The degree to which emergency admissions are
routed through A&E depends on local circumstances. The focus here is on emergency admissions which
comprise the largest single aspect of TPP compared to standard fundholding. A&E is dealt with separately in the
next section of the proposal.
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Regional specialties
i) neurosurgery

ii) cardiothoracic

iii) spinal injuries
iv)specialised paeds
v)neonatal intensive

vii) renal
viii) rehabilitation

ix) genetics

vi) Medium secure units/challenging behav.

i)-v) are services for relatively rare
conditions, in which one would expect either
cost per case contracts plus perhaps a move
to more co-ordinated purchasing with the

HA or other TPPs

As above, but scope for maintenance
contracts (per patient year)

Expect TPPs to purchase more, either
separately or as part of packages

Small but growing. Expect cost per test

contracts plus growth of TPP site clinical
genetics

Palliative care

Shift to more patient-oriented care

Shift from acute hospital spells to
community services

Contracts for packages of care or whole

services
Development of respite care

Mental illness

Shift in balance of drug/inpatient treatment
(fewer inpatient spells and inpatient days,

change in drugs such as SSRIs, depending
on evolving literature)

Increase in use of distant NHS and private
beds in emergencies if no NHS bed available
locally

Change in emphasis to primary care mental
health services with knock-on effects on

providers

Community services

More closely targeted & monitored
Contracts for staff inputs/whole services

Health promotion

Shift to interventions with known cost-

effectiveness
Contracts for staff inputs/whole services

Method

Routine NHS data from England and Scotland wi
at all the TPP sites before and after TP. There wi
evant district and all the patients whether of SFH or non

in the rel
purchaser. Thet
activity data aval
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1l be used to describe changes in the seven services
1l be two comparators: patients of SFH practices
-FH practices of the district as

mpact of TP on A&E service use will be studied separately because of the lack of

as been undertaken which is the subject of a



separate proposal and contract (not included in this proposal). The scope for using routine NHS
data to monitor changes in the seven services discussed above is summarised in Table 5.2, which
suggests that the routine data, notably the Hospital Episode Statistics (HES) in England, would
provide valuable information in relation to three services: emergency admissions, maternity and
regional specialties. HES can provide up-to-date data on all inpatient and day case episodes, along
with demographic and clinical data. National HES data for 1993/4 along with regional data for
1994/5 and 1995/6 would be used to set baseline levels. Regional data would be used to monitor
changes in each of these services. Members of the team have considerable expertise in such analysis
at both regional and national level and are confident about being able to negotiate national HES
through the National Casemix Office, as has been the case for other projects. (One of the team -
James Raftery - works part time for the National Casemix Office.) Local HES data would be
obtained via the TPP site/DHA. Preliminary consultations with Scottish Home and Health
Department statisticians indicates that Scottish routine data are highly compatible with English HES
and of higher quality. There should be no great difficulty producing an Anglo-Scottish analysis of
activity trends. Routine data would have to be supplemented by collection of data at TPP level on
use of non-NHS services. This could be obtained from TPP practice software for those sites
reporting use of non-NHS services during the fieldwork described in the previous main section.

Routine data, specifically HES, Community Korner and PACT data, would be of more limited use in
the other four services, for which developments in information for contracting might also be
expected (see Table 5.2). Both palliative care and mental health, which have growing elements of
community and domiciliary care, are only partially captured by routine data, with its emphasis on
NHS inpatient activity, leaving gaps regarding community service contacts with patients linked to
diseases or to GPs. Although total community health service contacts are recorded, these cannot be
linked to specific client groups or patients (the advent of the new computable NHS number will

change this - the scope for its use by TPPs will be explored). Data on activity in both community
health services and on health promotion are so weak that TPPs may choose to contract on the basis
of staff inputs and/or clinics and sessions. For each of these services, routine NHS data would be
supplemented by data from each TPP site, depending on how these data are specified by each in their
contracting and monitoring arrangements.

Table 5.2
Routine data by topic and adequacy to detect changes in patterns of services

Service Routine Data Adequacy

Emergency Admissions HES/SMR1 OK (all below omit private
sector)

Maternity HES/SMRI1 ditto

Regional specialties HES/SMR1 ditto

Palliative care HES/SMR1 re NHS missing community service
inpatients only contacts to terminally ill
Mental illness HES/SMRI re NHS missing community service
inpatients only, contacts to mentally ill
CPN contacts, PACT
Community services contacts no linkage to client groups
Staff numbers
Health promotion Clinics ditto
Staff numbers
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HES diagnostic data has strict limitations. It is likely that it will only be possible to analyse trends in
major diagnostic grouping or by ICD chapters.

