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1.1. Cosa ¢ il governo clinico?

Buetow SA, Roland M

Clinical Governance
Bridging the gap between managerial and
clinical approaches to quality of care

Qual Health Care 1999;8:184-190
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1.1. Cosa ¢ il governo clinico?

Because clinicians are at the core
of clinical work, they must be at
the heart of clinical governance

Degeling PJ, et al. BMJ 2004
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1.2. Cosa non ¢ il governo clinico?

« |l governo dei clinici
« |l governo dei manager

* Un nuovo modello di “autoreferenzialita” o di “autodifesa”
del sistema o dei servizi

» L’ennesima “ghettizzazione” della qualita assistenziale
allinterno di uffici dedicati
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Question
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5. FORUM

1. Ritieni appropriata la traduzione di “clinical
governance” in “governo clinico”?

1. Si
2. No
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1.3. Una traduzione infelice?

« |l termine inglese governance:

— deve essere inteso come “gestione dei processi di
consultazione e concertazione per il raggiungimento
degli obiettivi”

— In tal senso, la governance non puo essere imposta
dall’alto o dall’esterno, ma consegue all'interazione di
molteplici attori che si autogovernano, influenzandosi
re-ciprocamente,
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1.3. Una traduzione infelice?

« |l termine italiano governo:
- corrisponde all'inglese government
- definisce il “potere normativo” esercitato dalle Istituzioni
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Clinical Governance

Governance Clinico-Assistenziale
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Governance Clinico-assistenziale

Caratterizza:

» La non traducibilita in lingua italiana del termine
“governance”

» La maggior riduttivita del termine “clinico” rispetto a
clinical, aggettivo che nela lingua anglosassone carat-
terizza tutte le professioni sanitarie € non solo quella
medica.
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Il Governo Clinico delle Cure Primarie

1. Di cosa stiamo parlando
2. Quali obiettivi
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2. Obiettivi

» Governare I'estrema complessita delle organizzazioni
sanitarie, orientandola a:
- la promozione integrata della qualita professionale di
servizi e prestazioni
- I'efficienza, in relazione alla sostenibilita economica

* Nella percezione della qualita assistenziale, ridurre
il gap che esiste tra professionisti e manager

» Misurare la qualita dell'assistenza attraverso un sistema
multidimensionale di indicatori
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Quality of
Health Care

Cartabellotta A, Cellini M
Sole 24 Ore Sanita & Management
Dicembre 2001

Appro-
priatezza
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Question

©1996-2008 GIMBE®

5. FORUM

2. Quale dimensione della qualita assistenziale
ritieni piu rilevante per la medicina generale?

1. Sicurezza

2. Efficacia

3. Appropriatezza

4. Partecipazione degli utenti
5. Equita

6. Efficienza
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Il Governo Clinico delle Cure Primarie
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2. Quali obiettivi
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Clinical Governance Tools & Skills

 — Evidence-based Practice

— Information & Data Management

—— Practice Guidelines — Care Pathways

——= Health Technology Assessment

—— Clinical Audit

—— Clinical Risk Management

—— CME, professional training and accreditation
— Research & Development

—— Staff management

Modificata da
CartabellottaA, et af

—— Consumer Involvement SJGan
anita & Management]
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Evidence-based Health Ca

3. Strumenti

* Non devono:
- essere utilizzati in maniera occasionale e/o
afinalistica
- essere confinati esclusivamente all’ambito
professionale

» Devono essere integrati in tutti i processi di
governo aziendale: strutturali-organizzativi,
finanziari, professionali
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—

Struttura —— Professionisti

!

Processi

!

Esiti

Quali indicatori ?

1.Indicatori strutturali
2. Indicatori di processo
3. Indicatori di esito
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1. Indicatori strutturali

Definizione

Requisiti delle strutture sanitarie, generalmente definite dai
programmi di accreditamento®:

« Strutturali

* Tecnologici

* Organizzativi

* Professionali

*notevole variabilita regionale e nessun riferimento alla MG
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1. Indicatori strutturali

Esempi in MG

* Informatizzazione

« Partecipazione a percorsi assistenziali integrati

* Registri di malattia

« Segretaria

* Infermiere

« Sistema di reminder appuntamenti

* Ambulatori “dedicati”

« Tecnologie diagnostiche (previa standardizzazione della
competence professionale): ecografo, ECG, spirometro,
PoC, saturimetro, etc

© 1996-2008 GIMBE®

1. Indicatori strutturali

Vantaggi

« |dentificano i requisiti STOP di una organizzazione
sanitaria

* Misurano I'efficienza

Svantaggi
* Non misurano le altre dimensioni della qualita
assistenziale: sicurezza, efficacia, appropriatezza, etc
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Question
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5. FORUM

4. Chi costituisce, a tuo giudizio, il maggiore
ostacolo alla definizione degli indicatori
strutturali in medicina generale?

