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Measuring and improving quality of
care in family practice
Quality assurance for family practice should be determined locally and
provincially, with a distributed model of quality assurance for the
province rather than a centralized model, to increase the likelihood of
positive change in response to variations in practice.
Martin Dawes, MBBS

A

ll British Columbians should
have family physicians to
provide them with optimal
quality of care. Those who currently
have family physicians are likely
receiving that care now, but as the
auditor general of British Columbia pointed out in February 2014,
“the current physician compensation
models are not linked to quality (so
cost-effectiveness cannot be determined).”1 The resulting recommendation was to rebuild physician compensation models so they align with the
delivery of high-quality, cost-effective
physician services. In essence, this
is a move to a pay-for-performance
system. This is justifiable in terms of
transparency of the use of taxpayer
funds, but the critical question is how
we define performance. Discussions
so far have focused largely on quantitative measures such as the number
of procedures undertaken and other
measures put into a core dataset called
the Physician Quality Assurance
Steering Committee Core Data Set.2
Without a much more comprehensive
measurement system accompanied
by an extensive practice improvement process, a counting approach is
unlikely to improve quality or costeffectiveness.
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The assessment of performance
quality within family practice is not
new. In 1985 the UK set up a voluntary self-assessment process that
looked at four principal areas of performance: professional values, accessibility, clinical competence, and
ability to communicate. This approach was designed to help practising physicians identify improvements
they could make to their practice as
a whole. Introduced before computers were commonplace in family
practice, the approach sought to look
at the practice overall. In that sense,
it was ahead of its time—emerging
before evidence on access and communication was available—and is in
contrast to approaches that rely on
counting procedures.3
The approach recognized that
health care delivery is limited in
its ability to prevent and cure disease. Diseases often materialize in
response to exposures such as cigarette smoke, poor nutrition, lack of

activity, and crowded living conditions.4-6 These are often outside the
control of the health care system,
and it means that health system performance assessment “should relate
to those aspects of care which can be
altered by [those] whose performance
is being measured.”7
Despite the cause of disease
often being outside the control of
family physicians, they are effective at reducing avoidable hospital
admissions for both acute and chronic conditions—reducing the death
rate—and first contact with a family
physician for a health problem also
reduces secondary care expenditure
and interventions. 7-9 Family physicians make 2500 diagnoses per year,
covering 450 diseases.10 The average
family doctor writes prescriptions for
233 different drugs within 1 year.11
This is equivalent to 30% of the available drugs on the market. People go
to their family doctor with an average
of four symptoms, and people with
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multiple diseases are now the norm.12
Given this volume of activity, it is
not surprising to find variation in the
tests and treatments ordered by family
physicians. What is acceptable variation in this clinical activity needs to
be determined, but this is only one
element of the quality framework.
The UK has used the Quality Outcome Framework for 10 years, which
financially rewards practices that meet
benchmarks that include some of these
aspects, among others.13 It measured
four domains: clinical, organizational, additional services, and the patient
experience. These domains have been
modified with experience. 14 This
approach improves some measures
that are related to health outcomes.
The percentage of patients with coronary heart disease with their cholesterol in the target range increased
from 17.6% in 1998 to 61.4% in 2003,
following the introduction of the
Quality Outcome Framework. The
rate of patients whose coronary heart
disease indicators were met rose from
60.5% in 1998 to 78.2% in 2003. For
patients with asthma and diabetes, the
rates of those with targets achieved
rose to 70% and 77% respectively.15
These are impressive changes, but the
challenge in using this information to
measure quality for individual doctors
or practices is that the context of care
is different in many of these practices
and using these measures alone is not
enough to determine quality, hence
the inclusion of the other domains.
In order for care to be effective, it
must be accessible. Despite research
and many studies, there is no simple
solution to the problem of access.16
Whether it be online appointment
systems for patients or late-night
openings, evidence shows that local
solutions are needed, and that means
practices continuing to monitor and
make changes to their appointment
systems, which is a major focus of the
Australian process of assessing quality of family practice.17
Another important part of the

background to measuring and improving patient care is the patient medical home model. This is an innovative model for care being introduced
across Canada that includes 10 broad
concepts, including patient-centred
care, access, comprehensive service,
and electronic medical records. 18
Each domain has benchmarks within
it, but to use all these is probably too
much at the initial stage. However,
any plan that is used to help improve

reflecting population needs. That
means no single provincial quality
assessment process in terms of one
set of data, but a distributed model of
quality assessment reflecting the distributed model of health care in BC.
Creating a distributed quality
assessment model is only one step. If
variation in a practice is found to be
significant, there has to be a process
in place for positively addressing that
variation, and the process needs to

Despite the cause of disease often being
outside the control of family physicians, they
are effective at reducing avoidable hospital
admissions for both acute and chronic
conditions—reducing the death rate—and first
contact with a family physician for a health
problem also reduces secondary care
expenditure and interventions

quality should have these in mind.
Based on the history of quality assurance in primary care, what
should a BC family practice qualityof-care measurement process look
like? The measures of quality have
to be easily and cheaply assessed and
need to be relevant to the community. It has to start with discussions
with the communities that are part
of any quality assessment process.
An organization to champion this
might be the Institute for Healthcare
Improvement, with its teams of UBC
and SFU students already involved
in promoting quality and safety in
BC. With the experiences from the
UK and Australia/New Zealand and
the patient medical home informing
those discussions, it should be possible to develop a BC-specific set of
core quality benchmarks that can lead
to improved quality.19 Although many
characteristics may be similar, there
will be variation from town to town

be in place before the quality measurement process starts. Variation in
ordering tests and prescribing has
been found to be reduced with faceto-face group feedback as well as the
use of computerized prescribing support systems.20,21
Family doctors do not wake up
every day with the intention of performing less well than their peers
or failing to do the best for their
patients. Any system introduced has
to help physicians and their practices
to be better and has to be seen to do
that. For that reason, most qualityimprovement programs have incentives and use comparators with local
and regional norms. We need to establish communities of practices where
sharing information is both acceptable
and useful. Over the last few years the
government has funded the formation
of divisions of family practice where
local communities of doctors work
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together to identify health care needs
and use the funding to address these
needs for the benefit of their patients.
Divisions of family practice may be
ideal groups to undertake quality
assessment, but in many cases they
may be too large. The informality and
local circumstances vary significantly
from one part of a city to another. For
any system to be helpful it needs to
be undertaken with smaller groups of
practices that are confident in sharing
information.
Years ago, I was part of a qualitycare process where we asked practices to share measures of diabetic
care, ranging from the proportion
of patients who had blood pressure
checks to the attendance at the clinic
for diabetic care. At that first meeting
we presented the significant variation in rates of patients who received
optimal diabetic care. Although the
information was anonymous, each
family doctor and practice knew his
or her own data. The first comment
was from a family doctor who, pointing to the lower end of the scale on the
screen said, “That is my practice and I
want to know what the practices at the
other end of the scale are doing differently.” This led to a discussion about
the difference in recall systems and
follow-up for patients with diabetes.
Being shown that there was scope for
improvement, and that local practices
were doing things differently—which
led to better care—was enough of a
trigger to break the anonymity and to
change practices for the better.
Rather than creating a top-down
benchmarking system, a more positive, distributed approach of working
together to help practices improve relevant quality measures is more likely
to result in better health outcomes for
British Columbians, and at the same
time provide the auditor general with
evidence of cost-effectiveness.
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