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Executive Summary

This is the fifth Annual Public Health Report for Brent PCT. It focuses on primary care information and builds on the picture of health presented in previous reports. The report is primarily based on analyses of data from the new GP contract about people registered with a GP in Brent. 
The development of primary care services is central to the PCTs plans to improve health and healthcare in Brent as set out in the Commissioning Strategy Plan 2009 to 2014. This report provides an overview of the current status of primary care in Brent and highlights some of the challenges it faces and areas where improvement is needed. The report explores a number of key questions such as:

· What does good quality look like in primary care and how do we measure it?

· What impact does the way in which primary care services are organised have on quality?

· What is the relationship between quality and utilisation of secondary care services?

· And, to what extent are the health inequalities that exist in Brent reflected in the provision and quality of primary care services? 

The initial chapters give an overview of the population and health in Brent, before focusing specifically on access to services and the prevalence and management of risk factors and long term conditions in Brent. The final three chapters cover diabetes, circulatory diseases and mental health in more detail. 
THE PEOPLE OF BRENT

Brent is one of only two local authorities serving a population where the majority of people are from ethnic minorities, and these groups are increasing faster than any other. Our population is growing and dynamic. Brent’s population forecast by the Greater London Authority (GLA) in 2010 was approximately 280,000, although Council-commissioned research suggests that this figure could be over 15,000 higher and is growing steadily. 
Almost a quarter of residents are under 19 years old. The GLA predict that Brent’s population will increase by roughly 10,000 people every ten years. Brent’s population is predicted to be 284,412 by 2014. The highest growth is expected to occur in Tokyington as a result of the Wembley stadium development which is projected to increase by 10,000 by the year 2031. 

HEALTH AND WELLBEING IN BRENT

Over the last ten years, rates of deaths from all causes have decreased for both men and women and are lower than the England average. Circulatory diseases, including heart disease and stroke, and cancers are the most common cause of death in Brent. There are significant health inequalities, linked to location, gender, level of deprivation and ethnicity. The most deprived wards in the South of the borough have a higher death rate, and lower life expectancy than the less deprived wards in the North of the borough. 
Brent has one of the highest rates of diabetes (5.16%) and TB (93.6 per 100,000) in London and in England. Smoking is the single greatest cause of preventable illness and premature death. Obesity is the second most significant contributory factor to ill health and preventable disease. Brent has one of the lowest adult physical activity rates in England with 56% reporting they do not participate in any sporting or physical activity and only 18% taking exercise on 3 occasions a week for 30 minutes.  
ACCESS TO SERVICES

There were 354,198 patients registered with Brent GPs as at the 1st January 2010. Patient turnover at approximately 20% per annum is high. The number of WTE GPs per 100,000 population weighted by age and need was 68.8 per 100,000 in 2006. This is higher than the England rate of 61.8 per 100,000 and the 15th highest in London. Analysis of primary care within Brent shows a higher percentage of smaller practices as compared with national averages. 70% of Brent Practices are one and two handed practices compared to 54% in London and 42% in England.
Satisfaction with access to a GP is below the national average. Brent ranks 135th out of 150 PCTs with respect to patient satisfaction of opening hours and for overall satisfaction, Brent ranks 142nd out of 150 PCTs. In a recent survey conducted by IPSOS MORI 83% of respondents said that they were able to get an appointment with a GP within 48 hours compared to 86% nationally and 77% said they were satisfied with opening hours compared with 84% nationally. Many patients would welcome increased opening hours. However, the GP Patient Survey response rate is low compared to the national average and could be improved through door-to-door canvassing, or linking survey completion to an incentive such as prize draw.

PREVALENCE OF KEY RISK FACTORS AND LONG TERM CONDITIONS 
The prevalence of all long-term conditions, except diabetes, was lower in Brent than in England. There are relatively large differences in the prevalence of long-term conditions, as recorded by GPs.  
The graph below shows box plots illustrating the variation in prevalence by practice and condition. The red box represents the inter-quartile range (IQR) (i.e., 50% of practices fall within the box). The median is the line that bisects the box. The “whiskers” on each box represent all remaining data that is not an outlier (IQR*1.5). The symbol o represents outliers (>1.5*IQR) the symbol * represents extreme values (>=3*IQR). The prevalence of some conditions such as smoking and depression were more than 20 times greater in the practice with the highest prevalence compared to that in the practice with the lowest prevalence.

