0riteria for submitting evidence to the Clinical Area

About you: to help us understand the context of your idea, and to enable us to contact you if we need to, it would be helpful to know more about you.

	Your name
	

	Your email address
	

	Your land address
	

	Your best telephone contact number
	

	
	

	Please state your role or perspective e.g. patient, health care professional (please be specific), social care professional, academic, health service manager, policy maker, pharmaceutical body, patient organisation, charity
	

	
	

	Are you making a suggestion on behalf of an organisation or as an individual?
	

	
	

	If an organisation, please state the name of the organisation you represent.
	

	
	

	Number of people your organisation represents
	

	
	

	Are there any conflicts of interest in this submission? If so, please detail.

	

	
	

	Date of submission
	26th February 2007


Clinical Areas

	Area
	Evidence

	Please describe the idea that you would like to see introduced into QoF or indicator you would like to see changed in the current QoF.


	Annual physical health checks offered to people with learning disabilities and targeted and appropriate screening offered

	Why is the introduction of this idea a priority?


	Research and evidence highlights inequalities but little action taken.

See:  

DOH, (1999) Once a Day

DOH, (2001) Valuing People White Paper 

Disability Rights Commission 2006) – Equal Treatment Investigation



	Is this idea in a current Government health priority area?
	Yes – highlighted that all people with learning disabilities should be included in all NSFs, but evidence suggests this is not always happening

	Is there a degree of urgency in including this idea e.g. new evidence, significant public concern? 
	Research and reports have evidenced poorer health in people with learning disabilities for many years. See reports detailed above, Once a Day should have gone out to all GPs in 1999. People with learning disabilities are amongst one of the most disadvantaged groups in our society and do not have a strong voice to raise issues. It would not necessarily obtain public concern because of their place in society. 

	How common is the condition this idea relates to?
	1- 3% population

Approx 2600 people with moderate to severe learning disabilities in West Sussex



	Please supply rigorous scientific evidence to support the introduction of your idea.

Please tell us the exact paper/review/source of your evidence with details of page numbers relating to your point, and if possible provide an electronic link to it.

Please let us know if there is national guidance to support your idea.
	DRC undertook research outlined in their report

www.drc-gb.org/healthinvestigation
White Paper Valuing people and DRC investigation

	How will including this idea in QoF make a difference to patient health?
	People with learning disabilities have higher rates of obesity, respiratory and heart disease and unmet needs. They are often unable to highlight for themselves their experience of feeling unwell. Health issues would be highlighted and treated, people would not die or suffer from the effects of ill health unnecessarily. This may also reduce cost of other care packages and support to them 

	How will including this idea in QoF make a difference to patients’ quality of life?
	Ability to be more independent and socially included in society

	  How will including this idea in QoF make a difference to patients’ experience of care?
	  People more responsive to their needs rather than thinking everything is due to their learning disability

	Would introduction of this idea decrease inequalities in health?  If yes, please describe how.
	Yes. Decrease morbidity and heath problems to that equal to the rest of the population

	Please outline how including this idea in QoF could reduce avoidable morbidity (illness) and avoidable premature mortality (death) in this area of health care.
	Screening would highlight health issues that could be treated, that would otherwise go unmissed until too late

	Please supply any information you hold that introduction/modification is supported by patients and/or carers.
	Valuing People Valuing People and DRC Investigation both consulted people with learning disabilities and carers. 

	Does the responsibility for carrying out this idea lie with primary care? If not, please explain why this idea should still be included.
	Yes.

	What is the risk that introducing this idea may have effects that make health worse instead of better?
	None

	Could your idea be measured in a clear, reproducible and precise manner? Please describe how.
	Repeat studies to demonstrate that incidences of heath issues and morbidity levels improve. Evidence of number of health issues identified; referrals on and treatment, following Health Checks and screening, are all measurable.

