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Chapter��5��
��

Resource��Allocation��for��Integrated��Health��Care��

��

5.1 INTRODUCTION��

Traditionally,��the��health�rcare��sector��was��designed��to��deal��with��people��with��acute��or��

emergency��problems��that��can��be��quickly��resolved��through��one�roff��medical��

interventions.��However,��this��approach��does��not��cater��well��for��the��needs��of��

individuals��living��with��chronic��diseases,��individuals��with��multiple��complex��health��and��

social��problems��and��older,��increasingly��frail��individuals.��In��this��context,��countries��

worldwide��are��recognising��the��importance��of��integrated��health��care,��whereby��

services��are��co�rordinated��across��the��full��range��of��service��providers.��Resource��

allocation��mechanisms��that��support��the��delivery��of��integrated��health��care��are��key.��

However,��as��will��become��clear��in��the��review��of��international��evidence��presented��in��

this��chapter,��the��importance��of��integrated��health��care��has��only��recently��been��

identified��in��international��policy��circles.��This��has��meant��that��the��evidence��on��

integrated��care��initiatives��and��supporting��mechanisms��is��diverse��and��has��not��always��

been��subject��to��economic��evaluation;��nonetheless,��a��number��of��key��messages��can��be��

identified��and��these��are��discussed��below.��

��

In��this��chapter,��we��discuss��the��importance��of��integrated��health��care,��international��

experience��with�� integrated��health�rcare�� initiatives�� (including��chronic��disease��

management��(CDM)��programmes)��and��the��resource��allocation��mechanisms��to��

support��the��delivery��of��integrated��health��care.��Section��5.2��introduces��the��concept��of��

integrated��health��care��and��discusses��its��importance.��Section��5.3��discusses��the��

importance��of��incentivising��providers��to��deliver��integrated��health��care,��while��Section��

5.4��focuses��on��the��management��of��chronic��diseases.��Section��5.5��provides��an��

overview��of��the��international��literature��and��draws��on��detailed��case��studies��

contained��in��the��appendix��to��Part��2.��Section��5.6��summarises��and��concludes��the��

chapter.��
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5.2 WHAT��DO��WE��MEAN��BY��INTEGRATED��HEALTH��CARE��AND��WHY��IS��IT��IMPORTANT?��

Integrated��care��is��characterised��by��coherent��and��co�rordinated��service��delivery��to��

individual��service��users��across��a��broad��range��of��health��and��social��care��organisations,��

various��professionals��and��informal��caregivers��(Mur�rVeeman��et��al.,��2008).��A��

distinction��is��often��made��between��horizontal��and��vertical��integration,��with��horizontal��

integration��referring��to��strategies��linking��similar��levels��of��care��(e.g.��linking��hospitals��

providing��similar��services),��while��vertical��integration��refers��to��strategies��linking��

different��levels��of��care��(WHO,��2002).��
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The��model��of��health��care��is��necessarily��changing.��The��traditional��approach��that��

treated��acute��episodes��cannot��provide��effective��care��for��a��population��that,��because��

of��its��increased��longevity,��is��facing��an��increased��prevalence��of��(multiple)��chronic��

diseases��(see��also��Commonwealth��of��Australia,��2009).��Integrated��care��aims��to��

improve��the��performance��of��the��health�rcare��system.��It��is��not��an��end��in��itself,��but��

rather��a��means��to��achieve��outcomes��such��as��quality,��patient��satisfaction,��access��and��

efficiency��and,��ultimately,��an��improvement��in��population��health.��

��

While��usually��discussed��in��the��context��of��CDM,��integrated��care��is��a��broader��concept��

that��describes��a��goal��of��'seamless'��care��for��patients��with��acute��and��chronic��health��

problems��at��any��point��in��the��health�rcare��system��(Rea��et��al.,��2007).��However,��the��

management��of��chronic��conditions��can��be��most��effective��when��established��within��a��

wider��system��of��integrated��care.��As��the��burden��of��disease��shifts��from��those��with��

acute��conditions��to��those��with��long�rterm��and/or��multiple��chronic��conditions,��the��

need��for��integrated��care��becomes��ever�rmore��pressing.��

��

5.3 HOW��CAN��WE��INCENTIVISE��PROVIDERS��TO��ENSURE��INTEGRATED��CARE?��

High��expense��is��not��the��reason��that��care��for��chronic��disease��in��particular,��and��

integrated��care��in��general,��is��poor.��An��influenza��vaccine��costs��very��little��and��co�r

ordinating��care��would��often��save��money��(after��the��initial��expense��to��implement��the��

computer��systems��necessary��for��co�rordination).��The��key��problem��is��that��providers��

are��generally��not��paid��for��getting��patients��to��attend��for��screening��or��preventive��care;��

they��are��only��paid��for��providing��care��when��patients��present��(Cutler,��2006).��Time��

spent��co�rordinating��records��or��advice��for��different��providers��is��generally��not��

reimbursed.��Providers��are��not��incentivised��to��provide��many��of��the��less��intensive��

services��(lifestyle��advice,��reminding��patients��about��appointments,��medication��

reviews)��that��are��crucial��to��population��health��(Cutler,��2006).��Despite��the��growing��

need��for��co�rordination,��health�rcare��services��are��primarily��paid��for��on��an��episodic,��

visit�rrelated��basis��with��few,��if��any,��incentives��for��providing��comprehensive,��co�r

ordinated��and��continuous��care��for��the��prevention��and��management��of��chronic��illness��

(American��College��of��Physicians,��2008).��

��

In��most��industrialised��countries,��current��payment��systems��do��not��reward��or��support��

the��spread��of��delivery��systems��that��provide��a��continuum��of��preventive,��acute��and��

chronic��care.��As��a��result,��patients��are��often��on��their��own��to��find��the��best��specialists��

and��hospitals��for��their��conditions��and��to��patch��together��medical��information��and��

advice��from��multiple��practitioners.��In��effect,��no��one��is��accountable��for��the��total��care��

of��the��patient.��In��addition,��medical��records��that��contain��all��of��a��patient's��medical��

history,��test��results��and��treatment��information��from��multiple��providers��are��rare.��

Currently,��incentives��are��often��misaligned��as��providers��can,��in��some��cases,��lose��

money��by�� providing��higher�� quality�� and�� better�� outcomes�� at�� lower�� costs��

(Commonwealth��Fund,��2009).��
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The��combination��of��ageing��populations��with��increased��chronic��diseases��and��new��

technologies��demands��complex��models��of��care,��requiring��co�rordinated��interventions��

by��professionals��at��different��levels��of��the��health�rcare��system.��However,��most��

contracting��systems��make��it��impossible��to��contract��for��packages��of��care��that��span��

different��sectors��and��levels��of��care.��Many��contracting��developments��reflect��an��

opposite��trend,��seeking��to��package��health��care��into��well�rdefined��products��and��

homogeneous��interventions��that��can��be��easily��linked��to��payment��systems��and��

incentives��(Figueras��et��al.,��2005).��Contracting,��therefore,��should��move��in��an��opposite��

direction,��focusing��on��disease��management��programmes��(DMPs)��–��rather��than��on��

episodes��of��care��–��which��span��different��levels��of��the��health�rcare��system��and��allow��

integrated��care��pathways.��(See��Case��Study��2.12��for��an��overview��of��the��German��

experience��with��DMPs.)��

��

A��number��of��conditions��are��important��in��facilitating��the��development��of��an��

integrated��health�rcare��system.��In��a��recent��summary��of��lessons��from��the��US��on��

integrated��health��care,��three��key��factors��that��characterise��an��effective��integrated��

health�rcare��system��were��identified,��namely:��appropriate��governance,��use��of��

incentives��and��integrated��health��IT��(Fleury��et��al.,��2009).��A��further��study��identified��ten��

characteristics��of��a��high�rperforming��chronic��care��system��as:��universal��coverage;��the��

provision��of��care��that��is��free��at��the��point��of��use��(or��at��least��at��a��cost��that��does��not��

deter��sick��patients��from��seeking��necessary��health��care);��a��focus��on��preventive��

health;��priority��for��support��for��self�rmanagement;��priority��to��primary��health��care;��

emphasis��on��population��management��(i.e.��stratification��of��the��population��according��

to��risk);��the��ability��for��primary��health�rcare��teams��to��be��able��to��access��specialist��

advice��and��support��when��needed;��effective�� IT��systems;��care��co�rordination��

(particularly��for��those��transitioning��between��different��levels��of��care);��and��finally,��

'linking��these��nine��characteristics��into��a��coherent��whole��as��part��of��a��strategic��

approach��to��change'��(Ham,��2010;��84).��

��

Strong��accountable��governance��structures,��which��develop��through��sound��clinical��

leadership��and��robust��management��practices,��are��critical��to��achieving��integration.��

One��of��the��major��challenges��to��be��overcome��in��developing��an��integrated��health�rcare��

system��is��changing��provider��behaviour;��traditionally,��providers��are��trained,��and,��

more��importantly,��remunerated��on��the��basis��of��the��provision��of��discrete��episodic��

forms��of��care.��

��

The��development��of��technologies��to��facilitate��the��exchange��of��information��among��

different��providers��and��care��settings��is��a��key��requirement��of��a��functioning��integrated��

health�rcare��system.��In��particular,��shared��patient��record��systems��can��improve��the��

division��of��work��between��providers,��reduce��duplication,��aid��diagnosis��and��help��in��the��

development��and��monitoring��of��treatment��plans��(WHO,��2002).��Effective��clinical��

protocols,��which��describe��recommended��treatment��pathways,��are��also��important.��

Health��systems��with��centralised��planning��and��financing��functions��have��an��advantage��
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over��systems��with��dispersed��providers��and��diverse��methods��of��financing.��The��

structural��characteristics��of��a��health��system��can,��therefore,��greatly��facilitate��the��

integration��of��health��care��(WHO,��2002).��(See��Case��Study��2.9��for��an��illustration��of��how��

the��structure��of��a��health�rcare��system��(in��Canada)��is��being��reorganised��in��an��effort��to��

support��the��delivery��of��integrated��health��care.)��

��

5.4 CHRONIC��DISEASE��MANAGEMENT��

The��increasing��prevalence��of��chronic��disease��is��posing��serious��challenges��for��health�r

care��systems��worldwide.��In��the��US��Medicare��programme,��the��challenges��presented��

by��chronic��disease��and��the��cost��and��quality��consequences��of��poorly��co�rordinated��

care��are��substantial.��An��estimated��83��per��cent��of��Medicare��beneficiaries��have��at��

least��one��chronic��condition��(Anderson,��2005).��The��proportion��of��beneficiaries��with��

five��or��more��chronic��conditions��grew��from��an��estimated��31��per��cent��in��1987��to��more��

than��half��of��all��Medicare��beneficiaries��by��2002��(Thorpe��et��al.,��2006).��These��

beneficiaries��must��navigate��a��daunting��number��of��provider��relationships,��treatment��

decisions��and��follow�rup��prescriptions.��One��study��estimated��that��beneficiaries��with��

five��or��more��chronic��conditions��see��an��average��of��13��physicians��per��year��and��fill��an��

average��of��50��prescriptions��over��the��same��period��(Medicare��Payment��Advisory��

Commission,��2009).��

��

Chronic��disease,��therefore,��requires��complex��models��of��care,��involving��co�roperation��

among��providers��and��institutions��that��have��traditionally��been��separate��(Nolte��et��al.,��

2005).��Models��of��CDM��have��traditionally��targeted��individuals��with��a��single��chronic��

disease��or��condition.��Integrated��care��extends��to��encompass��preventive��care,��social��

care��and��care��and��support��in��the��home.��Chronic��care��management��can��be��most��

effective��when��established��within��a��wider��system��of��integrated��care.��One��of��the��core��

features��of��health�rcare��systems��that��facilitate��effective��CDM��includes��the��use��of��

other��health�rcare��professionals.��For��example,��the��use��of��nurses��in��managing��chronic��

disease��takes��the��form��of��nurse�rled��clinics,��discharge��planning��and/or��case��

management��in��countries��such��as��Sweden,��England��and��the��Netherlands��(Nolte��et��

al.,��2008a).��The��approach��in��the��English��NHS��to��CDM��consists��of��three��strands:��case��

management��for��those��with��complex��or��co�rmorbid��conditions,��disease��management��

for��those��at��some��risk��and��self�rmanagement��support��for��the��majority��of��patients��who��

are��at��lower��risk��(Rogers��et��al.,��2008).��Under��the��latter,��the��patient��is��pivotal��in��

managing��his/her��own��condition��(see��Case��Study��2.10),��while��the��community��matron��

acts��as��the��patient's��representative��for��the��first��strand��(see��Case��Study��2.11).��

��

The��chronic��care��model��(CCM)��was��developed��in��the��US��in��the��1990s,��partly��in��

recognition��of��the��failure��of��health��systems��that��were��largely��built��on��an��acute��

episodic��model��of��care,��with��little��emphasis��on��patient��self�rmanagement.��The��CCM��is��

based��on��the��premise��that��high�rquality��chronic��care��is��characterised��by��productive��

interactions��between��the��practice��team��and��patients,��involving��assessment,��self�r
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management��support,��optimisation��of��therapy��and��follow�rup��support.��The��CCM��

comprises��four��interacting��components:��self�rmanagement��support,��delivery��system��

design,��decision��support��and��clinical��information��systems.��A��meta�ranalysis��of��a��

number��of��studies��evaluating��the��CCM��found��that��no��single��element��in��the��model��

was��essential��to��improving��outcomes.��However,��changes��to��delivery��system��design��

significantly��improved��processes��and��outcomes,��as��did��self�rmanagement��support��

(Tsai��et��al.,��2005).��

��

5.5 INTERNATIONAL��EVIDENCE��

While��there��is��no��shortage��of��integrated��care��initiatives,��they��are��rarely��evaluated��

and��so��evidence��on��best��practice��is��sparse��(Segal,��2008).1��In��addition,��while��the��

concept��of��integrated��care��is��logically��appealing,��the��'available��evidence��on��the��

effectiveness��of��different��forms��of��integration��or��co�rordination��of��care��remains��

uncertain'��(Nolte��et��al.,��2008b;��2).��While��the��general��consensus��is��that��integrated��

care��reduces��costs��and��hospital��admissions,��provides��more��appropriate��care��and��

improves��quality��of��life��for��patients,��the��extent��to��which��these��effects��are��statistically��

significant��is��unclear.��Table��A2.1��illustrates��the��main��features��of��CDM��programmes��

across��the��eight��countries��examined��in��this��report,��as��well��as��Ireland.��

��

In��addition,��most��initiatives��currently��in��use��are��ad��hoc,��narrow��in��focus��and��fail��to��

offer��a��coherent,��co�rordinated��and��sustainable��approach��to��improving��the��delivery��of��

integrated��health��care.��For��example,��while��the��UK��published��a��White��Paper��entitled��

Our��health,��our��care,��our��say:��A��new��direction��for��community��services��in��2006,��which��

set��out��a��vision��for��community�rbased��care,��the��actual��implementation��of��integrated��

care��approaches��has��been��largely��left��up��to��the��initiative��of��individual��Primary��Care��

Trusts��(Nolte��et��al.,��2008a).��The��importance��of��incentives��for��doctors��to��participate��

was��highlighted�� in��an�� evaluation�� of�� the��US�� Medicare�� 'Case��Management��

Demonstrations',��which�� ran�� from��1993�� to�� 1995��and��which��provided�� case��

management��services��for��Medicare��beneficiaries��with��catastrophic��illnesses��and��high��

medical��costs.��Expenditures��in��the��intervention��group��showed��no��improvements��due��

to��the��case��management��intervention��and��there��was��no��significant��effect��on��self�rcare��

or��health��status.��One��of��the��main��reasons��for��these��disappointing��results��was��that��

physicians��had��no��target��outcomes��on��which��reimbursement��was��based,��so��there��

was��no��incentive��for��more��efficient��use��of��services��(Centers��for��Medicare��and��

Medicaid��Services,��1995).��

��

The��American��College��of��Physicians��recently��proposed��Medicare��demonstrations��of��

the��'patient�rcentered��medical��home'��concept��(in��which��physicians��and��practices��

provide��care��that��is��accessible,��centred��on��patients��and��families,��comprehensive��and��

continuous,��co�rordinated,��equitable��and��culturally��sensitive).��Congress��provided��for��a��

��
1�� For��example,��in��Australia��in��2001,��over��20��distinct��Australian��Government��initiatives��were��concerned��with��primary��health�r

care��integration��and��data��sharing,��in��addition��to��numerous��state,��local��and��hospital�rbased��programmes��(Segal,��2008).��
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demonstration��in��the��Tax��Relief��and��Healthcare��Act��of��2006��to��test��whether��paying��

such��physician��practices��for��assuming��all��the��responsibilities��of��a��patient�rcentred��

medical��home��results��in��lower��total��Medicare��costs��(Davis,��2007).��See��Case��Study��2.7��

for��further��discussion��of��the��Medicare��'Medical��Home��Demonstration'.��

��

On��a��more��macro��scale,��the��integrated��health�rcare��delivery��system,��Kaiser��

Permanente,��is��often��referred��to��as��an��example��of��best��practice��in��integrated��health��

care��(see��Case��Study��2.8).��Also��in��the��US,��the��Veterans��Administration��(VA)��provides��

health�rcare��services��to��approximately��5.5m��eligible��veterans��and��their��dependants,��

primarily��by��salaried��doctors��working��in��government�rowned��facilities��(American��

College��of��Physicians,��2008).��The��VA��is��a��single�rpayer��system,��with��funds��allocated��to��

geographic��regions��that��typically��contain��several��hospitals.��If��funding��runs��out��before��

the��end��of��a��fiscal��year,��services��are��curtailed.��Reforms��in��the��mid�r1990s��included��the��

adoption��of��an��electronic��medical��record��system��and��an��increased��emphasis��on��

primary��care,��preventive��services��and��case��management��for��long�rterm��care.��

Comparisons��of��VA��patients��with��the��general��population��consistently��show��higher��

quality��of��care,��particularly��for��preventive��and��long�rterm��care.��The��VA��actively��

manages��prescription��budgets��by��relying��on��a��formulary��that��encourages��the��use��of��

generic��and��lower�rcost��drugs.��

��

In��Germany,��polyclinics��were��a��common��feature��of��the��health�rcare��system��in��the��

German��Democratic��Republic.��Following��German��re�runification��in��1990,��they��were��

almost��entirely��replaced��by��the��model��of��independent��office�rbased��practices.��

However,��in��recognition��of��their��potential��to��enhance��co�rordination��and��integration��

of��care,��the��model��of��polyclinics��was��reintroduced��into��the��German��health�rcare��

system��in��2004��under��the��re�rbranded��name��of��Medizinische��Versorgungszentren��

(medical��care��centres,��MVZs).��MVZs��are��allowed��to��provide��care��across��several��

health�rcare��specialties��and��their��establishment��requires��a��minimum��of��two��

physicians��with��different��specialisations.��Teams��usually��include��at��least��one��GP,��but��

may��also��involve��nurses,��pharmacists,��psychotherapists��or��psychiatrists��and��other��

health�rcare��professionals.��Although��MVZs��have��to��be��professionally��supervised��by��a��

fully��qualified��and��registered��physician,��any��health�rcare��provider��may��establish��and��

operate��a��centre.��Sickness��funds��are��excluded��from��ownership��to��avoid��vertical��

integration.��MVZs��are��usually��run��by��professional��managers,��who��deal��with��the��

administrative��issues.��MVZ��physicians��may��be��salaried��or��contracted��as��self�r

employed��practitioners.��Anecdotal��evidence��suggests��that��MVZs��are��becoming��

increasingly��attractive��to��physicians��because��joining��a��MVZ��minimizes��the��financial��

risk��associated��with��establishing��an��independent��private��practice,��while��at��the��same��

time��maintaining��freedom��of��clinical��practice��(Ettelt��et��al.,��2006).��

��

Several��countries��have�� introduced�� financial�� incentives�� for��providers��and/or��

purchasers��to��strengthen��care��co�rordination��or��implement��structured��DMPs.��In��

Germany,��legislation��in��2002��created��DMPs��for��chronic��illnesses��in��order��to��give��
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sickness��funds��a��financial��incentive��to��care��for��chronically�rill��patients��(see��Case��Study��

2.12).��There��are��financial��incentives��for��both��providers��and��patients��to��participate��in��

DMPs.��In��contrast,��one��approach��to��CDM��has��been��criticised��for��the��initial��absence��of��

financial��incentives��(see��Case��Study��2.13).��In��Australia,��the��Australian��Enhanced��

Primary��Care��(EPC)��scheme,��introduced��in��1999,��aims��to��improve��co�rordination��of��

care��for��people��with��chronic��conditions��and��complex��care��needs.��The��scheme��

provides��a��framework��for��a��multidisciplinary��approach��to��health��care,��which,��along��

with��the��Service��Incentives��Program��and��Practice��Incentives��Program��(see��Case��Study��

2.5),��offers��financial��incentives��to��GPs��to��encourage��co�rordination��of��care��for��patients��

with��chronic��conditions��(Nolte��et��al.,��2008a).��However,��the��extent��to��which��the��EPC��

really��facilitates��integrated��multidisciplinary��care��is��open��to��question��since��the��

payments��available��are��available��only��for��GPs.��

��

In��England,��strategies��to��improve��the��care��for��those��with��chronic��conditions��in��

primary��care��have��been��supported��by��a��new��system��of��paying��for��primary��care,��the��

Quality��and��Outcomes��Framework��(QOF).��The��QOF��is��designed��to��provide��

appropriate��financial��incentives��to��encourage��general��practices��to��provide��ongoing��

high�rquality��management��of��ten��chronic��conditions��including��diabetes,��hypertension��

and��asthma.��However,��there��are��concerns��over��the��quality��of��care��for��patients��with��

conditions��not��covered��by��the��QOF,��although��ongoing��updates��of��the��QOF��aim��to��

overcome��this��to��some��extent��(Nolte��et��al.,��2008a).��See��also��Case��Study��2.3.��

��

5.6 SUMMARY��

As��the��burden��of��disease��shifts��from��those��with��acute��conditions��to��those��with��long�r

term��and/or��multiple��chronic��conditions,��the��need��for��integrated��care��is��increasing.��

Integrated��care��is��characterised��by��coherent��and��co�rordinated��delivery��of��health�rcare��

services��across��a��broad��range��of��health��and��social��care��organisations,��various��

professionals��and��informal��caregivers.��A��distinction��is��often��made��between��

horizontal��and��vertical��integration,��with��horizontal��integration��referring��to��strategies��

linking��similar��levels��of��care��(e.g.��linking��hospitals��providing��similar��services),��while��

vertical��integration��refers��to��strategies��linking��different��levels��of��care.��While��usually��

discussed��in��the��context��of��CDM,��integrated��care��is��a��broader��concept��that��describes��

a��goal��of��'seamless'��care��for��patients��with��acute��and��chronic��health��problems��at��any��

point��in��the��health�rcare��system.��

��

In��terms��of��resource��allocation,��ensuring��that��the��financial��incentives��faced��by��

providers��support��the��provision��of��integrated��health��care��is��crucial.��In��most��

countries,��current��payment��systems��do��not��reward��or��support��the��spread��of��delivery��

systems��that��provide��a��continuum��of��preventive,��acute��and��chronic��care.��Other��key��

requirements��for��an��effective��integrated��health�rcare��system��include��IT��(incorporating��

consistent��clinical��protocols)��and��good��governance��structures.��Incentives��for��patients��

have��also��been��highlighted��in��the��international��literature��and��Chapter��15��discusses��
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the��importance��of��financial��incentives��for��all��actors��in��the��system��that��support��the��

use,��and��delivery,��of��integrated��health��care.��In��terms��of��international��experience��with��

integrated��care��initiatives,��most��examples��focus��on��the��management��of��chronic��

disease,��are��relatively��small��scale��and��have��not��been��subject��to��formal��economic��

evaluation.��The��potential��burden��of��increasing��rates��of��chronic��disease��has��only��

recently��come��to��policy��attention��in��developed��countries;��it��is��therefore��not��

surprising��that��strategies��and��mechanisms��to��support��integrated��health��care��are��still��

very��much��in��the��development��phase.��
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CASE��STUDY��2.1��
UK��–��GP��Fundholding��and��Practice��Based��Commissioning��

��

GP��Fundholding��

Overview��

In��1991,��GP��fundholding��was��established��in��the��UK��and��303��GP��practices��received��

budgets��to��purchase��selected��services��directly��for��their��patients.��The��standard��

fundholding��budget��covered��approximately��20��per��cent��of��the��hospital��and��

community��health��service��budget,��including��most��elective��surgery��(cataract��

extraction,��hip��replacement,��etc.),��outpatient��assessment,��diagnosis��and��treatment,��

as��well��as��prescription��costs.��The��local��health��authority��purchased��all��other��services,��

including��emergency��care.��The��fundholding��budget��excluded��the��GP's��personal��

income,��which��was��paid��separately.��Practices��could��reallocate��fundholding��savings��to��

other��services��(e.g.��IT)��but��not��to��supplement��GPs'��incomes.��Fundholding��evolved��to��

incorporate��more��complex��procedures��and��services��(e.g.��cardiovascular��surgery��and��

specialised��nursing��care).��Fundholding��practices��were��also��encouraged��to��limit��their��

prescribing��costs.��A��key��aim��of��fundholding��was��to��ensure��better��value��for��money��by��

encouraging��practices��to��scrutinise��their��prescribing��and��referral��patterns��and��to��

shop��among��competing��providers��for��the��best��price��and��quality��(Dixon��et��al.,��1995;��

Horrocks��et��al.,��2002).��Fundholding��was��also��extended��to��smaller��practices;��from��

April��1996,��practices��with��lists��of��5,000��or��more��patients��were��eligible��to��apply.1��The��

proportion��of��the��population��covered��by��fundholding��increased��from��7��per��cent��in��

1991��to��over��50��per��cent��in��1997��(McCallum��et��al.,��2006).��Fundholding��was��abolished��

by��the��new��Labour��government��in��1997.��

��

Evaluation��

Fundholding��was��not��subject��to��a��formal��national��evaluation��(Mannion,��2005).��

Research��on��the��impact��of��fundholding��on��waiting��times��suggests��that��fundholding��

practices��were��able��to��secure��significant��reductions��in��waiting��times��for��their��

patients;��comparing��waiting��times��for��fundholding��and��non�rfundholding��practices��

before��and��after��the��abolition��of��fundholding��in��1997,��Dusheiko��et��al.��(2003)��found��

that��fundholding��status��reduced��the��waiting��times��of��patients��by��an��average��of��4�r7��

per��cent��for��all��elective��admissions.��Dusheiko��et��al.��(2003)��showed��also��how��elective��

admission��rates��decreased��by��approximately��3.3��per��cent��as��a��result��of��fundholding��
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��
1�� Initially,��practices��with��lists��of��9,000��individuals��or��greater��were��eligible��to��participate��in��the��scheme��(Kay,��2002).��
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incentives.2�� Fundholding�� practices�� appear�� to�� have�� had�� slower�� growth�� in��

pharmaceutical��costs��(Mannion,��2005),��with��savings��in��prescribing��costs��largely��

'once�roff'��in��the��form��of��increased��use��of��generic��prescriptions,��the��use��of��practice��

formularies��and��feedback��to��practitioners��on��their��prescribing��behaviour��(Smith��et��

al.,��2004).��

��

However,��gaming��on��the��part��of��GPs��prior��to��the��introduction��of��fundholding��was��

demonstrated��by��Croxson��et��al.��(2001)��who��found��that��fundholders��increased��

referrals��in��the��year��before��budgets��were��set.��In��addition,��GP��fundholding��is��

generally��accepted��to��have��led��to��increased��inequities��and��two�rtier��access��to��care,��

largely��as��a��result��of��differing��waiting��times��(Smith��et��al.,��2004).��There��is��also��

evidence��to��show��that��large��numbers��of��small��practice�rbased��purchasers��(such��as��

fundholders)��inflated��transaction��costs��compared��to��a��small��number��of��larger��

commissioning��agencies��(Smith��et��al.,��2004).��In��terms��of��the��contribution��of��

initiatives��such��as��GP��fundholding��to��service��change,��it��has��been��demonstrated��that��

primary��care��providers��were��most��effective��and��most��motivated��as��commissioners��in��

bringing��about��service��change��and��development��in��areas��close��to��primary��health��care��

and��which��they��were��most��familiar��with��as��clinicians��(Smith��et��al.,��2004).��

��

Primary��Care��Trusts��

After��the��abolition��of��fundholding��in��1997,��a��new��nationwide��system��of��primary��care��

groups�� (PCGs)�� was��established.�� Unlike��fundholding,�� which��was��voluntary,��

membership��of��a��PCG��was��compulsory��for��all��GP��practices��(Langenbrunner��et��al.,��

2005).��Each��PCG��was��allocated��a��cash�rlimited��budget��for��hospital��and��community��

health��services,��prescribing��and��general��practice��infrastructure��(Kay,��2002).��In��April��

2002,��Primary��Care��Trusts��were��established��as��independent��organisations��across��

England��(replacing��the��earlier��PCGs)��and��district��health��authorities��were��abolished��

(replaced��with��28��Strategic��Health��Authorities).3��Primary��Care��Trusts��make��primary��

care��the��centre��of��decision�rmaking��and��local��health��strategy.��They��commission��all��

but��highly��specialised��services��for��their��populations��and��are��responsible��for��75�r80��per��

cent��of��the��total��National��Health��Service��(NHS)��budget.4��This��structure��is��intended��to��

facilitate��commissioning��of��care��that��is��integrated��across��the��health,��social��care��and��

independent��sectors.��

��
2�� In��an��analysis��of��a��similar��initiative��in��New��Zealand��(independent��practitioner��associations),��it��was��found��that��the��increased��

control��over��budgets��enabled��the��associations��to��make��significant��savings��against��historic��budgets��for��services��such��as��
laboratory��tests��and��investigations��(Smith��et��al.,��2004).��

3�� Health��and��Personal��Social��Services��Boards,��NHS��Boards��and��Local��Health��Boards��fulfil��many��of��the��same��functions��in��
Northern��Ireland,��Scotland��and��Wales��respectively.��

4�� The��average��population��size��of��English��Primary��Care��Trusts��in��2008��was��338,500��(see��also��Chapter��2).��
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Practice�rBased��Commissioning��(PBC)��

Overview��

Practice�rBased��Commissioning��(PBC)��was��gradually��introduced��to��the��NHS��from��2004��

onwards��in��order��to��generate��front�rline��clinical��engagement��with��the��commissioning��

process.��The��essence��of��PBC��is��that��GP��practices��are��provided��with��an��'indicative��

budget'��with��which��to��commission��services��for��their��patients.��In��other��words,��GP��

practices��have��been��given��'virtual'��budgets��with��which��to��buy��health��services��for��

their��population,��with��Primary��Care��Trusts��continuing��to��hold��the��'real'��money��(Curry��

et��al.,��2008).��Under��GP��fundholding,��real��budgets��were��devolved��to��GPs.��It��was��

expected��that��practices,��or��groups��of��practices��(consortia),��would��seek��to��redesign��

services��so��as��to��provide��better��experiences��for��patients��as��well��as��save��money.��

Money��saved��on��these��budgets��was��to��be��available��for��practices,��or��consortia,��to��

invest��in��improved��patient��services.��Practices��were��allowed��to��access��at��least��70��per��

cent��of��any��savings��achieved,��with��the��remaining��30��per��cent��available��to��the��Primary��

Care��Trust.��

��

Participation��in��PBC��is��voluntary.��PBC��was��not��officially��specified��in��detail��so��that��

implementation��varied��locally��(Coleman��et��al.,��2009).��In��the��early��years,��the��

indicative��budget��was��calculated��on��the��basis��of��historical��spend,��with��all��practices��

moving��to��a��weighted��capitation��formula��over��a��period��of��three��years.��Since��the��

budget��is��indicative��rather��than��fully��devolved,��Primary��Care��Trusts��remain��legally��

responsible��for��any��overspends��(Curry��et��al.,��2008).��However,��if��practices��are��unable��

to��balance��their��budget��over��three��years,��they��forfeit��the��right��to��hold��an��indicative��

budget��(except��in��exceptional��circumstances��such��as��an��unusually��high��cost��patient)��

(Department��of��Health,��2004).��However,��as��the��budget��is��indicative,��it��is��not��clear��the��

extent��to��which��such��a��sanction��is��effective.��Primary��Care��Trusts��have��signalled��that��

removal��of��the��GP��contract��is��also��a��potential��sanction,��although��only��in��very��

extreme��cases��(Curry��et��al.,��2008).��

��

In��addition��to��any��savings,��which��can��only��be��spent��on��the��provision��of��services,��an��

initial��incentive��payment��(the��'Directed��Enhanced��Service'��payment)��was��paid��to��

practices��agreeing��to��take��part��in��the��scheme��for��the��first��two��years.��By��December��

2006,��uptake��of��the��incentive��payment��was��reported��at��96��per��cent.��Subsequently,��

Primary��Care��Trusts��were��responsible��for��developing��their��own��local��incentive��

schemes.��Payments��under��these��schemes��count��as��practice��income��and��there��are��no��

restrictions��on��how��they��can��be��spent��(Coleman��et��al.,��2009).��By��wave��5��of��PBC��

(2008),��74��per��cent��of��practices��engaging��in��PBC��were��provided��with��a��financial��

incentive��for��participating��by��their��Primary��Care��Trust��(Department��of��Health,��2008).��

��

In��terms��of��the��characteristics��of��those��engaging��in��PBC,��a��survey��of��Primary��Care��

Trusts��in��2007��found��that��the��collective��'consortium'��approach��to��PBC��(i.e.��groups��of��

practices)��was��the��most��frequent��arrangement��for��the��operation��of��PBC,��with��slightly��
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less��than��half��of��Primary��Care��Trusts��reporting��any��PBC��by��'stand��alone'��individual��

practices��(Coleman��et��al.,��2009).��They��also��found��a��large��number��of��new��services��

were��facilitated��by��the��operation��of��PBC.��These��ranged��from��local,��small��scale��

practice�rlevel��innovations��(e.g.��ECGs)��to��much��larger��schemes��(e.g.��new��local��clinics).��

All��of��the��PBC��sites��surveyed��were��keen��to��provide��services��themselves.��Some��had��

set��up��or��were��planning��a��formal��'provider��arm'.��This��generated��considerable��

disquiet��among��many��Primary��Care��Trusts,��who��were��concerned��about��potential��

conflicts��of��interest.��

��

Evaluation��

An��early��review��of��PBC��found��that��while��there��was��little��evidence��that��PBC��made��any��

strategic��or��significant��impact��on��secondary��care��services,��it��did��however��lead��to��

improved��responsiveness��in��terms��of��shorter��waiting��times��for��treatment��and��more��

information��on��patients'��progress.��PBC��has��its��greatest��impact��on��primary�r��and��

intermediate��care��services;��in��particular,��it��stimulates��a��greater��range��of��practice�r

based��services,��changes��prescribing��practices��and��facilitates��the��establishment��of��

new��community�rbased��alternatives��to��hospital��care.��Attributing��such��developments��

to��the��incentives��embodied��in��PBC��is��difficult��however,��as��there��was��no��before�rafter��

evaluation��of��PBC��(Curry��et��al.,��2008).��The��majority��of��GPs��are��supportive��of��the��

principles��of��the��policy,��but��this��has��not��translated��into��active��engagement,��with��

most��GPs��reporting��they��were��happy��to��observe��passively��and��let��others��lead��on��

their��behalf��(Curry��et��al.,��2008).��In��addition,��PBC��does��entail��significant��transaction��

costs��(Smith��et��al.,��2004).��

��

The��evidence��suggests��that��it��takes��time��for��those��involved��to��come��to��terms��with��

the��scope��and��remit��of��the��different��players,��such��as��the��issues��of��budgetary��control,��

administrative��support,��commissioning��and��business��case��development��(Curry��et��al.,��

2008).��It��is��clear��from��the��four��case��study��sites��in��the��King's��Fund��study��that��the��

balance��of��power��in��PBC��lies��firmly��with��the��Primary��Care��Trusts;��GPs��who��had��

expected��a��greater��degree��of��autonomy��to��purchase��and��provide��services��in��a��

manner��similar��to��GP��fundholding��have��been��disappointed��(Curry��et��al.,��2008).��In��

order��to��be��effective��practice�rbased��commissioners,��GPs��require��good��data��analysis��

skills,��business��acumen��and��a��good��knowledge��of��commissioning��(not��necessarily��

skills��that��GPs��possess).��The��capacity��of��the��Primary��Care��Trust��to��support��PBC��is��

affected��by��the��cluster��structure,��with��larger��clusters��of��practices��being��more��

resource�refficient��in��terms��of��the��support��required.��

��

PBC��was��intended��to��improve��the��use��of��resources��by��providing��an��incentive��for��GPs��

to��reduce��referrals��to��secondary��care,��either��through��demand��management��or��by��

shifting��services��into��community��settings��with��lower��costs.��Research��by��the��King's��

Fund��found��that��PBC��was��indeed��being��used��as��a��vehicle��for��improving��the��use��of��

resources,��but��that��these��efforts��were��largely��driven��by��Primary��Care��Trusts��rather��

than��GPs.��PBC��creates��incentives��to��move��services��into��the��community��if��they��can��be��
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provided��more��efficiently��there.��Concerns��about��clinical��risk��were��particularly��acute��

in��cases��where��hospital��professionals��had��not��been��involved��in��designing��new��

services.��Conflicts��of��interest��arise��from��GPs��having��the��opportunity��to��be��both��the��

commissioners��and��providers��of��services.��The��definition��of��what��constitutes��core��GP��

work,��as��reimbursed��under��the��GP��contract��and��what��should��be��paid��for��in��addition��

under��PBC,��is��ambiguous��for��many��GPs��(Curry��et��al.,��2008).��

��

Discussion��

Over��the��last��twenty��years,��the��UK��has��experimented��with��many��forms��of��devolved��

primary��care��commissioning.��However,��the��experience��with��the��latest��initiative,��

practice�rbased��commissioning,��is��disappointing.��In��terms��of��facilitating��effective��PBC,��

the��evidence��suggests��that��there��is��no��'ideal'��size��for��a��commissioning��organisation;��

different��population��bases��are��needed��for��commissioning��different��services.��

Adequate��levels��of��management��support��and��engagement��by��doctors,��as��well��as��

timely��and��accurate��information��is��also��required��for��effective��commissioning.��

Complexities��around��the��management��of��financial��and��clinical��risk��have��slowed��the��

adoption��of��PBC��(Curry��et��al.,��2008).��

��

Curry��et��al.(2008)��proposes��that��there��at��least��three��levels��at��which��commissioning��

could��take��place��within��the��Primary��Care��Trust��unit:��

�r GPs��

�r PBC��clusters��

�r Primary��Care��Trusts��

��

At��the��GP��level,��they��suggest��that��it��might��be��appropriate��to��devolve��real��budgets��for��

specific,��well�rdefined��areas��of��care,��such��as��that��for��patients��with��long�rterm��

conditions.��At��the��next��level,��a��PBC��cluster��could��be��given��devolved��budgets��for��a��

defined��range��of��primary��and��community��care��services��of��relevance��to��the��

communities��they��are��accountable��for.��PBC��clusters��would��need��to��develop��statutory��

organisational��identities.��At��the��other��end��of��the��scale,��Primary��Care��Trusts��would��be��

responsible��for��more��strategic��commissioning,��relating��to��public��health,��health��

inequalities��and��acute��sector��reconfiguration,��for��example.��

��

A��recent��report��by��the��Nuffield��Trust��in��the��UK��recommended��that��PBC��should��be��

replaced��by��consortia��with��'real'��budgets��but��comprising��professionals��from��both��

primary��and��secondary��care.��Such��multi�rspecialty��groups��of��professionals��(termed��

'local��clinical��partnerships')��would��take��responsibility��for�� the��provision��and��

commissioning��of��health��services��for��their��local��population��(Smith��et��al.,��2009).��
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CASE��STUDY��2.2��
New��Zealand��–��Primary��Care��Reforms��

��

Overview��

The��2001��New��Zealand��Primary��Care��Strategy��introduced��a��set��of��reforms��aimed��at��

improving��health��and��reducing��health��inequalities��by��reducing��co�rpayments,��moving��

from��fee�rfor�rservice��to��capitation5,��promoting��population��health��management��and��

developing��a��not�rfor�rprofit��infrastructure��with��community��involvement��to��develop��

primary��care��(Hefford��et��al.,��2005).��Implementation��of��the��Strategy��involved��

significant��changes��in��the��funding,��payment��system��and��organisation��of��primary��

health��care��(Cumming��et��al.,��2009).��The��funding��announced��to��support��the��reforms��

was��NZD$468m��over��three��years,��an��annual��increase��of��approximately��43��per��cent��

over��spending��on��primary��care��prior��to��the��introduction��of��the��reforms��in��2002.6��One��

of��the��key��components��of��the��strategy��was��the��establishment��of��Primary��Health��

Organisations��(PHOs).��

��

Primary��Health��Organisations��(PHOs)��are��funded��by��District��Health��Boards��(DHBs)��to��

provide��essential��primary��health��services��to��all��individuals��enrolled��with��a��PHO.7��

PHOs��bring��together��doctors,��nurses��and��other��health��professionals��in��the��

community��to��serve��the��needs��of��their��enrolled��populations.��PHOs��are��not�rfor�rprofit��

and��provide��services��either��directly��by��employing��staff��or��by��contracting��with��

independent��providers.��DHBs��allocate��resources��to��PHOs��using��capitation��payments��

(adjusted��for��age,��sex,��ethnicity,��community��service��card��or��high��user��service��card��

status��and��deprivation).��Although��primary��health��care��practitioners,��such��as��GPs��and��

allied��health��professionals,��are��encouraged��to��join��PHOs,��membership��is��voluntary.��

The��first��PHOs��were��established��in��July��2002��and��there��are��now��82��PHOs��around��the��

country��(Cumming��et��al.,��2009).��At��present,��95��per��cent��of��the��New��Zealand��

population��are��enrolled��in��a��PHO,��with��most��general��practices��now��part��of��a��PHO.��

Primary��care��providers��are��not��required��to��join��a��PHO;��they��can��continue��to��operate��

under��the��old��fee�rfor�rservice��regime��if��they��wish.��However,��fee�rfor�rservice��subsidies��

have��been��frozen��at��existing��levels,��while��PHO��funding��is��more��generous��and��is��being��

increased��regularly��(Hefford��et��al.,��2005).��

��

The��Strategy��changed��the��method��of��allocating��the��public��share��of��primary��health��

care��funding��from��fee�rfor�rservice��patient��subsidies��paid��at��the��GP��level��to��largely��

capitation��funding��of��PHOs��(Cumming��et��al.,��2009).��A��key��reason��for��moving��to��

capitation��funding��was��to��ensure��that��PHOs��are��funded��according��to��the��needs��of��

their��populations,��rather��than��according��to��the��number��of��services��delivered.��In��
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6�� At��current��exchange��rates��(June��2010),��NZD$1.00=€0.71��(www.xe.com)��[last��accessed��28��June��2010].��
7�� DHBs��(of��which��there��are��currently��20)��are��responsible��for��providing,��or��funding��the��provision��of,��health��and��disability��

services��in��their��district.��One��of��the��statutory��objectives��of��the��DHBs��is��the��promotion��of��integrated��primary��and��secondary��
care��services.��In��2007,��populations��served��by��DHBs��ranged��from��32,000��in��the��West��Coast��to��516,000��in��Waitemata��
(www.moh.govt.nz/moh.nsf/indexmh/dhb�rfaq)��[last��accessed��27��June��2010].��
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addition,��a��move��to��capitation��was��also��considered��essential��to��encourage��

multidisciplinary/team��approaches��to��care��and��a��focus��on��wellness��rather��than��

sickness��(Cumming��et��al.,��2009).��PHOs��must��meet��minimum��requirements��in��order��to��

receive��capitation��funding,��including��the��provision��of��24��hour,��7��day��week��access��to��

primary��care��services.��Practices��also��receive��fee�rfor�rservice��payments��from��patients��

and��small��incentive��payments��for��achieving��agreed��performance��targets��(see��'Care��

Plus'��discussion��below).��

��

GPs��in��New��Zealand��are��self�remployed,��for�rprofit��independent��providers.��Prior��to��the��

2002��reforms,��eligibility��for��government�rsubsidised��primary��care��services��was��based��

on��age��(all��children��under��18��years),��income��and��medical��need��(those��with��more��than��

12��or��more��primary��care��visits��in��a��year).8��With��the��exception��of��children��under��6��

years��of��age,��the��government��subsidy��covered��only��around��one�rthird��to��two�rfifths��of��

the��average��charge��(Cumming��et��al.,��2009).��The��remainder��of��the��population��paid��the��

full��cost��of��GP��services��out�rof�rpocket.��

��

Transitional��Arrangements��(Access��and��Interim��PHOs)��

Due��to��the��significant��financial��implications,��the��government��decided��to��phase��in��the��

introduction��of��universal��access��to��low��cost��primary��care��services��by��targeting��areas��

with��needy��populations��first��(i.e.��those��with��large��proportions��of��Maori��or��Pacific��

Islanders��and��deprived��areas).��PHOs��with��more��than��50��per��cent��of��their��enrolled��

population��defined��as��'high��need'��were��funded��under��the��'access'��formula��(all��other��

PHOs��were��regarded��as��'interim'��PHOs)��(Cumming��et��al.,��2009).��Across��all��PHOs,��

capitation��rates��adjusted��for��age��and��gender,��with��access��PHOs��receiving��an��

additional��higher��capitation��payment��for��each��enrolee��(regardless��of��their��individual��

need)��(Cumming��et��al.,��2009).9��In��return,��the��PHO��contract��placed��constraints��on��the��

co�rpayments��that��could��be��charged��to��access��patients.��Co�rpayments��for��an��access��

funded��practice��typically��reduced��from��NZD$40��to��NZD$15��for��unsubsidised��adults��

and��from��NZD$25��to��NZD$15��for��subsidised��adults��(Hefford��et��al.,��2005).��Providers��

serving��less��needy��populations��were��also��encouraged��to��form��PHOs;��however,��their��

capitation��funding��was��based��largely��on��historic��levels��of��fee�rfor�rservice��subsidy��(the��

'interim'��formula).��

��

Since��2003,��the��government��has��provided��further��funding��to��gradually��increase��the��

capitation��funding��for��those��enrolled��with��interim��PHOs��to��the��level��paid��to��access��

PHOs��(Cumming��et��al.,��2009).��The��government��increased��the��interim��formula��by��age��

increments;��subsidies��for��6�r17��year��olds��increased��from��October��2003,��while��those��

for��the��over��65s��increased��from��July��2004��(Hefford��et��al.,��2005).��From��July��2007,��both��

PHOs��have��the��essentially��the��same��level��of��funding��per��capita,��although��capitation��

��
8�� Approximately��30��per��cent��of��the��population��were��eligible��for��a��Community��Services��Card.��
9�� Criticism��of��the��transitional��approach��focused��on��the��potential��inequity��inherent��in��the��approach,��as��it��meant��that��higher��

income��or��healthy��enrolees��in��access��PHOs��could��obtain��cheaper��care��than��lower��income��or��less��healthy��enrolees��in��
interim��PHOs��(Cumming��et��al.,��2009).��
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payments��in��access��PHOs��are��still��slightly��higher��than��in��interim��PHOs��for��those��under��

18��years��(Cumming��et��al.,��2009).��PHOs��may��also��be��eligible��for��additional��capitation��

funding��for��services��for��deprived��population��and��for��chronic��care��management��('Care��

Plus').��

��

Funding��for��Deprived��Populations��

A��further��funding��stream��aimed��at��deprived��populations��('services��to��improve��

access')��is��also��available��to��PHOs.��A��premium��of��20��per��cent��on��the��base��capitation��

rate��is��calculated��for��every��individual��living��in��a��most��deprived��area��and��a��further��20��

per��cent��is��added��for��every��Maori��or��Pacific��enrolee��(and��these��payments��are��

cumulative).��The��premium��is��paid��to��the��PHO��subject��to��an��approved��plan��describing��

the��additional��services��that��will��be��provided��with��the��additional��funding,��i.e.��it��is��not��

intended��to��subsidise��low��cost��access,��but��to��pay��for��supplementary��health��services��

such��as��mobile��nursing,��community��health��workers,��etc.��(Hefford��et��al.,��2005).��

��

PHO��Performance��Management��Programme10��

From��2007,��a��new��PHO��Performance��Management��Programme��(PMP)��introduced��

payment��for��performance��against��a��small��number��of��agreed��performance��indicators��

and��targets��(note��that��payments��are��to��PHOs,��not��individual��GPs).��Improvements��in��

performance��against��a��range��of��nationally��consistent��indicators��results��in��incentive��

payments��to��PHOs.��In��order��to��participate��in��the��programme��and��be��eligible��for��the��

incentive��payments,��PHOs��are��expected��to��meet��a��number��of��pre�rrequisites��

demonstrating��how��they��intend��to��implement��the��programme,��including��clinical��

governance��structures.��Establishment��funding��is��available,��in��the��form��of��a��fixed��

amount��of��NZD$20,000��per��PHO��and��a��variable��amount��of��60��cents��per��enrolled��

person��in��the��PHO.��

��

There��are��three��categories��of��indicator:��

�r Clinical��(eight��indicators,��e.g.��children��fully��vaccinated��by��their��2nd��birthday)11��

�r Process/capacity��(three��indicators,��e.g.��progress��against��the��performance��plan)��

�r Financial�� (two�� indicators,�� e.g.��pharmaceutical�� expenditure�� relative�� to��
benchmark)��

��

The��sum��of��the��clinical��indicators��attracts��more��points��than��the��process��and��financial��

indicators��combined.��Currently,��60��per��cent��of��the��performance��payments��are��

available��for��the��clinical��indicators,��10��per��cent��for��the��process��indicators��and��30��per��

cent��for��the��financial��indicators.��Payments��for��the��majority��of��indicators��are��on��the��

��
10�� See��www.moh.govt.nz/moh.nsf/pagesmh/5817/$File/PHOperfmagmtsummaryinfo.pdf��for��further��details��on��the��PHO��

Performance��Management��Programme��[last��accessed��27��June��2010].��
11�� For��certain��indicators��(e.g.��children��fully��vaccinated��by��their��2nd��birthday),��performance��is��measured��for��both��the��total��

enrolled��population��and��for��the��high��needs��enrolled��population,��with��performance��payments��weighted��towards��progress��
on��the��targets��for��the��high��needs��population.��
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basis��of��percentage��attainment��of��the��target,��with��the��amount��of��payment��increasing��

as��the��PHO��moves��towards��the��target.��The��maximum��available��payment��is��NZD$6��per��

enrolled��patient��if��all��targets��are��achieved.��

��

Reducing��Fees��and��Improving��Access��

While��GPs��are��free��to��set��their��own��fees,��fees��charged��for��primary��care��services��must��

be��published��on��DHB��websites.��Individuals��may��only��enrol��with��one��PHO��at��a��time��

and��the��practice��visited��most��often��receives��any��funding��for��visits.��If��individuals��are��

away��from��home��and��need��to��make��a��visit��to��another��practice,��they��may��be��liable��for��

the��full��fee��(unless��they��hold��a��Community��Services��Card).��

��

As��new��funding��was��rolled��out,��the��government��became��concerned��about��whether��

enough��of��the��new��funding��was��being��passed��on��to��patients��in��the��form��of��lower��

fees.��As��a��result,��with��each��new��round��of��funding,��local��agreements��have��been��

reached��between��DHBs��and��PHOs��about��the��degree��to��which��new��funding��should��

result��in��reduced��scheduled��GP��fees,��about��fee��review��processes��if��new��funding��does��

not��result��in��expected��level��of��GP��fee��reductions��and��about��how��much��GP��fees��may��

rise��each��year��without��triggering��a��formal��fees��review��(Cumming��et��al.,��2009).12��

Nonetheless,��the��government��has��avoided��the��statutory��regulation��of��GP��fees��'most��

likely��because��of��a��fear��of��the��political��furore��that��this��would��likely��generate��from��the��

GP��community'��(Cumming��et��al.,��2009;��7).��

��

'Care��Plus'13��

In��New��Zealand,��'Care��Plus'��was��rolled��out��nationally��on��1��July��2004��as��a��new��primary��

health��care��initiative��targeting��people��with��high��health��needs��due��to��chronic��

conditions,��acute��medical��or��mental��health��needs,��or��terminal�� illness.��The��

programme��aims��to��improve��chronic��care��management,��reduce��inequalities,��improve��

primary��health��care��teamwork��and��reduce��the��cost��of��services��for��high�rneed��primary��

health��users.��For��patients,��the��main��incentive��to��join��'Care��Plus'��is��the��prospect��of��a��

free��annual��health��check�rup,��along��with��a��further��three��subsidised��visits��per��annum.��

��

Overall��funding��allows��for��five��per��cent��of��the��New��Zealand��population��to��be��‘Care��

Plus’��patients.��Over��time,��'Care��Plus'��will��replace��the��High��Use��Health��Card��(HUHC)��as��

the��means��of��targeting��high�rneeds��patients.��'Care��Plus'��differs��from��the��HUHC,��in��that��

it��coordinates��a��comprehensive��approach��to��improve��outcomes��for��people��with��

chronic��conditions,��including��lower��cost��access,��whereas��the��HUHC��is��a��subsidy��

approach��tied��to��GP��visits.��

��
12�� Scheduled��fees��are��those��that��GP��practices��advertise��to��patients��to��standard��GP��consultations��and��not��the��fees��that��are��

actually��charged��to��patients.��In��theory��therefore,��this��would��allow��practices��to��not��pass��on��to��patients��the��full��value��of��the��
new��funding��they��receive,��while��still��complying��with��the��requirement��to��reduce��their��scheduled��fees��by��a��certain��amount,��
allowing��them��to��retain��the��difference��(Cumming��et��al.,��2009).��

13�� See��www.moh.govt.nz/moh.nsf/indexmh/phcs�rprojects�rcareplusservice��for��further��information��on��'Care��Plus'��[last��
accessed��27��June��2010].��



122��| ��Evidence��for��the��Expert��Group��on��Resource��Allocation��and��Financing��in��the��Health��Sector��

P
A

R
T��2

A
ppendix
P

A
R

T��2
A

ppendix

��

To��be��eligible��for��'Care��Plus'��funding��a��patient��has��to��meet��specified��criteria.14��

Funding��is��provided��to��PHOs��based��on��a��capitation��formula��and��distributed��by��PHOs��

to��practices��in��a��variety��of��arrangements.��Funding��is��adjusted��for��the��age,��sex,��

ethnicity��and��deprivation��profile��of��the��patient,��with��payments��per��practice��per��

annum��ranging��from��NZD$11.73��per��patient��to��NZD$153.59��per��patient��(current��at��

December��2009).��Eighty��per��cent��of��PHOs��were��delivering��'Care��Plus'��in��some��or��all��of��

their��practices��by��April��2006.��Even��in��practices��that��have��been��delivering��'Care��Plus'��

for��some��time,��enrolment��growth��has��been��much��slower��than��expected.��By��April��

2006��only��39��per��cent��(range��3��to��122��per��cent)��of��predicted��eligible��patients��were��

enrolled��in��PHOs��that��had��started��'Care��Plus'.��

��

In��a��2006��evaluation��of��the��'Care��Plus'��programme,��it��was��found��that��hospital��

admissions��for��those��enrolled��in��'Care��Plus'��rose��40��per��cent��in��the��following��year��

(Ministry��of��Health,��2006).��This��may��have��been��due��to��improved��monitoring��of��

conditions��(and��subsequent��appropriate��referral)��and/or��the��natural��history��of��

certain��chronic��illnesses.��However,��the��current��structure��of��'Care��Plus'��is��that��it��

rewards��patient��enrolment,��with��as��yet,��no��link��to��performance��or��quality��of��care.��In��

addition,��there��is��no��specific��link��with��secondary��care,��but��a��recent��report��from��the��

New��Zealand��National��Health��Committee��recommended��the��further��development��of��

such��chronic��care��models,��with��funding��moving��towards��a��needs�rbasis��and��moving��

contracting��towards��an��outcomes��focus��(National��Health��Committee,��2007).��

��

Discussion��

Initial��evaluation��of��the��reforms��suggest��that��they��have��been��successful��in��expanding��

access��to��low��cost��primary��care��services;��in��September��2003,��40��per��cent��of��those��

receiving��lower��cost��primary��care��services��were��previously��unsubsidised��(Hefford��et��

al.,��2005).15��A��recent��study��showed��that��patient��copayments��have��fallen��and��

consultation��rates��have��increased��as��a��result��of��the��reforms.��In��access��practices,��fees��

fell��and��the��government's��target��fee��rates��were,��on��average,��being��achieved��in��

2004/2005��for��young��people��aged��6�r17��years��and��for��adults,��although��not��quite��

achieved��for��children��under��six��years.��In��interim��practices,��average��reductions��in��fees��

were��not��at��the��levels��set��by��government��(Cumming��et��al.,��2009).��A��possible��

explanation��for��this��was��that��practices��were��previously��discounting��fees��for��some��

patients��and��thus��were��subsequently��recovering��some��of��these��discounts��as��the��

public��capitation��payments��to��them��increased��(Cumming��et��al.,��2009).��In��addition,��

the��income��of��GPs��increased��significantly��after��the��introduction��of��the��reforms.��

��
14�� A��person��is��eligible��for��‘Care��Plus’��if��they��are��enrolled��in��a��PHO��and��they��are��assessed��by��a��doctor��or��nurse��at��their��general��

practice��as��being��able��to��benefit��from��at��least��two��hours��of��care��from��one��or��more��members��of��the��primary��health��care��
team��over��the��following��six��months��and��has��two��or��more��chronic��health��conditions��or��has��a��terminal��illness��or��has��had��two��
acute��medical��or��mental��health�rrelated��admissions��in��the��past��12��months��or��has��had��six��first�rlevel��service��or��similar��
primary��health��care��visits��in��the��past��12��months��or��is��on��active��review��for��elective��services.��

15�� At��time��of��writing��(June��2010),��no��evaluation��of��the��PHO��Performance��Management��Programme��had��been��carried��out.��
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Consultation��rates��increased��in��both��access��and��interim��practices,��although��at��a��

higher��rate��in��access��practices.��

��

It��is��too��soon��however��to��judge��what��effect��the��reforms��have��had��in��terms��of��

averting��health��problems,��improving��health��and��reducing��health��inequalities��and��

whether��the��new��spending��has��been��cost��effective��(Cumming��et��al.,��2009).��There��are��

also��a��number��of��unresolved��issues,��such��as��whether��to��retain��the��new��universal��

funding��system��or��revert��to��the��former��targeted��approach;��how��to��achieve��the��

potential��gains��from��capitation��when��GPs��continue��to��receive��their��income��from��a��

variety��of��sources��in��a��variety��of��ways;��and��how��to��manage��the��potential��for��'cream��

skimming'��(Cumming��et��al.,��2009).��In��particular,��it��is��thought��that��the��current��crude��

funding��formula��(based��on��age��and��gender��alone��for��first��contact��funding)��provides��

incentives��for��'cream��skimming',��although��the��availability��of��additional��funding��for��

deprived��populations��and��under��'Care��Plus'��has��mitigated��this��to��some��extent��

(Cumming��et��al.,��2009).��
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CASE��STUDY��2.3��
UK��–��Quality��and��Outcomes��Framework��(QOF)��

��

Overview��

The��national��Quality��and��Outcomes��Framework��(QOF)��was��introduced��as��part��of��the��

new��General��Medical��Services��(GMS)��contract��on��01��April��2004.��Participation��by��

practices��in��the��QOF��is��voluntary,��though��participation��rates��are��very��high,��with��most��

Personal��Medical��Services��(PMS)��practices��also��taking��part.16��In��2007/2008,��8,294��

English��GP��practices��participated��in��the��QOF,��accounting��for��99.8��per��cent��of��

registered��patients��in��England.��Payments��under��the��QOF��make��up��approximately��25��

per��cent��of��GPs'��income��(Campbell��et��al.,��2009).��

��

Achievement��on��the��QOF��is��assessed��according��to��136��indicators��across��five��

domains:��clinical,��organisational,��patient��experience,��additional��services��and��holistic��

care.��Practices��can��achieve��a��maximum��of��1,000��points,��with��nearly��two�rthirds��of��

points��(655)��allocated��for��achievement��on��the��clinical��domain��(see��Table��2.3.1).17��

Average��payment��per��practice��in��Northern��Ireland��in��2007/2008��amounted��to��

£119,812��(Department��of��Health��Social��Services��and��Public��Safety,��2009).18��There��

have��been��two��revisions��to��the��QOF��since��its��introduction��in��April��2004,��with��the��

latest��revision��taking��effect��from��April��2008.��A��national��IT��system,��Quality��

Management��Analysis��System,��collects��data��from��general��practices��to��calculate��

individual��practices'��QOF��achievement.19��Practice��achievement��can��be��compared��

with��national��targets��and��individuals��can��access��online��results��on��GP��surgeries.��
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��
16�� Where��PMS��practices��use��the��national��QOF,��their��2007/08��achievement��(in��terms��of��the��1,000��QOF��points��available)��is��

subject��to��a��deduction��of��approximately��109��points��before��QOF��points��are��turned��into��QOF��payments.��This��is��because��
many��PMS��practices��already��have��a��chronic��disease��management��allowance,��a��sustained��quality��allowance��and��a��cervical��
cytology��payment��included��in��their��baseline��payments��(www.qof.ic.nhs.uk/faqs.asp#pms_deduction)��[last��accessed��27��
June��2010].��
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ppendix 17�� In��2007/2008,��the��baseline��payment��per��point��was��£122��(www.dhsspsni.gov.uk/qof_context)��[last��accessed��27��June��2010].��

18�� At��time��of��writing��(June��2010),��UK£1.00=€1.22��(www.xe.com)��[last��accessed��28��June��2010].��
19�� In��Northern��Ireland,��the��Payment��Calculation��and��Analysis��System��fulfils��the��same��role.��
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TABLE��A2.3.1��
UK��Quality��and��Outcomes��Framework��Domains��and��Indicators��

��
Domain�� Indicators�� Examplea�� Max��Pts��
Clinical�� 80��indicators��across��19��clinical��areas��(asthma,��

atrial�� fibrillation,�� coronary�� heart�� disease,��
dementia,��depression,��diabetes,��epilepsy,��heart��
failure,��hypertension,��hypothyroidism,��learning��
disabilities,��mental��health,��obesity,��palliative��
care,�� smoking,�� stroke/transient�� ischaemic��
attack).��

The��percentage��of��patients��with��hypertension��in��
whom�� the�� last�� blood�� pressure�� reading��
(measured��in��the��previous��9��months)��is��150/90��
or��less��(57��points).��

655��

Organisational�� 43��indicators�� across�� 5�� areas��(records�� and��
information,��information��for��patients,��education��
and��training,��clinical��and��practice��management,��
medicines��management).��

The��percentage��of��patients��aged��over��15��years��
whose��notes��record��smoking��status��in��the��past��
27��months��(11��points).��

181��

Patient��
experience��

4��indicators��across��2��areas��(patient��survey��and��
consultation��length).��

The�� percentage�� of�� patients�� who,�� in�� the��
appropriate��national��survey,��indicate��that��they��
were��able��to��book��an��appointment��with��a��GP��
more��than��2��days��ahead��(35��points).��

108��

Additional��
services��

8��indicators��across��4��areas��(cervical��screening,��
child��health��surveillance,��maternity��services,��
contraceptive��services).��

The��percentage��of��patients��aged��from��25��to��64��
(in��Scotland��from��21��to��60)��whose��notes��record��
that��a��cervical��smear��has��been��performed��in��the��
last��five��years��(11��points).��

36��

Holistic��care�� 1��indicatorb� � � �20��
All�� 136��indicators��across��five��domains�� �� 1,000��

��
Notes:�� a�� For��many��indicators��a��practice��must��provide��a��certain��level��of��clinical��care��to��90��per��cent��of��patients��on��a��particular��clinical��register��

to��achieve��the��maximum��points.��It��can��therefore��deliver��the��required��care��to��fewer��than��100��per��cent��of��its��patients��(90��per��cent��
in��this��case)��to��achieve��the��full��(100��per��cent)��points��available.��The��100��per��cent��score��is��not��necessarily��an��objective��for��all��
practices;��clinical��indicators��relate��to��specific��subgroups��of��patients��and��if��the��practice��does��not��have��any��such��patients��it��cannot��
score��points��against��the��relevant��indicators.��A��practice��that��exclusively��serves��a��student��population,��for��instance,��may��not��have��
patients��on��some��of��the��clinical��registers��that��are��covered��by��the��QOF��and��although��its��QOF��points��total��would��be��less��than��1,000��
(or��100��per��cent),��it��may��be��providing��all��the��appropriate��care��in��respect��of��the��clinical��registers��that��it��does��hold.��

�� b�� Holistic��care��payments��to��practices��are��designed��to��recognise��the��breadth��of��achievement��across��the��clinical��domain��and��20��QOF��
points��are��available.��To��calculate��holistic��care��points,��the��practice's��points��totals��in��each��of��the��clinical��areas��of��the��clinical��domain��
are��ranked��on��the��basis��of��the��proportion��of��available��points��achieved.��The��points��relating��to��the��highest��proportion��are��ranked��
first.��The��proportion��relating��to��the��points��total��that��is��third�rto�rlast��is��then��taken��as��the��proportion��of��20��holistic��care��points��to��
which��the��practice��is��entitled��as��the��basis��for��its��holistic��care��payment.��

Source:�� �� www.qof.ic.nhs.uk��[last��accessed��27��June��2010]��

��

Prevalence��Reporting��

Assessment��on��the��clinical��domain��requires��information��on��disease��prevalence.��For��

17��of��the��19��clinical��areas,��the��number��of��patients��on��the��clinical��register��for��each��

practice��is��recorded��(the��depression��and��smoking��indicators��are��based��on��subsets��of��

other��clinical��registers),��allowing��for��the��calculation��of��disease��prevalence��measures.��

For��five��registers��(diabetes,��epilepsy,��chronic��kidney��disease,��obesity��and��learning��

disabilities),��the��count��is��age�rspecific.��Information��on��co�rmorbidity��is��not��available��

and��coding��and��definition��differences��may��mean��that��QOF��registers��do��not��

necessarily��equate��to��prevalence��as��defined��by��epidemiologists.��

��
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Exception��Reporting��

'Exception��reporting'��refers��to��the��potential��exclusion��of��individual��patients��from��

calculations��of��practice��achievement��for��specific��clinical��indicators.��Practices��may��

exclude��specific��patients��from��data��collected��to��calculate��QOF��achievement��scores��

within��clinical��areas.��For��example,��patients��on��a��specific��clinical��register��can��be��

excluded��from��individual��QOF��indicators��if��a��patient��is��unsuitable��for��treatment��(e.g.��

where��medication��cannot��be��prescribed��due��to��an��allergy��or��side�reffect),��is��newly��
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registered��with��the��practice,��is��newly��diagnosed��with��a��condition��or��in��the��event��of��

informed��dissent.��The��GMS��contract��sets��out��valid��exception��reporting��criteria.��

Practices��are��not��required��to��report��on��why��patients��were��exception�rreported,��

although��practices��may��be��required��to��provide��justification��for��exception��reporting��if��

asked��to��do��so.��

��

Achievement��on��the��QOF��

Table��A2.3.2��presents��results��on��achievement��on��the��QOF��for��England,��Northern��

Ireland,��Scotland��and��Wales��in��2007/2008.��Average��levels��of��achievement��are��

consistently��high��across��the��four��countries,��with��average��total��points��ranging��from��

968.0��in��England��to��986.7��in��Northern��Ireland.��In��all��cases,��average��achievement��

improved��over��the��period��2006/2007��to��2007/2008.20��The��variation��across��domains��

is��minor��and��for��England��and��Northern��Ireland��the��proportion��of��practices��with��

perfect��scores��is��highest��for��the��patient��experience��domain.��

��

TABLE��A2.3.2��
UK��Quality��and��Outcomes��Framework��Results��(2007/2008)��

��
�� Max�� England�� Northern��Ireland�� Scotland�� Wales��

Domain��
Pts�� Average��

Points��
%��with��
Max��Pts��

Average��
Points��

%��with��
Max��Pts��

Average��
Pointsa��

%��with��
Max��Pts��b��

Average��
Points��

%��with��
Max��Pts��

Clinical�� 655�� 638.4�� 18.2�� 647.7�� 26.9�� n/a�� n/a�� 642.1�� n/a��
Organisational�� 181�� 171.0�� 13.2�� 176.1�� 20.5�� 175.2�� n/a�� 170.3�� n/a��
Patient��experience�� 108�� 104.9�� 94.5�� 108.0�� 100.0�� 106.2�� n/a�� 106.9�� n/a��
Additional��services�� 36�� 34.9�� 72.8�� 35.4�� 80.3�� 35.6�� n/a�� 35.2�� n/a��
Holistic��care�� 20�� 18.7�� 42.8�� 19.5�� 56.0�� 19.3�� n/a�� 19.0�� n/a��
All�� 1,000�� 968.0�� 7.5�� 986.7�� 12.2�� 982.2�� n/a�� 983.5�� n/a��
� � � �� �� �� � � �� � � �� �� �
All��(2006/2007)�� 1,000�� 954.5�� 5.1�� 977.8�� 5.0�� 971.2�� n/a�� 948.6�� n/a��

��
Notes:�� a�� Average��points��across��the��clinical��domain��are��not��available��for��Scotland.��

�� b�� %��of��practices��achieving��maximum��points��is��not��available��for��Scotland��or��Wales.��

Sources:�� �� www.qof.ic.nhs.uk��[last��accessed��27��June��2010];��www.isdscotland.org/isd/5731.html��[last��accessed��27��June��2010];��
www.dhsspsni.gov.uk/qof_bulletin_07_08.pdf��[last��accessed��27��June��2010];����

www.wales.nhs.uk/sites3/page.cfm?orgid=480&pid=34176��[last��accessed��27��June��2010]��

��

Discussion��

Objective��evaluation��of��the��QOF��is��difficult��because��the��scheme��was��introduced��

nationally,��i.e.��there��was��no��randomised��control��element.��In��addition,��there��is��no��

pre�rQOF��time��series��for��the��QOF��indicators,��meaning��that��it��is��difficult��to��determine��

the��extent��to��which��the��QOF��rewarded��GPs��for��what��there��were��already��doing,��what��

they��would��have��done��anyway��and��what��was��really��a��genuine��response��to��a��change��

in��financial��incentives��(Hutchinson,��2008).��However,��Campbell��et��al.��(2007)��found��

that��there��were��improvements��in��some��aspects��of��clinical��care��over��and��above��the��

underlying��trend��(for��asthma��and��diabetes��the��improvement��was��significant,��but��not��

for��coronary��heart��disease)��after��the��introduction��of��the��pay�rfor�rperformance��
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��
20�� Comparisons��with��earlier��years��are��not��valid��as��the��set��of��indicators��(and��available��points)��was��revised��in��April��2006.��In��

addition,��data��for��2008/2009,��while��available,��are��not��presented,��as��the��set��of��indicators��and��available��points��changed��
again��in��2008.��
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scheme.��Later��analysis��(Campbell��et��al.,��2009)��found��that��although��these��initial��

improvements��were��maintained,��for��two��of��the��three��conditions��studied��(heart��

disease��and��asthma),��improvements��in��the��quality��of��care��reached��a��plateau��a��year��

after��the��scheme's��introduction.��However,��within��these��overall��trends��for��care,��they��

found��significant��differences��between��aspects��of��care��that��were��linked��to��incentives��

and��aspects��of��care��that��were��not��linked��to��incentives.��For��asthma��and��heart��disease,��

mean��quality��score��for��aspects��of��care��that��were��not��linked��to��incentives��dropped��

between��2005��and��2007,��whereas��mean��scores��for��aspects��of��care��that��were��linked��

to��incentives��continued��to��increase.��For��all��aspects��of��care��(whether��associated��with��

incentives��or��not)��and��for��all��three��conditions,��rates��of��quality��improvement��slowed��

considerably��after��2005.��

��

A��number��of��criticisms��have��been��levelled��against��the��QOF.��Firstly,��it��is��unclear��

whether��the��high��levels��of��quality��attained��after��QOF��was��introduced��in��2004��reflect��

improvements��that��were��already��underway��or��whether��existing��trends��towards��

improvement��were��accelerated.��While��it��was��expected��that��GPs��on��average��would��

attain��75��per��cent��of��total��points��for��performance�rrelated��payments,��it��turned��out��

that��attainment��exceeded��95��per��cent��in��some��clinical��domains��for��the��first��year��

following��introduction��(Fujisawa��et��al.,��2008).��The��studies��above��suggest��that��many��

of��the��improvements��were��already��underway.��Secondly,��the��structure��of��the��QOF��has��

been��criticised��on��the��basis��that��it��does��not��reward��further��improvement��once��

targets��have��been��attained.��As��GPs'��net��incomes��rose��by��an��average��of��33��per��cent��

over��the��two��years��after��the��introduction��of��the��new��contract��in��April��2004��

(Kmietowicz,��2007),��it��may��simply��be��the��case��that��GPs��had��sufficient��income��and��

little��personal��motivation��to��improve��performance��and��income��further.��Alterations��

to��the��pay�rfor�rperformance��scheme��in��2006��introduced��higher��thresholds��for��

maximum��clinical�rquality��payments��and��a��wider��range��of��indicators.��

��

It��has��also��been��suggested�� that��continuity��of��care��declined��after��pay�rfor�r

performance;��practices��focused��on��meeting��rapid�raccess��targets��in��which��access��to��

any��doctor��in��the��practice��within��48��hours��was��linked��to��incentives��but��access��to��a��

particular��doctor��was��not.��The��requirement��in��the��UK��to��enter��information��

electronically��(to��feed��back��in��to��the��QOF��data��collection��exercise)��has��led��some��UK��

GPs��to��note��that��the��nature��of��an��office��visit��has��changed,��with��less��direct��interaction��

with��the��patient��and��more��concern��with��filling��out��the��various��fields��that��pop��up��

electronically��(McDonald��et��al.,��2009).��

��

The��potential��for��'gaming'��must��be��considered;��the��prevalence��and��exclusion��

reporting��aspects��of��the��QOF��has��been��mentioned��in��this��regard.��While��the��

proportion��of��patients��excluded��from��the��calculation��of��QOF��points��is��approximately��

5��per��cent��(and��has��remained��relatively��unchanged��since��introduction),��practices��

below��the��threshold��for��an��indicator��have��an��incentive��to��increase��exception��

reporting��rates.��Gravelle��et��al.(2008)��found��that��this��was��indeed��the��case,��with��
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practices��performing��worse��in��2004/2005��significantly��more��likely��to��engage��in��

exception��reporting��in��2005/2006.��They��also��found��that��practices��with��lower��

performance��in��2004/2005��had��significantly��lower��prevalence��rates��in��2005/2006.��

��

General��criticisms��of��pay�rfor�rperformance��schemes��is��that��their��main��effect��is��to��

promote��better��recording��of��care��rather��than��better��care��(Campbell��et��al.,��2007).��

There��are��also��potential,��unintended��consequences��of��such��schemes.��These��include��

'myopia'��(the��pursuit��of��short�rterm��targets��at��the��expense��of��long�rterm��objectives,��

including��the��neglect��of��'non�rtargeted'��work��areas),��'misrepresentation'��(deliberate��

manipulation��of��data��so��that��reported��behaviour��differs��from��actual��behaviour)��and��

decrease��in��motivation��(where��external��incentives��crowd��out��to��desire��to��do��a��task��

well��for��its��own��sake).��Unintended��effects��on��other��aspects��of��care��or��on��physician��

motivation��include��encouraging��physicians��to��avoid��sicker��patients,��exacerbating��

disparities��and��neglecting��types��of��care��for��which��quality��is��not��measured��(McDonald��

et��al.,��2009).��
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CASE��STUDY��2.4��
US��(Medicare)��–��Physician��Group��Practice��Demonstration��(PGP)��

��

Overview��

In��April��2005,��the��Centers��for��Medicaid��and��Medicare��Services��(CMS)��established��the��

Physician��Group��Practice��(PGP)��demonstration,��the��first��pay�rfor�rperformance��

initiative��for��physicians��under��the��Medicare��programme.21��It��offers��ten��large��

physician��practices��the��opportunity��to��earn��performance��payments��for��improving��the��

quality��and��cost��efficiency��of��health��care��delivered��to��Medicare��beneficiaries.��The��ten��

physician��groups��each��have��at��least��200��physicians��and��together��represent��5,000��

physicians��and��220,000��Medicare��beneficiaries��(Trisolini��et��al.,��2008).��Eight��of��the��10��

groups��are��part��of��an��integrated��delivery��system��and��are��therefore��affiliated��with��a��

hospital.��The��remaining��two��groups��collaborate��with��hospitals��in��their��service��area.��

The��demonstration��was��established��initially��for��three��years��and��then��extended��to��five��

and��was��due��to��end��in��April��2010.��

��

Physician��groups��continue��to��be��paid��on��a��fee�rfor�rservice��basis.��Performance��

indicators��on��both��quality��and��cost��efficiency��are��used��to��calculate��additional��

payments.��Each��PGP��earns��quality��performance��payments��based��on��the��size��of��its��

quality��performance��pool��and��the��proportion��of��quality��targets��it��has��met.��The��

demonstration��includes��32��quality��measures��which��focus��on��measures��from��five��

condition��modules:��coronary��artery��disease,��diabetes,��heart��failure,��hypertension��

and��preventive��care.��The��quality��measures��have��been��phased��in��over��the��course��of��

the��demonstration;��diabetes��in��year��one,��heart��failure��and��coronary��artery��disease��in��

year��two��and��all��five��modules��active��from��year��three.��As��quality��measures��were��

progressively��added��in��years��two��and��three��of��the��programme,��the��quality��portion��of��

the��payment��has��increased��to��50��per��cent��(Centers��for��Medicare��and��Medicaid��

Services,��2009a).��See��Table��A2.4.1��for��an��overview��of��the��quality��measures��and��

points��available.��
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��
21�� In��the��US,��a��demonstration��is��essentially��a��pilot��programme.��
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TABLE��A2.4.1��
US��Medicare��Physician��Group��Practice��(PGP)��Demonstration��

��
Indicator�� Example�� #��Measures�� #��Points��

Diabetes��Mellitus�� HbA1c��(blood��sugar)��management�� 10�� 22��
Congestive��Heart��Failure�� Left��ventricular��function��assessment�� 10�� 13��
Coronary��Artery��Disease�� Antiplatelet��therapy�� 7�� 10��
Hypertension�� Blood��pressure��screening�� 3�� 3��
Cancer��Screening�� Breast��cancer��screening�� 2�� 5��
Total�� �� 32�� 53��

��
Notes:�� PGPs��become��eligible��for��quality��performance��payments��by��meeting��threshold��and��improvement�rover�rtime��targets.��For��each��quality��

measure,��PGPs��must��satisfy��at��least��one��of��three��targets:��

�r The��higher��of��either��75��per��cent��compliance,��or��where��comparable��data��are��available,��the��mean��value��of��the��measure��from��the��
Medicare��Health��Plan��Employer��Data��and��Information��Set��(HEDIS).��

�r The��70th��percentile��Medicare��HEDIS��level��(again,��where��comparable��data��are��available).��

�r A��10��per��cent��or��greater��reduction��in��the��gap��between��the��level��achieved��by��the��PGP��in��the��demonstration's��base��year��and��100��
per��cent��compliance��in��year��1��(Trisolini��et��al.,��2008).��

�r In��year��one,��the��total��number��of��possible��points��was��22,��while��it��was��45��in��year��two��and��53��in��year��three��onwards��(Centers��for��
Medicare��and��Medicaid��Services,��2009a).��

Source:�� Centers��for��Medicare��and��Medicaid��Services,��2009a��

��

For��the��assessment��of��cost��control��performance,��a��comparison��population��is��also��

defined��for��each��PGP.��Under��the��demonstration,��Medicare��savings��for��each��PGP��are��

calculated��by��comparing��actual��spending��to��a��target.��The��target��is��set��as��the��PGP's��

own��base��year��per��capita��expenditure��trended��forward��by��the��comparison��group's��

expenditure��growth��rate.��Case��mix��adjustments��are��applied��to��account��for��changes��

over��time��in��the��type��of��patients��treated��by��the��PGP��and��included��in��the��comparison��

group.��Medicare��savings��in��excess��of��2��per��cent��are��distributed��to��each��PGP��partly��on��

the��magnitude��of��savings��achieved��by��the��PGP��and��on��its��performance��on��the��set��of��

quality��measures.��Medicare��retains��20��per��cent��of��the��cost��savings��(Trisolini��et��al.,��

2008).��

��

Results��

During��year��one��(April��2005�rMarch��2006),��all��ten��groups��achieved��benchmark��or��

target��performance��levels��on��at��least��seven��of��the��ten��diabetes��quality��measures.��In��

addition,��two��of��the��demonstration��groups��achieved��savings��in��expenditure��sufficient��

to��earn��performance��payments��of��US$7.3m��(out��of��a��total��of��US$9.5m).22��The��groups��

that��shared��in��savings��had��inpatient��and��outpatient��risk�radjusted��expenditure��growth��

rates��for��their��assigned��populations��that��were��lower��than��those��for��their��comparison��

group��populations��(Trisolini��et��al.,��2008).��

��
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In��year��two,��all��10��of��the��participating��physician��groups��continued��to��improve��the��

quality��of��care��for��chronically��ill��patients��by��achieving��benchmark��or��target��

performance��on��at��least��25��out��of��27��quality��markers��for��patients��with��diabetes,��

coronary��artery��disease��and��congestive��heart��failure.��Five��of��the��physician��groups��

achieved��benchmark��quality��performance��on��all��27��quality��measures.��Four��physician��P
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��
22�� At��time��of��writing��(June��2010),��USD$1.00=€0.81��(www.xe.com)��[last��accessed��28��June��2010].��
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groups��shared��in��savings��of��US$13.8m��(as��their��share��of��a��total��of��US$17.4m��in��

Medicare��savings).��

��

Over��the��first��three��years��of��the��demonstration,��physician��groups��increased��their��

quality��scores��an��average��of��10��percentage��points��on��the��diabetes,��11��percentage��

points��on��the��congestive��heart��failure��measures,��6��percentage��points��on��the��

coronary��artery��disease��measures,��10��percentage��points��on��the��cancer��screening��

measures��and��1��percentage��point��on��the��hypertension��measures.��In��addition��to��

achieving��benchmark��performance��for��quality,��five��physician��groups��shared��in��

savings��of��US$25.3m��as��their��share��of��a��total��of��US$32.3m��in��Medicare��savings��

(Centers��for��Medicare��and��Medicaid��Services,��2009a).��

��

Discussion��

Health�rcare��providers��traditionally��place��little��emphasis��on��care��transitions,��largely��

because��clinical��responsibilities��and��associated��reimbursements��are��often��divided��

between��providers.��The��PGP��demonstration��rewards��practices��for��contributing��to��

reductions��in��overall��Medicare��spending,��so��they��have��a��financial��incentive��to��better��

manage��the��care��transitions��that��may��be��required��for��the��treatment��of��chronic��

disease.��A��barrier��to��previous��attempts��to��establish��direct��financial��incentives��for��

quality��and��efficiency��on��the��part��of��providers��has��been��the��inability��of��providers��to��

accept��financial��risk;��by��eschewing��a��downside��risk��for��underperformance,��the��PGP��

demonstration��focuses��instead��on��the��gains��from��better��than��expected��performance��

(Trisolini��et��al.,��2008).��The��PGP��also��incentivises��the��expansion��in��the��role��of��non�r

physician��providers��of��care,��as��well��as��increasing��patient��engagement��and��self�r

management.��

��

The��latest��evaluation��report��for��the��CMS��concluded��that��'access��has��been��improved��

while��providing��high��quality��care.��The��effect��of��the��demonstration��on��promoting��

expenditure��savings��is��less��certain'��(Centers��for��Medicare��and��Medicaid��Services,��

2009b;��17).��In��particular,��for��the��four��practices��earning��performance��payments��in��

year��two,��actual��expenditures��per��person��were��3.5��per��cent��lower��than��target��

expenditure��(and��this��difference��was��statistically��significant).��However,�� this��

performance��was��also��observed��in��the��pre�rdemonstration��period��(in��the��pre�r

demonstration��period��the��difference��was��3.9��per��cent,��again��statistically��significant,��

meaning��that��the��difference��between��the��pre�r��and��post�rdemonstration��periods��was��

not��statistically��significant).��This��suggests��that��such��practices��had��favourable��cost��

trends��before��the��demonstration��and��such��trends��may��have��occurred��in��the��absence��

of��the��demonstration��(Centers��for��Medicare��and��Medicaid��Services,��2009b).23��

��

��
23�� In��addition,��it��is��observed��that��practices��with��affiliated��hospitals��found��it��more��difficult��to��reduce��expenditures.��As��the��

largest��component��of��Medicare��expenditure��is��inpatient��services,��the��presence��of��a��hospital��within��the��practice��
organisation��may��interfere��with��the��strategy��for��reducing��expenditure��on��inpatient��services��(Centers��for��Medicare��and��
Medicaid��Services,��2009b).��
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A��number��of��complementary��Medicare��demonstrations��are��also��evaluating��initiatives��

with�� pay�rfor�rperformance�� components.��The�� 'Medicare�� Care�� Management��

Performance'��demonstration��is��a��pay��for��performance��demonstration��with��

approximately��2,300��physicians��representing��almost��700��practices��in��four��states��

(Arkansas,��California,��Massachusetts��and��Utah).��It��started��in��July��2007��and��provides��

financial��rewards��for��practices'��performance��on��26��clinical��quality��measures��covering��

care��for��diabetes,��congestive��heart��failure,��coronary��artery��disease��and��the��provision��

of��preventive��health��services��to��beneficiaries��with��chronic��conditions.��It��also��will��

reward��physicians��who��are��able��to��report��measures��electronically��(Kuhn,��2008).��

��

Earlier��this��year,��a��new��Medicare��demonstration,��which��aims��to��provide��as��many��as��

1,200��small��to��medium�rsized��primary��care��practices��across��12��sites��nationwide��with��

incentive��payments��for��increasing��electronic��health��record��(EHR)��functionality��and��

improving��care��through��the��use��of��EHRs,��was��announced.��Individual��physicians��could��

earn��up��to��US$58,000��over��the��course��of��the��five�ryear��demonstration��or��up��to��

US$290,000��per��practice.��By��design,��the��demonstration��will��be��budget��neutral,��

requiring��that��associated��costs��be��offset��by��savings��resulting��from��more��efficient��

health��care��delivery.��See��also��Case��Study��2.7��on��the��US��Medicare��'Medical��Home��

Demonstration'.��
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CASE��STUDY��2.5��
Australia��–��Practice��Incentives��Program��(PIP)��and��Service��Incentives��Program��(SIP)��

��

Overview��

The��Practice��Incentives��Program��(PIP)��and��Service��Incentives��Program��(SIP)��are��part��

of��a��blended��payment��system��for��Australian��GPs.��The��PIP��was��introduced��in��1999��and��

from��2001,��practices��registered��for��the��PIP��could��also��avail��of��payments��under��the��

SIP��(Scott,��2005).��Both��are��voluntary��programmes,��although��access��to��the��

programmes��is��available��only��to��practices��that��are��fully��accredited��or��new��practices��

that��are��registered��for��accreditation��and��must��be��fully��accredited��within��12��months��

of��joining.��As��of��May��2009,��4,804��GP��practices��in��Australia��were��participating��in��the��

PIP,��representing��82��per��cent��of��the��total��patient��population.��A��slightly��lower��number��

were��participating��in��the��SIP;��representing��approximately��79��per��cent��of��the��total��

patient��population��(Commonwealth��of��Australia,��2008).24��SIP��payments��are��targeted��

more��towards��the��achievement��of��measured��health��outcomes,��while��PIP��payments��

are��primarily��geared��towards��improvements��in��process��and��structures��of��care.��

��

Payments��made��through��the��programme��are��in��addition��to��other��income��earned��by��

the��general��practitioners��and��the��practice,��including��Medicare��rebates.25��The��aim��of��

the��PIP��and��SIP��is��to��overcome��some��of��the��limitations��of��the��fee�rfor�rservice��

arrangements��in��Australian��general��practice;��under��fee�rfor�rservice,��practices��that��

provide��numerous��quick��consultations��receive��higher��payment��than��those��that��take��

the��time��to��look��after��the��ongoing��health��care��needs��of��their��patients.��Payments��

under��the��PIP��and��SIP��are��(generally)��per��patient;��the��blended��method��of��payment��is��

therefore��intended��to��mediate��the��more��extreme��incentives��of��over�rprovision��

associated��with��fee�rfor�rservice��and��under�rprovision��associated��with��salary��and��

capitation��methods��(Scott,��2005).��

��

There��are��currently��thirteen��broad��elements��to��the��payment��formula��for��PIP/SIP,��

some��with��several��tiers��of��payment.��Practices��may��qualify��for��any��or��all��payments,��

which��are��cumulative.��Payments��are��calculated��quarterly.��Table��A2.5.1��illustrates��the��

specific��indicators��across��all��areas.��The��majority��of��the��payments��refer��to��process��or��

structures��of��care,��rather��than��outcomes.��The��incentive��payments��that��specifically��

focus��on��health��outcomes��(the��SIP)��relate��to��asthma��care,��cervical��screening��and��

diabetes��management,��with��a��new��SIP��for��'Indigenous��Health'��introduced��in��May��

2010.��These��incentives��follow��a��similar��pattern��of��payments,��in��that��they��all��provide:��
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��
24�� See��also��www.medicareaustralia.gov.au/statistics/div_gen_prac.shtml��[last��accessed��27��June��2010].��
25�� Medicare��is��the��Australian��programme��that��provides��free��general��practitioner��care��for��all��resident��Australians.��The��federal��

government��reimburses��doctors��for��services��provided��to��patients��on��a��fee�rfor�rservice��basis��(the��fee��is��set��and��patients��are��
only��liable��for��charges��where��the��GP��sets��a��charge��in��excess��of��the��Medicare��fee,��i.e.��does��not��engage��in��'bulk��billing').��
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�r a��sign�ron��payment;��

�r a��registration��payment;��and��

�r a��service��incentive��payment:��where��a��payment��is��made��to��providers��(working��
within��a��PIP��practice)��for��the��provision��of��the��specified��service��to��the��relevant��
population.��

��

In��2003,��income��from��the��PIP��was��estimated��to��account��for��approximately��9��per��cent��

of��the��gross��income��of��a��GP��(Scott,��2005),��while��in��2008/2009,��a��total��of��

AUD$298.2m��in��PIP/SIP��payments��were��made��to��4,804��GP��practices��(implying��an��

average��payment��of��AUD$62,073��per��practice)��(Commonwealth��of��Australia,��2008).26��

��
26�� At��time��of��writing��(June��2010),��AUD$1.00=€0.57��(www.xe.com)��[last��accessed��28��June��2010].��
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TABLE��A2.5.1��
Australia��Practice��Incentives��Payment��and��Service��Incentives��Payment��Indicators��and��Payments��

��
Indicator�� Description�� Value��
After��Hours����
Care��

Tier��1:��The��practice��must��ensure��all��practice��patients��have��access��to��24�rhour��care��
including��access��to��out��of��hours��visits��at��home,��in��a��residential��or��aged��care��facility��
and��in��hospital,��where��necessary��and��appropriate��
Tier��2:��The��practice��general��practitioners��(GPs)��must��provide��at��least��10��hours��per��
week��of��after��hours��cover��(on��average)��to��practice��patients��(15��hours��in��practices��with��
over��2,000��SWPEsa)��
Tier��3:��The��practice��GPs��provide��after��hours��cover��to��practice��patients��24��hours,��seven��
days��a��week��

AUD$2��per��SWPE��

Aged��Care��
Access��

Tier��1:��The��practice��provides��at��least��60��Medicare��Benefits��Schedule��(MBS)��services����
Tier��2:��The��practice��provides��at��least��140��Medicare��Benefits��Schedule��(MBS)��services����

AUD$1,000��
(per��practice)��
AUD$1,500��
(per��practice)��

Asthma��Care�� The��Asthma��Incentive��consists��of��the��following��components:�� ��
�� 1. sign�ron��payment:��one�roff��payment��to��PIP��practices��that��implement��a��cycle��of��

care��for��patients��with��moderate��to��severe��asthma��
AUD$0.25��per��SWPE��
(sign�ron)��

�� 2. service��incentive��payment:��payment��to��practitioners��working��within��a��PIP��
practice��who��complete��an��asthma��cycle��of��care��for��patients��with��moderate��to��
severe��asthma,��payable��once��per��year��per��patient��

AUD$100��per��eligible��
patient��(service)��

Cervical�� The��Cervical��Screening��Incentive��consists��of��the��following��components:� � � �
Screening�� 1. sign�ron��payment:��one�roff��payment��to��PIP��practices��that��engage��with��the��

state/territory��Cervical��Screening��Registers��
AUD$0.25��per��SWPE��
(sign�ron)��

�� 2. outcomes��payment:��payment��to��PIP��practices��where��a��specified��proportion��of��
women��aged��between��20��and��69��years��has��been��screened��in��the��last��30��months��

AUD$3��per��eligible��
patient��(outcomes)��

�� 3. services��incentive��payment:��a��payment��to��practitioners��working��within��a��PIP��
practice��for��screening��women��between��20��and��69��years,��who��have��not��had��a��
cervical��smear��within��the��last��four��years��

AUD$35��per��eligible��
patient��(service)��

Diabetes�� The��Diabetes��Incentive��consists��of��the��following��components:�� ��
Care�� 1. sign�ron��payment:��one�roff��payment��for��notifying��the��Australian��Government��that��

the��PIP��practice��uses��a��diabetes��register��and��recall/reminder��system��
AUD$1��per��SWPE��
(sign�ron)��

�� 2. outcomes��payment:��payment��to��PIP��practices��that��complete��an��annual��cycle��of��
care��for��a��target��proportion��of��their��patients��with��diabetes��

AUD$20��per��eligible��
patient��(outcomes)��

�� 3. service��incentive��payment:��payment��to��providers��working��within��a��PIP��practice��
for��each��annual��cycle��of��care��for��a��patient��with��diabetes,��payable��once��per��year��
per��patient��

AUD$40��per��eligible��
patient��(service)��

Domestic��
Violence��
Support��

All��practices��in��rural��and��remote��areas��who��have��an��appropriately��trained��and��
qualified��practice��nurse��or��Aboriginal��health��worker��available��for��a��minimum��number��
of��sessions��per��week��for��domestic��violence��support��

not��available��

Indigenous�� The��Indigenous��Health��Incentive��consists��of��the��following��components:�� ��
Health�� 1. sign�ron��payment:��a��once�roff��payment��to��practices��that��join��the��incentive��and��

agree��to��undertake��specified��activities��to��improve��the��provision��of��care��to��their��
Aboriginal��and��Torres��Strait��Island��populations��with��a��chronic��disease��

AUD$1,000��
(per��practice)��

�� 2. a��patient��registration��payment:��a��payment��for��each��Aboriginal��and��Torres��Strait��
Islander��patient��that��is��registered��with��the��practice��for��the��management��of��
chronic��disease��in��a��calendar��year��

AUD$250��
(per��patient)��

�� 3. outcomes��payment:�� ��
�� Tier��I:��a��payment��for��each��registered��patient��for��whom��a��targeted��level��of��care��is��

provided��by��the��practice��in��a��calendar��year��
AUD$100��
(per��patient)��

�� Tier��2:��a��payment��for��each��registered��patient��for��whom��the��majority��of��care��is��
provided��by��the��practice��in��a��calendar��year��

AUD$100��
(per��patient)��

e�rHealth�� To��be��eligible��for��the��PIP��e�rHealth��Incentive,��practices��must:��
1. have��a��secure��messaging��capability,��which��is��provided��by��an��eligible��supplier��
2. have��(or��have��applied��for)��a��location/site��Public��Key��Infrastructure��(PKI)��

certificate��for��the��practice��and��each��practice��branch��and��make��sure��that��each��
medical��practitioner��from��the��practice��has��(or��has��applied��for)��an��individual��PKI��
certificate��

3. provide��practitioners��from��the��practice��with��access��to��a��range��of��key��electronic��
clinical��resources��

AUD$6.50��
(per��SWPE��per��quarter),��
capped�� at�� €50,000�� per��
annum��

Practice��
Nurse��

To��employ��or��retain��the��services��of��an��appropriately��trained��and��qualified��practice��
nurse��and/or��Aboriginal��health��worker��for��the��minimum��number��of��sessions��per��week��
(the��number��of��sessions��depends��on��practice��list��size)��

AUD$7��per��SWPE��per��year��
(AUD$8��in��urban��areas),��
capped��at��AUD$35,000��per��
annum�� (AUD$40,000�� in��
urban��areas)��
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Indicator�� Description�� Value��
Procedural�� This��initiative��acknowledges��that��general��practices��in��rural��and��remote��areas��are��

often��required��to��deliver��a��wide��range��of��services��such��as��obstetrics,��surgery��and��
anaesthetics��which��in��urban��areas��are��typically��delivered��by��specialists.��For��a��practice��
to��be��eligible��for��the��payment��it��must��participate��in��the��PIP,��be��located��within��the��
target��area��Rural,��Remote��and��Metropolitan��Area��classification��(RRMAs)��3�r7��and��have��
at��least��one��GP��who��provides��one��or��more��of��the��procedural��services��described��in��the��
definition��of��a��procedural��general��practitioner.��There��are��four��tiers:��

��

�� Tier��1:��A��GP��in��a��rural��or��remote��practice��who��provides��any��service��in��the��six��month��
reference��period��that��meets��the��definition��of��a��procedural��service��

AUD$1,000��per��GP��per����
6��month��reference��period��

�� Tier��2:��A��GP��meets��the��Tier��1��requirement��and��provides��after��hours��procedural��
services��on��a��regular��or��rostered��basis��(15��hours��per��week��on��average)��throughout��
the��six��month��reference��period��

AUD$2,000��per��GP��per����
6��month��reference��period��

�� Tier��3:��A��GP��meets��the��Tier��2��requirements��and��provides��surgical��and/or��anaesthetic��
and/or��obstetric��services��totalling��25��or��more��eligible��procedures��in��the��six��month��
reference��period��

AUD$5,000��per��GP��per����
6��month��reference��period��

�� Tier��4:��A��GP��meets��the��Tier��2��requirements��and��delivers��10��or��more��babies��in��the��six��
month��reference��period��or��meets��the��obstetric��needs��of��the��community��

AUD$8,500��per��GP��per����
6��month��reference��period��

Quality��
Prescribing��

On��average,��the��practice��participates��in��three��activities��(one��of��which��is��a��clinical��
audit)��per��FTE��GP,��by��30��April��each��year.��

AUD$1��per�� SWPE�� per��
annum��

Rural��
Practice��

All��practices��whose��main��location��is��situated��outside��capital��cities��and��other��major��
metropolitan��areas��are��be��paid��a��rural��loading.��

Ranges��from��15��per��cent��in��
large��rural��centres��to��50��per��
cent��in��other��rural��locations��

Teaching�� A��teaching��payment��of��is��made��to��practices��for��each��three��hour��teaching��session��
provided��to��an��undergraduate��medical��student.��

AUD$100��(for��each��three�r
hour��session)��

��
Note:�� a�� Standardised��Whole��Person��Equivalent��(SWPE)��is��used��to��measure��practice��size��and��includes��a��weighting��factor��for��the��age��and��

gender��of��patients.��The��average��FTE��(Full��Time��Equivalent)��GP��sees��approximately��1,000��SWPEs��annually.��

Source:�� �� www.medicareaustralia.gov.au/provider/incentives/pip/index.jsp��[last��accessed��27��June��2010]��

��

Discussion��

Formal��evaluations��of��the��PIP/SIP��are��not��available,��so��it��is��difficult��to��assess��the��

extent��to��which��the��PIP/SIP��contributes��to��improved��health��outcomes.��However,��an��

examination��of��the��contribution��of��the��PIP��to��the��health��of��the��Aboriginal��and��Torres��

Strait��Islander��population��noted��that��there��is��little��evidence��that��the��PIP��had��any��

effect��on��health��outcomes��(Couzos��et��al.,��2010).��In��an��effort��to��mitigate��health��

inequalities��and��to��encourage��practices��to��better��identify��this��group��of��the��

population,��the��PIP��was��extended��in��May��2010��to��include��an��'Indigenous��Health��

Incentive'.��As��with��many��of��the��other��components��of��the��PIP/SIP,��the��'Indigenous��

Health��Incentive'��contains��a��sign�ron��payment,��a��patient��registration��payment��and��an��

outcomes��payment,��although��the��latter��is��relatively��less��lucrative.��As��discussed��in��

Chapter��3,��a��general��criticism��of��'pay��for��performance'��incentives��is��that��they��tend��to��

focus��on��structural��and��procedural��aspects��of��care,��largely��due��to��measurement��

issues,��rather��than��health��outcomes��and��the��Australian��PIP/SIP��is��no��different��in��this��

regard.��
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CASE��STUDY��2.6��
Sweden��–��ÄDEL��Reform��

��

Overview��

The��1992��Care��of��the��Elderly��Reform��(the��'Ädel'��Reform)��transferred��responsibility��for��

the��financing��and��provision��of��care��of��the��elderly��from��the��counties��to��the��

municipalities.��Essentially,��municipalities��became��financially��liable��for��patients��who��

have��completed��their��treatment��in��an��acute��hospital.��The��local��municipalities��were��

required��to��pay��the��county��councils��per��diem��for��care��delivered��to��any��patient��in��

hospital��when��that��individual��was��considered��fully��medically��treated��by��a��doctor.��In��a��

similar��vein,��the��1995��Mental��Health��Reform,��aimed��at��improving��the��quality��of��life��

for��mental��health��patients,��made��the��municipalities��financially��responsible��for��these��

patients��when��they��no��longer��required��hospital��care,��i.e.��when��they��were��fully��

medically��treated��(Glenngård��et��al.,��2005).27��

��

Discussion��

It��has��been��estimated��that��this��transfer��resulted��in��a��reallocation��of��20��per��cent��of��

financing��and��provision��from��county��to��municipal��level��(Nolte��et��al.,��2008a).��The��

main��reason��for��the��ÄDEL��reform��was��a��perceived��over�rmedicalisation��of��the��care��of��

older��people��in��geriatric��facilities��and��in��nursing��homes��that��were��operated��much��like��

hospitals.��Also,��in��many��hospitals,��as��many��as��20��per��cent��of��patients��in��internal��

medicine��occupied��beds��despite��not��requiring��acute��hospital��care;��they��remained��in��

hospital��because��of��a��shortage��of��nursing��home��beds.��

��

Transferring��financial��responsibility��from��county��to��municipality��level��following��the��

1992��reform��resulted��in��an��almost��immediate��reduction��of��the��number��of��'bed��

blockers',��falling��from��approximately��15��per��cent��in��acute��hospital��care��in��1990��to��6��

per��cent��in��1994��and��subsequently��stabilising��at��a��low��level��(Nolte��et��al.,��2008a).��The��

average��length��of��stay��also��fell��to��four��days��for��surgery��and��five��days��for��internal��

medicine.��This��led��to��a��reduction��of��the��number��of��acute��hospital��beds��from��12��per��

1,000��in��1988��to��4��per��1,000��in��1998.��

��

However,��this��was��accompanied��by��a��significant��increase��in��long�rterm��care��capacity,��

with��7.5��per��cent��of��over��65s��receiving��long�rterm��care��in��institutions��and��9.5��per��cent��

receiving��formal��care��at��home��in��2004.��In��a��comparison��of��17��OECD��countries��in��

2004,��only��Hungary��had��a��higher��proportion��(8.0��per��cent)��of��the��over��65s��population��

in��long�rterm��institutional��care��(Wren,��2009).��The��transfer��of��many��ill,��older��people��

into��their��care��placed��great��strains��on��municipalities,��significantly��changed��the��

hitherto��generous��access��to��home��help��services��and��increased��informal��care��

demands��(Wren,��2009).��During��the��1990s,��the��municipalities��did��not��have��the��
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��
27�� After��patients��have��had��3��months��of��consecutive��inpatient��psychiatric��treatment,��the��local��municipalities��must��provide��

housing,��occupational��services��and��some��rehabilitation��services��(Glenngård��et��al.,��2005).��
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financial��capacity��to��expand��care��for��older��persons��to��substitute��for��the��reduction��in��

hospital��care.��In��1993,��23��per��cent��of��people��aged��80��years��and��over��received��home�r

help��services��and��this��had��reduced��to��19��per��cent��in��2003.��There��has��been��a��

consequent��shift��in��resources��to��those��who��are��in��greatest��need��of��assistance��

(Glenngård��et��al.,��2005).��
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CASE��STUDY��2.7��
US��(Medicare)��–��Medical��Home��Demonstration��

��

Overview��

In��2006,��the��Tax��Relief��and��Health��Care��Act��mandated��a��demonstration��in��up��to��eight��

states��to��provide��targeted,��accessible,��continuous��and��co�rordinated��care��to��Medicare��

beneficiaries��with��chronic��or��prolonged��illnesses.��The��Medicare��'Medical��Home��

Demonstration'��was��expected��to��begin��in��January��2010��and��continue��through��to��

December��2012,��with��the��evaluation��continuing��for��another��year.��The��main��purpose��

of��the��Medical��Home��Demonstration��is��to��determine��whether��Medicare��'medical��

homes'��reduce��costs��to��Medicare��by��avoiding��unnecessary��care,��co�rordinating��and��

rationalising��care��and��avoiding��preventable��hospitalisations��and��readmissions.��The��

demonstration��is��also��designed��to��determine��whether��medical��homes��improve��the��

quality��of��health��care��by��avoiding��inconsistent��treatments��and��medications,��

increasing��the��amount��of��preventive��care��and��improving��patient��adherence��

(Mathematica��Policy��Research,��2008).��

��

The��demonstration��is��directed��specifically��at��'high��need'��patients,��i.e.��those��with��

prolonged��or��chronic��illnesses��that��require��regular��monitoring,��advising��and��

treatment.��The��majority��(86��per��cent)��of��Medicare��beneficiaries��have��one��or��more��

chronic��conditions��and��many��suffer��from��five��or��more��chronic��conditions.��Most��

Medicare��beneficiaries��with��chronic��conditions��receive��care��from��10��or��more��

physicians��in��any��given��year.��One��well��documented��result��of��this��fragmentation��in��

care��for��Medicare��beneficiaries��is��the��rising��cost��of��care��(Mathematica��Policy��

Research,��2008).��

��

It��is��a��three��year��programme��providing��reimbursement��in��the��form��of��a��care��

management��fee��to��practices��for��the��services��of��a��personal��physician.��Practices��

qualify��for��either��Tier��I��or��Tier��II��'medical��home'��status��on��the��basis��of��achievement��

under��six��general��domains��(continuity��of��care,��clinical��information��systems,��delivery��

system��design,��decision��support,��patient/family��engagement��and��care��co�rordination)��

and��up��to��28��specific��core��capabilities.��Tier��I��practices��will��be��required��to��have��17��

core��capabilities,��while��Tier��II��practices��will��be��required��to��have��all��19��of��the��core��

capabilities,��plus��any��three��of��the��additional��capabilities.28��It��is��anticipated��that��50��

practices��in��each��of��the��8��states��would��be��chosen��for��the��demonstration,��yielding��a��

total��of��400��practices,��2,000��physicians��and��400,000��beneficiaries.��
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28�� An��example��of��a��core��capability��is��'the��practice��reviews��all��medications��a��patient��is��taking��including��prescriptions,��over��the��

counter��medications��and��herbal��therapies/supplements'��while��an��example��of��an��additional��capability��is��'the��practice��uses��
electronic��information��to��generate��lists��of��patients��and��take��action��to��remind��patients��or��clinicians��proactively��of��services��
needed,��such��as��patients��needing��clinician��review��or��action��or��reminders��for��preventive��care,��specific��tests��or��follow�rup��
visits'��(see��www.cms.hhs.gov/DemoProjectsEvalRpts/��[last��accessed��27��June��2010]).��
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As��with��all��Medicare��services,��the��Relative��Values��Scale��Update��Committee��of��the��

American��Medical��Association��determines��the��work��relative��value��units��(RVUs)��

required��in��providing��different��services.��CMS��used��the��Medicare��physician��fee��

schedule��for��2009��to��convert��the��medical��home��RVUs��into��per��patient��per��month��

fees��of��US$40.40��for��Tier��I��practices��and��US$51.70��for��Tier��II��practices.��Payments��are��

further��adjusted��using��the��Hierarchal��Condition��Code��(HCC)��scores,��which��reflect��

severity��and��burden��to��the��physician.��For��patients��with��an��HCC��score��less��than��1.6��

(who��are��less��ill��and��require��less��physician��effort��to��manage),��payments��are��US$27.12��

per��month��and��US$35.48��per��month��for��Tier��I��and��II��practices��respectively.��For��

patients��with��an��HCC��score��greater��or��equal��to��1.629,��payments��are��US$80.25��per��

month��and��US$100.35��per��month��for��Tier��I��and��Tier��II��practices��respectively.��In��

addition,��if��the��medical��home��demonstration��generates��more��than��2��per��cent��savings��

to��Medicare,��CMS��will��share��up��to��80��per��cent��of��the��savings��with��the��participating��

practices.��

��

Discussion��

While��no��evaluation��of��the��Medicare��'Medical��Home��Demonstration'��is��currently��

available,��it��is��worth��reviewing��the��evidence��on��'medical��homes'��more��generally.��The��

general��concept��of��a��'medical��home'��is��defined��as��primary��care��that��is��accessible,��

continuous,��comprehensive,��family�rcentred,��coordinated,��compassionate��and��

culturally��effective��(Abrams��et��al.,��2009).30��

��

The��need��for��a��patient�rcentred��medical��home��is��particularly��acute��in��the��US,��where��

only��65��per��cent��of��adults��report��that��they��have��an��accessible��primary��care��provider��

and��where��there��are��wide��variations��by��income,��insurance��status��and��race��(Beal��et��

al.,��2007).��Only��a��little��more��than��half��of��all��Americans��report��open��and��clear��

communication�� with�� their�� primary�� care�� provider.�� When�� there�� is�� good��

communication��and��care��is��delivered��in��a��timely��and��coordinated��manner,��patients��

are��more��likely��to��adhere��to��treatment��plans,��fully��participate��in��decisions��and��

receive��better��care��overall��(Abrams��et��al.,��2009).��

��

��
29�� It��is��estimated��that��25��per��cent��of��Medicare��beneficiaries��have��an��HCC��score��greater��than��or��equal��to��1.6��(Mathematica��

Policy��Research,��2008).��
30�� In��the��US,��the��National��Committee��for��Quality��Assurance��has��announced��that,��to��qualify��as��a��patient�rcentred��medical��

home,��a��primary��care��practice��must��demonstrate��proficiency��in��at��least��five��of��the��following��10��areas:��
�r Written��standards��for��patient��access��and��patient��communication��
�r Use��of��data��to��show��they��are��meeting��this��standard��
�r Use��of��paper�rbased��or��electronic��charting��tools��to��organise��clinical��information��
�r Use��of��data��to��identify��patients��with��important��diagnoses��and��conditions��
�r Adoption��and��implementation��of��evidence�rbased��guidelines��for��three��conditions��
�r Active��support��of��patient��self�rmanagement��
�r Tracking��system��to��test��and��identify��abnormal��results��
�r Tracking��referrals��with��paper�rbased��or��electronic��system��
�r Measurement��of��clinical��and/or��service��performance��by��physician��or��across��a��practice��
�r Reporting��performance��across��the��practice��or��by��physician��(Abrams��et��al.,��2009).��
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Creating��medical��homes��requires��significant��restructuring��of��the��existing��health��care��

delivery��system��to��ensure��that��currently��isolated��doctors'��offices��and��hospitals��are��

incentivised��to��work��together��(and��electronic��information��systems��are��key��in��this��

regard).��Another��key��component��of��the��medical��home��model��is��ensuring��that��

payment��mechanisms��incentivise��physicians��to��strengthen��and��reward��primary��care.��

Fee�rfor�rservice��payments��in��particular��do��not��incentivise��providers��to��engage��in��

preventive��care.��

��

Medical��homes��are��associated��with��improved��preventive��care��and��chronic��disease��

management.��According��to��a��2007��survey��by��the��Commonwealth��Fund,��42��per��cent��

of��individuals��with��a��medical��home��have��regular��blood��pressure��checks,��compared��

with��20��per��cent��without��a��regular��source��of��care��or��medical��home.��Patients��with��

medical��homes��are��also��more��likely��to��report��better��access��to��care,��better��

coordination��of��care,��improved��communication��with��their��primary��care��provider��and��

fewer��medical��errors��(Beal��et��al.,��2007).��Medical��homes��are��also��efficient,��with��

patients��in��medical��homes��less��likely��to��have��medical��reports��unavailable��during��a��

visit��or��to��undergo��duplicate��tests��(Abrams��et��al.,��2009).��
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CASE��STUDY��2.8��
US��–��Kaiser��Permanente��Integrated��Health��Care��

��

Overview��

Kaiser��Permanente��is��the��leading��integrated��health�rcare��system��in��the��US.31��Founded��

in��1945,��it��is��a��not�rfor�rprofit,��multi�rspecialty,��group�rpractice��prepayment��programme��

serving��the��health��care��needs��of��8.6m��members��in��9��states��(Hawaii,��California,��

Oregon,��Washington,��Colorado,��Ohio,��Maryland,��Virginia��and��Georgia)��and��the��

District��of��Columbia.��Kaiser��Permanente��North��California��(KPNC)��is��the��largest��of��the��

eight��regional��entities��(with��75��per��cent��of��all��members).��Due��to��its��history��of��being��a��

support��facility��for��an��industrial��production��line,��the��Kaiser��Permanente��system��

focussed��on��keeping��workers��healthy��and��treating��the��early��signs��of��ill�rhealth.��Kaiser��

Permanente��built��its��own��hospitals,��becoming��a��self�rcontained��delivery��system��with��

its��own��full�rtime��doctors,��nurses��and��other��staff.��The��electronic��health��record��is��a��key��

component��in��supporting��the��focus��on��preventive��care.��Coverage��provided��depends��

on��the��individual's��chosen��health��plan,��ranging��from��low��coverage��health��plans��with��

relatively��high��co�rpayments��to��plans��providing��extensive��coverage��and��minimal��co�r

payments.��During��recent��decades,��Kaiser��Permanente��has��also��introduced��disease��

management��programmes��for��coronary��artery��disease,��heart��failure,��diabetes��and��

asthma.��

��

The��Kaiser��Permanente��Medical��Care��Program��comprises��three��separate��but��

interdependent��groups:��the��Kaiser��Foundation��Health��Plan��(KFHP),��Kaiser��Foundation��

Hospitals��(KFH)��and��Kaiser��Permanente��Medical��Groups��(PMG).��These��entities��co�r

operate��to��organise,��finance��and��deliver��medical��care��under��contracts��built��on��a��

common��vision,��joint��decision�rmaking��and��aligned��incentives��(McCarthy��et��al.,��2009).��

The��PMGs��are��multi�rspecialty��groups��of��physicians��who��accept��a��fixed��capitation��

payment��to��provide��medical��care��exclusively��for��Kaiser��health��plan��members��in��

Kaiser��facilities.32��Facilities��include��35��in�rpatient��medical��centres��in��three��states��

(California,��Oregon��and��Hawaii),��along��with��431��out�rpatient��medical��facilities��in��all��

regions.33��Kaiser��Permanente's��workforce��comprises��almost��167,000��employees��of��

KPHP��and��KPH��and��14,600��physicians��working��in��the��PMGs��(McCarthy��et��al.,��2009).��

To��the��public,��the��hospital��and��general��practitioner��type��facilities��are��seen��as��one��

��
31�� Other��large��integrated��health��care��systems��in��the��US��include��the��Veterans'��Administration��(VA)��and��Geisinger��(McCarthy��et��

al.,��2009).��The��VA��provides��health��care��services��to��approximately��5.5m��eligible��veterans��and��their��dependents,��primarily��by��
salaried��doctors��working��in��government�rowned��facilities��(American��College��of��Physicians,��2008).��It��is��a��single�rpayer��
system.��Funds��are��allocated��to��geographic��regions��that��typically��contain��several��hospitals.��If��funding��runs��out��before��the��
end��of��a��fiscal��year,��services��are��curtailed.��Reforms��in��the��mid�r1990s��included��the��adoption��of��an��electronic��medical��record��
system��and��an��increased��emphasis��on��primary��care,��preventive��services��and��case��management��for��long�rterm��care.��
Comparisons��of��VA��patients��with��the��general��population��consistently��show��higher��quality��of��care,��particularly��for��
preventive��and��long�rterm��care.��The��VA��actively��manages��prescription��budgets��by��relying��on��a��formulary��that��encourages��
the��use��of��generic��and��lower�rcost��drugs.��P
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32�� Physicians��are��also��eligible��to��earn��an��annual��performance��incentive��payment��of��up��to��5��per��cent��based��on��measures��of��
workload,��group��contribution,��quality,��service��and��patient��satisfaction��(McCarthy��et��al.,��2009).��

33�� In��the��other��states,��full��integration��does��not��exist��because��Kaiser��does��not��own��hospitals;��in��these��cases,��while��local��
organisations��seek��to��develop��good��working��relationships��with��contracted��hospitals��to��facilitate��case��management,��lack��of��
electronic��linkages��can��hinder��the��transfer��of��information��(McCarthy��et��al.,��2009).��
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organisation.��An��electronic��health��record��facilitates��information��exchange.34��Kaiser��

Permanente��may��also��contracts��with��other��providers��for��the��provision��of��health��care��

services��(e.g.��long�rterm��care).��

��

A��central��component��of��the��Kaiser��Permanente��approach��is��a��focus��on��preventive��

care��and��care��for��those��with��chronic��diseases.��The��approach��is��built��on��the��

philosophy��that��a��strong��primary��care��system��offers��the��most��efficient��way��to��

interact��with��most��patients��most��of��the��time,��while��recognising��that��some��patients��

may��additional��support��in��other��settings.��Patients��are��stratified��into��three��groups,��

with��differing��levels��of��engagement��by��the��primary��care��team��and��ancillary��staff��such��

as��nurses��and��medical��assistants��(McCarthy��et��al.,��2009):��

�r Primary��care��with��self�rcare��support��(for��the��65��to��80��per��cent��of��patients��whose��

conditions��are��generally��responsive��to��lifestyle��changes��and��medication)��

�r Assistive��care��management��(for��the��20��to��30��per��cent��of��patients��whose��diseases��

are��not��under��control��at��level��one��and��who��require��assistance��to��address��

adherence��problems,��complex��medication��regimes��and��co�rmorbidities)��

�r Intensive��case��management��and��specialty��care��(for��the��1��to��5��per��cent��of��

patients��with��advanced��disease��and��complex��co�rmorbidities)��

��

The��Colorado��region��also��offers��a��telephone�rbased��care��co�rordination��service��to��

improve��follow�rup��care��for��patients��discharged��from��hospital��or��a��skilled��nursing��

facility.��The��programme��also��targets��patients��who��frequently��present��at��the��

emergency��department��(ED),��or��who��are��at��risk��of��hospitalisation��because��of��

multiple��chronic��conditions.��Care��co�rordinators��(typically,��specially��trained��nurses��or��

social��workers)��contact��discharged��patients��within��24��hours��to��assess��needs��and��

determine��appropriate��services��such��as��medication��review,��development��of��self�rcare��

skills,��making��referrals��to��community��resources,��etc.��The��annual��cost��savings��from��

reduced��re�radmissions��(2.4��per��cent��of��intervention��patients��versus��14.0��per��cent��of��

usual�rcare��patients)��and��ED��visits��(7.0��per��cent��versus��16.0��per��cent��respectively)��

associated��with��the��programme��were��estimated��to��be��$4m��(McCarthy��et��al.,��2009).��

��
34�� Central��to��the��system��is��KP��HealthConnect,��a��comprehensive��health��information��system��that��integrates��an��electronic��

health��record��(EHR)��with��the��tools��to��support��physicians��in��delivering��evidence�rbased��medicine,��combined��with��an��online��
patient��portal��that��enhances��members'��access��to,��and��involvement��in,��their��care.��Patients��in��the��Northwest��region��who��
used��online��services��made��10��per��cent��fewer��primary��or��urgent��care��visits��than��before��they��had��online��access��(7��per��cent��
fewer��visits��when��compared��with��the��control��group��of��patients)��(McCarthy��et��al.,��2009).��However,��while��an��EHR��enhances��
physicians'��ability��to��deliver��high�rquality��medicine��and��meet��the��needs��of��patients,��it��does��require��more��time��for��
information��recording��and��management.��Realising��that��while��such��a��system��may��increase��a��physician's��workload��initially,��
but��increases��the��efficiency��of��visiting��as��more��patients��use��it,��is��key��to��the��acceptability��of��the��EHR��(McCarthy��et��al.,��
2009).��
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Discussion��

Feachem��et��al.��(2002)��compared��the��costs��and��performance��of��the��English��NHS��with��

those��of��Kaiser��Permanente��in��California.��They��concluded��that��Kaiser��Permanente��

provided��much��better��value,��largely��by��using��only��one��third��of��the��acute��bed��days��

used��in��the��NHS.��This��was��explained��by��better��integration��throughout��the��system,��

efficient��management��of��hospital��use,��the��benefits��of��competition��and��greater��

investment��in��IT.��Ham��et��al.(2003)��put��forward��a��number��of��explanations��for��the��

much��lower��rates��of��hospital��admission��and��length��of��stay��in��Kaiser��in��comparison��

with��the��NHS,��including��integration��of��funding��with��provision��of��service,��integration��

of��inpatient��care��with��outpatient��care��and��prevention,��a��focus��on��minimising��hospital��

stays,��a��focus��on��self�rcare,��emphasis��on��skilled��nursing��and��patients'��ability��to��leave��

for��another��system��if��care��is��unsatisfactory.��However,��the��claims��were��disputed��and��

serious��criticisms��were��levelled��at��the��methods��used��in��conducting��the��comparison��

(Strandberg�rLarsen��et��al.,��2007).��The��superiority��of��the��Kaiser��Permanente��model��

was��largely��attributed��to��greater��resources.��

��

The��extent��to��which��the��Kaiser��Permanente��model��is��transferable��to��other��health��

care��settings��is��debateable.��Despite��its��focus��in��the��literature,��Kaiser��Permanente��

covers��less��than��three��per��cent��of��the��US��population.��During��the��1980s��and��1990s,��

Kaiser��Permanente��tried��to��expand��its��operations,��but��succeeded��in��establishing��

operations��only��in��Georgia��and��the��mid�rAtlantic��states.��The��Kaiser��model��may��be��

difficult��to��replicate��in��markets��with��competing��providers,��or��in��those��with��medical��

practitioners��paid��on��a��fee�rfor�rservice��basis��(McCarthy��et��al.,��2009).��Notwithstanding��

these��concerns,��the��essential��features��of��the��Kaiser��Permanente��model,��i.e.��an��

organisation��that��supports��the��delivery��of��preventive,��acute��and��chronic��care��via��

appropriate��governance��arrangements,��payment��methods��and��IT,��has��the��capacity��to��

deliver��better��quality��care.��
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CASE��STUDY��2.9��
Canada��–��A��Structure��for��Integrated��Health��Care��in��Ontario��

��

Overview��

At��a��provincial��level,��responsibility��for��health��care��in��Canada��is��typically��divided��

between��ministries��of��health��and��regional��health��authorities��(RHAs)��(Marchildon,��

2005;��Elson,��2006).��Funding��was��devolved��to��the��RHAs��to��be��allocated��on��a��

population��health��needs��basis,��while��health�rcare��delivery��was��established��on��a��

geographical��basis��(Marchildon,��2005).35��The��new��regional��structure��has��been��

considered��successful��in��achieving��horizontal��and��vertical��integration��by��reducing��the��

size��of��acute��care��facilities��and��improving��the��continuity��and��coordination��of��care��

(Marchildon,��2005).��

��

This��case��study��will��concentrate��on��the��organisation��of��health��care��in��Ontario,��which��

has��introduced��regionalisation��only��relatively��recently��(Marchildon,��2005;��Elson,��

2006;��Jiwani��et��al.,��2008).��

��

Local��Health��Integration��Networks��(LHINs)��

Under��the��Local��Health��System��Integration��Act,��2006,��14��local��health��integration��

networks��(LHINs)��were��created��as��not�rfor�rprofit��organisations��in��April��2007��to��take��

full�� responsibility�� for��planning��and��managing��health�rcare��services�� for�� their��

populations��(KPMG,��2008;��Ministry��of��Health��and��Long�rTerm��Care,��2009a).��There��is��

considerable��variation��both��in��the��size��(in��terms��of��population)��of��LHINs��and��the��

number��of��health��service��providers��within��each��area��(see��Table��A2.9.1).��Adjusting��for��

population��size,��networks��with��large��populations��appear��to��have��relatively��small��

numbers��of��health��service��providers��and��certainly��less��than��the��average.��However,��

this��crude��comparison��does��not��take��account��of��the��health��status��of��the��population.��
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��
35�� Provinces��retained��responsibility��for��remuneration��of��physicians��and��for��pharmaceuticals.��Critics��argue��that��this��limits��

RHAs'��powers��to��manage��health�rcare��delivery��(Marchildon,��2005).��
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TABLE��A2.9.1��
Population��and��Health��Service��Providers��by��Local��Health��Integration��Network,��2008��

��
Health��Service��Providers��LHIN�� Population��

Number�� Per��100,000��
populationa��

North��West�� 242,500�� 155�� 63.92��
North��Simcoe��Muskoka�� 425,000�� 85�� 20.00��
South��East�� 485,500�� 126�� 25.95��
North��East�� 567,900�� 265�� 46.66��
Erie��St��Clair�� 650,000�� 113�� 17.38��
Waterloo��Wellington�� 685,400�� 103�� 15.03��
Central��West�� 772,973�� 49�� 6.34��
South��West�� 1,000,000�� 224�� 22.40��
Mississauga��Halton�� 1,040,800�� 81�� 7.78��
Champlain�� 1,100,000�� 213�� 19.36��
Toronto��Central�� 1,146,800�� 243�� 21.19��
Hamilton��Niagara��Haldimand��Branta�� 1,400,000�� 233�� 16.64��
Central��East�� 1,400,000�� 173�� 12.36��
Central�� 1,600,000�� 135�� 8.44��
Average�� 894,062a�� 157�� 19.77��

��
Notes:�� �� Data��relate��to��31��March��2008.��

�� a�� Calculated��using��population��data��provided.��

�� b�� Calculated��using��data��provided��on��population��and��number��of��health��service��providers.��

Sources:�� �� KPMG,��2008.��

�� �� Population��data��for��Hamilton��Niagara��Haldimand��Brant��LHIN��obtained��from��Hamilton��Niagara��Haldimand��Brant��LHIN��(2009).��

��

LHINs��do��not��have��comprehensive��responsibility��for��all��health�rcare��services��and��even��

for��those��services��within��their��remit,��they��do��not��necessarily��have��full��authority��

(Elson,��2006;��Ministry��of��Health��and��Long�rTerm��Care,��2009a;��b).��For��instance,��LHINs��

have��responsibility��for��funding��public��and��private��hospitals,��but��they��are��not��

permitted��to��order��amalgamation��or��closure��of��providers��or��changes��to��provider��

boards��(Ministry��of��Health��and��Long�rTerm��Care,��2009a).��Other��services��within��the��

charge��of��LHINs��include��community��care��access��centres,��community��support��service��

organisations,��mental��health��and��addiction��agencies,��community��health��centres��and��

long�rterm��care��homes��(Ministry��of��Health��and��Long�rTerm��Care,��2009a).��The��

provincial��government��has��responsibility��for��individual��practitioners,��family��health��

teams,��ambulance��services,��laboratories,��provincial��drug��and��other��programmes,��

independent��health��facilities��and��public��health��(Ministry��of��Health��and��Long�rTerm��

Care,��2009a).��

��

LHINs��act��as��the��intermediary��between��their��local��community��and��health��service��

providers.��There��is��a��strong��emphasis��on��local��involvement��in��decisions��regarding��the��

health�rcare��system��and��as��such,��LHINs��are��required��to��engage��with��the��local��

communities;��although��each��network��has��discretion��with��regard��to��the��format��and��

frequency��of��this��interaction��(Ministry��of��Health��and��Long�rTerm��Care,��2009a).��LHINs��

are��intended��to��achieve��integrated��health��care��through��contracts��with��providers��

(Ministry��of��Health��and��Long�rTerm��Care,��2009a).��There��is��clearly��a��challenge��facing��

LHINs��to��integrate��care��to��meet��all��the��needs��of��its��population��when��some��services��

are��not��within��their��control.��
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There��is��a��clear��governance��framework��for��LHINs.��Annual��accountability��agreements��

between��each��LHIN��and��the��Ministry��of��Health��and��Long��Term��Care��(MoHLTC)��specify��

performance��goals,��objectives��and��targets,��as��well��as��an��expenditure��plan��(Ministry��

of��Health��and��Long�rTerm��Care,��2009a).��In��addition,��the��LHINs��must��submit��annual��

reports��and��service��plans��(Ministry��of��Health��and��Long�rTerm��Care,��2009a).��

��

Discussion��

As��a��relatively��recent��development,��LHINs��are��still��evolving��into��their��role.��Already,��

however,��the��short��experience��with��this��new��structure��has��highlighted��some��areas��of��

concern.��In��particular,��there��has��been��ambiguity��regarding��the��responsibilities��of��the��

LHINs��and��the��MoHLTC��(KPMG,��2008).��In��addition,��there��has��been��criticism��of��the��

powers��devolved��to��the��LHINs,��with��some��questioning��how��the��LHINs��may��be��

responsible��for��system��coordination��and��management��when��they��do��have��not��full��

direct��control��over��the��delivery��of��all��health��services��(Elson,��2006).��
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CASE��STUDY��2.10��
England/UK��–��The��Expert��Patients��Programme��

��

Overview��

In��their��1999��White��Paper,��the��UK��government��introduced��the��Expert��Patients��

Programme��(EPP)��as��part��of��an��initiative��to��ensure��that��people��have��the��appropriate��

knowledge��and��expertise��to��make��decisions��about��their��health��(Department��of��

Health,��1999).��Acknowledging��the��increasing��prevalence��of��chronic��diseases��among��

the��UK's��ageing��population,��it��was��envisaged��that��the��EPP��would��harness��and��build��

on��the��experience��and��expertise��developed��by��people��who��have��to��live��with��and��

manage��their��own��chronic��condition��on��a��daily��basis��(Department��of��Health,��1999;��

Donaldson,��2003).��Thus,��the��EPP��abandons��the��conventional��view��of��patients��as��

consumers,��recognising��their��role��in��influencing��their��own��health��(Lorig,��2002).��A��

dedicated��task��force��recommended��the��introduction��of��the��EPP��in��the��NHS��

(Department��of��Health,��2001).��With��a��commitment��to��implement��an��EPP��in��the��2000��

NHS��plan��(Secretary��of��State��for��Health,��2000),��England��pioneered��the��adoption��of��

this��initiative��at��a��national��level��(Lorig,��2002).��

��

The��EPP��evolved��from��a��chronic��disease��self�rmanagement��programme��developed��by��

Stanford��University��in��the��US��(Rogers��et��al.,��2008).36��Self�rmanagement��programmes��

provide��patients��with��the��knowledge��and��skills��necessary��to��enable��them��to��cope��

with��their��condition��and��solve��problems��they��encounter��on��a��daily��basis��and��extend��

beyond��education��(Bodenheimer��et��al.,��2002).��The��operation��of��the��EPP��is��similar��to��

that��of��the��US��chronic��disease��programme.��For��both,��the��duration��of��the��programme��

is��six��weeks,��involving��weekly��2.5�rhour��sessions��provided��by��two��lay��tutors��who��

themselves��have��a��chronic��condition��(see��Table��A2.10.1).��The��programmes��generally��

do��not��differentiate��between��diseases��because��the��skills��learnt��are��common��across��

conditions��(Kennedy��et��al.,��2007).��

P
A

R
T��2

A
ppendix
P

A
R

T��2
A

ppendix ��
36�� A��self�rmanagement��programme��for��those��with��arthritis��was��operated��in��the��Netherlands��(Barlow��et��al.,��2002;��Rijken��et��al.,��

2008).��
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TABLE��A2.10.1��
Content��of��Standard��Six�rWeek��Chronic��Disease��Self�rManagement��Programme��

��
Session��Content��

1�� 2�� 3�� 4�� 5�� 6��
Course��overview�� �3�� � � � � � � � �� �
Comparison��of��acute��and��chronic��conditions�� �3�� �� �� �� �� ��
Cognitive��symptom��management�� �3�� � � � � � � � �� �
Better��breathing�� �3�� �� �� �� �� ��
Introduction��to��action��plans�� �3�� � � � � � � � �� �
Feedback���� �� �3�� �3�� �3�� �3�� �3��
Dealing��with��anger,��fear��and��frustration� � � ��3�� � � � � � �� �
Introduction��to��exercise�� �� �3�� �� �� �� ��
Making��an��action��plan� � � ��3�� �3�� �3�� �3�� ��
Distraction�� �� �� �3�� �� �� ��
Muscle��relaxation� � � �� ��3�� � � � �� �
Fatigue��management�� �� �� �3�� �� �� ��
Monitoring��exercise� � � �� ��3�� � � � �� �
Healthy��eating�� �� �� �� �3�� �� ��
Communication��skills� � � � � � � ��3�� � � � �
Problem��solving�� �� �� �� �3�� �� ��
Use��of��medication� � � � � � � � � ��3�� ��
Depression��management�� �� �� �� �� �3�� ��
Self��talk� � � � � � � � � ��3�� ��
Treatment��decisions�� �� �� �� �� �3�� ��
Guided��imagery� � � � � � � � � ��3�� ��
Informing��the��health�rcare��team�� �� �� �� �� �� �3��
Working��with��your��health�rcare��professional� �� � � � � � � � � ��3��
Looking��forward�� �� �� �� �� �� �3��

��
Source:�� Adapted��from��Griffiths��et��al.��(2007)��

��

During��its��pilot��phase��between��2002��and��2006,��the��EPP��was��delivered��through��the��

NHS��by��Primary��Care��Trusts��(Rogers��et��al.,��2008).��This��structure��changed��in��2007��with��

the��establishment��of��the��EPP��Community��Interest��Company��(CIC),��a��not�rfor�rprofit��

social��enterprise��with��responsibility��for��developing��and��providing��courses.37��Health��

and��social��care��organisations��now��commission��courses��from��the��EPP��CIC��at��pre�r

specified��prices,��but��there��is��no��charge��for��participants��to��attend��(Expert��Patients��

Programme��Community��Interest��Company,��2008a,��b;��Department��of��Health,��2009;��

Expert��Patients��Programme��Community��Interest��Company,��2010).38��

��

Discussion��

The��EPP��is��a��key��element��for��disease��management��for��the��majority��of��those��living��

with��a��chronic��disease��who��are��low��risk.��Yet��relative��to��the��size��of��the��population��of��

interest,��participation��in��the��EPP��has��been��relatively��poor��to��date��(Rogers��et��al.,��

2008).��By��2008,��over��40,000��people��had��attended��an��EPP��course��in��England��(Expert��

Patients��Programme��Community��Interest��Company,��2008a).��Some��insight��into��why��

people��may��decline��the��opportunity��to��attend��a��course��is��provided��in��the��randomised��

trial��undertaken��as��part��of��a��national��evaluation��of��the��EPP.��While��there��are��no��direct��
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37�� CICs��are��limited��companies��that��reinvest��surpluses��and��have��assets��that��are��designated��for��a��particular��community��
(Department��of��Health,��2009).��Unlike��charities,��CICs��do��not��have��tax��benefits��and��are��under��the��supervision��of��the��
Community��Interest��Companies��Regulator.��

38�� The��price��for��the��chronic��disease��self�rmanagement��course��is��£3,750��without��support��for��recruitment��or��£4,950��including��
recruitment��support��(Expert��Patients��Programme��Community��Interest��Company,��2008b).��
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financial��barriers��to��participants,��people��were��unwilling��to��take��part��due��to��access��

problems��(with��regard��to��availability��of��local��courses��and��suitable��times��and��disabled��

access);��poor��current��health��state;��a��belief��in��already��being��proficient��in��managing��

their��condition;��dislike��of��the��group�rbased��approach;��and��an��inability��to��commit��to��

the��course��(Kennedy��et��al.,��2007).��As��participation��is��voluntary,��there��is��some��

uncertainty��surrounding��future��demand��for��the��EPP.��Nevertheless,��the��government��

has��committed��to��increase��capacity��from��12,000��to��100,000��course��places��by��2012��

(Department��of��Health,��2006).��

��

The��principal��motivation��for��introducing��the��EPP��was��to��improve��the��health��of��people��

with��chronic��disease��and��to��ensure��appropriate��utilisation��of��health��and��social��care��

services��by��this��group.��On��health��outcomes,��the��EPP��had��a��moderate��effect��on��self�r

efficacy��(that��is,��confidence��to��change��behaviour)��and��a��smaller��effect��on��energy��

(Kennedy��et��al.,��2007;��Rogers��et��al.,��2008).��Furthermore,��improvements��in��health�r

related��quality��of��life��for��participants��were��equivalent��to��providing��them��with��an��

extra��week��of��perfect��health��per��year��(Rogers��et��al.,��2008).��However,��the��evidence��

oN��health�rcare��utilisation��is��less��encouraging.��Health�rcare��costs��were��generally��lower��

for��participants,��although��this��result��was��not��statistically��significant��(Kennedy��et��al.,��

2007;��Richardson��et��al.,��2008;��Rogers��et��al.,��2008).��A��number��of��possible��

explanations��have��been��suggested��for��this��finding,��including��the��existence��of��

established��contact��with��health��services,��supply�rside�� influences�� (which��has��

highlighted��the��need��to��inform��health�rcare��professionals��of��advice��provided��through��

the��courses)��and��substitution��between��different��types��of��health��care��(Griffiths��et��al.,��

2007).��In��contrast,��other��studies��outside��the��UK��found��statistically��significant��

reductions��in��health�rcare��utilisation,��which��may��be��related��to��the��different��

contextual��arrangements��for��health��care��in��these��countries��(e.g.��Lorig��et��al.,��1999;��

Griffiths��et��al.,��2007).��
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CASE��STUDY��2.11��
England/UK��–��Community��Matrons��and��Case��Management��in��the��NHS��

��

Overview��

While��self��management��has��been��advocated��for��the��majority��of��the��population��with��

long�rterm��conditions��(see��Case��Study��2.10),��a��different��approach��was��deemed��

necessary��for��those��with��chronic��diseases��who��had��more��complex��care��needs��(Rosen��

et��al.,��2007).��This��group��typically��comprises��elderly��individuals��with��multiple��chronic��

diseases,��who��use��disproportionately��high��levels��of��health�rcare��resources��(Bird��et��al.,��

2006).��It��has��been��estimated��that��only��2��per��cent��of��those��with��chronic��diseases��

account��for��one��out��of��every��three��unplanned��hospital��admissions��and��four��out��of��

every��five��GP��consultations��(Murphy,��2004).��To��improve��the��care��for��this��group,��the��

Government��introduced��case��management��administered��by��community��matrons��in��

2004.��This��section��examines��how��community��matrons��and��case��management��have��

operated��in��the��NHS.��

��

Role��of��Community��Matrons��

Community��matrons��were��modelled��on��advanced��nurse��practitioners��who��managed��

patient��care��in��the��US��under��Evercare's��model��of��case��management,��which��reported��

benefits��in��terms��of��reductions��in��both��the��number��of��hospital��admissions��and��bed��

days��(Murphy,��2004;��Woodend,��2006;��Sargent��et��al.,��2007).��In��England,��the��role��of��

community��matron��was��to��be��filled��by��highly�rskilled��nurses��with��experience��in��the��

primary��and/or��hospital��sectors��(Bird��et��al.,��2006;��Sargent��et��al.,��2007).��Primary��Care��

Trusts��are��responsible��for��funding��community��matrons��(de��Silva��et��al.,��2008).��A��

community��matron��is��charged��with��managing��and��coordinating��a��patient's��care��by��

assessing�� needs,��developing�� a�� personalised��care�� plan,�� undertaking��regular��

monitoring��and��performing��clinical��interventions��(such��as��prescribing)��(Mayor,��2005;��

Bird��et��al.,��2006;��Woodend,��2006).��Acting��as��the��liaison��between��primary��and��

secondary��health�rcare��providers,��social��care��organisations��and��the��patients,��

community��matrons��coordinate��and��integrate��a��patient's��care.��However,��there��is��no��

specific��guidance��on��how��these��responsibilities��are��to��be��discharged;��consequently��

there��is��some��variation��in��how��the��programme��operates��(Sargent��et��al.,��2007).��

��

The��government��envisaged��that��3,000��community��matrons��would��be��in��post��by��the��

first��quarter��of��2007��(Nolte��et��al.,��2005;��de��Silva��et��al.,��2008).��However,��recruitment��

has��been��problematic,��mostly��because��of��a��lack��of��familiarity��with��case��management��

(Bird��et��al.,��2006).��Thus,��the��initiative��has��resulted��in��a��substantial��need��for��training,��

with��the��associated��cost��implications��(Murphy,��2004;��de��Silva��et��al.,��2008).��
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��

There��has��also��been��much��discussion��of��the��caseload��for��each��community��matron,��

which��the��government��expected��to��be��between��50��and��80��cases��(Mayor,��2005;��Bird��

et��al.,��2006;��Sargent��et��al.,��2008).��Research��suggests��that��there��is��a��trade�roff��

between��volume��of��cases��and��outcomes.��Larger��caseloads��were��perceived��to��be��
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associated��with��a��poorer��quality��of��care��and��an��increase��in��hospital��admissions��

(Sargent��et��al.,��2008).��Consequently,��there��have��been��calls��to��identify��the��optimum��

caseload��(Sargent��et��al.,��2008).��

��

Evaluation��

Evidence��on��the��effectiveness��of��case��management,��the��instrument��available��to��

community��matrons��to��reduce��hospitalisations,��is��mixed��(Murphy,��2004;��Hutt��et��al.,��

2005;��Bird��et��al.,��2006).��What��little��evaluation��there��has��been��of��community��matrons��

has��also��highlighted��varied��results��(Nolte��et��al.,��2005;��de��Silva��et��al.,��2008).��An��

evaluation��that��compared��pilot��and��control��practices��found��no��statistically��significant��

difference��in��emergency��admissions��or��bed��days,��or��mortality,��for��either��the��high�rrisk��

or��general��population��aged��over��65��years��(Gravelle��et��al.,��2007).��One��possible��

explanation��for��this��is��that��the��scheme��identifies��cases��who��had��previously��not��been��

in��contact��with��the��health��service��(Woodend,��2006;��Gravelle��et��al.,��2007).��As��Gravelle��

et��al.��(2007)��themselves��acknowledge,��their��study��suffers��from��a��number��of��

limitations;��one��of��which��includes��the��rather��limited��range��of��outcomes��studied.��

However,��other��evaluations��undertaken��by��Primary��Care��Trusts��also��found��mixed��

success��(de��Silva��et��al.,��2008).��The��results��of��these��evaluations��highlight��the��

difficulties��of��transferring��a��successful��intervention��outside��the��health�rcare��system��

for��which��it��was��originally��designed��(Nolte��et��al.,��2005).��

��

Discussion��

The��community��matron��scheme��represents��a��nurse�rled��approach��to��chronic��disease��

management.��Other��countries��(e.g.��the��Netherlands)��have��similarly��sought��to��involve��

nurses��in��chronic��disease��management��on��the��basis��of��evidence��that��nurses��and��

physicians��provide��care��of��equivalent��quality,��but��that��the��former��may��be��more��cost�r

effective��(see��Case��Study��2.13).��However,��introducing��community��matrons��and��case��

management��in��the��NHS��has��encountered��a��number��of��challenges.��The��initiative��has��

had��implications��for��the��existing��mix��of��health�rcare��resources.��District��nurses��have��

tended��to��fill��posts��for��community��matrons,��thereby��shifting��resources��away��from��

district��nursing��and��contributing��to��an��existing��scarcity��in��this��area��(de��Silva��et��al.,��

2008).��In��addition,��concern��has��been��expressed��that��there��may��be��duplication��

between��the��tasks��performed��by��community��matrons��and��those��undertaken��by��GPs,��

leading��to��confusion��for��patients��and��providers,��which��would��defeat��the��intended��

purpose��of��community��matrons��(Murphy,��2004;��Bird��et��al.,��2006).��
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CASE��STUDY��2.12��
Germany��–��Disease��Management��Programmes��and��Integrated��Care��Projects��

��

Disease��Management��Programmes��

Overview��

The��development��of��integrated��care��in��Germany��has��been��severely��hindered��by��the��

strict��separation��between��ambulatory��care��and��hospital��care��(Busse,��2004;��

Schreyögg��et��al.,��2005;��Greß��et��al.,��2006;��Siering,��2008).��Legislation��to��overcome��this��

barrier��and��promote��the��coordination��of��care��has��principally��entailed��financial��

incentives��(Greß��et��al.,��2006).��This��section��examines��two��initiatives��that��were��

specifically��designed��to��integrate��care��for��those��with��chronic��diseases,��where��the��

quality��of��care��has��been��particularly��poor��(Busse,��2004).��

��

Up��until��1996,��membership��of��sickness��funds��was��determined��on��the��basis��of��

geography��and/or��occupation��(Busse,��2004).��With��the��introduction��of��legislation��in��

1992,��this��situation��changed��so��that��insured��individuals��were��allowed��free��choice��of��

sickness��fund��(effective��from��1996).��Under��this��new��arrangement,��however,��

concerns��arose��that��those��with��chronic��illnesses��would��be��regarded��as��'bad��risks'��by��

sickness��funds��(Busse,��2004;��Stock��et��al.,��2007).��Consequently,��a��form��of��risk��

equalisation��(risk��structure��compensation��scheme,��RSC)��was��implemented��between��

2003��and��2008��(Bundesversicherungsamt,��2009),��which��amended��the��conventional��

risk��adjustment��mechanism��(based��on��age��and��sex)��to��establish��a��link��between��

compensation��and��disease��management��programmes��(DMPs).39��A��sickness��fund��

would,��thereby,��receive��higher��compensation��for��those��of��its��members��who��

participated��in��DMPs.��In��doing��so,��the��government��intended��not��only��to��provide��an��

incentive��for��sickness��funds��to��enrol��those��with��chronic��diseases,��but��also��to��improve��

the��quality��of��their��care��(Siering,��2008).��

��

First��introduced��in��the��US��in��the��1990s,��DMPs��are��structured��approaches��to��care,��

involving��the��coordination��of��treatment��and��care��for��those��with��chronic��diseases��

(Siering,��2008).40��In��Germany,��the��introduction��of��DMPs��was��expected��to��improve��

the��quality��of��care��through��adherence��to��evidence�rbased��clinical��practice��and��to��

ensure��cost�reffectiveness��by��reducing��the��provision��of��care��in��inappropriate��settings��

(Busse,��2004).��There��is��a��rigorous��system��in��place��for��the��regulation��of��DMPs,��with��

initial��approval��required��from��the��Bundesversicherungsamt��and��subsequent��external��

evaluation��(Bundesversicherungsamt,��2009).��
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39�� Since��01��January��2009,��the��sickness��funds��receive��a��fixed��payment,��set��at��€180��in��2009,��to��cover��the��costs��of��

documentation��or��coordination��services��for��those��on��DMPs��(Bundesversicherungsamt,��2009).��Sickness��funds��receive��an��
additional��allocation��for��insured��individuals��who��have��at��least��one��of��80��chronic��diseases��(Busse��et��al.,��2010).��

40�� DMPs��have��also��been��used��in��other��European��countries.��In��the��Netherlands,��for��example,��a��DMP��for��diabetes��developed��
from��transmural��care��(Klein��Lankhorst��et��al.,��2008).��
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In��Germany,��DMPs��are��currently��in��operation��for��diabetes��mellitus��types��I��and��II,��

breast��cancer,��coronary��heart��disease,��asthma��and��chronic��obstructive��pulmonary��

disease.��As��at��the��end��of��December��2008,��roughly��22,400��DMPs��had��been��approved,��

with�� nearly�� 5.3m�� individuals�� registered�� on�� these�� programmes��

(Bundesversicherungsamt,��2009).��Estimates��suggest��that��one��out��of��every��three��

insured��persons��with��type��II��diabetes��was��registered��on��a��DMP��and��three�rquarters��of��

all��primary��care��providers��in��Germany��(with��some��variation��across��regions)��were��

enrolled��in��a��programme��(Nagel��et��al.,��2006).��

��

Patients'��Role��and��Incentives��

Participation��in��a��DMP��is��voluntary��for��patients;��although��once��registered,��patients��

are��expected��to��cooperate,��otherwise��they��will��be��asked��to��leave��the��programme��

(Siering,��2008).��The��incentives��for��the��patient��to��participate��include��exemptions��from��

quarterly��practice�� fees�� (€10)�� and�� reduced�� co�rpayments�� on,�� for�� example,��

prescriptions��(Siering,��2008).41����

��

Providers'��Role��and��Incentives��

The��family��physician��generally��acts��as��the��coordinator��of��patient��care��in��accordance��

with��the��guidelines��and��protocols��set��out��in��the��DMP.��There��is��some��scope��to��deviate��

from��the��agreed��treatment��pathway,��although��physicians��may��have��to��justify��such��

actions��(Siering,��2008).��Physicians��may��receive��reimbursement��for��registering��a��

patient��on��a��DMP,��providing��disease�rspecific��education��to��registered��patients��and��

preparing��the��standardised��DMP��documentation��(Greß��et��al.,��2006;��Siering,��2008).42��

��

Discussion��

Undoubtedly,��DMPs��illustrate��the��potential��for��financial��incentives��to��influence��

behaviour.��The��achievement��of��DMPs��is��evident��from��the��rapid��increase��in��

programmes��offered��by��sickness��funds,��as��well��as��the��high��levels��of��participation��

from��both��patients��and��providers.��Despite��such��success,��DMPs��have��nevertheless��

been��the��subject��of��much��criticism��(particularly��from��physicians)��since��their��

introduction.��First,��the��competency��and��capacity��of��sickness��funds��to��plan��

programmes��was��called��into��question��(Busse,��2004;��Schreyögg��et��al.,��2005).��Second,��

physicians��feared��that��DMPs��would��not��encourage��improvements��in��the��quality��of��

care��because��only��minimum��standards��were��set��(Busse,��2004;��Schreyögg��et��al.,��

2005).��Third,��the��administrative��burden��facing��physicians��participating��in��a��DMP��was��

perceived��to��be��considerable��(Siering,��2008).��Moreover,��there��was��the��additional��

concern��that��data��collated��by��physicians��would��be��used��by��sickness��funds��to��their��

financial��advantage��(Busse,��2004).��Finally��and��most��importantly,��DMPs��have��failed��to��

achieve��their��primary��goal��of��integrated��care;��the��programmes��concentrate��on��single��

��
41�� Patient��participation��has��been��assessed��on��the��basis��of��receipt��of��the��required��documentation.��However,��this��is��an��

imperfect��indicator��of��patient��participation��since��documentation��may��be��missing��for��reasons��unrelated��to��patients'��
participation��(Siering,��2008).��

42���� These��payments��for��physicians��may��vary��across��sickness��funds��and��DMPs.��
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indications��and��are��not��designed��to��integrate��care��for��those��with��multiple��

morbidities��(Greß��et��al.,��2006).��

��

The��experience��with��DMPs��in��Germany��has��been��relatively��short��and,��consequently,��

evidence��on��their��effectiveness��and��cost�reffectiveness��is��limited��(Busse��et��al.,��2010).��

However,��results��from��early��studies��do��suggest��that��DMPs��have��the��potential��to��

improve��the��process��and��outcome��of��care��(Schlette��et��al.,��2009);��although��DMPs��

have��not��always��been��assessed��against��usual��care��(Siering,��2008).��A��large�rscale��DMP��

for��diabetes��has��resulted��in��a��reduction��in��the��death��rate��among��participants��(Busse��

et��al.,��2010)��and��participants��perceived��their��care��to��be��more��structured��and��

coordinated��than��standard��care��(Szecsenyi��et��al.,��2008;��Busse��et��al.,��2010).��

��

Systematic��reviews��of��the��international��evidence��suggest��mixed��results��for��DMPs��

(Busse��et��al.,��2010).��The��quality��of��care��provided��under��DMPs��–��as��measured��by��

providers'��adherence��to��clinical��guidelines��and��patients'��ability��to��monitor��their��

condition��–��was��considered��to��have��improved��(Weingarten��et��al.,��2002;��Velasco�r

Garrido��et��al.,��2003;��Mattke��et��al.,��2007).��DMPs��have��been��found��to��be��effective��in��

managing��and��controlling��diabetes��(Norris��et��al.,��2002;��Knight��et��al.,��2005);��in��

improving��quality��of��life��in��patients��with��coronary��heart��disease��(McAlister��et��al.,��

2001);��and��in��reducing��readmissions��for��elderly��patients��with��heart��failure��(Gonseth��

et��al.,��2004).��On��the��basis��of��their��review,��Ofman��et��al.��(2004)��suggest��that��the��

improvements��to��the��processes��and��quality��of��care��were��greater��than��those��for��

clinical��outcomes.��Mattke��et��al.��(2007)��concluded��that��there��was��no��evidence��that��

DMPs��improved��long�rterm��outcomes.��Interpreting��these��results��is��difficult��due��to��the��

variety��of��different��components��that��may��be��included��in��DMPs��(Weingarten��et��al.,��

2002;��Gonseth��et��al.,��2004)��and,��therefore,��the��external��validity��of��the��studies��may��

be��restricted.��

��

Integrated��Care��Projects��

As��with��DMPs,��integrated��care��projects��(ICPs)��were��introduced��with��the��objective��of��

coordinating��care��across��the��segmented��ambulatory��care��and��hospital��sectors.��

However,��unlike��DMPs,��the��conditions��covered��under��the��ICPs��were��not��prescribed��

and��compensation��was��not��linked��to��the��RSC��(Schreyögg��et��al.,��2005).��It��was��only��

after��the��introduction��of��a��financial��incentive��that��the��uptake��of��ICPs��began��to��

increase��(Greß��et��al.,��2006;��Schlette��et��al.,��2009).��For��a��limited��period,��sickness��funds��

were��allowed��to��retain��up��to��1��per��cent��of��their��hospital��expenditure��and��up��to��a��

similar��proportion��of��their��physician��payments��to��finance��ICPs.��Should��the��sickness��

fund��fail��to��invest��in��these��projects,��the��retained��funds��would��have��to��be��repaid��to��

hospitals��and��physicians.��Thus,��providers��have��an��incentive��to��participate��in��an��ICP��or��

face��the��loss��of��income��to��other��providers.��Sickness��funds��may��also��be��motivated��to��

establish��ICPs��to��gain��a��competitive��advantage��over��their��rivals.��

��



156��| ��Evidence��for��the��Expert��Group��on��Resource��Allocation��and��Financing��in��the��Health��Sector��

P
A

R
T��2

A
ppendix
P

A
R

T��2
A

ppendix

There��has��been��a��ten�rfold��increase��in��ICPs��from��approximately��600��in��2005��to��more��

than��6,000��in��2008��(Schlette��et��al.,��2009).��Most��of��these��projects��have��been��

instigated��by��hospitals,��reflecting��the��direct��impact��of��the��potential��financial��loss��on��

their��budget;��in��contrast,��a��physician��may��be��only��indirectly��affected��because��they��

are��part��of��a��regional��association��(Greß��et��al.,��2006).��ICPs��have��received��similar��

criticism��as��DMPs��in��that��they��do��not��integrate��care��across��conditions��(Greß��et��al.,��

2006).��
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CASE��STUDY��2.13��
Netherlands��–��Transmural��Care��

��

Overview��

Transmural��care��has��been��hailed��by��the��Dutch��Government��as��the��solution��to��

coordinating��care��across��the��financial��and��organisational��barriers��that��exist��between��

primary��and��acute��care.��These��barriers��have��impeded��the��ability��of��the��Dutch��health�r

care��system��to��meet��the��needs��of��those��with��chronic��diseases��(Klein��Lankhorst��et��al.,��

2008).��Introduced��in��1994,��transmural��care��is��defined��as��'care��geared��towards��the��

needs��of��the��patient,��provided��on��the��basis��of��cooperation��and��coordination��between��

general��and��specialized��caregivers,��with��shared��responsibilities��and��specification��of��

delegated��responsibilities'��(van��der��Linden��et��al.,��2001;��Exter��et��al.,��2004;��Klein��

Lankhorst��et��al.,��2008;��Nolte��et��al.,��2008b).43��Its��main��objective��was��to��improve��the��

quality��of��care��by��ensuring��the��coordination��and��continuity��between��primary��and��

acute��care��(Klein��Lankhorst��et��al.,��2008).��This��section��examines��how��transmural��care��

has��evolved��and��concludes��by��highlighting�� the��challenges�� that��have��been��

encountered.��

��

The��Evolution��of��Transmural��Care��

The��evolution��of��transmural��care��can��be��attributed��entirely��to��the��initiative��of��local��

health�rcare��providers,�� in�� the��absence��of��guidance��and��direction��from�� the��

government��(van��der��Linden��et��al.,��2001).��Consequently,��a��wide��range��of��different��

programmes��were��developed,��including��specialised��nurses;��protocol��development;��

home�rbased��care;��discharge��planning;��consultation��by��medical��specialists;��creation��

of��rehabilitation��wards;��and��pharmaceutical��care��(van��der��Linden��et��al.,��2001).��By��the��

end��of��the��last��century,��over��500��initiatives��had��been��developed,��with��every��hospital��

operating��at��least��one��programme��(van��der��Linden��et��al.,��2001).��

��

An��oft�rcited��example��of��a��transmural��care��project��is��the��Matador��(Maastricht��

Diabetes��Care��Group)��programme,��which��developed��into��a��disease��management��

programme��(Klein��Lankhorst��et��al.,��2008;��Suhrcke��et��al.,��2008).44��With��the��objective��

of��moving��care��from��the��doctor��to��the��nurse��and��from��the��hospital��to��the��primary��

care��setting,��the��core��team��under��the��Matador��programme��consisted��of��an��

endocrinologist,��a��specialist��nurse��and��a��GP��(Klein��Lankhorst��et��al.,��2008).45��Complex��

cases��were��assigned��to��the��endocrinologist,��patients��with��unstable��disease��were��

treated��by��the��specialist��nurse��and��the��remaining��patients��were��seen��by��the��GP��

(Klein��Lankhorst��et��al.,��2008).��There��was��regular��communication��between��the��three��

members��of��the��core��team��and,��if��necessary,��the��GP��could��consult��both��the��

endocrinologist��and��specialist��nurse��(Klein��Lankhorst��et��al.,��2008).��Protocols��
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43�� The��term��'transmural'��was��derived��from��an��amalgam��of��'intramural'��care,��referring��to��care��in��a��hospital��or��nursing��home��
and��'extramural'��care,��denoting��primary��care��(Klein��Lankhorst��et��al.,��2008).��

44�� Previously��known��as��the��Maastricht��Diabetes��Organisation��(Klein��Lankhorst��et��al.,��2008).��
45�� The��transfer��of��care��to��nurses��acknowledges��that��patients��with��chronic��diseases��may��receive��a��similar��quality��of��care��from��

physicians��and��nurses��(Horrocks��et��al.,��2002;��Klein��Lankhorst��et��al.,��2008).��
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determine��the��nature��of��treatment��and��the��frequency��of��contact��with��the��members��

of��the��team.��There��was��some��evidence��that��the��programme��improved��health��

outcomes��and��reduced��hospitalisation��costs,��although��the��total��costs��of��care��

remained��unchanged��(Klein��Lankhorst��et��al.,��2008;��Suhrcke��et��al.,��2008).��

��

More��generally,��the��experience��of��transmural��care��projects��has��been��mixed��(see,��

inter��alia,��Klein��Lankhorst��et��al.,��2008).��A��project's��success��has��been��linked��to��

involvement��with��academic��centres��or��large��hospitals,��raising��concerns��regarding��the��

equality��of��access��(Klein��Lankhorst��et��al.,��2008).��

��

Funding��Transmural��Care��

Funding��arrangements��for��transmural��care��have��been��extensively��criticised��(van��der��

Linden��et��al.,��2001;��Exter��et��al.,��2004;��Klein��Lankhorst��et��al.,��2008).��The��availability��of��

funding��was��deemed��inadequate.��Organisations��relied��on��short�rterm��funding,��which��

threatened��the��long�rterm��sustainability��of��these��programmes��(Exter��et��al.,��2004).��

Financial��incentives��to��provide��transmural��care��were��considered��lacking��(van��der��

Linden��et��al.,��2001).��To��address��this,��regulations��were��introduced��to��permit��hospitals��

to��redistribute��up��to��3��per��cent��of��their��budget��to��the��provision��of��home��care��(van��

der��Linden��et��al.,��2001).��However,��the��opportunity��cost��of��this��budgetary��reallocation��

was��longer��waiting��lists��for��hospital��treatment��(van��der��Linden��et��al.,��2001).��

��

More��recently,��health��insurers��have��become��involved��in��funding��and��designing��

chronic��disease��management��programmes,��via��contracts��with��providers��(Klein��

Lankhorst��et��al.,��2008).46��Offering��transmural��care��is��attractive��for��insurers��since��it��

allows��them��to��compete��on��aspects��other��than��premiums,��but��such��practices��may��

not��be��financially��sustainable��in��the��absence��of��appropriate��risk��adjustment��for��those��

with��chronic��diseases.��There��are��concerns��that��the��terms��of��these��contracts��

(particularly��fee�rfor�rservice��payments)��may��be��divisive��to��integrating��primary��and��

acute��care��as��GPs��have��an��incentive��to��treat��patients��in��primary��care.��

��

Discussion��

The��main��criticism��of��transmural��care��concerns��the��structure��or��framework��(or,��more��

accurately,��the��lack��thereof)��for��implementation.��The��absence��of��any��government��

direction��and��enforcement��has��led��to��a��wide��variety��of��programmes,��with��incomplete��

geographical��coverage,��inadequate��funding��and��financial��incentives��and��no��formal��

evaluation��framework��(van��der��Linden��et��al.,��2001;��Klein��Lankhorst��et��al.,��2008).��In��

contrast��to��methods��adopted��in��other��countries,��there��also��seemed��to��be��a��distinct��

lack��of��explicit��patient��involvement.��Rigidity��in��the��ability��to��transfer��tasks��between��

health�rcare��professionals��(and��particularly��to��nurses)��also��inhibited��the��introduction��

��
46�� The��government��has��also��permitted��patient��groups��to��contract��with��health��insurers��(Bartholomée��et��al.,��2007;��Nolte��et��al.,��

2008b).��Health��insurers��were��more��likely��to��agree��to��contracts��with��the��patient��group��if��the��latter��represented��a��large��
number��of��patients��and��if��the��patients'��condition��was��covered��under��the��risk��equalisation��fund��(Bartholomée��et��al.,��2007).��
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of��transmural��care��(Klein��Lankhorst��et��al.,��2008).��Ironically,��there��is��a��perception��that��

the��approach��to��transmural��care��has��contributed��to��the��problem��of��segmentation��

which��it��was��designed��to��address��(Klein��Lankhorst��et��al.,��2008).��

��



��

P
A

R
T��2

A
ppendix
P

A
R

T��2
A

ppendix

T
A

B
LE

��A
2.

1�
�

R
es

ou
rc

e��A
llo

ca
tio

n��f
or

��In
te

gr
at

ed
��C

ar
e��–

��In
te

rn
at

io
na

l��E
xp

er
ie

nc
e��w

ith
��C

hr
on

ic�
�D

is
ea

se�
�M

an
ag

em
en

t��P
ro

gr
am

m
es�

�(S
el

ec
te

d�
�E
xa

m
pl

es
)��

��

��C
ou

nt
ry

��
C

hr
on

ic�
�D

is
ea

se
��M

an
ag

em
en

t��E
xa

m
pl

es
��

A
us

tr
al

ia�
�

T
he

��S
er

vi
ce�

�In
ce

nt
iv

es
��P

ro
gr

am
��(S

IP
)�

�pr
ov

id
es

��p
ay

m
en

ts�
�to

��p
ra

ct
ic

es
��fo

r�
�ca

re
��o

f��p
at

ie
nt

s��w
ith

��a
st

hm
a��a

nd
��d

ia
be

te
s,�

�co
m

pr
is

in
g��s

ig
n�

ro
n�

�pa
ym

en
ts�

�an
d�

�se
rv

ic
e�ri

nc
en

tiv
e��p

ay
m

en
ts�

�fo
r�

�
pr

ov
id

er
s��w

ho
��c

om
pl

et
e�

�an
��a

nn
ua

l��c
yc

le�
�of

��c
ar

e�
�fo

r��e
lig

ib
le�

�pa
tie

nt
s��(

se
e��C

as
e��S

tu
dy

��2
.5

).�
�

A
ll�

�st
at

es
��ha

ve
��d

ev
el

op
ed

��ad
di

tio
na

l��c
hr

on
ic�

�di
se

as
e��m

an
ag

em
en

t��p
ro

gr
am

m
es

��to
��v

ar
yi

ng
��d

eg
re

es
.��F

or
��e

xa
m

pl
e,�

�in
��N

ew
��S

ou
th

��W
al

es
,��th

e�
�N

S
W

��C
hr

on
ic

��C
ar

e��P
ro

gr
am

��ta
rg

et
s�

�th
e�

�ca
re

��of
��

pe
op

le
��w

ith
��c

hr
on

ic�
�an

d�
�co

m
pl

ex
��p

ro
bl

em
s��w

ho
��a

re
��fr

eq
ue

nt
��u

se
rs

��of
��th

e�
�ho

sp
ita

l��s
ys

te
m�

�an
d�

�is
��c

ur
re

nt
ly�

�in
��it

s�
�th

ird
��p

ha
se

.��T
he

��a
im

��is
��to

��re
du

ce
��av

oi
da

bl
e��h

os
pi

ta
lis

at
io

ns�
�an

d�
�im

pr
ov

e�
�

qu
al

ity
��o

f��l
ife

��fo
r�

�pe
op

le
��w

ith
��c

hr
on

ic�
�ill

ne
ss

��a
nd

��th
ei

r�
�ca

re
rs

.��T
he

��p
rio

rit
y�

�di
se

as
es�

�fo
r�

�ph
as

e��t
hr

ee
��o

f��t
he

��C
hr

on
ic

��C
ar

e��P
ro

gr
am

��a
re

��c
ar

di
ov

as
cu

la
r��d
is

ea
se

,��c
hr

on
ic�

�re
sp

ira
to

ry
��d

is
ea

se
,��

ca
nc

er
,��d

ia
be

te
s,�

�ar
th

rit
is

��a
nd

��m
us

cu
lo

sk
el

et
al��d

is
ea

se
s�

�an
d�

�de
m

en
tia

.��
C

an
ad

a��
M

os
t��p

ro
vi

nc
es

��h
av

e�
�th

ei
r��o

w
n�

�sp
ec

ifi
c��f

ra
m

ew
or

ks
��fo

r�
�he

al
th

y��l
iv

in
g�

�an
d�

�th
e�

�pr
ev

en
tio

n�
�of

��c
hr

on
ic�

�di
se

as
e.