Figure A: Prevalence of key conditions reported by GPs in Brent (QOF, 2008-09)
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The prevalence of most conditions was also lower than expected based on the socio economic characteristics of Brent. This difference in reported versus expected prevalence is significant, as illustrated in the funnel plot for hypertension below. Here, the majority of practices report a hypertension prevalence that is well beyond the limits considered to be due to chance alone. 

Figure B: Hypertension funnel plot observed compared with expected prevalence by Brent GP practice, QMAS 2009
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There are a number of possible explanations for this:

· Young population

· True differences in disease burden

· List inflation and patient turnover

· Patients not yet diagnosed

· Over- or under-diagnosis of conditions

· Different diagnostic thresholds used in practices

· Diagnoses not recorded or coded accurately
· Differences in number of patients excluded from records
At least some of the low reported prevalence in Brent must be due to under reporting given the wide variation between practices and particularly in those practices that have no patients recorded for a number of relatively common conditions such as smoking. It is also likely that some patients will be undiagnosed. In the case of diabetes, for instance, although there are over 18,000 patients with diabetes on practices registers and the recorded prevalence of 5.12% is one of the highest in the country as many as one in four people with diabetes may be undiagnosed. In Brent this would mean that that there are approximately 6000 people with the disease who are unaware and whose diabetes is unmanaged.    

The NHS Health Checks programme which is being introduced in Brent in 2010 will help to identify patients with a number of conditions such as hypertension, diabetes, and chronic kidney disease, as well as smokers and obese patients. Detailed modelling undertaken locally demonstrated that this programme will save 24 deaths per annum by 2015.

Changes to the way in which practice payments are adjusted for prevalence introduced from the 1st April 2009 will mean that practices with lower than national prevalence will receive a reduced income. This will create a much greater financial incentive to accurately identify and record patients with existing disease and manage their conditions.

QOF POINTS ACHIEVED
Most practices achieved close to the maximum of 655 clinical QOF points. 5 practices achieved less than 550 points. The lowest number of clinical points achieved by a GP practice was 465 points. The average number of points achieved by practices in Brent was 622, this is slightly lower than the average across London (629) and nationally (635). 

The highest percentage of available points achieved was for obesity (100%). The lowest percentage of available points achieved was for palliative care (86.9%). The highest number of available points not achieved was for depression and mental health.

Figure C: Overall Clinical QOF achievement by GP practices in Brent (QOF, 2008-09)
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The overall level of achievement masks a number of indicators where achievement is relatively low. Brent GP practices achieve significantly below the national average across a number of indicators, particularly in the mental health domain. The table below highlights the indicators where Brent is performing significantly below the national average. It is also important to note that for a number of indicators the thresholds used in QOF are lower than those set out in NICE guidelines and or best practice.

Table A: QOF performance for the lowest achieving indicators in Brent (QOF, 2008-09)
	 Indicator
	NHS Brent
	National

	MH07 -  follow up of patients with psychotic disorders
	49%
	93%

	DM20 – management of HBA1c
	64%
	66%

	MH05 – management of lithium levels
	66%
	91%

	EPILEP08 – patients who are seizure free
	68%
	73%

	MH04 - patients on lithium therapy with a record of serum creatinine and TSH
	72%
	97%

	STROKE08 – management of cholesterol
	74%
	93%

	CKD03 - management of blood pressure
	74%
	 

	CHD10 – CHD patients treated with a beta blocker
	75%
	73%

	COPD12 – COPD confirmed by spirometry
	76%
	91%

	BP05 – management of blood pressure
	77%
	79%

	STROKE13 – new patients referred for investigation
	78%
	91%

	COPD10 - COPD patients with a record of FeV1
	78%
	83%

	DM17 – management of cholesterol
	79%
	83%

	DM12 – management of blood pressure
	79%
	80%


An analysis has also been done looking at practices that are outliers on prevalence, clinical indicators, and exception reporting. The term “outlier” refers to a practice that has a value (2*IQR (Inter-quartile range) of the practices in Brent. Extreme values have a value (3*IQR of the data. Practices with the highest number of outliers on individual clinical indicators are presented in the report. Of the 62 indicators 12 practices were outliers on 5 or more indicators, 5 practices were outliers on 10 or more indicators and one practice was an outlier on 27 indicators.
PRIMARY CARE ORGANISATION AND OUTCOMES