Ideally, the analysis of routine data (eg HES/SMR 1) would be undertaken for 1993/94, 1994/95,
1995/96 and 1996/97 as soon as possible after the end of March 1997 in order to contribute these
analyses to the final report due at the end of September 1997. Unfortunately, there is likely tobe a
considerable lag in the availability of routine data. It could be October before a complete 1996/97
HES/SMRI data set is available. Thus, it may not be possible to report on the changes in activity

rates before the end of 1997.
Additional data to validate and interpret routine data

It is proposed to collect additional data directly from TPP sites and their health commissions in order
to validate the routine data, and to assist interpretation of routine data on service use. Some of this
will come from the ‘core’ evaluation site visits and CATIs (section 4) and some from CATIs
specifically designed and carried out by WIPHM.

Without knowledge of structures and processes in particular units, interpretation of routine data is
hazardous. Perhaps the critical factor affecting the use of routine data is the degree to which TPPs
contracts specify such data and monitor it. Those contracts that are framed in terms of routine data
(emergency admissions, maternity, regional specialties) might be expected to raise issues to do with
data accuracy and quality. The degree to which providers already have contracts with health
commissions that employ routine data might be expected to influence TPPs’ contracts. Issues such as
grossing up for missing data (KP70 adjustment), FCE ‘inflation’ (multiple FCEs in a single admission)
and inpatient FCEs with zero length of stay (around 8% of all acute sector FCEs) might be expected
to arise. The WIPHM team have expertise in these topics due to having carried out such work l
recently for the London Implementation Group.

Additional information required to interpret routine information for the relevant services, besides the l
degree to which it is used in contracts, might include the strategic or tactical objectives of the TPP

site and knowledge of the processes followed in particular provider units. Given secular trends and

variation in time, interpretation of trends in routine data need to be backed up by knowledge of the

degree to which strategic objectives included such trends. For example, a decline in length of stay for

a particular condition might or might not have been a direct result of TPP policy. Information on the

objectives of TPPs would be collected in the first set of site visit interviews, and updated as part of

an ongoing survey process (see section 4, above).

Knowledge of structures and processes followed by particular units is also important because they

may affect the way data are recorded. For example, emergency admissions of over 75 year olds may

in one unit may go straight to geriatric medicine, and in another unit go first to general medicine -
followed by transfer to geriatric medicine as a separate FCE. Differences in length of stay and cost of

an admission for stroke might be affected by the degree to which that unit included rehabilitation

assessment and/or rehabilitation.

Data would also need to be collected on the ways in which other contracts were specified. Routine
HES and Komer data offers some scope for monitoring changes in mental health services (HES and
PACT) and in palliative care (HES on hospital deaths). For community health services and for 4
health promotion, routine data would appear to have less to offer and contracts may well be
specified in terms of staff inputs of blocks of service such as clinic sessions.
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The changes in activity recorded in the routine NHS data will be linked to consideration of their
costs and, thereby, to an attempt to discover whether TPP sites are more efficient purchasers than
health authorities. In order to do so, the work on activity data analysis will be closely co-ordinated
with the section which follows on service costs and purchaser efficiency (5.2, below).
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5.2: SERVICE COSTS AND PURCHASER EFFICIENCY

Lead: J Le Grand, KFPVLSE

Main comparison: All TPP site service costs versus costs of local health authorities; costs at all
TPP sites before and after introduction of TP; cost comparisons for service
packages in ‘tracer’ studies between TPPs and reference practices (see
section 7)

Research team: J Le Grand, J-A Mulligan, KFPL, J Raftery, WIPHM

Introduction

A crucial question for the evaluation will be whether the TPPs are more efficient purchasers than health
authorities. More specifically, can they purchase services of a comparable quantity and quality to that of
the Health Authority but at a lower total cost; or, equivalently, can they purchase services of higher
quality and/or quantity for the same total cost?

This question will be approached in three ways. First, routine data on unit costs will be examined to see
whether the TPPs succeed in obtaining lower prices per FCE than HAs. This will give an indication of the
ability of TPPs to reduce the cost per unit for services purchased.

Second, detailed estimates will be constructed of the cost of the services used by the patients who will
form the subject of the service-specific sub-studies (the ‘tracer’ studies -see below, section 7, for details).
For the controls, it will be necessary to have data on the volume of services used by each patient and the
cost per unit of service.

Finally, the quality of what is purchased by TPPs will be monitored using the various indicators specified
in the tracer studies themselves (eg patients’/users’ satisfaction in the A and E and community care
studies) to see whether any differences in total cost per patient between the pilot sites and controls are
associated with differences in the quality indicators (see the second part of 5.2, below).

The detailed development of methods in this part of the evaluation will be informed by discussions with
economists in DH/NHSE during early 1996.

