Kntract data

urchasers have la ensure the ser-
vices they purchase are effective,
efficient ang equitable. But maost
purchasers have confined their
monitaring of CONtracts to measuring
activity levels, lenpths of stay and Ccosts.
There is little evidence ihar purchasers
are routinely monitoring the accessibility,
appropriateness and cutcomes of health
services, or that they are using their data
systematically to improve contracts.!

Usiag examples from the reaiment of
ischaemic heart disease, we discuss how
purchasets can use the minimum ¢ontract
data sel 1o monitor access to health ser-
vices and improve needs assessment, and
how they can improve NHS information
systems and the data they provide.

Providers are required to supply pur-
chasers with information on every consul-
tant episode: the minimum cantract data
set, This includes clinical information on
diagnoses and operations, as well as
demographic and administrabive data
such as age, sex and postcode.

To see if the data set could be used o
monitor access (o health services,
Wandsworth  health authority'’s pubiic
bealth medicine department carried out
an analysis of data for I990-1992 on
admissions of Wandsworth residents for
ischaemic heart disease.” The aims were
ta see if Wandsworth HA couid use the
data set to identify age, sex and geograph-
ical differences in use of hospital services.
and improve the guality and monitoring of
contracts,

We used routine data to measure the
ctirrent impact of ischaemic heart disease
and other cardiac diagnoses on haspital
activity, and to identify potenual
inequities in the provision and use of
health services. We discovered several
problems with our praviders’ information
systemms, with implications for confracts.

ea ex differenc

We calculated by ape group and sex the
niumber of admissions of Wandsworth res-
idents with ischaemic heart disease who
had received reperfusion treatment (coro-
nary artery bypass grafting or angioplas-
ty). Men admitted with a diagnosis of
ischaemic heart disease beeween 1990 and
1992 were 80 per cent more likely w
undergo reperfusion treatment than
women. Younger patients were also mor
likely to receive reperfusion treaiment
than older patients (see Egure 1).

Explapations for these differences
include: errors in the data set; differences
in the seventy of discase in men and
& women; differences in potential beneiits
% from reperfusion treaiment in men and
% women; increased comorbidity in elderly

pecple. making surgical
intervention more nsky;
apd age and sex bias in
access o repetfusion treat-
ment.

Our findings are consis-
tent with those from previ-
ous studies, which have
shawn that after admission
to hospital, men are more
likely than women, and
younger patients more Jike-
ly than oldz: patienis. 10 be
investipated and to receive
reperfusion treatment far
ischaemic heart dizease.’
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Geographical
differences

To see if there were
geographical differences in
the use of hospital services,
we compated death rates
from ischaemic heart
disease {a measure of nesd)
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with admission rates for
jschaemic hearnt disease
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ischaemic heart disease had
lower admission rates than
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the residents of wards with
low death rates.

There are three possible
exptananons. First, the low death rate
from ischaemic heart disease in wards
with high sdmission rates may be due to
high levels of hospital care reducing the
death rate. althowgh it is unlikeby that has-
pital care would have such a dramatic
impact on death rates. Second, the haspi-
tal admission rate may be appropriate m
areas with high death - mates from
ischaemic heart disease but excassively
high in areas with jow death rates. Third,
this relatonship may be an example of the
inverse care law: the provision and use of
healthcare are inversely related to the
need for care, with patients at high risk of
death from ischaemic heart disease mak-
ing Jess use of hospital services than those
at low risk of death.*
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The impact of many discases is often
uader=stimated because they are not
common causes of death, When we exam-
incd admission rates for cardiac dhagnoses
other than ischsemic heart dissase, we
found diseases such as heart failure and
arthytiunias were common uses of

admission., especially in eldetly people,
but were oftem not recorded as a canse of
death (see figure 2). Diseases such as
heart failure can have a megor impact an
the health status of a2 population and
result in many hospital admissions, but
because they are often ot recorded as a
cause of death their impact on health sta-
tus is ofien underestimated.

There have been many advances in the
management of heart failure and arrhyth-
mias in recent years. Purchasers can
therefore discuss with Jocal GFs and has-
pital clinicians how to improve the man-
agement of these discases. The exampie
of heart failure and arrhythmias illustrates
the neeg for purchasers to analyse data
systematically if they are to identify all the
conditions that have a major impact on
the health status of their poplation and
om the use of healthcare resonyces,

Prablems with,

information systems

W Data erors; coding of procedures.
Angiography is always carried out before
reperfusion treztment and usually we
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would expect twice as many patients 10
undergo angiography as reperfusion treat-
oient-

But our analysis of impatient data
revealed that reperfision treatment was
carried out in more episodes than angiog-
raphy. This suggested thers was 4 problem
in the coding of these procedires.