1. | professionisti

2. | sindacati

3. Le Aziende sanitarie

4. Gli organismi centrali di politica sanitaria
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Quali indicatori ?

1. Indicatori strutturali
2.Indicatori di processo
3. Indicatori di esito
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Question

© 1996-2008 GIMBE®

5. FORUM

3. Tra le seguenti categorie di indicatori quali ritieni
piu “robusti” e misurabili in medicina generale?

1. Indicatori di processo
2. Indicatori di esito
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2. Indicatori di processo

Definizione

* Informano che il processo assistenziale é stato erogato, o
meno, in maniera appropriata secondo quanto definito da
standard di riferimento: linee-guida, percorsi assistenziali
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2. Indicatori di processo

BPCO

» Spirometry and reversibility testing (all patients)
* Received influenza immunisation

» Registrazione del dato fumo in tutti gli assistiti

» Esecuzione di almeno 1 spirometria/anno
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2. Indicatori di processo

DIABETE

« Periodical record of: BMI, Haemoglobin A1c, retinal
screening, peripheral pulses, neuropathy testing, blood
pressure, microalbuminuria, creatinine, total cholesterol

» Taking ACE inhibitors/A2 antagonists (proteinuria or
microalbuminuria)

* Received influenza immunisation
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2. Indicatori di processo

SCOMPENSO CARDIACO
» Diagnosis confirmed by echocardiogram
» Taking ACE inhibitors or A2 antagonists
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2. Indicatori di processo

IPERTENSIONE
» Blood pressure recorded
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2. Indicatori di processo
Vantaggi
» Misurano direttamente I'appropriatezza dell’assistenza

ricevuta dal paziente

* Identificano precocemente le inappropriatezze e
suggeriscono le aree di intervento

* Rispetto agli indicatori di esito, sono meno influenzate dalle
differenze di case-mix
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2. Indicatori di processo

Svantaggi

* Richiedono un audit clinico strutturato ed un adeguato
sistema informativo

« La loro “robustezza” & strettamente correlata alla forza
delle raccomandazioni cliniche

* Rispetto agli indicatori di esito, sono ancora considerati
di minore importanza

© 1996-2008 GIMBE®

Quali indicatori ?

1. Indicatori strutturali
2. Indicatori di processo
3.Indicatori di esito
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3. Indicatori di esito
Definizione

* Documentano una modifica di esiti clinici, economici,
umanistici
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3. Indicatori di esito

Clinical Economic

Humanistic
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BPCO
* % di pazienti che smettono di fumare
» Riduzione ospedalizzazione per riesacerbazione

DIABETE

» Haemoglobin A1c 7-4% (7-5% in year 3) or less
* Blood pressure 145/85 mm Hg or less

» Total cholesterol 193 mg/dL or less

SCOMPENSO CARDIACO
* Riduzione ospedalizzazioni

IPERTENSIONE
» Blood pressure 150/90 mm Hg or less
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3. Indicatori di esito

Esempi

» Raggiungimento e mantenimento dei target di:
- Hb1Ac nei diabetici
- PAO negli ipertesi
- Colesterolo LDL

» Scostamento del MMG dalla spesa farmaceutica media

» Soddisfazione dei pazienti (qualita percepita)
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Types of outcome measures

Clinical
- Mortality (Death specific cause - e.g. cardiovascular - or total)
- Clinical events (myocardial infarction, stroke)
- Physiologic and metabolic measures (cholesterol levels, blood pressure)

Economic
- Direct medical (hospitalizations, outpatient visit, diagnostic tests, drugs)
- Indirect medical (work loss, restricted activity days)
- Untangible (burn of suffering, psycological distress, “labeling effect”

Humanistic
- Symptoms (AUA symptoms score)
- Quality of life (SF-36 questionnaire, Nottingham Health Profile)
- Functional status (Karnofsky)
- Patient satisfaction (Group Health Association of America Survey)

o Epstein RS, et al. Ann Intern Med 1996
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3. Indicatori di esito

Vantaggi
» Soddisfano tutti gli attori di un sistema sanitario: decisori,
medici, pazienti

