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Overview of Government proposals in Transparency in Outcomes – a framework for the NHS: Government response to the consultation, with particular reference to RCPsych response to the consultation Transparency in Outcomes: a framework for the NHS

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

The College wrote: “The outcomes framework will only be able to achieve these ambitions if it ensures that data on particular outcomes is measured for vulnerable/marginalised groups and/or particular conditions (e.g. common mental disorders, severe and enduring mental illness, learning disabilities).”

The Government’s response includes the statement: “The Government is aware that current data and data collections cannot adequately identify certain groups at present, such as people with a disability, and particularly those with learning disabilities. As the framework evolves over time, outcome indicators will be refined with a view to being able to more fully measure and record health outcomes for all groups wherever it makes sense to do so.”

In response to question 9: Do you think this is an appropriate way to select improvement areas in this domain?  

The College wrote: “The College welcomes the focus on improving the premature mortality of patients with serious mental illness (for example contained in 3.14: “Some groups of people, for example those with serious mental illness, have significantly worse mortality than the population as a whole [and] it may be desirable to select some improvement areas in where there are significant inequalities in outcomes”). 

However, we remain concerned that the process of choosing five improvement areas (which will always be somewhat arbitrary) nevertheless risks overlooking the needs of vulnerable groups such as people with severe mental illness (standardised mortality ratios for people with schizophrenia, for example, are 3–4 times higher than the general population, with deaths mainly due to respiratory, circulatory, endocrine and digestive disorders), people with learning disability (who have high rates of preventable physical morbidity and premature mortality) and young people with mental health problems who commit suicide (a significant cause of premature mortality amongst younger people). If suitable outcome indicators for these conditions and populations are not chosen (for example, ‘Amenable mortality for people with serious mental illness’), there is a risk that they may not be given the necessary focus that they merit.”

The Government’s response acknowledges that “questions were raised as to how this domain will address vulnerable and/or other demographic groups, for example, those with severe mental illness or learning disabilities” and states that “The NHS Outcomes Framework includes an indicator (in development) for this domain which directly addresses the high mortality rate in people with serious mental illness. While the data source and technology exist to enable deaths to be linked with data for people with serious mental illness, this is not yet possible for people with learning disabilities”. 

In response to question 10: Does the NHS Outcomes Framework take sufficient account of avoidable mortality in older people as proposed?  

The College wrote: The College would support an outcome measure such as ‘healthy life expectancy at age 65’ provided there were similar measures for higher risk groups such as those over 75, 80 or 85.

The Government’s response: “The overarching indicator covers those aged 0-74 as there is consensus that it is in this age group that most premature deaths occur. However, to ensure that the NHS is held to account for doing all that it can to prevent avoidable deaths in older people, a second overarching indicator will be included in this domain of ‘Life Expectancy at 75’. This indicator captures deaths in those aged 75 and over from all
causes.”

In response to question 13: Are either of these appropriate overarching outcomes indicators for this domain?  Are there any other outcome indicators that should be considered?  

The College wrote: “Both measures proposed are vague and on face value lack immediate validity.  The two measures are also measuring quite different areas.  The use of validated quality of life measures would be the only sensible way to take forward an overarching indicator.“ “The EQ-5D (EuroQoL-5D) is easily completed and could also be used with the EQ-thermometer as a quick tool to compare quality of outcomes across physical and mental health fields. For those without capacity, a proxy measure should be considered.” 

The Government responded: “There was mixed support for the use of patient reported
outcome measures, some seeing it as a promising step, others recommending using clinically recorded indicators instead as they were felt to be less subjective. There was strong support for capturing quality of life for people with long-term conditions, and EQ-5D was recommended as a good way of capturing it.”

“The Government has taken these comments on board and this is reflected in the development of an overarching indicator based on EQ-5D. This has the advantages of being a broad-based quality of life measure that is appropriate across the range of long-term conditions. This generic approach allows all long-term conditions to be
equally considered and ensures that the increasing number of people with more than one long-term condition are also covered by the NHS Outcomes Framework. One of the proposed overarching indicators (feeling supported to manage their condition) has been included in the NHS Outcomes Framework as an improvement area.”

In response to question 19: Is this a suitable approach for selecting some improvement areas for this domain?  Would another method be more appropriate?  

The College wrote: “The focus of improvement measures on emergency bed days in mental health is not an appropriate one. Although inpatient care is an important part of mental health services, there is a key focus on caring for people in the community which is where, in the example chosen for depression, the vast majority of patients are treated. In mental health care, a broad overarching quality of life measure or individual goals measure could be supported by more specific outcome measures for key target areas which could be either patient- or clinician-reported and include measures of symptoms and social functioning.”

The Government responded: “Many respondents felt that, while bed days are a valid way of identifying the major causes of illness and injury, such indicators lead to a focus on secondary care and miss conditions that do not usually lead to hospital admission. Splitting this domain by condition also has inherent problems: even the top causes of bed days for relevant conditions are a low proportion of total NHS bed days, so the coverage of the improvement areas will not be very broad.”

“The limitations of using bed days to select improvement areas are recognised, but no viable alternative has been identified for the short-term. It may be possible to move to measuring functional and health status outcomes in this domain, rather than splitting it by condition.

In response to question 23: Would there be benefit in developing dedicated patient experience Quality Standards for certain services or client groups?  If yes, which areas should be considered?  

The College wrote: “The College recommends that a focus of research be whether or not a single questionnaire can be used to cover all services since, if this were possible, it would have the advantage of allowing comparisons of satisfaction across services. The likelihood is that there will be core areas common to all with perhaps one or two areas that need to be specific. Again, there must be a caution against a multiplicity of questions.“

The Government wrote: “Taking all of this feedback into account and with
immediate effect, NICE are developing a generic Quality Standard for patient experience, which will identify common themes and issues across most services. NICE is also developing a specific Quality Standard for adult mental health. As we develop future indicator options for this domain, it will be important for the Department of Health and NICE to consider which patient experience-specific Quality Standards, in addition to the two previously mentioned, should be developed.

All Quality Standards should have a patient experience dimension built into them, since patient experience is one of the three dimensions of quality. NICE will also be developing a series of standards which are particularly relevant to this domain, given the clear overlap with the improvement areas that have been selected. The table below sets out
those that have already been or will be referred to NICE.
Quality Standards – initial topics of relevance to Domain 4
• Patient Experience (generic)
• Patient Experience in Adult Mental Health
• Antenatal care
• End of Life Care
• Intrapartum care
• Nutrition in hospital, including young people
• Postnatal care
• Urgent and emergency care*
*not yet referred – NQB identified this as an important area for Quality Standard development”
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