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Abstract

To determine which QOF clinical indicators are applicable for BFG HS primary care.

In depth cross-sectional survey of BFG HS general practitioners. Participants were requested to assess all 19 QOF
clinical domains (80 clinical indicators) and to indicate to what extent these were applicable for BFG HS (Likert scale 1 —
5). Response rate was documented. Cronbach’s alpha reliability was calculated and a comparison of the mean responses of
training and non-training practices was made.

The response rate was 80% (28/35). Cronbach’s alpha was 0.91.The mean score for both training practices and
non-training practices was 3.9. Based on the mean score the applicable indicators were (in descending order):
Hypothyroidism (mean 4.6, 95% confidence interval 4.5 - 4.8), Hypertension (4.6, 4.5- 4.8), Asthma (4.3, 4.2- 4.5),
Diabetes mellitus (4.3, 4.2- 4.3), Obesity (4.1, 4.0- 4.2), Chronic Heart Disease (4.1, 3.9- 4.2), Epilepsy (4.0, 3.9- 4.2) and
Smoking (4.0, 3.7- 4.2). Problematic were (descending means): Cancer (3.9, 3.6- 4.2), Stroke and TIA (3.8, 3.7- 4.0), Atrial
fibrillation (3.6, 3.3- 3.8), Learning disabilities (3.5, 3.1- 4.0), Chronic kidney disease (3.5, 3.3- 3.8), Chronic Obstructive
Pulmonary Disease (3.5, 3.3- 3.7), Mental health (3.5, 3.3- 3.6), Heart failure (3.4, 3.1- 3.7), Depression (3.2, 2.8- 3.5) and

Palliative care (3.2, 2.7- 3.6). Not applicable was Dementia (2.4, 2.0- 2.8).

This study shows that several but not all QOF clinical indicators are applicable in BFG HS. Therefore QOF
cannot be directly transferred to BFH HS and an adapted quality framework is required.

Introduction
As a group, physicians strive for quality bur often resist quality
measurement. Cost, inconvenience, lack of time, mistrust of quality
measures, and fear of what assessment may find are factors contributing
to this resistance” [1].

Improving the quality of medical care has become a major issue
for all health care systems. Most health problems are presented to
and managed in primary care and the quality agenda is starting to
focus on this area of healthcare delivery [2].

One of the key initiatives to measure quality in primary care is
the Quality and Outcomes Framework (QOF) that was
introduced in April 2004 as part of the General Medical Services
(GMS) contract between the National Health Service (NHS)
and civilian general practitioners (GP’s). Currently the clinical
part of QOF covers 19 disease / problem domains including
Secondary prevention in Coronary Heart Disease (CHD), Heart
failure, Stroke and Transient Ischaemic Attacks (TIA),
Hypertension, Diabetes mellitus, Chronic Obstructive
Pulmonary Disease (COPD), Epilepsy, Hypothyroidism,
Cancer, Palliative care, Mental Health, Asthma, Dementia,
Depression, Chronic Kidney Disease (CKD), Atrial Fibrillation,
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Obesity, Learning disabilities and Smoking.

For each of the mentioned domains there are between one to 16
clinical indicators, in total there are 80 clinical indicators [3].
QOF is based on a point system whereby each point is attached
to a financial incentive. In the first year (2004/2005) on average
91.3 % of the maximum score was achieved, in 2006/2007 on
average the score was 95.5 % [4].

British Forces Germany Health Service (BFG HS) primary
care is currently not using QOF but is about to introduce key
performance indicators. Taking into account the success of the
QOF system and the importance of quality measurement in
general practice it may be tempting to use QOF clinical
indicators. However BFG HS primary care is a different system
with its own population and pathology and care is required
transferring one system to another [5,6]. Litte is known
whether QOF clinical indicators are actually applicable to BFG
HS general practice or whether specific indicators need to be
developed. On the other hand for BEG HS to develop its own
scheme is cost and time intensive and could move the care away
from NHS standards. As such before implementing a system
like QOF it would be important to research whether it actually
can be used in BFG HS primary care.