« Utili (“robusti”) nelle seguenti condizioni:
- in malattie acute, dove la distanza (temporale) tra
processo ed esito & breve
- negli interventi dove il processo € condizionato da un
elevato livello di competenza tecnica
- le (poche) misure fisiologico-metaboliche validate
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3. Indicatori di esito

Svantaggi

« Richiedono raffinate tecniche statistiche (risk adjustment)
per “correggere” differenze demografiche, variazioni random
ed effetti di selezione

« Richiedono lunghi periodi di osservazione su humeri
considerevoli di pazienti

« Sono influenzati dalle “codifiche opportunistiche” e dal
reverse reporting bias

* Non & semplice risalire, da scarsi risultati di esito, ai
processi/strutture su cui intervenire
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| determinanti degli esiti di salute

Patrimonio Ambiente

Genetico \ / (ecosistema)

o Esiti
Cultura + condizioni Assistenza
socio-economiche Sanitaria
- Comportamenti - Prevenzione
- Stili di vita - Diagnosi
- Attitudini - Terapia
- Riabilitazione

Domenighetti G. Como, 2002
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Use of process measures to monitor the
quality of clinical practice

Outcomes of care are a blunt instrument fior judging performance and should be r2pla
<2y Richard ] Lilford, Celia A Brown, 2nd Jon Nicholl

47| 25 SEPTEVEER 2097 | VLWL 307
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SUMMARY POINTS

Prociss Neasunes

are the most suitabla
management tool for
judging and rewarding
quality

Clinicaloute nmes are
likelyto be affected by
factarsnther than the
quality of care

nlJf CDMe Me3AsLres
provide insufficient
information about how to
imprae

Assessment of process
CRCOUrRZEs universal
improvement mtherthan
foousing on outliers
Selected measures must

bevalid and important
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Indicatori di processo o di esito ?

« | sistemi informativi aziendali consentono di rilevare:
- indicatori di esiti economici: numero di ricoveri,
numero di accessi ambulatoriali, consumo di farmaci,
utilizzo di test diagnostici, visite speciaistiche, etc
- "grossolani" indicatori di esito clinico rilevabili
attraverso l'analisi delle SDO

PROBLEMA: “incomunicabilita” dei sistemi informativi aziendali

Cartabellotta A, Potena A.
Il Sole 24 Ore Sanita e Management, 2001
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Indicatori di processo o di esito ?

« La valutazione dell‘appropriatezza non pud prescindere
dal clinical audit che permette di verificare:

- indicatori di processo

- indicatori di esito clinico piu "raffinati”

- misure di qualita di vita

Cartabellotta A, Potena A.
Il Sole 24 Ore Sanita e Management, 2001
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The evidence-driven audit cicle

Identify
topic

EVIDENCE

Re-audit to ensure
change has been
effective

Set standard

Implement change
in practice

Measure practice
against standard

Identify areas
which need to

be changed
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Appropriatezza: problematiche aperte

1. Assenza di consistenti evidenze scientifiche per definire
criteri di appropriatezza per tutti gli interventi sanitari

'
Unequivocally | Grey Zone
Inappropriate !

1 Unequivocally

! Appropriate

©1996-2008 GIMBE® Da: Muir Graj JA. Churchill Livingstone, 2001

Appropriatezza: problematiche aperte

2. Limitata conoscenza e minima diffusione dell’audit
clinico, strumento ideale per misurare I'appropriatezza

What i1s
clinical audit?
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Appropriatezza: problematiche aperte

3. | database amministrativi - in particolare la banca dati
delle SDO - sono inadeguati per la valutazione
dell’'appropriatezza professionale, perché influenzati dalle
codifiche opportunistiche.
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Appropriatezza: problematiche aperte

4. | sistemi informativi aziendali hanno, generalmente, una
struttura verticale e non comunicano tra loro
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Appropriatezza: problematiche aperte

5. L'appropriatezza riveste ancora un ruolo modesto nella
valutazione e finanziamento delle organizzazioni sanitarie,
specie se “contrasta” i volumi (ed i conseguenti rimborsi)
delle prestazioni
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Inappropriatezza in difetto
» 30-45% of patients are not receiving K'
care according to scientific evidence i

Inappropriatezza in eccesso
* 20-25% of the care provided is not
needed or could potentially cause harm

Schuster et al. Milbank Q, 1998

©1996-2008 GIMBE® Grol R. Med Care, 2001
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Appropriatezza: problematiche aperte