There is considerable heterogeneity in the way in which practices in Brent are organised in terms of for example the funding per patient, the opening hours per week, and the size of the practice. The table below shows that structural characteristics of the GP practice are not strongly related to overall patient satisfaction. Although there is a positive relationship with the size of the practice in terms of WTE, this is not upheld with list size.  The clinical performance of GP practices, as measured by total clinical QOF score, is associated with the size of the GP practice in terms of list size and number of WTE, suggesting that larger practices provide, overall, improved clinical care.
Table C: Associations between GP Practice characteristics and outcomes
	
	Explanatory variable 
	Significant Correlation
	Spearman's Rho (Sig. Level)

	Overall Satisfaction - GPPS 2008-09
	List Size
	No
	0.158 (80.9%)

	
	£/patient
	No
	0.184 (87.4%)

	
	Opening hours per week
	No
	0.209 (91.3%)

	
	WTE
	Yes
	0.238 (95.2%)

	
	WTE per 1000 patients
	No
	0.138 (74.2%)

	Clinical QOF Score
	List Size
	Yes
	0.405 (99.9%)

	
	£/patient
	No
	-0.108 (62.5%)

	
	Opening hours per week
	Yes
	0.287 (98.2%)

	
	WTE
	Yes
	0.448 (>99.9%)

	
	WTE per 1000 patients
	No
	0.07 (43.1%)


PRIMARY CARE AND HEALTH INEQUALITIES IN BRENT

The extent to which the organisation of primary care services and the key outcomes that they achieve reflect and or reinforce the health inequalities in Brent has been a key question throughout the report. In some ways the answer to this is quite positive. Practices in the most deprived areas in Brent appear to receive a higher payment per patient and are open longer than practices in less deprived areas and their patients are no less satisfied with the primary care services as compared to practices in less deprived areas. 

However outcomes in terms of total QOF score and A+E attendances were significantly worse in the most deprived areas. There appears to be some greater resourcing in the most deprived areas but either this resource is not being used effectively or it is not sufficient to meet the greater needs of the most deprived population in Brent.
Table D: Associations between IMD-2007 with GP characteristics and selected outcome measures
	
	Explanatory Variables
	Significant Correlation
	Spearman's Rho (Sig. Level)

	Weighted Average Deprivation Score (IMD 2007)
	£ per patient
	Yes
	0.411 (>99.9%)

	
	WTE per 1000 registered population
	No
	-0.072 (44.5%)

	
	Opening Hours - weekly total
	Yes
	0.243 (95.5%)

	
	Overall Satisfaction - GPPS 2008/09
	No
	-0.12 (67.9%)

	
	Total QOF Score
	Yes
	-0.238 (95.2%)

	
	Clinical QOF Score
	No
	-0.227 (94.1%)

	
	A&E Attendances per 1000 patients
	Yes
	0.702 (>99.9%)

	
	GPPS Response Rate
	Yes
	-0.64 (>99.9%)


UTILISATION OF SECONDARY CARE

Utilisation of secondary care services has increased significantly in Brent in recent years and better management of patients in primary care in order to avoid unnecessary attendances or admissions is a key priority for NHS Brent. Previous work in Brent speaking with patients and clinicians has highlighted poor primary care access as a key reason for using A+E. 

The table below shows that primary care access variables are generally not closely related to A+E attendance, although the number of opening hours per week in GP practices is weakly correlated. It appears that underlying population needs as reflected by the Index of Multiple Deprivation, the proportion of the GP practice list that are on Incapacity Benefits, and the proportion of the GP practice list that are lone parent households, are much more strongly correlated with A+E utilization than the accessibility of the GP practice itself.  This needs more in-depth analysis, in particular adjusting for confounding variables such as age, sex and ethnicity. 

Table E: Associations between A+E attendance rate per 1000 registered population with access and population characteristics
	
	Explanatory variable
	Significant relationship
	Strength
(Spearman’s rho)

	A+E attendance
(Crude rate by list size, 
2008-9)
	Access
	Opening hours per week
	Yes
	+0.303

	
	
	£/patient
	Yes
	+0.256

	
	
	Overall patient satisfaction
	No
	- 0.015

	
	
	Ease of getting through on the phone
	No
	- 0.168

	
	
	Able to book ahead
	No
	- 0.068

	
	
	Able to see preferred GP
	No
	- 0.015

	
	
	WTE
	No
	- 0.007

	
	Population
	Index of Multiple Deprivation
	Yes
	+ 0.703

	
	
	% 65+ years of age
	No
	+ 0.001

	
	
	Lone Pensioner households
	No
	+ 0.012

	
	
	Incapacity Benefits
	Yes
	+ 0.664

	
	
	Lone parent households
	Yes
	+ 0.711


CONCLUSION
A number of key questions have been explored throughout the report. These include:

· What does good quality look like in primary care and how do we measure it?