	Are the benefits of introducing/modifying the indicator(s) likely to outweigh the workload and/or financial cost required to change practice and collect this data? 
	We have been developing Health Action Plans with people in our area for 3 years, in line with the White paper recommendations. We consider ourselves much further forward than many areas. Our achievements to date have been with much support from the PCTs and the Learning Disability Partnership Board agreeing to giving us money to appoint Project Workers. With all the support, we have achieved approx 50% GPs agreeing to be proactive in offering people Health Assessments and Health Action plans. Most GP practices set up registers with the encouragement of a LES. We do not feel that any more practices will implement assessment and planning for this group of people. Without the additional support of project workers and with the now limited support from PCT’s (due to changes) we don’t know how we will maintain the progress made.

We believe practices are only being asked to implement good practice for this group of people which will significantly improve their health and may reduce other government spend on care support packages and longer term health supports.

The work going on to achieve this across the Country must be huge and the costs not accounted for. Making this a QoF would make implementation of what the government says it wants to achieve much easier, more effective for the individuals and possible more cost effective overall. 

	Is there anything else you think we should know about why your idea should be part of QoF?
	The government clearly identifies the issues related to the poor health of people with learning disabilities but without serious strategic targets does not at present demonstrate that it wishes to improve the situation. Without support of this nature we will continue to struggle to improve the health needs of individuals


� This means you need to state if the evidence you submit could in any way lead to personal benefit for yourself or for the organization you represent.





�  What do we mean by “rigorous scientific evidence”?





Level I evidence – at least one good randomised controlled trial, that is, an experiment where the researcher decides which people (e.g. patients, people who live in a particular town, people who go to a particular GP practice) are given a particular intervention (e.g. a new treatment or system of care) and which get usual care (usually called a control group).  This allocation to intervention or control is done on a random basis to enable an unbiased comparison of the two groups.  For example, when assessing whether a new drug is better than the existing one, patients would be randomly allocated to receive either the new drug (intervention) or the drug that is usually prescribed (control).  The number of patients cured in each of the groups, and any adverse effects, would be compared before deciding if the new drug should be routinely used in preference to the existing one). Level 1 evidence also includes evidence from a systematic review or meta-analysis of randomised controlled trials (see below). 





Level IIa evidence – at least one well designed intervention study without randomisation, that is, where the researcher intervenes to decide which subjects are given the intervention and which get usual care.  This decision is however not done on a random basis, usually for practical reasons.  For example, when the effect of fluoride on dental cavities was investigated, the water supplies of some towns were fluoridated and the subsequent rate of dental cavities in these towns was compared with the rate in towns where the water was not fluoridated.





Level IIb evidence – at least one other well-designed quasi-experimental study such as a cohort study. This type of study involves the identification of two groups (cohorts) of patients, one of which received the exposure of interest, and one of which did not. Both groups are followed forward over time and studied for the outcome of interest.





Level III – at least one well designed observational study, that is, where the researcher does not actively intervene, but observes and describes what is happening. This level includes a case control studies, a type of study in which investigators compare a group of subjects with a particular disease (e.g., coronary heart disease) and another group without the disease, to determine which subjects were exposed to the factor of interest (e.g. smoking).





Level IV – expert opinion, that is, the opinion of one or a group of people who have special knowledge or interests in a particular area.  The group may be a panel of professionals with expertise in a particular area of healthcare, a group of patients who have experienced a particular condition or a group of carers.





What is a systematic review?





A systematic review uses systematic and explicit methods to identify, select and critically appraise all existing relevant research, and to collate data from the research that is identified to answer a clearly formulated question. As an example, a systematic review might combine the results from all completed studies to determine the overall effect of a particular treatment. It can, but need not, involve meta-analysis as a statistical method of adding together and numerically summarising the results of the trials that meet minimum quality criteria.





What is a meta-analysis?


A meta-analysis is a method of combining the results of individual trials to allow stronger conclusions to be drawn about the effectiveness of treatments. A meta-analysis is used in an attempt to gain greater objectivity, generalisability and precision by including all the available high quality evidence from randomised controlled trials carried out on a specified topic.�


