6. La visione dell’appropriatezza si mantiene strabica, ma su
posizioni divergenti

* | manager sono interessati a ridurre le
inappropriatezze in eccesso, al fine di
ridurre i costi

* | professionisti vogliono diffondere
precocemente troppe innovazioni,
appellandosi alle inappropriatezze in
difetto

*Inrealta...
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Problematiche aperte

. entrambi vanno in “direzioni pericolose”
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Linking Physicians’ Pay to the Quality of Care —
A Major Experiment in the United Kingdom

Martin Roland, DM,

NOENGL | MED §5151d  WWW.NEJM.ORG  SEFTEMBER 15, 2004
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tahle 1. Clinical indicators and Assigned Points in the Quality and Outcomes

Framcwork.
Maximal No.
Condition No. of Indicators®  of Points§
Coronary heart disease 15 121
Stroke, transient ischemic attack 10 1
Hypertensicn H 105
Hypothyraidism 2 g
Diabetes 18 99
Mental disorder 5 41
Chranic sbstructive pulmonary disease 2 45
Asthma 7 72
Epibepsy 4 16
Cancer 2 12
Total 350
+ Fach indicaton mmasures i quabity of 2 specilic acpeet of cBnical cane {n.g., rege-
larity of blood-p +& monitaring in the case of by o)

renib that ke it macesumst beth the size

B
of the practice and the prevalence of the conditions at each practice.

“Points wre carned thrgh  comples

©1996-2008 GIMBE®

Table 2. Examples of Clinical Indicators and Assigned Points for Patients

with |schemic Heart Discase.
Na. of Points
Indicator (% of Patients)
Cantrol of hypertension
Bleod pressure has been recorded during the previeus 1(25) te 7 30}
13 manths
Mo recent blood pressuse reading (reasured within the 1 (25) 1019 (70)

previoas 15 manths) wis 150/90 mm Hg or lawer

Management of hypercholasterolemia

Total cholestersl has been recorded dunng the previeus 1 [25) to 7 90}
15 maonths

Total cholesterol (measured within the previous 15 months) 1 (25) to 16 (60)
is 5 mmol per liter (194 mg per deciliter) or lower

©1996-2008 GIMBE®
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Chronic Obstructive Pulmonary Disease (COPD)

Records
COPN 1 Tha prachios aan [rodies 3 iagister of paseats Wi COPD | &

Initial diagnosis
PDDRTWHM#MWKAMWFKW 3
Y testing for newly

including
disgnasad p@mnwmmmmmlml

COPD 3 The pomcentage of all patents with COPD in whom | 5
dagnoss has been confimed by sprometry including reversdiity
RETR

| Ongoing managamant |
COPD 4 The parcantaga of patents with COPD nowhom thera = 3 6§
record of smoking s1atus in the previous 15 months, except those who
NAVE NEVAT SMOKRG Whers EMOKING SIANR Nesd ba recomed only

| ONCE BINce MIEgRosis |
COPFD 5. The parceniage of pEUENts with COPD who smoke, whose | 6
notes contan 3 record that CHSEENCN B0VCE OF Neteral 10 3
speciaint service, where avaidable, has been offered in the past 15
months
COPD & Tha parcantags of patens wih COPD with 3 record of | 6
Fe\'1 inthe pravious 27 months

COPD 7. The with COPD recening Inhaled | 6
tre@imant in whom mara % @ recond that inhaler technique has been

checked in the 27 manths
COPD & mmzmayummnmrnmmmwm 3
© 19962008 GIMBE® | wyignzg 10 31 March

Diabeles Melus (Dabetes]

Indicator Points I
Records
Db 1. Thee prasctice can produce o register of all patients with diobetes | 6

mllitus

Gngoing Management

O 2. The percentage of patients with diabetes whese notes record | 3
EMI in the previous 19 months.

DM 3. The percentage of patients with diabetes in whom there s a | 3
record of smoking Stalus in the previous 15 months, cxoept those wha
have never smoked where smoking stafus need be recorded only
| onee sinee diagnosis

DM 4. The percentage of patients with diabetes who smoke and
whosz notes contain a record that smoking cessation advies or
referral 1o a specialist service, where available, has been offered in
tha last 15 months.

e

DM 5. The percentage of diabetic patients who have a record of | 3
HbAlc or equivalent in the previous 15 months

DM 6. The percentage of D&Enl‘s with diabates In whom Ihe last | 16
HBAIC is 7.4 or less {or range on
Iozal laboratory) n last 15 menths