SERVICE COSTS AND PURCHASER EFFICIENCY USING ROUTINE ACTIVITY DATA

Specific Objectives

Specific objectives are to compare the costs of TPP site activity with the costs of activity for all
other patients in the same districts and to compare TPP site costs before and after the introduction of
TP in order to provide answers to the following:

1) What are the cost implications of any changes in activity observed in section 5.1, above?
2) What are the opportunity cost implications of any changes in activity?
3) How do changes in the TPP and comparator DHA Efficiency Indices compare?

4) Are there quality changes associated with TPP purchasing that can be ascertained using
routine data?

5) How will any efficiency improvements achieved by TPP through clinical activity and/or cost
changes compare with changes in transactions costs associated with TPPs?
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Methods

Objective 1 will be met by linking activity data with unit cost data. The latter will be obtained from
DHA Financial Returns for all or main providers (HFR22/TFR2). These will be requested from TPPs
and DHAs. Where appropriate, they will be supplemented by data from the service-specific (tracer)
studies which are the subject of separate proposals.

Under objective 2, ‘opportunity cost’ is defined as the value of the alternative activities foregone
through actual TPP purchases. It is therefore appropriate to measure this by linking the cost and
activity data.

Objective 3 will be met using data from the previous objectives. To avoid some of the well-known

problems with the Efficiency Index, sensitivity analyses will be undertaken, calculating different
versions of the index using alternative weighting structures.

Objective 4 will be undertaken using data on mortality, length of stay and destination on discharge.
Objective S will be undertaken in conjunction with the transactions costs component of the
evaluation (see section 6, below) supplemented where possible by other sources.

SERVICE COSTS AND PURCHASER EFFICIENCY FOR SPECIFIC SERVICES

Specific Objectives

The objectives of this part of the evaluation are to:

1. determine whether TPPs can purchase specific services (ie maternity services, those for
people with serious mental illness, and those for people with complex needs for community
care) of a comparable quantity and quality to that of a health authority, but at a lower total

cost.

or, equivalently, to determine whether TPPs can purchase services of higher quality and/or
quantity, for the same total cost.

The project will run alongside three components of the evaluation looking at maternity services,
community care and services for people with serious mental illness which are the subject of separate
but related proposals.

Methods

Estimates will be constructed of the cost of services used by TPP patients and those of reference
practices in the service-specific studies. For this purpose, it will be necessary to collect data on the
services used by each patient and the cost per unit of service.

For each service-specific study, the project team intend to:

1. review the literature on costing methodologies;

2. describe possibly pathways of care;

3. identify utilisation data for the tracer study team to collect;
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attach costs per unit of utilisation;

compare costs for actual packages of care using activity data collected by the tracer study
team for TPP patients and ‘controls’,

compare costs with outcomes.
Data Requirements
Cost Information
The wide range of direct HPSS costs will be considered in each service-specific study (see separate
proposals). Annexe 6 gives examples of some generic services and their estimated costs from
PSSRU calculations. Where data are obtained from national routine sources, the usual caveats on
quality, accuracy and local context apply. In each case, information will be required on:

the nature of the service or intervention

the appropriate measurement unit (eg time, contact rate)

the total number of clients sharing the service (where relevant).

Service Utilisation Data

Data on service utilisation will be collected as part of the service-specific studies. These will use a
combination of:

Practice records (could be limited on non-NHS provision)
Provider records

Case manager interview

Client interview

Client diaries (possibly)

Cost Measurement

Information on costs can be obtained from three main sources:
Published cost studies

Facility-specific costs, ideally from provider financial accounts, but if necessary from
nationally published data on average costs (eg CIPFA)

Prices charged to SFHs and health authorities by local providers

inkir~re Affizn96docdoc




Facility-specific costs are probably the most relevant for services which show a wide variation in
scale, purpose and location, such as accommodation or day activity services. Financial accounts
compiled by the providing agency within their normal processes will be the starting point. For other
services, national costs or cost data from published studies (perhaps with regional weighting) may be
more appropriate. Interpreting data on prices may be problematic since they are likely to be
constructed in different ways for different providers. It will be made clear what is included or
excluded in each cost estimate.

Qutcome Measurement

If variations in cost are to be relevant, we need to be able to say something about the relative costs
of achieving given levels of outcome. For example, for maternity services, it is intended to interview
women using an appropriately validated client questionnaire (see proposal from Wyke et al).
Methods of outcome measurement for the ‘tracer’ studies are given in the relevant proposals,
elsewhere. Outcome assessments will be linked to any differences in direct HPSS costs of
‘packages’ of care purchased by TPPs and health authorities on behalf of reference practice
populations.