This study intended to address this issue. The focus was on
QOF clinical indicators and the aim was to determine to which
ones were applicable in BFG HS primary care.
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Methods

The method was an in depth cross sectional survey. The sample
consisted of 35 BFG HS GP’s. This was justified in the following
way: At the time of writing (December 2007) 43 permanent GP’s
were recorded as part of BEG HS. 36 GP’s worked in the BFG HS
medical centres in Germany, one of them being the principle
investigator. 7 GP’s were either on operational tour or had a
management role only. GPs on operational tour had been
excluded as they were not providing NHS type of GP care and as
they could not be easily reached. The GP’s not working in a GP
role had been excluded, as the opinion is required of GP’s with
daily experience of GP care. Also the principle investigator could
not be included. Locum doctors had been excluded as they were
often only for a short time in the practice and were not officially
attached to BFG HS. Doctors not qualified as GP’s had been
excluded as they did not provide chronic GP care.

From December 2007 sample GP’s were sent an invitation to
participate. Participants were sent the full and complete list of all
QOF dlinical indicators (19 domains, 80 indicators, version 2006).
Box 1 shows some example clinical indicators [3].

* The practice can produce a register of all patients aged 17
years and over with diabetes mellitus, which specifies
whether the patient has Type 1 or Type 2 diabetes.

* The percentage of patients with diabetes whose notes
record BMI in the previous 15 months.

* The percentage of diabetic patients who have a record of
HbAIC or equivalent in last 15 months.

The full list of indicators can be found under:
www.dh.gov.uk/en/Policyandguidance/Organisationpolicy/Primaryca
recontracting/ GMS/index.htm

Box 1. Example QOF clinical indictors (version 2006).

Participants were asked to what extent they agreed that a clinical
indicator was applicable / could be used in BFG HS primary care.
Responses were indexed on a Likert scale using values from 1 to 5
(1 = SD / Strongly Disagree, 2 = D/ Disagree, 3 = N/Neutral, 4 =
A/Agree, 5 = SA/Strongly Agree) [7]. For each indicator the
frequencies were documented and mean scores and 95 %
confidence intervals were calculated. Participants were asked to
indicate whether they work in a training- or non-training practice.

Replies were collected for the period 16 December 2007 — 15
March 2008. The response rate was documented.

Cronbach’s alpha reliability was assessed based on the various
domains as measure for internal consistency. The result for the
overall list was calculated [8]. Content validity was optimised, as
only original QOF dlinical indicators without adaptation were used
[9,10]. Construct validity was tested by comparing responses of
GP’s working in BFG HS GP training practices with those
working in non-training practices. It is known that training
practices perform better at QOF related activity, although the
difference is small [11,12]. As such GP’s working in BFG HS
training practices were expected to find the clinical indicators more
easily applicable as the doctors in non-training practices and
therefore to have higher scores. Mean scores were compared.

All calculations were made using SPSS 15.0 and Excel software.

Results
The response rate was 80% (28/35). Cronbach’s alpha was 0.91.
The mean score for both training practices and non-training
practices was 3.9.

Table 1 provides the scores regarding the QOF domains
indicating the number of questions answered, frequencies, mean
score and 95% confidence intervals (in descending order, starting

with the highest mean value).
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Discussion

This study has a very good response rate (80%) and a very high
Cronbach’s alpha (0.91) indicating good internal consistency.
There is no difference regarding the mean scores in BFG HS
training practices and BFG HS non-training practices (mean 3.9).
The studies in the literature described (small) differences in QOF
score and the expected (small) differences in applicability between
these are not confirmed [11,12].

The study shows that several but not all QOF clinical indicators
are applicable in BFG HS primary care. Based on the mean score
the applicable indicators are (in descending order):
Hypothyroidism, Hypertension, Asthma, Diabetes Mellitus,
Obesity, Chronic Heart Disease, Epilepsy and Smoking. These
have mean scores between 4.6 (Hypothyroidism) and 4.0
(Smoking) indicating that most BFG HS doctors agreed (A=4) or
strongly agreed (SA=5) that the indicators in the mentioned
domains were applicable. Problematic are: Cancer, Stroke and
TIA, Atrial fibrillation, Learning disabilities, Chronic kidney
disease, COPD, Mental health, Heart failure, Depression and
Palliative care. Arbitrarily this “problem area” starts with Cancer
(3.9) and finishes with Palliative Care (3.2) indicating that most
GP’s were neutral (N=3) or agreed (A=4) that the indicators in the
mentioned domains were applicable. Although the indicators are
potentially still applicable adjustment is probably required. Not
applicable is Dementia (2.4, indicating disagree to neutral).