Subsequent discussion with clinicians
revealed that many apgiographies carried
aut in our local provider nmit were not
coded. This confirmed our suspicions
ahant the inageurate coding of data.

B Lack of process and

outcome measures.

The data set does nat contain important
process measures that are indicators of
the quality of care. Exampies from the
area of ischaemic heart disease include
whether patients admitted with a diagno-
sis of acuke ial infarction received
streptokinase and aspirin, and the delay
hetween admission and Ireatment with
streptakinase.

Other problems with information sys-
tems-include the lack of quality assurance
of the data collected; the difficelty of link-
ing activity data to financial data; apd lim-
ited data on the outcomes of clinical care.

The only outcome measure readily
available from routinely available data is
mortality, and ustng this to assess quality
of care in provider units is difficuit
because death rates depend on case-mix
as well as on the quality of clinical care.
One solution would be to develop better
methods of measuring case-mix. This
would allow an accurase comparnson of
hospitals and make hospital league tables
of death rates more meaningful.

Systems development

Wht can do to mammise the
potential of current infosmation systems?
H Improve the accuracy
of routine data.
Purchasers requirs accurate, timely infor-
mation to mopitor contracts effectively.
Purchasers coeld cotlaborate with clini-
cians 10 set up clinical audit programmes
aimed a1 improving the completencss of
cligical coding. For example. does the
information in hospital notes agree with
information recorded in the data se1? Are
all episodes coded? Ts the coding of proce-
dures compiete? What is the average time
between discharpe and data becoming
available to the purchaser?
M Develop protacols for the analysis
of routhee data.
Purchasers need to define what data they
need, and bow o collect and analyse it.
Welk-designed protocols have mamy
potential benefits. They can simplify the
_process of data analysis, atlowing junior

information staff to
carry it out. They can
allow purchasers 1o
identfy age, sex and

contract data

geographical  differ- .
ences in the use of §E%
health services more
easily. They can help -3
purchasers assess need, BT
give them better infor-

mation o0 how
resources are  being

ased, and help pur- 0
chasers avoid breaking

the terms of the Data
Protection Act.

il Develop . d
statisticalty sound RIS
methods for
measuring the

process and outcome g

of ciinfcal activity. =

Better process and out-
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needed for three rea-

sons. First, to allow

purchasers to identify
the often large varia-
tons in the way indi-
vichtal clinicians from
the same specialties
treat patients; secand, to ailow purchasers
0 monitor the provision of care to their
residents: and third, to allow purchasers
ko compare the gutcome of care from dif-
ferent providers.

Purchasers must carry out these tasks
successfully if the interpal market is o
succeed in rewarding provider units that
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B Daveiop methods of Anking
cahsultant spksodes to individuals.

This is ane of the major problems with
hospital information systems. We da not
know if apparent increases in activity are
due to providers treating more patients;
and we canaof calculate acourate, person-
based rates using epmsodes as the denomi-
nator. Purchasers requite methads of Link-
ing episodes to individuals to enable them
10 momitor care received Iy their residents
more effectively. The introduction af the
new NHS number may allow better hok-
age of consultant episodes ta individuals.
M Use the rasults of data analysls to
improve the coniractng process.

Are purchasers routinely using the results
of their data analysis to improve the con-
tracting process? For exampie, have they
discussed with their providers whether age
and sex differences in treatment are clini-
cally justified? Are locality purchasing
teams using data on geographical differ-
ences in assessing the peed for and use of
health services? Are previders correctng

with their information systems?

Aithough purchasers and providers
have used the minimum contract data sct
wainly 1o produce financial and activity
data, we have shown this data set can also
be used to manitor access to healch ser-
vices ani to help purchasers assess need.

Bt the minimum contract data set bas
many limitaiions, the most important of
which is the lack of information on the
quality and outcome of care. If purchasers
are to monitor their contracts more effec-
tively, and make informed decisions on
what scrvices to purchase and where to
placeﬂmirmnumﬂmywiﬂnudmmi-
laborate with providess 1o overcome this
limitation, and to start to mprove the
quality and vsefulness of routine data. |
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