· What impact does the way in which primary care services are organised have on quality?

· What is the relationship between quality and utilisation of secondary care services?

· And, to what extent are the health inequalities that exist in Brent reflected in the provision and quality of primary care services? 

The report highlights that identifying good quality primary care services is complex given the many limitations of the data that is available. We therefore need to develop a sophisticated approach to the way in which we use and interpret information about the quality of primary care services in Brent. The report provides a range of methods and tools for understanding and interpreting performance at a practice level and highlights some of the indicators that tell us most about quality. 
The principle conclusion is that continued dialogue and discussion within Brent is required on an ongoing basis to make best use of this information to improve healthcare and health outcomes in Brent. This dialogue needs to take place at two levels. Firstly a strategic dialogue is required to interpret and understand the information about performance within Brent and agree how to use this to improve outcomes. Secondly more detailed investigations are required at a practice level to assess and address the specific causes of low performance against a particular indicator or group of indicators.

There are many limitations of the data that is available for analysis, in particular small sample sizes and data of variable quality limit the possible interpretation of analyses that are performed. However we can make some key observations. The prevalence of all long-term conditions, except diabetes, was lower in Brent than in England. This is likely to reflect the relatively high list inflation and young population in Brent but is also likely to be due to under reporting and under diagnosis of long term conditions. Patients may be being sub optimally managed as a consequence. The NHS Health Checks programme, changes to the way in which practice payments are adjusted for prevalence, and efforts to reduce list inflation should result in improved recorded prevalence in Brent.

It is also the case that most practices in Brent are achieving at or near the maximum possible points for the QOF clinical indicators. Larger GP practices appear to be performing better in overall clinical indicators, than smaller practices. There are however considerable variations between practices in the level of achievement and there are a small number of practices whose performance is substantially lower than the average in Brent. There are also a number of specific indicators particularly relating to mental health where performance is poor across the patch

Analysis of access to GP services reveal that residents in more deprived areas are served by practices that are open longer and better resourced.  Whilst this reflects increased need in these areas, this is not yet translating into improved patient satisfaction or more appropriate use of secondary care and A+E services. These are univariate analysis, providing insight into correlation not causation, they do provide a route map for further analysis.  Multivariate analysis is being carried out to determine predictive models for secondary care and A+E utilization that can be used to benchmark GP practice performance in future years.  

Finally, robust mechanisms need to be in place to analyse and understand the data reported by practices, check the accuracy of the data reported by practices and validate payment, and support improvement across all practices particularly focusing on the lowest performing practices.
RECOMMENDATIONS
Our recommendations cover three specific areas – quality control, data management and governance, and operations research.

1) Quality Control
· That focused support from the PCT should be targeted at those practices with the lowest reported prevalence, lowest achievement on the clinical indicators and highest levels of exception reporting.
· That specific guidance is sent to practices clarifying the reporting and management of mental health conditions.
· That polysystem commissioning clusters should develop a plan to improve quality and outcomes in their polysystem.
· That the PCT balanced scorecard is reviewed on the basis of the report including the way  it is implemented in the PCT.
· That progress on these tasks should be regularly reported to the PEC and PBC.
2) Data management and governance 
· That benchmarking data is sent to practices showing their performance in relation to the PCT as a whole.
· That performance data should not be anonymised.
· That locality profiles should be updated with information from this report.
· That a web based IT solution is developed to access anonymised individual level data from practices so as to better understand the way in which health care is provided and how it can be improved.

3) Operations Research
· That multivariate analysis is carried out to validate the univariate analysis carried out thus far and to assess the impact of confounding variables such as underlying population characteristics and burden of disease.

· That the impact on secondary care services of lone parent households and people on incapacity benefits is further explored.
· That a mental health needs assessment is undertaken.

· That a predictive model is developed to benchmark the A+E attendance rates that would be expected for each GP practice and use this information to guide improvements on a practice basis.
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