OM 7. The percantage of Daﬂenlﬁ with ﬂlabetas in whom ﬂ‘\@ lasl 1
HBAIC is 10 or less (or equi testlr ra
©1996.2008 610yl bty un lassl 15 moniths

OM 8. The pescentage of patients with diabeles who have a record of | 5
retinal screening in the previous 15 months
[ 8 The percentage of patents with diabates with a record of the | 3
presence or absence of peripheral pulses in the previous 15 months. ion: i i
B 10 The perce of paionts wih dial - =13 Sub-Section: Left Ventricular Dysfunction (LVD)
neuropathy testing in the previows 15 months . ~
DM 11. The percentage of patients with dabetes who have a record | 3 Indicator | Points |
_of the biood pressure in the past 15 months
DM 12. The percentage of patients with diabetes in whom the last | 17 Records
blood pressure is 145/85 or less LVD 1. The praclica can produce a register of palients with CHD and | 4
OM 13, The percentage of pabents with dabeles who have a recond | 3 left ventricular dysfunction
of micro-albuminuna testing In the previous 15 manths (excephon
réporting for patiants with prateinuria) Diagnosis and Initial management
thgcminTliap;nrﬁ::ntt?;miﬁsmmmsdmﬁtgo have a record | 3 LVD 2. The percentage of patients with a diagnosis of CHD and left | 6
DM 15. The percentage of patients with dabetes with & diagnosis of | 3 "ezi'“‘“;’ dysfunction t:ﬂagmsa‘d after 1 April 2002) which has been
proteinuria of micro-albuminunia who are trested with ACE inhibitors | contirmed by an echocardiogram
{or A2 antagonists)
DM 18, The parcentage of patients with dabetes who have a record | 3 | Ongoing Management -
of total cholesierol in the provious 15 months LvD .3' The percenlage ol patients wilh a diagnosis of CH[‘.! a'.“’. left | 10
4 17 The pecenlage of pabenls wilh dabeles whose sl | B venbricular dys!unctuon who are cumrently treated with ACE inhibilors
measured fotal cholesterol within the previous 15 months s Smmaold (or A2 antagonists)
orless
D# 18. The percentage of patienis with diabetes who have had | 3
©1996-200¢_INfluenza immunisation in the preceding 1 September fo 31 March ©1996-2008 GIMBE®
Tabde 3. Catagorkis of Cepanizational Indicatees and Acrigeed Poince
. Calugory [total, 184 points) Mo of Points
Hyperlensmn Ruscrrch, md infermmation sbout patients, (masimurn, £ poist)
Eximnph. The serscking status is recovded For ot st 755 s
Indicator | Points | Payment Stages | ol paticnts between the e of 15 and 75 years.
Communicating with patents {macmum, & peants)
Records Cample: Fatients ars able 10tk 1o a receprionias by tele- 15

NP 1 Tha practice can produce a ragistar of patients with agtablishad | &
Brypesrlensuon

Diagnasis and Initial managameant

OF 2. The percentage of patients with hyperension whose notes | 10 25-50%

record smoking siatus af least once since diagnosis

BF 3. The percentage of patienis with hypertension who smoke, | 10 25-90%

whose noles conain @ record thal smoking cessation advice or
refemal to a specialist service, if available. has been offered at least
onGE

Ongeing Management

BF 4 Tha parcentags of patianis with hyparansion in whom thesis 2 | 70 25-90%

record of the blood pressurs in the past 9 months

BF 5 The pecentage of pabents with hyperlenson in whom the last | 58 25-T01%

Bleod pressure (measured in the last 3 months) is 150/90 or less

© 1996-2008 GIMBE®

phane and face b face abthe practee dusing & penad
8 ot lmces2 48 e Frram WMorcday thavusgh Erleioy

Ecdursatiom e Lrammng: (ranenu, 29 pon )

et
RSN PR, T i dwm.m ol canie, s
deathes fue which care of terminad descae b Laken
place at heme, onc suicide, one complaint by a pa-
tnt, and compuleary hoepitaloation of cne patient
under the Mental Health Act.