��F
or

��e
xa

m
pl

e,�
�B

rit
is

h�
�C
ol

um
bi

a��h
as

��a
n�

�E
xp

an
de

d��C
hr

on
ic

��C
ar

e��M
od

el
��w

he
re

��
re

po
rt

��c
ar

ds
��a

re
��p

ub
lis

he
d��r

eg
ul

ar
ly�

�on
��d

is
ea

se
��p

re
va

le
nc

e,�
�in

ci
de

nc
e,�

�pa
tie

nt
��s

ur
vi

va
l,��c

os
ts�

�an
d�

�pe
rf

or
m

an
ce

��g
ap

s,�
�us

in
g��i

nf
or

m
at

io
n�

�fr
om

��n
ew

ly�
�es

ta
bl

is
he

d��c
hr

on
ic�

�di
se

as
e��r

eg
is

tr
ie

s.�
�A�

�
w

eb
��s

ite
��h

as
��b

ee
n�

�cr
ea

te
d�

�to
��g

iv
e�

�pa
tie

nt
s��a

nd
��p

ra
ct

iti
on

er
s��a

cc
es

s��to
��in

fo
rm

at
io

n�
�an

d�
�to

ol
s�

�to
��s

up
po

rt�
�th

em
��in

��m
an

ag
in

g��c
hr

on
ic�

�di
se

as
es

.��

T
he

��A
lb

er
ta

��N
et

ca
re

��E
le

ct
ro

ni
c��H

ea
lth

��R
ec

or
d��i

s�
�a�

�pr
ov

in
ce

�rw
id

e�
�he

al
th

��in
fo

rm
at

io
n�

�sy
st

em
��th

at
��li

nk
s�

�ph
ys

ic
ia

ns
,��p

ha
rm

ac
is

ts
,��h

os
pi

ta
ls

,��h
om

e�
�ca

re
��a

nd
��o

th
er

��p
ro

vi
de

rs
��ac

ro
ss

��th
e�

�
pr

ov
in

ce
.��T

he
��e

le
ct

ro
ni

c��h
ea

lth
��re

co
rd

��s
to

re
s��p

er
tin

en
t��p

at
ie

nt
��in

fo
rm

at
io

n�
�on

lin
e�

�to
��a

llo
w

��h
ea

lth
��c

ar
e�

�pr
ov

id
er

s�
�in
st

an
t��e

le
ct

ro
ni

c��a
cc

es
s�

�
to

��a
��p

at
ie

nt
s��p

re
sc

rip
tio

n��h
is

to
ry

,��a
lle

rg
ie

s��a
nd

��
la

bo
ra

to
ry

��re
su

lts
.��

F
am

ily
��M

ed
ic

in
e��G

ro
up

s��(
F

M
G

s)�
�in

��Q
ue

be
c��a

re
��v

er
y�

�si
m

ila
r��t

o
��F

am
ily

��H
ea

lth
��T

ea
m

s��(
F

H
T

s)��i
n�

�O
nt

ar
io

.��A
��F

M
G�

�br
in

gs
��to

ge
th

er
��6�

�to
��1

2�
�G

P
s�

�w
ho

��c
om

m
it�

�to
��p

ro
vi

di
ng

��a
��fu

ll�
�ra

ng
e��o

f��m
ed

ic
al�

�
ca

se
��m

an
ag

em
en

t��s
er

vi
ce

s��a
nd

��e
xt

en
de

d��h
ou

rs
��to

��p
at

ie
nt

s��w
ho

��h
av

e�
�ch

os
en

��to
��e

nr
ol

��w
ith

��th
em

.��S
er

vi
ce

s��in
cl

ud
e�

�pa
tie

nt
��a

ss
es

sm
en

t,��c
ar

e�
�an

d�
�fo

llo
w

�ru
p,

��d
ia

gn
os

is��a
nd

��tr
ea

tm
en

t��o
f��

ac
ut

e�
�an

d�
�ch

ro
ni

c��p
ro

bl
em

s,�
�al

on
g�

�w
ith

��d
is

ea
se

��pr
ev

en
tio

n�
�an

d�
�he

al
th

��p
ro

m
ot

io
n.

��T
he

se
��s

er
vi

ce
s��a

re
��p

ro
vi

de
d�

�24
��h

ou
rs

��a
��d

ay
,��7

��d
ay

s��a
��w

ee
k.�

�F
M

G
s��s

er
vi

ce
s��a

re
��in

te
nd

ed
��to

��c
om

pl
em

en
t��

th
os

e�
�pr

ov
id

ed
��b

y�
�lo

ca
l��c

om
m

un
ity

��s
er

vi
ce

��c
en

tr
es

,��h
os

pi
ta

ls�
�an

d�
�em

er
ge

nc
y��d

ep
ar

tm
en

ts
.��T

he
y��i

nc
re

as
in

gl
y��m

ak
e�

�us
e�

�of
��n

ur
si

ng
��s

ta
ff�

�to
��s

up
po

rt�
�ph

ys
ic

ia
ns�

�in
��th

e�
�di

ffe
re

nt
��s

ta
ge

s�
�of
��th

e�
�

ca
re

��p
ro

ce
ss

.��

O
nt

ar
io

��h
as

��a
��h

is
to

ry
��o

f��c
hr

on
ic�

�di
se

as
e��in

iti
at

iv
es

��a
t��p

ro
vi

nc
ia

l,��m
un

ic
ip

al�
�an

d�
�co

m
m

un
ity

��le
ve

ls
,��b

ut
��th

ey
��a

re
��ve

ry
��fr

ag
m

en
te

d.�
�F
am

ily
��H

ea
lth

��T
ea

m
s��(

F
H

T
s)��w

er
e�

�im
pl

em
en

te
d�

�ac
ro

ss
��th

e�
�

pr
ov

in
ce

��s
in

ce
��2

00
4�

�as
��p

ar
t��o

f��t
he

��h
ea

lth
��tr

an
sf

or
m

at
io

n��a
ge

nd
a��i

n�
�O

nt
ar

io
��to

��p
ro

m
ot

e�
�pa

tie
nt

�rc
en

tr
ed

,��in
te

gr
at

ed
��h

ea
lth

��c
ar

e,
��re

du
ce

��w
ai

tin
g�

�tim
es

��a
nd

��in
cr

ea
se

��a
cc

es
s.��F

H
T

s��a
re

��to
��

pr
ov

id
e�

�co
m

pr
eh

en
si

ve
,��c
oo

rd
in

at
ed

,��in
te

rd
is

ci
pl

in
ar

y��p
rim

ar
y�

�ca
re

��s
er

vi
ce

s��to
��a

��d
ef

in
ed

��p
op

ul
at

io
n�

�on
��a

��ro
un

d�
rth

e�
rcl

oc
k��b

as
is�

�w
ith

��p
hy

si
ci

an
s��w

or
ki

ng
��a

s��a
��p

ar
t��o

f��a
��te

am
��in

vo
lv

in
g�

�nu
rs

e�
�

pr
ac

tit
io

ne
rs

,��m
en

ta
l��h

ea
lth

��c
ar

e�
�st
af

f��a
nd

��s
oc

ia
l��w

or
ke

rs
.��T

he
��c

or
e�

�se
rv

ic
es

��p
ro

vi
de

d�
�by

��F
H

T
s��in

cl
ud

e�
�he

al
th

��p
ro

m
ot

io
n�

�an
d�

�di
se

as
e�

�pr
ev

en
tio

n,
��c

hr
on

ic�
�di

se
as

e��m
an

ag
em

en
t��a

nd
��s

el
f�r

m
an

ag
em

en
t��s

up
po

rt
.��P

at
ie

nt
��e

nr
ol

m
en

t��w
ith

��a
n�

�F
H

T��p
hy

si
ci

an
��is

��v
ol

un
ta

ry
;��i

nc
en

tiv
es

��fo
r�

�p
hy

si
ci

an
s��t

o
��p

ar
tic

ip
at

e�
�in

��th
e�

�sc
he

m
e��i

nc
lu

de
��c

ho
ic

e��
of

��g
ov

er
na

nc
e��m

od
el

,��b
le

nd
ed

��
co

m
pe

ns
at

io
n,

��w
or

ki
ng

��in
��in

te
rd

is
ci

pl
in

ar
y��te

am
s��a

nd
��fl

ex
ib

ili
ty

��to
��m

ee
t��p

op
ul

at
io

n�
�ne

ed
s.�

�H
ow

ev
er

,��it
��is

��n
ot

��k
no

w
n�

�at
��th

e�
�tim

e�
�of

��w
rit

in
g�

�w
he

th
er

��a
ll�

�F
H

T
s��a

re
��o

pe
ra

tin
g��a

cc
or

di
ng

��to
��th

e�
�

in
te

nd
ed

��in
te

rd
is

ci
pl

in
ar

y��m
od

el
��a

s��n
o�

�sy
st

em
at

ic�
�ev

al
ua

tio
n��h

as
��b

ee
n�

�ca
rr

ie
d�

�ou
t��t

hu
s�

�fa
r.�

���
E

ng
la

nd
��

A�
�ke

y�
�co

m
po

ne
nt�

�of
��th

e�
�ap

pr
oa

ch
��to

��im
pr

ov
in

g�
�th

e�
�ca

re
��fo

r�
�th

os
e�

�w
ith

��c
hr

on
ic�

�co
nd

iti
on

s��i
n�

�pr
im

ar
y�

�is
��th

e�
�Q

ua
lit

y��a
nd

��O
ut

co
m

es
��F

ra
m

ew
or

k��(
Q

O
F

),��in
tr

od
uc

ed
��in

��2
00

4�
�an

d�
�w

ith
��d

at
a�

�
pu

bl
is

he
d��a

nn
ua

lly
.��T

he
��Q

O
F��i

s�
�de

si
gn

ed
��to

��p
ro

vi
de

��a
pp

ro
pr

ia
te

��fi
na

nc
ia

l��in
ce

nt
iv

es
��to

��e
nc

ou
ra

ge
��G

P�
�pr

ac
tic

es
��to

��p
ro

vi
de

��o
ng

oi
ng

��h
ig

h�
rq

ua
lit

y�
�m

an
ag

em
en

t��o
f��a

��n
um

be
r�

�of
��c

hr
on

ic�
�

co
nd

iti
on

s��i
nc

lu
di

ng
��d

ia
be

te
s,�

�hy
pe

rt
en

si
on

��an
d�

�as
th

m
a.�

�S
ee

��C
as

e��S
tu

dy
��2

.3
.��

T
he

��E
xp

er
t��P

at
ie

nt
s��P

ro
gr

am
m

e��(
E

P
P

)��d
ev

el
op

s��t
he

��ro
le

��o
f��t

he
��p

at
ie

nt
��in

��th
ei

r��o
w

n�
�ca

re
��an

d�
�is
��a

��c
hr

on
ic�

�di
se

as
e��s

el
f�rm

an
ag

em
en

t��p
ro

gr
am

m
e��w

hi
ch

��co
m

pr
is

es
��a

��s
ix

��w
ee

k��g
en

er
ic�

�tr
ai

ni
ng

��
co

ur
se

��fo
r�

�ad
ul

ts
��w

ith
��a

��c
hr

on
ic�

�di
se

as
e��r

un
��in

��P
rim

ar
y��C

ar
e��T

ru
st

��s
ite

s�
�(a

lth
ou

gh
��w

ith
��n

o�
�G

P�
�in

vo
lv

em
en

t)
.��A

��k
ey

��d
riv

er
��o

f��c
hr

on
ic�

�di
se

as
e��m

an
ag

em
en

t��in
iti

at
iv

es
��is

��th
e�

�po
lic

y��o
f��p

ra
ct

ic
e��

ba
se

d��c
om

m
is

si
on

in
g,��w

he
re

��g
en

er
al�

�pr
ac

tic
es

��p
ur

ch
as

e��s
er

vi
ce

s��o
n�

�be
ha

lf�
�of

��th
ei

r�
�pa

tie
nt

s.�
�T
he

��ra
tio

na
le

��is
��th

at
��th

is
��m

ay
��le

ad
��to

��b
et

te
r��s

er
vi

ce
s��fo

r�
�th

os
e�

�w
ith

��lo
ng

�rte
rm

��c
on

di
tio

ns
��if

��
pr

ov
id

er
s��a

re
��e

nc
ou

ra
ge

d��t
o

��s
ee

k��w
ay

s��o
f��p

ro
vi

di
ng

��m
or

e�
�lo

ca
l��c

ar
e.

��S
ee

��C
as

e��S
tu

di
es

��2
.1

��a
nd

��2
.1

0�
�fo

r�
�fu

rt
he

r�
�de

ta
ils

.��
G

er
m

an
y��

D
is

ea
se�

�M
an

ag
em

en
t��P

ro
gr

am
m

es�
�(D

M
P

s)�
�ar

e�
�of

fe
re

d�
�by

��th
e�

�S
oc

ia
l��H

ea
lth

��In
su

re
rs

,��a
nd

��b
y�

�20
08

,��th
er

e�
�w

er
e�

�ap
pr

ox
im

at
el

y��1
4,

00
0��D

M
P

s��a
cr

os
s��G

er
m

an
y��c

ov
er

in
g��b

re
as

t��c
an

ce
r,

��
di

ab
et

es
��ty

pe
��I�

�an
d�

�II�
�an

d�
�co

ro
na

ry�
�he

ar
t��d

is
ea

se
.��T

hi
s��s

ee
m

in
gl

y��la
rg

e�
�nu

m
be

r�
�of

��p
ro

gr
am

m
es

��is
��d

ec
ep

tiv
e��h

ow
ev

er
,��a

s��t
he

ir�
�co

nt
en

t��a
nd

��o
rg

an
is

at
io

na
l��s
tr

uc
tu

re
��a

re
��v

er
y�

�si
m

ila
r.�

�D
M

P
s��

pr
ov

id
e�

�co
ns

id
er

ab
le��f

in
an

ci
al�

�in
ce

nt
iv

es
��to

��s
er

vi
ce

��p
ro

vi
de

rs
,��a

s��p
ro

vi
de

rs�
�re

ce
iv

e��r
ei

m
bu

rs
em

en
t��fo

r�
�di

se
as

e�
rsp

ec
ifi

c��e
du

ca
tio

n�
�pr
og

ra
m

m
es

��fo
r�

�re
gi

st
er

ed
��pa

tie
nt

s.�
�T
he

y��a
ls

o�
�re

ce
iv

e��
ad

di
tio

na
l��c

om
pe

ns
at

io
n��fo

r�
�th

e�
�re

gi
st

ra
tio

n�
�of

��a
n�

�in
su

re
d��p

er
so

n��i
nt

o�
�a�

�D
M

P
��an

d�
�fo

r�
�th

e�
�re

gu
la

r��p
ro

du
ct

io
n�

�of
��s

ta
nd

ar
di

ze
d��D

M
P

��do
cu

m
en

ta
tio

n.
��It
��h

as
��b

ee
n�

�es
tim

at
ed

��th
at

��6
5–

70
��p

er
��

ce
nt

��o
f��t

ho
se

��w
ith

��t
yp

e��2
��d

ia
be

te
s��a

re
��re

gi
st

er
ed

��w
ith

��a
��D

M
P

.��S
ee

��C
as

e��S
tu

dy
��2

.1
2.

��

Ir
el

an
d�

�
T

he
��H

ea
rt

w
at

ch
��p

ro
gr

am
m

e,
��th

e�
�na

tio
na

l��p
ro

gr
am

m
e��i

n�
�ge

ne
ra

l��p
ra

ct
ic

e��f
or

��th
e�

�se
co

nd
ar

y��p
re

ve
nt

io
n�

�of
��c

ar
di

ov
as

cu
la

r��d
is

ea
se

,��w
as

��es
ta

bl
is

he
d��in

��2
00

3�
�an

d�
�is
��s

til
l��r

un
��o

n�
�a�

�pi
lo

t��b
as

is�
�in

��



�� �� P
A

R
T��2

A
pp

en
di

x
P

A
R

T��2
A

pp
en

di
x

C
ou

nt
ry

��
C

hr
on

ic�
�D

is
ea

se
��M

an
ag

em
en

t��E
xa

m
pl

es
��

20
��p

er
��c

en
t��o

f��G
P�

�pr
ac

tic
es

.��It
��s

pe
ci

fie
s��a

��s
et

��o
f��d

ef
in

ed
��c

lin
ic

al�
�pr

ot
oc

ol
s,�

�ba
se

d�
�on

��p
ro

ve
n�

�in
te

rn
at

io
na

l��g
ui

de
lin

es
,��fo

r�
�th

e�
�co

nt
in

ui
ng

��c
ar

e�
�of

��e
lig

ib
le�

�pa
tie

nt
s,�

�in
cl

ud
in

g��a
��s

ch
ed

ul
e��o

f��f
ou

r��
vi

si
ts

��p
er

��a
nn

um
��a

nd
��d

et
ai

ls�
�of

��th
e�

�ris
k�

�fa
ct

or
s��t

o
��b

e�
�m

ea
su

re
d��w

ith
��ta

rg
et

��le
ve

ls
��o

f��c
on

tr
ol

��to
��b

e�
�ac

hi
ev

ed
.��S

ee
��C

ha
pt

er
��8�

�fo
r�

�fu
rt

he
r�

�de
ta

ils
.��

�� T
he

re
��a

re
��a

��n
um

be
r��o

f��s
tr

uc
tu

re
d�

�ca
re

��p
ro

gr
am

m
es

��fo
r�

�th
e�

�ca
re

��o
f��p

at
ie

nt
s��w

ith
��d

ia
be

te
s,�

�of
��w

hi
ch

��th
e�

�lo
ng

es
t��e

st
ab

lis
he

d��is
��th

e�
�M

id
la

nd
s�

�S
tr

uc
tu

re
d��D

ia
be

te
s��P

ro
je

ct,
��w

hi
ch

��p
ro

vi
de

s��f
or

��
th

e�
�m

an
ag

em
en

t��o
f��d

ia
be

te
s��i

n�
�a�

�pr
im

ar
y�

�ca
re

��s
et

tin
g.

��S
ee

��a
ls

o�
�C

ha
pt

er
��8

��fo
r�

�fu
rt

he
r�

�de
ta

ils
.��

A
s��i

n�
�ot

he
r��c

ou
nt

rie
s,�

�th
er

e�
�ar

e�
�nu

m
er

ou
s��l

oc
al

is
ed

��in
iti

at
iv

es
��th

at
��a

im
��to

��im
pr

ov
e�

�th
e�

�m
an

ag
em

en
t��o

f��c
hr

on
ic�

�di
se

as
e��b

y�
�tr
ea

tin
g�

�pa
tie

nt
s��i

n�
�a�

�pr
im

ar
y�

�ca
re

��s
et

tin
g�

�w
he

re
ve

r��p
os

si
bl

e.
��A�

�
go

od
��e

xa
m

pl
e��i

s�
�th

e�
�pi

lo
t��p

ro
gr

am
m

e��i
n�

�S
t.�

�Ja
m

es
’s��H

os
pi

ta
l��fo

r�
�th

e�
�tr

ea
tm

en
t��o

f��p
at

ie
nt

s��w
ith

��e
pi

le
ps

y,�
�de

sc
rib

ed
��i

n��g
re

at
er

��d
et

ai
l��in

��C
ha

pt
er�

�8.
��

N
et

he
rla

nd
s�

�
T

he
��c

on
ce

pt
��o

f��t
ra

ns
m

ur
al

��ca
re

��w
as

��in
tr

od
uc

ed
��in

��1
99

4�
�in

��a
n�

�at
te

m
pt

��to
��o

ve
rc

om
e��p

er
si

st
en

t��b
ar

rie
rs

��b
et

w
ee

n�
�no

n�
ra

cu
te

��a
nd

��a
cu

te
��s

er
vi

ce
s.��N

ur
se

s��h
av

e�
�be

en
��pl

ay
in

g��a
n�

�in
cr

ea
si

ng
ly��

im
po

rt
an

t��r
ol

e�
�in

��tr
an

sm
ur

al�
�ca

re
,��w

hi
ch

��se
ek

s��t
o

��b
rid

ge
��th

e�
�di

vi
de

��be
tw

ee
n�

�se
co

nd
ar

y��c
ar

e�
�an

d�
�al

te
rn

at
iv

e�
�se

tti
ng

s��f
or

��th
os

e�
�w

ho
��a

re
��n

ot
��a

bl
e�

�to
��re

tu
rn

��to
��a

��fu
lly

��in
de

pe
nd

en
t��li

fe
.��S

ee
��

C
as

e��S
tu

dy
��2

.1
3.

��

T
he

��M
at

ad
or

��p
ro

gr
am

m
e��(

M
aa

st
ric

ht
��T

ra
ns

m
ur

al�
�D

ia
be

te
s��O

rg
an

is
at

io
n)�

�w
as

��e
st

ab
lis

he
d��in

��1
98

1�
�w

ith
��th

e�
�ai

m
��o

f��e
nh

an
ci

ng
��th

e�
�di

ag
no

st
ic�

�sk
ill

s��o
f��G

P
s,�

�in
��p

ar
tn

er
sh

ip�
�w

ith
��t

he
��lo

ca
l��

ho
sp

ita
l.��T

he
��p

ro
gr

am
m

e��w
as

��s
ub

se
qu

en
tly�

�ex
te

nd
ed

��to
��in

co
rp

or
at

e��t
he

��d
ev

el
op

m
en

t��o
f��c

om
m

on
��p

ro
to

co
ls�

�an
d�

�jo
in

t��c
on

su
lta

tio
ns

��in
vo

lv
in

g�
�sp

ec
ia

lis
ts��a

nd
��G

P
s.�

�T
he

��p
ro

gr
am

m
e��h

as
��

si
nc

e��t
ra

ns
fo

rm
ed

��in
to

��a
��d

is
ea

se
��m

an
ag

em
en

t��p
ro

gr
am

m
e��i

n�
�w

hi
ch

��n
ur

se
s��h

av
e�

�th
e�

�pr
im

ar
y�

�re
sp

on
si

bi
lit

y��f
or

��th
e�

�tr
ea

tm
en

t��o
f��p

at
ie

nt
s��

w
ith

��d
ia

be
te

s,�
�as

th
m

a��a
nd

/o
r��C

O
P

D
.��
��

T
he��

pr
og

ra
m

m
e��w

as
��fo

rm
al

ly
��la

un
ch

ed
��in

��2
00

0�
�an

d�
�is
��o

pe
n�

�to
��a

ll�
�G

P
s�

�in
��th

e�
�M

aa
st

ric
ht

��re
gi

on
.��It

��in
vo

lv
es

��tw
o�

�m
ai

n�
�tr
an

sf
er

s�
�of
��ro

le
s,�

�fr
om

��d
oc

to
rs

��to
��n

ur
se

s��a
nd

��fr
om

��h
os

pi
ta

l��to
��p

rim
ar

y�
�ca

re
.  

N
ew

��Z
ea

la
nd��

C
ar

e��P
lu

s��i
s�

�a
��n

at
io

na
l��p

ro
gr

am
m

e��t
ha

t��w
as

��in
tr

od
uc

ed
��in

��2
00

4�
�th

at
��fu

nd
s�

�p
rim

ar
y�

�ca
re

��to
��p

ro
vi

de
��tw

o�
�h

ou
rs

��o
f��p

ra
ct

ic
e��

nu
rs

e�
�an

d/
or

��G
P�

�tim
e�

�o
ve

r��6
��m

on
th

s��
to

��p
eo

pl
e�

�w
ho

��a
re

��
co

ns
id

er
ed

��to
��b

en
ef

it�
�fr

om
��m

or
e�

�in
te

ns
iv

e��c
lin

ic
al�

�in
pu

t.�
�T

he
��k

ey
��fe

at
ur

e�
�of

��th
e�

�C
ar

e��P
lu

s��p
ro

gr
am

m
e��i

s�
�th

e�
�id

en
tif

ic
at

io
n�

�of
��p

eo
pl

e�
�w

ith
��c

hr
on

ic�
�di

se
as

e��w
ho

��re
qu

ire
��in

te
ns

iv
e��c

as
e��

m
an

ag
em

en
t.��O

nc
e��i

de
nt

ifi
ed

��a
nd

��e
nr

ol
le

d,
��p

at
ie

nt
s��a

re
��e

nt
itl

ed
��to

��re
du

ce
d�

�co
st

��n
ur

se
��or

��d
oc

to
r��v

is
its

,��c
ar

e�
�pl

an
ni

ng
��w

ith
��q

ua
rt

er
ly�

�ch
ec

ks
��a

nd
��s

el
f��m

an
ag

em
en

t��s
up

po
rt

.��T
he

��P
rim

ar
y��

H
ea

lth
��O

rg
an

is
at

io
ns�

�(P
H

O
s)

��re
ce

iv
e��a

ro
un

d�
�10

��p
er

��c
en

t��e
xt

ra
��fu

nd
in

g�
�to

��ta
rg

et
��5

��p
er

��c
en

t��o
f��t

he
��e

nr
ol

le
d�

�po
pu

la
tio

n.
��S

ee
��C

as
e��S

tu
dy

��2
.2

.��

T
he

��F
re

qu
en

t��A
du

lt�
�M

ed
ic

al�
�A

dm
is

si
on

s��(F
A

M
A

)�
�sc
he

m
e,�

�in
tr

od
uc

ed
��in

��2
00

3�
�in

��M
an

uk
au

��C
ou

nt
y��t

ar
ge

ts
��in

di
vi

du
al

s��w
ho

��h
av

e�
�be

en
��a

dm
itt

ed
��to

��h
os

pi
ta

l��m
or

e�
�th

an
��tw

ic
e�

�in
��1

2�
�m

on
th

s��f
or

��
a�

�to
ta

l��
of�

�5�
�or

��m
or

e�
�da

ys
.��T

he
��p

ro
gr

am
m

e��o
ffe

rs
��c

as
e��m

an
ag

em
en

t��b
y�

�pr
ac

tic
e��n

ur
se

s��a
nd

��G
P

s�
�to
ge

th
er

��w
ith

��c
ar

e�
�co

or
di

na
to

r��n
ur

se
s�

�w
ho�

�ar
e�

�ba
se

d�
�in
��s

ec
on

da
ry

��ca
re

.��
S

w
ed

en
��

A
ll�

�pr
im

ar
y�

�ca
re

��ce
nt

re
s��r

un
��n

ur
se

�rle
d�

�cl
in

ic
s��f

or
��d

ia
be

te
s,�

�hy
pe

rt
en

si
on

��a
nd

��s
om

e��f
or

��a
lle

rg
y,�

�as
th

m
a,�

�C
O

P
D

,��p
sy

ch
ia

tr
y��a

nd
��h

ea
rt�

�fa
ilu

re
.��S

om
e��o

f��t
he

��la
rg

er
��c

en
tr

es
��a

ls
o�

�pr
ov

id
e�

�nu
rs

e�
rle

d�
�

cl
in

ic
s��f

or
��c

hr
on

ic�
�ne

ur
ol

og
ic

al�
�di

so
rd

er
s.�

�T
he

��c
ur

re
nt

��s
et

tin
g�

�fo
r�

�pe
op

le�
�w

ith
��c

hr
on

ic�
�co

nd
iti

on
s,�

�es
pe

ci
al

ly��o
ld

er
��p

eo
pl

e,
��a

im
s��t

o
��li

nk
��p

rim
ar

y�
�he

al
th

��c
ar

e,
��h

os
pi

ta
l��c

ar
e�

�an
d�

�co
m

m
un

ity
��

ca
re

��th
ro

ug
h�

�ch
ai

ns
��o

f��c
ar

e�
�or

��c
ar

e�
�pa

th
w

ay
s.

��C
ar

e��o
f��c

hr
on

ic�
�di

se
as

e��is
��g

re
at

ly�
�fa

ci
lit

at
ed

��in
��S

w
ed

en
��b

y�
�na

tio
na

l��re
gi

st
rie

s��a
nd

��g
ui

de
lin

es
.��T

he
re

��a
re

��re
gi

st
rie

s��a
nd

��n
at

io
na

l��g
ui

de
lin

es
��fo

r�
�

di
ab

et
es

,��c
or

on
ar

y��h
ea

rt
��d

is
ea

se
,��re

na
l��f

ai
lu

re
,��h

ip
��fr

ac
tu

re
��a

nd
��h

ip
��re

pl
ac

em
en

t,��c
at

ar
ac

t��s
ur

ge
ry

,��s
tr

ok
e�

�an
d�

�a
ll��f

or
m

s�
�of

��c
an

ce
r.

��
U

S
A

��–�
�M

ed
ic

ar
e��

T
he

��P
hy

si
ci

an
��G

ro
up

��P
ra

ct
ic

e��(
P

G
P

)�
�

D
em

on
st

ra
tio

n,�
�in

tr
od

uc
ed

��in
��A

pr
il�

�20
05

��o
n�

�a�
�pi

lo
t��b

as
is

,��p
ro

vi
de

s��f
or

��q
ua

lit
y�

�pe
rf

or
m

an
ce

��p
ay

m
en

ts�
�to

��p
hy

si
ci

an
��g

ro
up

s��w
ho

��re
ac

h��t
ar

ge
ts

��in
��re

la
tio

n�
�

to
��d

ia
be

te
s,�

�co
ng

es
tiv

e��h
ea

rt�
�fa

ilu
re

,��c
or

on
ar

y��a
rt

er
y�

�d
is

ea
se

,��h
yp

er
te

ns
io

n�
�an

d�
�ca

nc
er

��s
cr

ee
ni

ng
.��S

ee
��C

as
e��S

tu
dy

��2
.4

.��

T
he

��M
ed

ic
al�

�H
om

e��D
em

on
st

ra
tio

n��is
��d

ire
ct

ly
��a

t��h
ig

h�
�ne

ed
��p

at
ie

nt
s,�

�i.e
.��t

ho
se

��w
ith

��p
ro

lo
ng

ed
��o

r��c
hr

on
ic�

�co
nd

iti
on

s��t
ha

t��r
eq

ui
re

��re
gu

la
r��m

on
ito

rin
g,

��a
dv

is
in

g��a
nd

��tr
ea

tm
en

t.�
�T
he

��p
ur

po
se

��o
f��

th
e�

�D
em

on
st

ra
tio

n��i
s�

�to
��re

du
ce

��M
ed

ic
ar

e��c
os

ts�
�by

��a
vo

id
in

g��u
nn

ec
es

sa
ry��c

ar
e,

��c
o�

ro
rd

in
at

in
g�

�an
d�

�ra
tio

na
lis

in
g��c

ar
e�

�an
d�

�av
oi

di
ng

��p
re

ve
nt

ab
le

��ho
sp

ita
lis

at
io

ns�
�an

d�
�re

�ra
dm

is
si

on
s.��P

ra
ct

ic
es�

�
qu

al
ify

��fo
r�

�m
ed

ic
al�

�ho
m

e�
�st

at
us

��o
n�

�th
e�

�ba
si

s��o
f��a

ch
ie

ve
m

en
t��u

nd
er

��a�
�nu

m
be

r��o
f��c

rit
er

ia
,��in

cl
ud

in
g��c

on
tin

ui
ty

��o
f��c

ar
e,

��c
lin

ic
al�

�in
fo

rm
at

io
n�

�sy
st

em
s,��d

el
iv

er
y��s

ys
te

m�
�de

si
gn

,��d
ec

is
io

n��s
up

po
rt

,��
pa

tie
nt

/fa
m

ily
��e

ng
ag

em
en

t��a
nd

��c
ar

e�
�c

o�ro
rd

in
at

io
n)

.��S
ee

��C
as

e�
�S

tu
dy��2

.7
.��

��
N

ot
e:

��
A

s��n
ot

ed
��in

��C
ha

pt
er�

�5,
��m

os
t��c

hr
on

ic�
�di

se
as

e��m
an

ag
em

en
t��in

iti
at

iv
es

��a
re

��s
til

l��v
er

y�
�m

uc
h�

�in
��th

e�
�de

ve
lo

pm
en

t��p
ha

se
.��H

er
e,

��w
e�

�co
nc

en
tr

at
e��o

n�
�th

e�
�m

ai
n�

�pr
og

ra
m

m
es

��in
��e

ac
h��c

ou
nt

ry
,��w

ith
��a

��p
ar

tic
ul

ar
��fo

cu
s�

�on
��th

os
e�

�
th

at
��a

re�
�fo

cu
ss

ed�
�at

��t
he

��p
rim

ar
y��c

ar
e�

�le
ve

l.�
�

S
ou

rc
es

:��
w

w
w

.m
ed

ic
ar

ea
us

tr
al

ia
.g

ov
.a

u/
pr

ovid
er

/in
ce

nt
iv

es
/p

ip
/in

de
x.

js
p��

[la
st

��
ac

ce
ss

ed�
�2

7�
�J

un
e��

20
10

];�
�w

w
w

.h
ea

lth
.g

ov
.b

c.
ca

/c
dm

/c
dm

inb
c/

ch
ro

ni
c_

ca
re

_m
od

el
.h

tm
l��
[la

st
��

ac
ce

ss
ed�

�2
7�

�J
un

e��
20

10
];�

�
w

w
w

.m
oh

.g
ov

t.n
z/

m
oh

.n
sf

/in
de

xm
h/

ph
cs�rp

ro
je

ct
s�r

ca
re

pl
us

se
rv

ic
e�

�[l
as

t
��a

cc
es

se
d��2

7��J
un

e��2
01

0]
;��w

w
w

.c
m

s.
go

v/
D

em
oP

ro
je

ct
sE

va
lR

pt
s/

��[
la

st�
�a

cc
es

se
d��2

7��J
un

e��2
01

0]
��

D
ep

ar
tm

en
t��o

f��H
ea

lth
,��2

00
1;

��B
us

se
,��2

00
4;

��B
us

se
��e

t��a
l.,

��2
00

4;
��M

ar
ch

ild
on

,��2
00

5;
��H

ea
ly�

�et
��a

l.,
��2

00
6;

��R
ea

��e
t��a

l.,
��2

00
7;

��K
le

in
��La

nk
ho

rs
t��e

t��a
l.,

��2
00

8;
��M

at
he

m
at

ic
a��P

ol
ic

y��R
es

ea
rc

h,
��20

08
;��N

ol
te

��e
t��a

l.,
��2

00
8a

;��S
ie

rin
g,�

�
20

08
;��T

ris
ol

in
i��e

t��a
l.,�

�2
00

8;�
�D

ep
ar

tm
en

t��o
f��H

ea
lth

,��2
00

9;�
�N

S
W�

�D
ep

ar
tm

en
t��o

f��H
ea

lth
,��2

00
9��

��



162��| ��Evidence��for��the��Expert��Group��on��Resource��Allocation��and��Financing��in��the��Health��Sector��

��

P
A

R
T��2

A
ppendix
P

A
R

T��2
A

ppendix

REFERENCES��

Abrams,��M.,��Davis,��K.��&��Haran,��C.��(2009)��Can��Patient�rCentered��Medical��Homes��Transform��
Health��Care��Delivery?��.��The��Commonwealth��Fund.��Available��at:��
www.commonwealthfund.org/Content/From�rthe�rPresident/2009/Can�rPatient�r
Centered�rMedical�rHomes�rTransform�rHealth�rCare�rDelivery.aspx��[last��accessed��02��June��
2010].��

American��College��of��Physicians��(2008)��Achieving��a��High��Performing��Health��Care��System��with��
Universal��Access:��What��the��United��States��can��Learn��from��Other��Countries.��Annals��of��
Internal��Medicine,��148(1),��55�r75.��

Barlow,��J.,��Wright,��C.,��Sheasby,��J.,��Turner,��A.��&��Hainsworth,��J.��(2002)��Self�rManagement��
Approaches��for��People��with��Chronic��Conditions:��A��Review.��Patient��Education��and��
Counseling,��48(2),��177�r187.��

Bartholomée,��Y.��&��Maarse,��H.��(2007)��Empowering��the��Chronically��Ill?��Patient��Collectives��in��
the��New��Dutch��Health��Insurance��System.��Health��Policy,��84(2�r3),��162�r169.��

Beal,��A.,��Doty,��M.,��Hernandez,��S.,��Shea,��K.��&��Davis,��K.��(2007)��Closing��the��Divide:��How��Medical��
Homes��Promote��Equity��in��Health��Care.��Results��from��the��Commonwealth��Fund��2006��
Health�� Care�� Quality�� Survey.�� The�� Commonwealth�� Fund.�� Available�� at:��
www.commonwealthfund.org/~/media/Files/Publications/Fund%20Report/2007/Jun��
/Closing%20the%20Divide%20%20How%20Medical%20Homes%20Promote%20Equit��
y%20in%20Health%20Care%20%20Results%20From%20The%20Commonwealth%20F��
/1035_Beal_closing_divide_medical_homes%20pdf.pdf��[last��accessed��02��June��2010].��

Bird,��D.��&��Morris,��T.��(2006)��Using��Community��Matrons��to��Target��Long�rTerm��Conditions.��
Nursing��Times,��102(23),��19�r20.��

Bodenheimer,��T.,��Lorig,��K.,��Holman,��H.��&��Grumbach,��K.��(2002)��Patient��Self�rManagement��of��
Chronic��Disease��in��Primary��Care.��Journal��of��the��American��Medical��Association,��288(19),��
2469�r2475.��

Bundesversicherungsamt��(2009)��English��Language��Information.��Available��at:��
www.bundesversicherungsamt.de/cln_115/nn_1046648/DE/Service/EnglishInformatio
n/englishinformation__node.html?__nnn=true��[last��accessed��20��May��2010].��

Busse,��R.��&��Riesberg,��A.��(2004)��Health��Care��Systems��in��Transition:��Germany.��Copenhagen,��
World��Health��Organization��on��behalf��of��the��European��Observatory��on��Health��Systems��
and��Policies.��

Busse,��R.��(2004)��Disease��Management��Programs��in��Germany's��Statutory��Health��Insurance��
System.��Health��Affairs,��23(3),��56�r67.��

Busse,��R.,��Blümel,��M.,��Scheller�rKreinsen,��D.��&��Zentner,��A.��(2010)��Tackling��Chronic��Disease��in��
Europe:�� Strategies,�� Interventions�� and��Challenges.��Copenhagen,�� World�� Health��
Organization��on��behalf��of��the��European��Observatory��on��Health��Systems��and��Policies.��

Campbell,��S.,��Reeves,��D.,��Kontopantelis,��E.,��Middleton,��E.,��Sibbald,��B.��&��Roland,��M.��(2007)��
Quality��of��Care��in��England��with��the��Introduction��of��Pay��for��Performance.��New��England��
Journal��of��Medicine,��357(2),��181�r190.��

Campbell,��S.,��Reeves,��D.,��Kontopantelis,��E.,��Sibbald,��B.��&��Roland,��M.��(2009)��Effects��of��Pay��for��
Performance��on��the��Quality��of��Primary��Care��in��England.��New��England��Journal��of��
Medicine,��361(4),��368�r377.��

Centers��for��Medicare��and��Medicaid��Services��(2009a)��Medicare��Physician��Group��Practice��
Demonstration.��Available��at:��
www.cms.gov/DemoProjectsEvalRpts/downloads/PGP_Fact_Sheet.pdf��[last��accessed��02��
June��2010].��

Centers��for��Medicare��and��Medicaid��Services��(2009b)��Physician��Group��Practice��Demonstration��
Evaluation��Report.��Report��to��Congress.��Available��at:��
www.cms.gov/DemoProjectsEvalRpts/downloads/PGP_RTC_Sept.pdf��[last��accessed��02��
June��2010].��

Coleman,��A.,��Harrison,��S.��&��Checkland,��K.��(2009)��Health��Scruting��and��Practice�rBased��
Commissioning���r��Complementary��or��Contradictory?��Journal��of��Integrated��Care,��16(5),��
18�r21.��

Commonwealth��of��Australia��(2008)��Medicare��Australia��Annual��Report��2008/2009.��Canberra,��
Commonwealth��of��Australia.��

Couzos,��S.��&��Delaney��Thiele,��D.��(2010)��The��New��'Indigenous��Health'��Incentive��Payment:��
Issues��and��Challenges.��Medical��Journal��of��Australia,��192(3),��154�r157.��



Part��2��–��Appendix��| ��163��

��

P
A

R
T��2

A
pp

en
di

x
P

A
R

T��2
A

pp
en

di
x

Croxson,��B.,��Propper,��C.��&��Perkins,��A.��(2001)��Do��Doctors��Respond��to��Financial��Incentives?��UK��
Family��Doctors��and��the��Fundholding��Scheme.��Journal��of��Public��Economics,��79(2),��375�r
398.��

Cumming,��J.��&��Mays,��N.��(2009)��New��Zealand's��Primary��Health��Care��Strategy:��Early��Effects��of��
the��New��Financing��and��Payment��System��for��General��Practice��and��Future��Challenges.��
Health��Economics,��Policy��and��Law,��First��View(�r),��1�r21.��

Curry,��N.,��Goodwin,��N.,��Naylor,��C.��&��Robertson,��R.��(2008)��Practice�rBased��Commissioning:��
Reinvigorate,��Replace��or��Abandon?��London,��King's��Fund.��

de��Silva,��D.��&��Fahey,��D.��(2008)��England.��In��Nolte,��E.,��Knai,��C.��&��McKee,��M.��(Eds.)��Managing��
Chronic�� Conditions:�� Experience�� in�� Eight�� Countries.��Copenhagen,�� World�� Health��
Organization��on��behalf��of��the��European��Observatory��on��Health��Systems��and��Policies.��

Department��of��Health��(1999)��Saving��Lives:��Our��Healthier��Nation.��London,��Stationery��Office.��
Department��of��Health��(2001)��The��Expert��Patient:��A��New��Approach��to��Chronic��Disease��

Management��for��the��21st��Century.��London,��Department��of��Health.��
Department��of��Health�� (2004)��Practice�rBased��Commissioning:��Engaging��Practices�� in��

Commissioning.��Available��at:��
www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/di��
gitalasset/dh_4090359.pdf��[last��accessed��02��June��2010].��

Department��of��Health��(2006)��Our��Health,��Our��Care,��Our��Say:��A��New��Direction��for��Community��
Services.��Norwich,��Stationery��Office.��

Department��of��Health��(2008)��Practice�rBased��Commissioning.��GP��Practice��Survey:��Waves��1�r5��
Results.��Available��at:��
www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/��
digitalasset/dh_091431.pdf��[last��accessed��02��June��2010].��

Department��of��Health��(2009)��The��Expert��Patients��Programme���r��Introduction.��Available��at:��
www.dh.gov.uk/en/Aboutus/MinistersandDepartmentLeaders/ChiefMedicalOfficer/Arc
hive/ProgressOnPolicy/ProgressBrowsableDocument/DH_5380844��[last��accessed��25��
August��2010].��

Department��of��Health��Social��Services��and��Public��Safety��(2009)��Total��Achievement��Points��and��
Payments.��Quality��&��Outcomes��Framework��(QOF)��April��2007���r��March��2008,��Northern��
Ireland��nGMS��practices.��Available��at:��
www.dhsspsni.gov.uk/total_achievement_by_board�r2.pdf��[last��accessed��02��June��2010].��

Dixon,��A.��&��Glennerster,��H.��(1995)��What��Do��We��Know��About��Fundholding��in��General��
Practice?��British��Medical��Journal,��311(�r),��727�r730.��

Donaldson,��L.��(2003)��Expert��Patients��Usher��in��a��New��Era��of��Opportunity��for��the��NHS.��British��
Medical��Journal,��326(7402),��1279�r1280.��

Dusheiko,��M.,��Gravelle,��H.,��Jacobs,��R.��&��Smith,��P.��(2003)��The��Effect��of��Budgets��on��Doctor��
Behaviour:��Evidence��from��a��Natural��Experiment.��Journal��of��Health��Economics,��25(3),��
449�r478.��

Elson,��S.��(2006)��The��Evolution��of��Health��System��Governance��in��Canada��and��Ontario.��Law��&��
Governance,��10(2),��12�r16.��

Expert��Patients��Programme��Community��Interest��Company��(2008a)��08��Progress��Report.��
Available��at:��
www.expertpatients.co.uk/sites/default/files/publications/ProgressReport08.pdf��[last��
accessed��20��May��2010].��

Expert��Patients��Programme��Community��Interest��Company��(2008b)��Price��Guide��2008/2009.��
Available��at:��
www.expertpatients.co.uk/sites/default/files/publications/PriceGuideAugust2008.pdf��
[last��accessed��20��May��2010].��

Expert��Patients��Programme��Community��Interest��Company��(2010)��Annual��Report��2009.��
Available��at:��
www.expertpatients.co.uk/sites/default/files/publications/Annual%20report.pdf��[last��
accessed��20��May��2010].��

Exter,��A.,��Hermans,��H.,��Dosljak,��M.��&��Busse,��R.��(2004)��Health��Care��Systems��in��Transition:��
Netherlands.��Copenhagen,��World��Health��Organization��on��behalf��of��the��European��
Observatory��on��Health��Systems��and��Policies.��

Feachem,��R.,��Sekhri,��N.��&��White,��K.��(2002)��Getting��More��for��their��Dollar:��A��Comparison��of��the��
NHS��with��California's��Kaiser��Permanente.��British��Medical��Journal,��324(7330),��135�r143.��



164��| ��Evidence��for��the��Expert��Group��on��Resource��Allocation��and��Financing��in��the��Health��Sector��

��

P
A

R
T��2

A
ppendix
P

A
R

T��2
A

ppendix

Fujisawa,��R.��&��Lafortune,��G.��(2008)��The��Remuneration��of��General��Practitioners��and��Specialists��
in��14��OECD��Countries:��What��are��the��Factors��Influencing��Variations��Across��Countries?��
OECD��Health��Working��Paper��No.��5.��Paris,��Organisation��for��Economic��Co�roperation��and��
Development.��

Glenngård,��A.,��Hjalte,��F.,��Svensson,��M.,��Annell,��A.��&��Bankauskaite,��V.��(2005)��Health��Systems��in��
Transition:��Sweden.��Copenhagen,��World��Health��Organization��on��behalf��of��the��European��
Observatory��on��Health��Systems��and��Policies.��

Gonseth,��J.,��Guallar�rCastillon,��P.,��Banegas,��J.��R.��&��Rodriguez�rArtalejo,��F.��(2004)��The��
Effectiveness��of��Disease��Management��Programmes��in��Reducing��Hospital��Re�rAdmission��
in��Older��Patients��with��Heart��Failure:��A��Systematic��Review��and��Meta�rAnalysis��of��
Published��Reports.��European��Heart��Journal,��25(18),��1570�r1595.��

Gravelle,��H.,��Dusheiko,��M.,��Sheaff,��R.,��Sargent,��P.,��Boaden,��R.,��Pickard,��S.,��Parker,��S.��&��Roland,��
M.��(2007)��Impact��of��Case��Management��(Evercare)��on��Frail��Elderly��Patients:��Controlled��
Before��and��After��Analysis��of��Quantitative��Outcome��Data.��British��Medical��Journal,��
334(7583),��31�r34.��

Gravelle,��H.,��Sutton,��M.��&��Ma,��A.��(2008)��Doctor��Behaviour��Under��a��Pay��for��Performance��
Contract.��Further��Evidence��from��the��Quality��and��Outcomes��Framework.��Centre��for��
Health�� Economics�� Research�� Paper�� No.�� 34,��University�� of�� York.��Available�� at:��
www.york.ac.uk/inst/che/pdf/rp34.pdf��[last��accessed��26��May��2010].��

Greß,��S.,��Focke,��A.,��Hessel,��F.��&��Wasem,��J.��(2006)��Financial��Incentives��for��Disease��
Management��Programmes��and��Integrated��Care��in��German��Social��Health��Insurance.��
Health��Policy,��78(2�r3),��295�r305.��

Griffiths,��C.,��Foster,��G.,��Ramsay,��J.,��Eldridge,��S.��&��Taylor,��S.��(2007)��How��Effective��are��Expert��
Patient��(Lay��Led)��Education��Programmes��for��Chronic��Disease?��British��Medical��Journal,��
334(7606),��1254�r1256.��

Ham,��C.,��York,��N.,��Sutch,��S.��&��Shaw,��R.��(2003)��Hospital��Bed��Utilisation��in��the��NHS,��Kaiser��
Permanente��and��the��US��Medicare��Program:��Analysis��of��Routine��Hospital��Data.��British��
Medical��Journal,��327(7426),��1�r5.��

Hamilton��Niagara��Haldimand��Brant��Local��Health��Integration��Network��(2009)��HNHB��LHIN��
Health��Atlas.��December��2009.��Available��at:��
www.hnhblhin.on.ca/uploadedFiles/Public_Community/Health_Atlas/Health%20Atl��
as%20�r%20For%20Web.pdf��[last��accessed��02��June��2010].��

Healy,��J.,��Sharman,��E.��&��Lokuge,��B.��(2006)��Health��Systems��in��Transition:��Australia.��
Copenhagen,��World��Health��Organization��on��behalf��of��the��European��Observatory��on��
Health��Systems��and��Policies.��

Hefford,��M.,��Crampton,��P.��&��Foley,��J.��(2005)��Reducing��Health��Disparities��through��Primary��
Care��Reform:��The��New��Zealand��Experiment.��Health��Policy,��72(1),��9�r23.��

Horrocks,��S.,��Anderson,��E.��&��Salisbury,��C.��(2002)��Systematic��Review��of��Whether��Nurse��
Practitioners��Working��in��Primary��Care��Can��Provide��Equivalent��Care��to��Doctors.��British��
Medical��Journal,��324(7341),��819�r823.��

Hutchinson,��B.��(2008)��Pay��for��Performance��in��Primary��Care:��Proceed��with��Caution,��Pitfalls��
Ahead.��Healthcare��Policy,��4(1),��10�r22.��

Hutt,��R.��&��Rosen,��R.��(2005)��A��Chronic��Case��of��Mismanagement?��Journal��of��Health��Services��
Research��&��Policy,��10(4),��194�r195.��

Jiwani,��I.��&��Dubois,��C.�rA.��(2008)��Canada.��In��Nolte,��E.,��Knai,��C.��&��McKee,��M.��(Eds.)��Managing��
Chronic�� Conditions:�� Experience�� in�� Eight�� Countries.��Copenhagen,�� World�� Health��
Organization��on��behalf��of��the��European��Observatory��on��Health��Systems��and��Policies.��

Kay,��A.��(2002)��The��Abolition��of��the��GP��Fundholding��Scheme:��A��Lesson��in��Evidence�rBased��
Policy��Making.��British��Journal��of��General��Practice,��52(�r),��141�r144.��

Kennedy,��A.,��Reeves,��D.,��Bower,��P.,��Lee,��V.,��Middleton,��E.,��Richardson,��G.,��Gardner,��C.,��Gately,��
C.��&��Rogers,��A.��(2007)��The��Effectiveness��and��Cost��Effectiveness��of��a��National��Lay�rLed��Self��
Care��Support��Programme��for��Patients��with��Long�rTerm��Conditions:��A��Pragmatic��
Randomised��Controlled��Trial.��Journal��of��Epidemiology��and��Community��Health,��61(3),��
254�r261.��

Klein��Lankhorst,��E.��&��Spreeuwenberg,��C.��(2008)��The��Netherlands.��In��Nolte,��E.,��Knai,��C.��&��
McKee,��M.��(Eds.)��Managing��Chronic��Conditions:��Experience��in��Eight��Countries.��
Copenhagen,��World��Health��Organization��on��behalf��of��the��European��Observatory��on��
Health��Systems��and��Policies.��



Part��2��–��Appendix��| ��165��

��

P
A

R
T��2

A
pp

en
di

x
P

A
R

T��2
A

pp
en

di
x

Kmietowicz,��Z.��(2007)��Government��Wants��to��Freeze��GP's��pay��until��2009,��as��Figures��Show��
Incomes��Rose��by��10%��in��Second��Year��of��New��Contract.��British��Medical��Journal,��
335(7627),��960.��

Knight,��K.,��Badamgarav,��E.,��Henning,��J.��M.,��Hasselblad,��V.,��Gano,��A.��D.,��Jr.,��Ofman,��J.��J.��&��
Weingarten,��S.��R.��(2005)��A��Systematic��Review��of��Diabetes��Disease��Management��
Programs.��American��Journal��of��Managed��Care,��11(4),��242�r250.��

KPMG��(2008)��MOHLTC�rLHIN��Effectiveness��Review.��Available��at:��
www.health.gov.on.ca/transformation/lhin/effectiveness_review_report.pdf����
[last��accessed��31��May��2010].��

Kuhn,��H.��(2008)��Medicare��Physician��Payment.��Statement��of��Herb��B.��Kuhn,��Deputy��
Administrator,��Centers��for��Medicare��and��Medicaid��Services,��before��the��House��Small��
Business��Committee.��Department��of��Health��and��Human��Services.��Available��at:��
www.house.gov/smbiz/democrats/hearings/080508�rMedicare/Kuhn.pdf��[last��accessed��
31��May��2010].��

Langenbrunner,��J.,��Orosz,��E.,��Kutzin,��J.��&��Wiley,��M.��M.��(2005)��Purchasing��and��Paying��
Providers.��In��Figueras,��J.,��Robinson,��R.��&��Jakubowski,��E.��(Eds.)��Purchasing��to��Improve��
Health��Systems��Performance.��Berkshire,��Open��University��Press.��

Lorig,��K.��(2002)��Partnerships��Between��Expert��Patients��and��Physicians.��Lancet,��359(9309),��814�r
815.��

Lorig,��K.��R.,��Sobel,��D.��S.,��Stewart,��A.��L.,��Brown,��B.��W.,��Jr.,��Bandura,��A.,��Ritter,��P.,��Gonzalez,��V.��
M.,��Laurent,��D.��D.��&��Holman,��H.��R.��(1999)��Evidence��Suggesting��that��a��Chronic��Disease��
Self�rManagement��Program��can��Improve��Health��Status��while��Reducing��Hospitalization:��A��
Randomized��Trial.��Medical��Care,��37(1),��5�r14.��

Mannion,��R.��(2005)��Practice��Based��Commissioning:��A��Summary��of��the��Evidence.��Health��Policy��
Matters,��(11),��1�r4.��

Marchildon,��G.��P.��(2005)��Health��Systems��in��Transition:��Canada.��Copenhagen,��World��Health��
Organization��on��behalf��of��the��European��Observatory��on��Health��Systems��and��Policies.��

Mathematica��Policy��Research��(2008)��Design��of��the��CMS��Medical��Home��Demonstration.��
Centers��for��Medicare��and��Medicaid��Services.��Available��at:��
www.cms.gov/DemoProjectsEvalRpts/downloads/MedHome_DesignReport.pdf��[last��
accessed��31��May��2010].��

Mattke,��S.,��Seid,��M.��&��Ma,��S.��(2007)��Evidence��for��the��Effect��of��Disease��Management:��Is��$1��
Billion��a��Year��a��Good��Investment?��American��Journal��of��Managed��Care,��13(12),��670�r676.��

Mayor,��S.��(2005)��Case��Management��to��be��Used��for��People��with��Chronic��Conditions.��British��
Medical��Journal,��330(7483),��112.��

McAlister,��F.��A.,��Lawson,��F.��M.,��Teo,��K.��K.��&��Armstrong,��P.��W.��(2001)��Randomised��Trials��of��
Secondary��Prevention��Programmes��in��Coronary��Heart��Disease:��Systematic��Review.��
British��Medical��Journal,��323(7319),��957�r962.��

McCallum,��A.,��Brommels,��M.,��Robinson,��R.,��Bergman,��S.��&��Palu,��T.��(2006)��The��Impact��of��
Primary��Care��Purchasing��in��Europe:��A��Comparative��Case��Study��of��Primary��Care��Reform��
In��Saltman,��R.,��Rico,��A.��&��Boerma,��W.��(Eds.)��Primary��Care��in��the��Driver’s��Seat.��Geneva,��
World��Health��Organisation��Regional��Office��for��Europe.��

McCarthy,��D.,��Mueller,��K.��&��Wrenn,��J.��(2009)��Kaiser��Permanente:��Bridging��the��Quality��Divide��
with��Integrated��Practice,��Group��Accountability��and��Health��Information��Technology.��The��
Commonwealth��Fund.��Available��at:��
www.commonwealthfund.org/~/media/Files/Publications/Case%20Study/2009/Jun/��
1278_McCarthy_Kaiser_case_study_624_update.pdf��[last��accessed��02��June��2010].��

McDonald,��R.��&��Roland,��M.��(2009)��Pay��for��Performance��in��Primary��Care��in��England��and��
California:��Comparison��of��Unintended��Consequences.��Annals��of��Family��Medicine,��7(2),��
121�r126.��

Ministry��of��Health��(2006)��Review��of��the��Implementation��of��Care��Plus.��Wellington,��Ministry��of��
Health.��

Ministry��of��Health��and��Long�rTerm��Care��(2009a)��Local��Health��System��Integration��Act,��2006���r��
Frequently��Asked��Questions��about��LHINs.��Available��at:��
www.health.gov.on.ca/english/public/legislation/lhins/lhins_faq.html��[last��accessed��14��
May��2010].��

Ministry��of��Health��and��Long�rTerm��Care��(2009b)��Local��Health��Integration��Networks:��LHIN��
history.��Available��at:��www.health.gov.on.ca/transformation/lhin/lhin_history.html��[last��
accessed��14��May��2010].��



166��| ��Evidence��for��the��Expert��Group��on��Resource��Allocation��and��Financing��in��the��Health��Sector��

��

P
A

R
T��2

A
ppendix
P

A
R

T��2
A

ppendix

Murphy,��E.��(2004)��Case��Management��and��Community��Matrons��for��Long��Term��Conditions.��
British��Medical��Journal,��329(7477),��1251�r1252.��

Nagel,��H.,��Baehring,��T.��&��Scherbaum,��W.��A.��(2006)��Implementing��Disease��Management��
Programs��for��Type��2��Diabetes��in��Germany.��Managed��Care,��15(11),��50�r53.��

National��Health��Committee��(2007)��Meeting��the��Needs��of��People��with��Chronic��Conditions.��
Wellington,��National��Health��Committee.��

Nolte,��E.,��Knai,��C.��&��McKee,��M.��(2008a)��Managing��Chronic��Conditions:��Experience��in��Eight��
Countries.��Copenhagen,��World��Health��Organization��on��behalf��of��the��European��
Observatory��on��Health��Systems��and��Policies.��

Nolte,��E.��&��McKee,��M.��(2005)��Responding��to��the��Challenge��of��Chronic��Diseases:��Lessons��from��
England?��Euro��Observer,��7(2),��1�r3.��

Nolte,��E.��&��McKee,��M.��(2008b)��Making��it��Happen.��In��Nolte,��E.��&��McKee,��M.��(Eds.)��Caring��for��
People��with��Chronic��Conditions:��A��Health��System��Perspective.��Maidenhead,��Open��
University��Press.��

Norris,��S.��L.,��Nichols,��P.��J.,��Caspersen,��C.��J.,��Glasgow,��R.��E.,��Engelgau,��M.��M.,��Jack,��L.,��Isham,��G.,��
Snyder,��S.��R.,��Carande�rKulis,��V.��G.,��Garfield,��S.,��Briss,��P.��&��McCulloch,��D.��(2002)��The��
Effectiveness��of��Disease��and��Case��Management��for��People��with��Diabetes.��A��Systematic��
Review.��American��Journal��of��Preventive��Medicine,��22(S4),��15�r38.��

NSW��Department��of��Health��(2009)��NSW��Chronic��Care��Programme��Phase��Three:��2006�r2009.��
NSW��Chronic��Disease��Strategy.��Sydney,��NSW��Department��of��Health.��Available��at:��
www.health.nsw.gov.au/pubs/2006/pdf/chroniccare_3.pdf��[last��accessed��20��June��
2010].��

Ofman,��J.��J.,��Badamgarav,��E.,��Henning,��J.��M.,��Knight,��K.,��Gano,��A.��D.,��Jr.,��Levan,��R.��K.,��Gur�rArie,��
S.,��Richards,��M.��S.,��Hasselblad,��V.��&��Weingarten,��S.��R.��(2004)��Does��Disease��Management��
Improve��Clinical��and��Economic��Outcomes��in��Patients��with��Chronic��Diseases?��A��
Systematic��Review.��American��Journal��of��Medicine,��117(3),��182�r192.��

Rea,��H.,��Kenealy,��T.,��Wellingham,��J.,��Moffitt, ��A.,��Sinclair,��G.,��McAuley,��S.,��Goodman,��M.��&��
Arcus,��K.��(2007)��Chronic��Care��Management��Evolves��towards��Integrated��Care��in��Counties��
Manukau��in��New��Zealand.��Journal��of��the��New��Zealand��Medical��Association,��120(1252),��
U2489.��

Richardson,��G.,��Kennedy,��A.,��Reeves,��D.,��Bower,��P.,��Lee,��V.,��Middleton,��E.,��Gardner,��C.,��Gately,��
C.��&��Rogers,��A.��(2008)��Cost��Effectiveness��of��the��Expert��Patients��Programme��(EPP)��for��
Patients��with��Chronic��Conditions.��Journal��of��Epidemiology��and��Community��Health,��62(4),��
361�r367.��

Rijken,��M.,��Jones,��M.,��Heijmans,��M.��&��Dixon,��A.��(2008)��Supporting��Self�rManagement.��In��
Nolte,��E.��&��McKee,��M.��(Eds.)��Caring��for��Ppeople��with��Chronic��Conditions:��A��Health��
System��Perspective.��Maidenhead,��Open��University��Press.��

Rogers,��A.,��Kennedy,��A.,��Bower,��P.,��Gardner,��C.,��Gately,��C.,��Lee,��V.,��Reeves,��D.��&��Richardson,��
G.��(2008)��The��United��Kingdom��Expert��Patients��Programme:��Results��and��Implications��
from��a��National��Evaluation.��Medical��Journal��of��Australia,��189(S10),��S21�rS24.��

Rosen,��R.,��Asaria,��P.��&��Dixon,��A.��(2007)��Improving��Chronic��Disease��Management:��An��Anglo–
American��Exchange.��London,��King's��Fund.��

Sargent,��P.,��Boaden,��R.��&��Roland,��M.��(2008)��How��Many��Patients��can��Community��Matrons��
Successfully��Case��Manage?��Journal��of��Nursing��Management,��16(1),��38�r46.��

Sargent,��P.,��Pickard,��S.,��Sheaff,��R.��&��Boaden,��R.��(2007)��Patient��and��Carer��Perceptions��of��Case��
Management��for��Long�rTerm��Conditions.��Health��and��Social��Care��in��the��Community,��15(6),��
511�r519.��

Schlette,��S.,��Lisac,��M.��&��Blum,��K.��(2009)��Integrated��Primary��Care��in��Germany:��The��Road��
Ahead.��International��Journal��of��Integrated��Care,��9(�r),��1�r11.��

Schreyögg,��J.��&��Busse,��R.��(2005)��Disease��Management��in��Germany.��Euro��Observer,��7(2),��3�r4.��
Scott,��A.��(2005)��The��Productivity��of��Doctors��in��Australia:��The��'Flat��of��the��Curve'��and��Beyond?��

Melbourne��Institute��of��Applied��Economic��and��Social��Research��Working��Paper��No.��19/05.��
Melbourne,��Melbourne��Institute��of��Applied��Economic��and��Social��Research.��

Secretary��of��State��for��Health��(2000)��The��NHS��Plan:��A��Plan��for��Investment,��A��Plan��for��Reform.��
Norwich,��Stationery��Office.��

Siering,��U.��(2008)��Germany.��In��Nolte,��E.,��Knai,��C.��&��McKee,��M.��(Eds.)��Managing��Chronic��
Conditions:��Experience��in��Eight��Countries.��Copenhagen,��World��Health��Organization��on��
behalf��of��the��European��Observatory��on��Health��Systems��and��Policies.��



Part��2��–��Appendix��| ��167��

��

P
A

R
T��2

A
pp

en
di

x
P

A
R

T��2
A

pp
en

di
x

Smith,��J.��&��Wood,��J.��(2009)��Beyond��Practice�rBased��Commissioning.��London,��The��Nuffield��
Trust.��

Smith,��J.,��Mays,��N.,��Dixon,��J.,��Goodwin,��N.,��Lewis,��R.,��McClelland,��S.,��McCleod,��H.��&��Wyke,��S.��
(2004)��A��Review��of��the��Effectiveness��of��Primary��Care�rLed��Commissioning��and��its��Place��in��
the��NHS.��London,��The��Health��Foundation.��

Stock,��S.��A.,��Redaelli,��M.��&��Lauterbach,��K.��W.��(2007)��Disease��Management��and��Health��Care��
Reforms��in��Germany���r��Does��More��Competition��Lead��to��Less��Solidarity?��Health��Policy,��
80(1),��86�r96.��

Strandberg�rLarsen,��M.,��Schiotz,��M.��&��Frolich,��A.��(2007)��Kaiser��Permanente��Revisited���r��Can��
European��Health��Care��Systems��Learn?��Eurohealth,��13(4),��24�r26.��

Suhrcke,��M.,��Fahey,��D.��K.��&��McKee,��M.��(2008)��Economic��Aspects��of��Chronic��Disease��and��
Chronic��Disease��Management.��In��Nolte,��E.��&��McKee,��M.��(Eds.)��Caring��for��People��with��
Chronic��Conditions:��A��Health��System��Perspective.��Maidenhead,��Open��University��Press.��

Szecsenyi,��J.,��Rosemann,��T.,��Joos,��S.,��Peters�rKlimm,��F.��&��Miksch,��A.��(2008)��German��Diabetes��
Disease��Management��Programs��are��Appropriate��for��Restructuring��Care��According��to��the��
Chronic��Care��Model:��An��Evaluation��with��the��Patient��Assessment��of��Chronic��Illness��Care��
Instrument.��Diabetes��Care,��31(6),��1150�r1154.��

Trisolini,��M.,��Aggarwal,��J.,��Leung,��M.,��Pope,��G.��&��Kautter,��J.��(2008)��The��Medicare��Physician��
Group��Practice��Demonstration:��Lessons��Learned��on��Improving��Quality��and��Efficiency��in��
Healthcare.��The��Commonwealth��Fund.��Available��at:��
www.commonwealthfund.org/~/media/Files/Publications/Fund%20Report/2008/Feb��
/The%20Medicare%20Physician%20Group%20Practice%20Demonstration%20%20Le��
ssons%20Learned%20on%20Improving%20Quality%20and%20Effici/1094_Trisolini_M��
edicare_phys_group_practice_demo_lessons_learned%20pdf.pdf��[last��accessed��02��June��
2010].��

van��der��Linden,��B.��A.,��Spreeuwenberg,��C.��&��Schrijvers,��A.��J.��(2001)��Integration��of��Care��in��The��
Netherlands:��The��Development��of��Transmural��Care��Since��1994.��Health��Policy,��55(2),��111�r
120.��

Velasco�rGarrido,��M.,��Busse,��R.��&��Hisashige,��A.��(2003)��Are��Disease��Management��Programmes��
(DMPs)��Effective��in��Improving��Quality��of��Care��for��People��with��Chronic��Conditions?��
Copenhagen,��World��Health��Organization��Regional��Office��for��Europe.��

Weingarten,��S.��R.,��Henning,��J.��M.,��Badamgarav,��E.,��Knight,��K.,��Hasselblad,��V.,��Gano,��A.,��Jr.��&��
Ofman,��J.��J.��(2002)��Interventions��used��in��Disease��Management��Programmes��for��Patients��
with��Chronic��Illness���r��Which��Ones��Work?��Meta�rAnalysis��of��Published��Reports.��British��
Medical��Journal,��325(7370),��925.��

Woodend,��K.��(2006)��The��Role��of��Community��Matrons��in��Supporting��Patients��with��Long�rTerm��
Conditions.��Nursing��Standard,��20(20),��51�r54.��

Wren,��M.�rA.��(2009)��Long�rTerm��Health��and��Social��Care.��In��Layte,��R.��(Ed.)��Projecting��the��Impact��
of��Demographic��Change��on��the��Demand��for��and��Delivery��of��Healthcare��in��Ireland.��
Dublin,��Economic��and��Social��Research��Institute.����



 

��



PART 3     � �Health Care in Ireland: Resource 
Allocation and Service Delivery



170��| ��Evidence��for��the��Expert��Group��on��Resource��Allocation��and��Financing��in��the��Health��Sector��

��

P
A

R
T��3

C
hapter��6
P

A
R

T��3
C

hapter��6

CHAPTER��6��
6.1�� INTRODUCTION....................................................................................................171��
6.2�� PCCC��SERVICES��–��OVERVIEW..................................................................................172��
6.3�� PCCC��NON�rSCHEME��EXPENDITURE...........................................................................176��

6.3.1�� Overview .................................................................................................................... 176��
6.3.2�� Services��for��Older��Persons .......................................................................................... 176��
6.3.3�� Disability��Services ....................................................................................................... 177��
6.3.4�� Mental��Health��Services............................................................................................... 178��
6.3.5�� Remaining��PCCC��Care��Groups..................................................................................... 179��

6.4�� SCHEME��EXPENDITURE...........................................................................................181��
6.4.1�� Primary��Care��Reimbursement��Service ........................................................................ 181��
6.4.2�� LHO��Scheme��Expenditure ........................................................................................... 194��

6.5�� GRANTS��TO��LARGE��VOLUNTARY��PROVIDERS................................................................194��
6.6�� NEW��INITIATIVES..................................................................................................195��

6.6.1�� Overview .................................................................................................................... 195��
6.6.2�� Nursing��Homes��Support��Scheme��and��Home��Care��Support��Scheme ............................ 195��
6.6.3�� Mental��Health��Resource��Allocation��Model................................................................. 200��

6.7�� ISSUES��AND��IMPLICATIONS......................................................................................203��
6.7.1�� Population��Need�rBased��Allocations............................................................................ 203��
6.7.2�� Incentives��for��Integration ........................................................................................... 208��
6.7.3�� Information��Deficiencies............................................................................................. 209��
6.7.4�� Interaction��of��the��Public��and��Private��Sectors.............................................................. 210��

6.8�� SUMMARY..........................................................................................................210��
REFERENCES..................................................................................................................212��
��
CHAPTER��7��
7.1�� INTRODUCTION....................................................................................................217��
7.2�� CURRENT��STRUCTURE��AND��ORGANISATION��OF��ACUTE��PUBLIC��HOSPITALS...........................218��

7.2.1�� Responsibility��for��Acute��Public��Hospitals.................................................................... 218��
7.2.2�� Organisation��of��Acute��Public��Hospital��Services .......................................................... 219��
7.2.3�� Planned��Reorganisation��of��Acute��Public��Hospital��Services......................................... 222��

7.3�� CURRENT��STRUCTURE��AND��ORGANISATION��OF��PRIVATE��ACUTE��ACTIVITY............................224��
7.3.1�� Private��Practice��in��Acute��Public��Hospitals .................................................................. 224��
7.3.2�� Private��Hospitals......................................................................................................... 227��
7.3.3�� Interaction��between��Public��and��Private��Hospitals...................................................... 227��

7.4�� CURRENT��SYSTEMS��OF��RESOURCE��ALLOCATION��IN��ACUTE��PUBLIC��HOSPITALS.......................229��
7.4.1�� Public��Reimbursement��of��Acute��Public��Hospitals ....................................................... 229��
7.4.2�� The��National��Casemix��Programme............................................................................. 232��
7.4.3�� Reimbursement��of��Private��Activity��in��Acute��Public��Hospitals ..................................... 238��

7.5�� REIMBURSEMENT��OF��HOSPITAL��CONSULTANTS.............................................................241��
7.6�� ISSUES��AND��IMPLICATIONS......................................................................................246��

7.6.1�� Historic��Budgets��and��Casemix��Adjustments��in��Acute��Public��Hospitals ....................... 246��
7.6.2�� Public/Private��Mix��in��Acute��Public��Hospitals .............................................................. 247��
7.6.3�� Consultants'��Public/Private��Practice........................................................................... 247��
7.6.4�� Consultants��and��Acute��Public��Hospitals ..................................................................... 248��

7.7�� SUMMARY..........................................................................................................248��
REFERENCES..................................................................................................................249��
��
CHAPTER��8��
8.1�� INTRODUCTION....................................................................................................253��
8.2�� ORGANISATION��FOR��INTEGRATED��HEALTH��CARE...........................................................253��
8.3�� NEW��INITIATIVES..................................................................................................257��

8.3.1�� Primary��Care��Teams��(PCTs)........................................................................................ 257��
8.3.2�� Delayed��Discharges��and��Discharge��Planning.............................................................. 263��
8.3.3�� Chronic��Disease��Management.................................................................................... 266��
8.3.4�� Discussion................................................................................................................... 272��

8.4�� EXAMPLE��OF��THE��IMPLICATIONS��OF��THE��CURRENT��RESOURCE��ALLOCATION��SYSTEMS��FOR��

INTEGRATED��HEALTH��CARE.....................................................................................273��
8.5�� SUMMARY..........................................................................................................275��
REFERENCES..................................................................................................................276��



Current��Systems��in��Primary,��Community��and��Continuing��Care��| ��171��

P
A

R
T��3

C
ha

pt
er

��6
P

A
R

T��3
C

ha
pt

er
��6

CHAPTER��6��
��

Current��Systems��in��Primary,��Community��and��Continuing��
Care��

��

6.1 INTRODUCTION��

In��this��chapter,��we��focus��on��resource��allocation��in��primary,��community��and��

continuing��care��(PCCC).��While��the��PCCC��Directorate��of��the��HSE��no��longer��exists��(it��

was��merged��with��the��National��Hospitals��Office��(NHO)��in��October��2009��to��form��an��

Integrated��Services��Directorate),��for��the��purposes��of��this��chapter��we��discuss��

resource��allocation��in��PCCC.��Chapter��7��examines��resource��allocation��in��the��acute��

hospitals��sector��(previously��under��the��remit��of��the��NHO).��Chapter��8��moves��on��to��

discuss��the��extent��and��nature��of��integration��within��the��health��service��in��Ireland��(both��

within��and��between��PCCC��and��acute��hospital��services).��

��

We��document��where��the��resources��are��directed��and��how��providers��are��reimbursed��

for��the��services��they��provide.��The��absence��of��consistent��data��systems,��as��well��as��the��

differential��application��of��eligibility��rules��across��the��country��makes��it��difficult��to��

document��current��methods��of��resource��allocation,��with��the��exception��of��payments��

to��primary��care��providers��for��services��provided��under��the��various��community��health��

schemes��(administered��by��the��Primary��Care��Reimbursement��Service��or��PCRS).��

Nevertheless,��where��possible,��we��also��examine��in��detail��the��implications��of��current��

methods��of��resource��allocation��in��PCCC;��in��particular,��we��focus��on��the��incentives��

generated��by��the��particular��payment��methods.��

��

Section��6.2��begins��by��providing��a��brief��overview��of��PCCC��services.��We��then��move��on��

to��outline��the��basis��for��the��initial��allocation��of��resources��in��PCCC,��as��well��as��the��

methods��by��which��providers��are��reimbursed��for��the��services��they��provide��(Sections��

6.3�r6.5).��Recently,��a��number��of��attempts��have��been��made��to��move��to��more��rational��

methods��of��resource��allocation��for��selected��areas��of��expenditure;��Section��6.6��

discusses��the��methods��by��which��resources��are��allocated��for��the��provision��of��certain��

services��for��older��persons,��as��well��as��the��allocation��of��new��funding��for��adult��mental��

health��teams.��Notwithstanding��recent��initiatives,��Section��6.7��highlights��a��number��of��

areas��of��concern��with��regard��to��current��systems��of��resource��allocation��in��PCCC,��while��

Section��6.8��summarises��the��chapter.��



172��| ��Evidence��for��the��Expert��Group��on��Resource��Allocation��and��Financing��in��the��Health��Sector��

��

P
A

R
T��3

C
hapter��6
P

A
R

T��3
C

hapter��6

6.2 PCCC��SERVICES��–��OVERVIEW��

PCCC��encompasses��a��wide��range��of��health��and��social��care��services.��The��services��that��

are��funded��range��from��those��that��are��highly��professionalised��and��medical��in��nature,��

such��as��pharmacy��services,��to��those��that��are��more��social��in��nature,��such��as��sheltered��

housing��services��for��those��with��mild��disabilities.��A��common��debate��concerns��the��

extent��to��which��many��items��of��expenditure��included��in��PCCC��in��Ireland��constitute��

health��care��as��defined��in��other��countries.��In��making��returns��to��the��OECD��for��the��

compilation��of��comparable��statistics��on��health��expenditure��across��the��OECD,��Irish��

figures��are��adjusted��downwards��to��account��for��the��fact��that��many��components��of��

Irish��health��expenditure��are��actually��classified��as��social��spending��by��the��OECD.1��It��is��

estimated��that��approximately��20��per��cent��of��Irish��health��expenditure��as��currently��

defined��is��social��spending��(Wren,��2004).��There��are��frequent��calls��for��the��adoption��of��

the��OECD��System��of��Health��Accounts��(SHA)��in��Ireland,��which��would��enable��the��

collection��of��consistent��and��comparable��information��on��health��spending,��both��public��

and��private.2��

��

Gross��expenditure��on��PCCC��services��amounted��to��€8.2bn��in��2009,��an��increase��of��16.2��

per��cent��in��real��terms��since��2006.��Over��the��period��2006�r2009,��expenditure��on��PCCC��

has��declined��slightly��as��a��proportion��of��total��HSE��gross��expenditure��and��accounted��

for��56.4��per��cent��of��(gross)��current��HSE��expenditure��in��2009��(in��comparison��with��57.2��

per��cent��in��2006)��(see��Table��1.2��of��Chapter��1).��As��presented��in��Table��6.1,��expenditure��

in��PCCC��can��be��broadly��divided��into��three��components:��

�r non�rscheme��expenditure��by��Local��Health��Offices��(LHOs)��

�r scheme��expenditure��by��the��PCRS��and��LHOs��

�r direct��grants��to��voluntary��providers��(as��per��Schedule��II��of��the��Eastern��Regional��

Health��Authority��(ERHA)��Act��1999)��

��
1�� In��particular,��the��OECD��System��of��Health��Accounts��(SHA)��excludes��spending��on��institutional��care��for��the��elderly��or��the��

disabled��when��the��care��provided��is��not��predominantly��medical��(Wren,��2004).��
2�� The��Standing��Committee��on��Health��Statistics��–��a��body��chaired��jointly��by��the��Department��of��Health��and��Children��(DoHC)��

and��the��Central��Statistics��Office��(CSO)��and��also��including��representatives��from��various��health��bodies,��including��the��Health��
Service��Executive��(HSE),��Health��Research��Board��(HRB)��and��the��Health��Information��and��Quality��Authority��(HIQA)���r��provides,��
among��other��things,��a��strategic��direction��in��relation��to��improved��collection,��dissemination,��analysis��and��use��of��health��
information.��The��Committee��has��identified,��as��a��priority,��the��need��to��improve��health��expenditure��data��to��ensure��the��
availability��of��comprehensive��data��that��both��meets��international��standards��for��the��purpose��of��comparability��and��facilitates��
more��in�rdepth��analysis��at��national��level.��In��2007,��the��Committee��established��a��Steering��Group��to��oversee��a��project��to��
progress��the��implementation��of��the��OECD��SHA��in��Ireland��

�� www.ga.etenders.gov.ie/search/show/search_view.aspx?ID=JUL088727)��[last��accessed��27��June��2010].��At��time��of��writing��
(June��2010),��no��further��update��was��available.��
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TABLE��6.1��
PCCC��Expenditure,��2006�r2009��(€m,��%)��

��
�� 2006�� 2007�� 2008�� 2009�� %��change��
�� €m�� %�� €m�� %�� €m�� %�� €m�� %�� 06�r09a��

Non�rScheme��Expenditure��
by��Care��Groupb��

4,057.7�� 59.7�� 4,564.0�� 60.2�� 4,808.4�� 58.8�� 4,792.3�� 58.3�� 13.3��

of��which:�� � �� � � � � �� � � �� �� � � �
Direct��provision��by��LHO�� 3,216.2�� 47.4�� 3,605.6�� 47.5�� 3,737.7�� 45.7�� 3,632.0�� 44.2�� 8.3��
Grants��to��outside��agencies�� 841.5�� 12.4�� 958.4�� 12.6�� 1,070.8�� 13.1�� 1,160.3�� 14.1�� 32.3��

PCRS��and��Other��Scheme����
Expenditurec��

2,232.2�� 32.9�� 2,470.9�� 32.6�� 2,797.9�� 34.2�� 2,874.8�� 35.0�� 23.6��

Direct��Voluntary��Grants�� 501.3�� 7.4�� 547.9�� 7.2�� 574.5�� 7.0�� 556.2�� 6.8�� 6.4��
Total�� 6,791.2�� 100�� 7,582.8�� 100�� 8,180.9�� 100�� 8,223.2�� 100�� 16.2��

��
Notes:�� �� All��figures��refer��to��net��expenditure.��

�� a�� %��change��refers��to��real��expenditure��growth��over��the��period��2006�r2009.��

�� b�� From��2007��onwards,��responsibility��for��the��administration��of��many��schemes��passed��from��the��LHOs��to��either��the��PCRS��(e.g.��
hardship��medicine)��or��the��Department��of��Social��and��Family��Affairs��(now��the��Department��of��Social��Protection)��(e.g.��domiciliary��
care��allowance).��In��recognition��of��this,��from��the��end��of��2009,��the��HSE��no��longer��recorded��scheme��expenditure��separately��for��the��
PCRS��and��LHOs.��The��HSE��therefore��provided��us��with��an��adjusted��time��series��that��ensures��that��the��same��items��of��expenditure��
occur��under��the��'PCRS��and��other��schemes'��heading��in��each��of��the��years��2006�r2009.��

�� c�� 'Non�rScheme��Expenditure��by��Care��Group'��refers��to��services��directly��provided��by��LHOs,��as��well��as��those��provided��by��certain��
voluntary��providers.��See��Table��6.2��for��a��further��breakdown��by��care��group��area.��'PCRS��and��Other��Scheme��Expenditure'��refers��to��
expenditure��on��the��various��schemes��administered��by��the��PCRS,��such��as��the��medical��card��and��community��drugs��schemes,��as��well��
as��other��schemes��administered��via��the��LHOs��(such��as��the��maternity��cash��grant��scheme).��However,��the��responsibility��for��
administering��many��of��these��LHO��schemes��is��being��transferred��to��the��Department��of��Social��Protection��(formerly��Social��and��
Family��Affairs).��'Direct��Voluntary��Grants'��refers��to��direct��grants��to��voluntary��agencies��that��are��listed��in��the��second��schedule��of��
the��ERHA��Act��1999��(see��Section��6.4).��

Source:�� �� HSE,��personal��communication��[01��April��2010]��

��

In��2009,��non�rscheme��expenditure��by��LHOs��amounted��to��€4.8bn��(amounting��to��58.3��

per��cent��of��total��PCCC��expenditure��in��2009).��The��majority��of��this��(€3.6bn)��involved��

expenditure��on��direct��service��provision��by��the��LHOs,��with��the��remaining��€1.2bn��

accounted��for��by��grants��from��the��LHOs��to��outside��agencies��for��the��provision��of��

services��to��the��population��of��the��LHO.3��Scheme��expenditure��amounted��to��€2.9bn��in��

2009��(35.0��per��cent��of��total��PCCC��expenditure)��and��while��predominately��accounted��

for��by��expenditure��by��the��PCRS��on��the��medical��card,��community��drugs��and��other��

schemes��(see��Section��6.3),��also��includes��expenditure��on��schemes��that��are��

administered��by��the��LHOs��(such��as��the��domiciliary��care��and��blind��welfare��

allowances).4��The��remaining��component��(€0.6bn��in��2009,��or��6.8��per��cent��of��total��

PCCC��expenditure)��is��accounted��for��by��direct��grants��to��voluntary��providers��(as��per��

Schedule��II��of��the��ERHA��Act��1999)��(see��Section��6.4).5��

��
3�� In��2008,��over��500��agencies��received��what��are��termed��'revenue��grants'��from��the��HSE��(see��Note��8��of��the��Annual��Report��and��

Financial��Statements��2008��for��the��full��list).��In��the��HSE��Annual��Report��and��Financial��Statements,��it��is��not��possible��to��
distinguish��those��receiving��grants��for��the��provision��of��PCCC��services��to��LHO��resident��populations��and��those��receiving��
grants��for��the��provision��of��acute��hospital��services��(notwithstanding��assumptions��based��on��agency��names).��Examples��that��
are��PCCC�rrelevant��include��Drumcondra��Home��Help��(€1.4m),��Irish��Hospice��Foundation��(€475,000)��and��Westdoc��(GP��Out�rof�r
Hours��Service)��(€840,000)��(HSE,��2009a).��

4�� Increasingly,��responsibility��for��the��administration��of��many��of��the��schemes��administered��by��the��LHOs��is��being��transferred��
over��time��to��the��Department��of��Social��Protection��(e.g.��domiciliary��care��allowance)��(see��also��HSE,��2010a).��

5�� The��list��of��voluntary��providers��set��out��in��Schedule��II��of��the��ERHA��Act��1999��have��a��direct��funding��relationship��with��the��HSE,��
i.e.��resources��are��not��administered��via��the��LHOs��or��any��other��agency��(e.g.��PCRS)��(Prospectus,��2003).��Examples��include��the��
Disability��Federation��of��Ireland��(€0.9m��in��2009)��and��St��John��of��God��Hospital��(€92.3m��in��2009).��
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Total��non�rscheme��expenditure��by��LHOs��is��recorded��under��eight��'care��group'��

headings,��with��the��three��largest��accounted��for��by��expenditure��on��services��for��older��

persons,��disability��services��and��mental��health��services��respectively��(see��Table��6.2).6��

Together��they��accounted��for��35.0��per��cent��of��total��PCCC��expenditure��in��2009.��While��

expenditure��on��services��for��older��persons��and��disability��services��increased��in��real��

terms��over��the��period��2006�r2009��(by��32.0��and��26.4��per��cent��respectively),��

expenditure��on��mental��health��services��declined��by��9.2��per��cent��in��real��terms��over��the��

period.��With��the��exception��of��expenditure��on��services��for��children,��adolescents��and��

families��(which��remained��relatively��stable��over��the��period),��expenditure��on��the��

remaining��components��of��PCCC��non�rscheme��expenditure��increased��in��real��terms��

over��the��period��2006�r2009.��Consistent��with��the��discussion��in��Section��6.3��on��the��

'demand�rled'��schemes,��expenditure��on��schemes��increased��strongly��over��the��period��

2006�r2009.��

��
TABLE��6.2��
PCCC��Expenditure��(Detail),��2006�r2009��(€m,��%)��

��
�� 2006�� 2007�� 2008�� 2009�� %��change��
�� €m�� %�� €m�� %�� €m�� %�� €m�� %�� 06�r09a��
Non�rScheme��Expenditure��by��
Care��Groupb,c��

�� �� �� �� �� �� �� �� ��

of��which:� � � �� � � �� � � �� � � �� � � �
Children,��Adolescents��and��
Families��

561.2�� 8.3�� 572.8�� 7.6�� 584.0�� 7.1�� 583.4�� 7.1�� �r0.3��

Disability��Services�� 831.9�� 12.2�� 1,057.3�� 13.9�� 1,133.4�� 13.9�� 1,095.9�� 13.3�� 26.4��
Mental��Health�� 800.1�� 11.8�� 756.3�� 10.0�� 768.1�� 9.4�� 757.5�� 9.2�� �r9.2��
Multi�rCare��Group��Services�� 573.1�� 8.4�� 604.0�� 8.0�� 685.6�� 8.4�� 609.5�� 7.4�� 2.0��
Older��Persons�� 875.0�� 12.9�� 1,049.0�� 13.8�� 1,150.5�� 14.1�� 1,203.6�� 14.6�� 32.0��
Palliative��Care��and��Chronic��Illness�� 39.6�� 0.6�� 42.2�� 0.6�� 44.3�� 0.5�� 54.6�� 0.7�� 32.1��
Primary��Care�� 235.6�� 3.5�� 324.2�� 4.3�� 285.6�� 3.5�� 337.9�� 4.1�� 37.6��
Social��Inclusion�� 110.5�� 1.6�� 122.5�� 1.6�� 135.8�� 1.7�� 136.2�� 1.7�� 18.3��
Other��Regional��Servicesc�� 30.7�� 0.5�� 35.8�� 0.5�� 21.2�� 0.3�� 13.6�� 0.2�� �r57.4��

PCRS��and��Other��Scheme��
Expenditure��

2,232.2�� 32.9�� 2,470.9�� 32.6�� 2,797.9�� 34.2�� 2,874.8�� 35.0�� 23.6��

Direct��Voluntary��Grants�� 501.3�� 7.4�� 547.9�� 7.2�� 574.5�� 7.0�� 556.2�� 6.8�� 6.4��
Total�� 6,791.2�� 100�� 7,582.8�� 100�� 8,180.9�� 100�� 8,223.2�� 100�� 16.2��

��
Notes:�� �� All��figures��refer��to��net��expenditure.��

�� a�� %��change��refers��to��real��expenditure��growth��over��the��period��2006�r2009.��

�� b�� Due��to��differences��in��reporting,��total��expenditures��for��certain��care��group��areas��may��be��different��to��those��reported��by��other��
sources,��e.g.��Department��of��Finance��Revised��Estimates��(Department��of��Finance,��2010).��

�� c�� It��was��not��possible��to��get��a��breakdown��of��'direct��provision��by��LHO'��and��'grants��to��outside��agencies'��by��non�rscheme��expenditure��
care��group��(see��Table��6.1).��

�� c�� In��the��January��to��September��2009��monthly��HSE��Supplementary��Reports,��'Other��Regional��Services'��expenditure��appears��under��
the��heading��'PCCC��Corporate';��from��October��2009,��the��same��expenditure��appears��under��the��renamed��heading��'Other��Regional��
Services'��(see��for��example,��HSE,��2009b,��2010b).��

Source:�� �� HSE,��personal��communication��[01��April��2010]��

��

In��the��following��sections,��we��detail��the��resource��allocation��mechanisms��for��non�r

scheme��expenditure��(Section�� 6.2),�� scheme��expenditure��(Section�� 6.3)�� and��

expenditure��on��grants��to��large��voluntary��bodies��(Section��6.4).��Information��on��

methods��of��resource��allocation��for��many��components��of��PCCC��expenditure��is��

��
6�� As��noted��in��Tables��6.1��and��6.2,��unless��otherwise��stated,��all��information��is��based��on��2009��returns��as��presented��in��the��HSE��

monthly��Performance��Monitoring��Reports��(with��additional��work��by��the��HSE��to��construct��a��consistent��and��comparable��time��
series��for��the��period��2006�r2009).����

��
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difficult��to��obtain��(with��the��exception��of��the��detailed��information��available��from��the��

PCRS).��The��report,��'Towards��the��Development��of��a��Resource��Allocation��Model��for��

Primary,��Community��and��Continuing��Care��in��the��Health��Services'��(Staines��et��al.,��

2010a;��b)��(hereafter��referred��to��as��the��'Staines��report'),��which��examined��the��

allocation��of��resources��to��LHOs��in��2007,��stated��that��'at��present��it��is��difficult��to��

ascertain��exactly��how��resources��are��allocated��between��care��groups��at��LHO��level.��

Budgets��do��not��reflect��service��provision��to��the��population��at��LHO��level,��and��there��is��

no��real��systematic��approach��to��resource��allocation'��(Staines��et��al.,��2010b;��iii).��

However,��Table��6.3��attempts��to��summarise��the��basis��for��the��initial��allocation��of��

resources��by��PCCC��'care��group'��area.��As��is��evident��from��the��table,��up��to��2009��the��

majority��of��resources��in��PCCC��were��allocated��on��the��basis��of��historic��budgets��with��

adjustments��for��incremental��spend.��

��

TABLE��6.3��
PCCC��Resource��Allocation��Mechanisms��

��
Care��Group�� Basis��for��Allocation��(2009)�� Basis��for��Allocation��(2010)��
Children,��Adolescents��
and��Families��

Historic��budget��plus��incremental��spend.a�� Historic��budget��plus��incremental��spend.��

Disability��Services�� Historic��budget��plus��incremental��spend�� Historic��budget��plus��incremental��spend.��
Mental��Health�� New��funding��for��adult��mental��health��teams��based��

on��population��need��(proxied��by��deprivation).��
Remaining�� funding�� allocated�� as�� per��historic��
budget��plus��incremental��spend.��

The��2010��HSE��National��Service��Plan��states��that��a��
population��based��methodology��has��been��devised��
and��agreed��for��mental��health��services��'to��guide��
resource��allocation��to��address��inequity��in��service��
access'��(HSE,��2010a;��30).��

Older��Persons�� Allocation��for��Nursing��Homes��Support��Scheme��('A��
Fair��Deal')��based��on��individual��needs��assessment��
(from��October��2009).��
Remaining�� funding�� allocated�� as�� per��historic��
budget��plus��incremental��spend.��

Allocation��for��Nursing��Homes��Support��Scheme��
('A�� Fair�� Deal')�� based�� on�� individual�� needs��
assessment.��
Remaining�� funding��allocated��as��per��historic��
budget��plus��incremental��spend.��

Palliative��Care��and��
Chronic��Illness��

Historic��budget��plus��incremental��spend.�� Historic��budget��plus��incremental��spend.��

Primary��Care��(non�rPCRS)�� Historic��budget��plus��incremental��spend.�� Historic��budget��plus��incremental��spend.��
Primary��Care��(PCRS��and��
other��schemes)b��

Previous��year's��allocation��plus��adjustments��for��
new��developments��(e.g.��funding��for��new��medical��
cards��based��on��average��cost��of��medical��cards).��

Allocation��for��medical��card��spending��(doctor��and��
drug��costs)��based��on��the��number��of��cards��in��
existence��plus��forecasted��need��for��new��cards��(by��
age,��sex��and��geographic��location).��
Remaining��funding��allocated��as��per��2009.��

Social��Inclusion�� Historic��budget��plus��incremental��spend.�� Historic��budget��plus��incremental��spend.��

��
Notes:�� a� � � �The��term��'plus��incremental��spend'��may��also��incorporate��downward��adjustments��to��budgets,��as��has��occurred��recently.��

�� �� The��presentation��on��which��this��table��is��based��(Woods,��2010)��did��not��detail��how��funding��for��'multi�rcare��group��services',��'other��
regional��services'��or��'direct��voluntary��grants'��are��allocated��(see��also��Table��6.2).��However,��the��majority��of��'direct��voluntary��grants'��
(over��80��per��cent��in��2009)��were��directed��towards��the��provision��of��disability��services.��

�� b�� Funding��for��the��PCRS��in��2009,��while��largely��based��on��the��previous��year's��allocation,��did��allocate��new��funding��based��on��the��
anticipated��number��of��new��patients,��albeit��using��average��cost��(it��is��therefore��not��accurate��to��describe��the��basis��for��the��allocation��
as��'historic��budget��plus��incremental��spend'��as��per��other��care��groups).��The��2010��mechanism��for��the��allocation��of��medical��card��
funding��refines��the��estimate��of��future��demand��by��adjusting��average��cost��by��age,��sex��and��geography.��

Sources:�� �� Adapted��from��Woods,��2010;��with��additional��information��from;��Amnesty��International��and��Indecon,��2010��and��HSE,��personal��
communications��[02��November��2009;��16��April��2010]��
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6.3 PCCC��NON�rSCHEME��EXPENDITURE��

6.3.1 Overview��

In��2009,��non�rscheme��expenditure��by��the��HSE��amounted��to��€4.8bn��(amounting��to��

58.3��per��cent��of��total��PCCC��expenditure��in��2009).��Approximately��24.2��per��cent��of��this��

expenditure��relates��to��grants��to��outside��agencies��for��the��provision��of��services��to��LHO��

resident��populations,��while��the��remainder��is��spent��directly��by��the��LHOs��on��the��

provision��of��services.��Non�rscheme��expenditure��may��be��further��divided��on��the��basis��

of��eight��'care��groups',��the��three��largest��of��which��in��2009��comprise��spending��on��

services��for��older��persons,��disability��services��and��mental��health��services��(accounting��

for��25.1,��22.9��and��15.8��per��cent��respectively��of��total��PCCC��non�rscheme��expenditure��

in��2009).7��The��remaining��€1.7bn��(35.9��per��cent��of��PCCC��non�rscheme��expenditure)��is��

accounted��for��by��expenditure��on��the��five��other��care��groups,��namely,��services��for��

children,��adolescents��and��family,��multi�rcare��group��services,��palliative��care��and��

chronic��illness,��primary��care��and��social��inclusion.��A��small��and��declining��share��of��PCCC��

non�rscheme��expenditure��(0.3��per��cent��in��2009)��relates��to��what��is��termed��'Other��

Regional��Services'.8��

��

6.3.2 Services��for��Older��Persons��

In��2009,��spending��on��services�� for��older��persons��amounted�� to��€1.2bn�� (or��

approximately��14.6��per��cent��of��total��PCCC��expenditure).��Services��for��older��persons��

aim��to��support��older��people��to��remain��at��home��in��independence��for��as��long��as��

possible��or,��where��this��is��not��possible,��in��an��appropriate��residential��setting.��A��range��

of��services��is��provided��for��older��people��and��their��families��and��carers��by��public,��

private��and��voluntary��providers.��Expenditure��on��services��for��older��persons��comprises��

expenditure��on��residential��services��and��expenditure��on��community��services,��

although��the��number��of��individuals��supported��in��a��community��setting��is��larger��(e.g.��

in��2008,��the��numbers��receiving��home��help,��home��care��package��and��long�rterm��and��

limited��stay��residential��care��services��were��55,366,��8,990��and��22,613��respectively)��

(DoHC,��2009a;��HSE,��2010c).9,10��

��

Historically,��the��allocation��of��resources��for��the��provision��of��services��to��older��persons��

was��directed��towards��institutions,��particularly��for��the��provision��of��long�rterm��

residential��care.��Even��for��community��services,��resources��have��been��traditionally��

allocated��to��institutional�rtype��providers��of��such��services��as��meals��on��wheels,��home��

care,��etc.��The��new��Nursing��Homes��Support��Scheme��('A��Fair��Deal')��offers��an��

��
7�� However,��it��is��not��possible��to��ascertain��the��proportion��of��each��care��group��that��is��accounted��for��by��expenditure��on��the��

direct��provision��of��services��by��the��LHO��and��that��which��is��accounted��for��by��expenditure��by��voluntary��agencies.��
8�� In��the��January��to��September��2009��monthly��HSE��Supplementary��Reports,��this��expenditure��appears��under��the��heading��

'PCCC��Corporate';��from��October��2009,��the��same��expenditure��appears��under��the��renamed��heading��'Other��Regional��
Services'��(HSE,��2009c,��2010c).��

9�� A��small��proportion��of��long�rstay��and��limited��stay��residential��care��patients��(7.4��per��cent)��were��aged��under��65��years��(DoHC,��
2009a).��

10�� The��latest��available��data��on��long�rstay��and��limited��stay��residential��care��services��for��older��people��relates��to��2008.����The��data��
are��based��on��survey��returns��(with��a��response��rate��of��81.6��per��cent��in��2008)��(DoHC,��2009a).����
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alternative��method��of��resource��allocation��for��residential��care��services��for��older��

people.��See��Section��6.6��for��further��discussion��of��this��scheme.��Before��the��introduction��

of��the��Nursing��Homes��Support��Scheme��in��October��2009,��all��resources��for��services��for��

older��persons��were��allocated��on��the��basis��of��historic��budgets��adjusted��for��

incremental��spend��(see��Table��6.3).��

��

It��is��not��clear��that��all��expenditure��under��the��services��for��older��persons��care��group��

area��is��strictly��health��care��(e.g.��meals��on��wheels).��In��addition,��while��the��resource��

allocation��mechanisms��for��the��Nursing��Homes��Support��Scheme��(and��the��Home��Care��

Support��Scheme)��are��well��documented,��it��is��not��always��clear��how��resources��are��

allocated��for��the��remaining��components��of��services��for��older��persons.��The��remainder��

of��expenditure��on��services��for��older��persons,��which��are��provided��either��directly��by��

the��HSE��or��in��many��cases��in��partnership��with��non�rstatutory��voluntary��service��

providers,��is��largely��allocated��to��institutions��on��an��historic��block��grant��basis.��

��

6.3.3 Disability��Services��

In��2009,��approximately��€1.1bn��was��spent��on��the��provision��of��disability��services��

(Table��6.2),��amounting��to��approximately��13.3��per��cent��of��total��PCCC��resources.��The��

development��of��services��for��people��with��disabilities��is��informed��by��the��2004��National��

Disability��Strategy.��Funding��for��disability��services��is��allocated��on��the��basis��of��historic��

budgets��adjusted��for��incremental��spend��(Table��6.3).��

��

Under��the��Disability��Act��2005,��eligible��individuals��have��a��statutory��entitlement��to��an��

assessment��of��need,��which��sets��out��the��services��appropriate��for��their��disability.��To��

date��the��statutory��assessment��of��needs��has��been��applied��to��those��aged��0�r5��years��

only��(DoHC,��2009b).��For��planning��purposes,��the��needs��of��people��with��disabilities��are��

identified��through��the��National��Intellectual��Disability��and��the��National��Physical��and��

Sensory��Disability��Databases,��which��detail��the��existing��level��of��specialised��health��

provision��and��an��assessment��of��need��for��the��following��five��years��(HSE,��2010a).11��

Services��to��people��with��disabilities��are��provided��either��directly��by��the��HSE,��or��in��

many��cases��in��partnership��with��non�rstatutory��service��providers.��In��the��latter��case,��

resources��are��largely��allocated��to��service��providers��on��an��historic��block��grant��basis.12��

��
11�� Information��contained��on��both��databases��is��provided��on��a��voluntary��basis��by��those��with��disabilities��or��their��families,��and��

as��such,��does��not��represent��a��complete��picture��of��either��service��delivery��or��need��for��disability��services.��In��addition,��the��
databases��concentrate��on��those��aged��up��to��65��years,��even��though��rates��of��disability��are��highest��among��those��over��65��
years��of��age��(National��Disability��Authority,��2005).��

12�� The��submission��to��the��Expert��Group��by��the��National��Federation��of��Voluntary��Bodies��notes��that��'A��major��weakness��with��the��
current��funding��arrangement��is��the��“Block��Grant��Allocation”.��In��effect,��what��this��means��is��that��services��receive��a��funding��
allocation��based��purely��on��the��previous��year's��allocation��with��incremental��increases��(or��more��recently��decreases)��to��
provide��a��quantum��of��service��by��reference��only��to��places,��buildings��etc.��and��not��individual��people.��This��funding��mechanism��
is��a��major��obstacle��to��the��development��of��individual��person��centred��approaches��and��takes��little��or��no��account��of��the��
changing��needs��of��people��who��are��likely��to��be��receiving��services��and��supports��for��the��duration��of��their��lives.��In��effect,��it��
supports��the��perpetuation��of��a��status��quo,��which��limits��the��scope��for��innovation��or��more��creative��thinking��about��finding��
alternative,��more��cost��effective,��solutions��to��the��complex��needs��of��many��individuals��with��disabilities.��This��also��gives��rise��to��
serious��inequity��in��the��sense��that��up��to��now��all��new��investment��has��been��focussed��on��putting��in��place��new��service��
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