QOF indicators are evidence based and have been developed for
NHS General Practice [13]. BFG HS works according to NHS
standards. The results match with this as most of the indicators
related to common BFG HS problems are seen as applicable. For
example Hypothyroidism, Hypertension, Asthma and Diabetes are
common in BFG HS and have the highest scores regarding
applicability. Notable exceptions are the domains Mental Health
and Depression. Looking more specifically at Mental Health the
QOF indicators are mainly related to patients with schizophrenia,
bipolar disorder and other psychoses. These conditions are very
rare in BFG HS and as such it is understandable that this domain
is seen as not applicable.

One of the Depression indicators is related to case finding for
depression in patients with diabetes or chronic heart disease. The
other is regarding the use of an assessment tool to assess the severity
of depression. Both indicators seem relevant to BFG HS. A
potential barrier could be that that the use of assessment tools in
the GP consultation room may not part of the “usual routine” [14].
This seems an area that needs to be explored at organisation level.

Taking into account the above what would be the way forward
for BFG HS? Firstly, in line with the NHS and other health care
organisations, a framework looking at the quality and outcomes of
the care seems required [2]. The basis of this framework could
consist of ‘applicable’ QOF indicators identified in this study.
Great care is required if “problematic” indicators would be used
and most of them would have to be adapted to be applicable. For
example the already mentioned Mental Health indicator would be
a lot more useful for BEG HS if the focus would be on issues like
Post Traumatic Stress Disorder (PTSD), stress, self harm and
alcohol use as opposed to rare conditons like schizophrenia.
Specific BFG HS indicators may be required. For example areas
like Occupational Health (Medical boards, PULHHEEMS,
audiometry, vaccination status etc.), Musculo- skeletal problems
(Anterior Knee Pains, shin splints, cold injuries etc.) and
Contraception (form of contraception used, uptake of relevant
checks etc.) may be particularly useful for the organisation.
Whichever indicators are applied the framework should be a
dynamic system that is regularly reviewed [13].

Secondly effective implementation of such a framework is a
science in itself [14]. If the BFG HS framework is based on
professional values this will enhance the internal motivation and as
such increase the chance of success. Also good IT support and
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Questions

answered 1D 210

Hypothyroidism 56 0 0
Hypertension 84 0 1
Asthma 112 2 3
Diabetes Mellitus 445 0 26
Obesity 28 1 3
Coronary Heart Disease 273 5 30
Epilepsy 112 0 10
Smoking 56 2

Cancer 56 2 8
Stroke And TIA 221 18 21
Atrial Fibrillation 84 9 6
Learning Disabilities 28 1 8
Chronic Kidney Disease 110 15

COPD 133 9 20
Mental Health 166 15 19
Heart Failure 83 14 8
Depression 55 8 11
Palliative Care 55 10 12
Dementia 56 25 4
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95% Confidence

3(N) 4(A) 5(SA) Mean Interval

2 16 38 4.6 4.5 4.8

25 56 4.6 4.5 4.8
9 39 59 4.3 4.2 4.5
62 129 228 4.3 4.2 4.3
2 8 14 4.1 4.0 4.2
16 116 106 4.1 3.9 4.2
16 45 41 4.0 3.9 4.2

32 15 4.0 3.7 4.2
5 19 22 3.9 3.6 4.2
12 97 73 3.8 3.7 4.0
18 31 20 3.6 3.3 3.8

11 7 3.5 3.1 4.0
31 31 30 3.5 3.3 3.8
31 44 29 3.5 3.3 3.7
44 53 35 3.5 3.3 3.6
11 28 22 3.4 3.1 3.7
9 18 9 3.2 2.8 3.5
11 4 18 3.2 2.7 3.6
14 6 7 2.4 2.0 2.8

Legend: 1(SD) = Strongly disagree, 2(D) = Disagree, 3(N) = Neutral, 4(A) = Agree, 5(SA) = Strongly agree

Table 1. BFG HS QOF domain scores.

systems and clarity regarding which READ codes to use will help
the success of the scheme. Not unimportantly are financial
incentives. QOF is a pay for performance system and a major part
of its success is based on this. As such a mix of professional,
financial and managerial approaches seems required to implement
the BGF HS framework successfully [13].

Finally the framework is not a panacea for all quality issues. For
example QOF is limited in capturing interpersonal care and more
attention is required in this area. Other approaches like for example
Quality Team Development (QTD) or General Practice Education
Committee (GPEC) assessments may be better in addressing areas
like consultation skills, practice culture and teamwork. It must be
remembered that QOF and a “BFG HS framework” can merely be
seen as an adjunct to other improvement inidatives [13,15,16].
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