Management of medications (manmum, 42 ponts)
Exaenple: & e of medications has been recorded dur. ®
ing the: precedding 15 monitbn e al beast 3% of pa-
il whe) e e segudar ueesceiptinn s bt o ot
naed 1 aee the physician each time fechading drugs
availalte crres o szt smcd ool emndivcaicams
Managemaens of the practice (maximum, 30 points)
Example: There are dearly defined arangements for back 15
:‘}:" compuiter data. for verSieation of Backup, for
storage of backup tapss. and far authoratson to
Ioad comgaster programs

© 1996-2008 GIMBE®
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Talshe 4, Anticipated of the New it

Rapid expansion of dinical compuating systems

Expansivn of the role of nurses in Lonily pratice

Increasz in clinics that specialize in the management of specific chronic
disensas

Incresied spacialization of physicians and AUries in primary cane

Increasad biomedical orientation of family physicians

Improved health cutcomes

of care and poar ofcare, especially

for patients with multiple illess

Loss of holstic approach to patient care
Feduction in quality of care for conditions not inceded in incentive system

Increased administrative costs

© 1996-2008 GIMBE®

Quality of Primary Care in England
with the Introduction of Pay for Performance

cphen Campbell, Ph.D.

th Middleton, M.5c.

d, Ph.D., and

Ronnie

MOEMGLYMED 3572 Waw.NEM.ORS  JULY 12, 3507
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Mean Practiza Gus 1y Seors (%]

JLETNE R D TR. TR TR T

Vaar

Figure 1. Masn Szorey for Climical Qualily ul tve Practice Level for Corenary
Heart Diseasz, Asthmo, snd Type 2 Disbetes, 1958 to 2005,

The quality of care for earonary heart disease (CHID), asthma,
diabetes wasimproving between 1998 and 2003, befi
pay for performandce. The rate of improvement in qui
antly for diabetes and asthma between 2003 and 2005. after o
n of pay for performance; the rate for coronary heart dissase,

© 1996-2008 GIMBE®

Miaan Scora|
1958 200 005
pescer
o hvesmed Rermaglabin resrded dusing the previsus I8 ms 1 i
574 5o
w0 sz
s £
3 23
e 27
®S "1
WA W
ms 4
B pervicun Syr wE LT
190¢85 mem Hg [recorded m previows 15 mol 54 oy 49 D040 0 e
rT] 3 842 @0F 19004 o
s W £.4D B 0.8 oz

© 1996-2008 GIMBE®

Effect of financial incentives on inequalities in the delivery of
primary clinical care in England: analysis of clinical activity
indicators for the quality and outcomes framework

Tirms Dorus, Gt berinn: Fslhwod, Evarageds Komlopendofs, Dusvid Rocves
Lemct 008 377 71836
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Summary

Backyrownd The quality and outcomes lramework is 2 fnancal incentive schene Ut remunerates peesal practices
in the LK for their p against a set of quality indi _ Incentive schemes can increase inequalities in the
delivery of care if practices in aflent areas are mose able o respand 1o the incentives than are thase in deprived
areas. We examined the relation berween socioeconommic inequalities and delivesed qualit of clinical care in the first
3 years of thic scheme.

Methods We analysed data extaced sutomatially frvan dinial computing systems for 7637 gerral p =
England, data from thie UK censws, and data for ki | i = am e 2006 geneeral medical
slalistics database. Praclices were grouped inte cquabsized quintibes on the basis of arca deprivation in their locality.
We ealculated overall levels of achi defined as the proportion of patients who were deemed eligible by the

praclices For whon e Largets were achieved, for 43 clinical activity indicalors dusing Uee first 3 vears of lhe incenlive
sl (Erom 2004-05 1o 2006-07),

Findings Median overall reported achicvement was 83 15 (IQR 79.0-89 1) in year 1, 89 3% (36 0-91-5) in year 1,
and 90 5% (3%.5-92.4) in year 3. In year 1, area deprivation was associated with lower levels of achievement, with
median achisvement ranging from 86.5% (32.2-896) for quintile 1 (last deprived) to 82.5% (75 2-87-8) for
quintile 5 {most deprived). Berween years 1 and 3, median achicvement increased by 4-4% for quintile 1and by 7-6%
for yuintile 5, amd thee gap in median achivvement namowed fom 4:0% o 0-5% during this perivd. lcnease in
achievement during this time was inversely associsted with practice performance in previous years [p-0- 0001}, but
was nol asseciated with area deprivation (p-0-062).

Interpretation Our results suggest that financial incentive schemes have the potential to make 3 substantial
contribution o the reduction of inequalities in the delivery of clinical care related 1o area deprivation.

Funding None.
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5. FORUM

5. Ritieni attuabili in Italia i meccanismi di “pay for
performance” in Medicina generale?

1. Si

2. No, contrari i professionisti

3. No, contrarie le Aziende sanitarie
4. No, contrari i sindacati

5. No, sistemi informativi inadeguati
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