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Dear Editors 

Thank you for the opportunity to revise and resubmit this paper. We would also like to thank you 

and the reviewers for your thoughtful comments. We believe that addressing these has resulted in a 

strengthened submission. We have detailed our response to the feedback comments in the table 

below: 

General comments Our response 

The article enumerates problems but does not 

present any solutions beyond calling for more 

research. Looking to other healthcare systems or 

indeed the gaming literature in other industries, 

are there any potential solutions or future 

directions which could be pursued? 

We have expanded and rewritten the ‘making 

quality improvements’ section of the paper to 

consider potential solutions in more detail. 

The issues around acting on findings to make 

quality improvements could be stronger and 

more direct. 

See above. 

One question which is not addressed is the 

question of whether care should be incentivised 

at all, and if it is, who should decide what 

priorities and outcomes are incentivised? To 

what extent should patients be involved with 

this? 

We agree that this is a critical question which in 

our view would be optimally addressed as a 

discrete paper which also encompasses clinical 

care. We have added a short paragraph to Page 

7, which raises this question and summarises the 

evidence of the impact of incentives from 

systematic reviews.  

We look for analysis articles to be relevant 

internationally and were interested in the 

international context. Is this taking place 

elsewhere? How might it be relevant to 

healthcare systems outside of QOF? 

We have incorporated some references to 

activity taking place elsewhere. 

Reviewer 1  

In terms of reliability there are a couple of other 

points which could be added. The authors rightly 

say the average response rate was below 40% 

for the GP Patient Survey, but the issue about 

professional credence relates in part to the 

variation in response rates which was below 20% 

in some practices. 

We have expanded this sentence to include the 

variation in response rates. 

The authors state that there are a plethora of 

instruments for capturing different aspects of 

patient reported information. This is correct with 

one major exception- there are no good 

measures for reporting coordination of care…. 

This is quite important since ‘coordinated’ is in 

the title of this paper. 

We have included a sentence and reference 

which notes the lack of robust measures of 

coordination. 

The authors are a bit coy when they say ‘changes 

in health status in the context of long term 

conditions may be more difficult to interpret’. 

We have strengthened this paragraph. 



The problem is that, unlike the surgery examples 

they give, people with long term conditions get 

worse with time, and no-one knows whether 

that decline can be halted and if so by how much 

– so PROMs are fundamentally useless for 

measuring primary care performance. 

In the section ‘Making Quality Improvements’, 

the authors refer to the requirement for 

practices to have a Patient Participation Group 

introduced in 2015. However, they might 

mention that this was only the last of a series of 

attempts to get GPs to engage with their 

patients in talking about survey scores and 

things that might improve practice quality. The 

very first iteration of QOF in 2004 had the 

following as an indicator: “The practice will have 

undertaken a patient survey each year and 

discussed the results as a team and with either a 

patient group or Non-Executive Director of the 

PCO. Appropriate changes will have been 

proposed with some evidence that the changes 

have been enacted.”, and various modification 

to this followed over the years to try and get GPs 

to engage with their patients. None have been 

particularly successful (see recent BMJ editorial 

by Gillam and Newbould – BMJ 2016;352:i673). 

We have redrafted this section to take account 

of reviewer comments and have added the 

suggested reference. 

Reviewer 2  

General comment on proof reading and ensuring 

clarity of expression. 

We have made some text changes to improve 

clarity and would be open to any editorial 

suggestions to enhance this further. 

There are a number of places where further 

justification would be helpful – for example the 

end of paragraph 1, page 3, the use of ‘probably’ 

introduces uncertainty and vagueness in the 

argument and it is not clear the exact basis of 

the assertions made in that sentence – why is 

quantified information most easily the basis of 

an incentive structure? 

We have added to this sentence to explain why 

we think quantified information lends itself most 

readily to an incentive structure. 

The first mention of PREMs is not explained. The 

authors may wish to consider the work of 

Valderas and colleagues in determining patient 

focussed PROMs with content determined by the 

patient themselves. 

We have added definitions of PROMs and PREMs 

on page 3. 

The authors refer to the value of 17 points of 

various metrics but this needs to be clarified in 

an international journal. 

We have replaced this with an estimate of the 

financial value in GBP. 

Statements on pages 6 and top of page 7 are not 

supported by appropriate referencing. 

References have been added. 

The authors suggest that that GP Patient Survey 

has been ‘abandoned’ but this is certainly not 

the case – it remains the largest survey of 

This sentence has been rewritten to improve 

clarity. We have also replaced ‘abandoned’ with 

‘removed from the incentive framework’. 



primary care undertaken anywhere in the world 

on a routine basis. It has however been 

‘abandoned’ as a basis of pay for performance – 

but this is not made clear in the relevant 

sentence on page 7. 

The author report that the GP Patient Survey is 

reported at the level of clinical commissioning 

group, but of course the main unit of reporting is 

individual practices – this should be made clear. 

This text has been removed as part of the 

redrafting of this section of the paper. 

Reference is made to the potential for patient 

participation groups, but the key reference by 

Gillam and Newbould (BMJ, 2016) is missing. 

Thank you. We have corrected this omission on 

our part. 

Reviewer 3  

Pages 2/3: The description of the different types 

of patient-reported information, and the 

illustration in figure 1, is clear, but possible use 

of narrative data and complaints data is 

dismissed in para 1 and not discussed later on. I 

agree with the authors’ contention that it’s hard 

to see how this might form part of a financial 

incentive system but this point either needs 

more extensive discussion or it should be made 

clearer that this paper is considering quantitative 

data only. 

We have expanded this sentence to clarify why 

we hold this view. 

Page 4: The discussion about survey fatigue 

could usefully mention the Friends and Family 

Test which all practices are supposed to be 

collecting, see 

http://www.bmj.com/content/352/bmj.i913. 

Thank you. We have incorporated this reference. 

Page 5: The distinction between PREMs and 

PROMs needs to be more clearly defined. 

Essentially PREMs deal with the process 

(experience) of care and PROMs with the 

outcome (effects) of care. The importance of 

selecting instruments that have been developed 

with patient involvement and extensively tested 

with representative service users has been made 

before but it would be good to reiterate it here. 

We have redrafted this sentence to make the 

distinction between PROMs and PREMs clearer. 

We have also reiterated the importance of 

patient involvement in measure development, 

testing and selection, which we agree with. 

Page 5, last para: Two additional points could be 

made re PROMs: a) response rates inevitably fall 

whem measurement must be done at two or 

more time points, and b) the arguments about 

the use of PROMs data look very different if 

these were being used routinely for clinical 

management as is currently happening in the 

IAPT programme – you could then treat them in 

the same way as BP or HbA1c measures because 

they would be done on all relevant patients and 

could be aggregated up to practice level. 

We have noted the current limitations of using 

PROMs in general practice and have highlighted 

that these conclusions may change once PROMs 

are incorporated into general practice as routine 

practice and more is known about how they 

could function as a comparative measure of 

quality. 

Page 6, second para: I would like to see some 

suggestions here about what might be done, for 

We have incorporated this discussion into the 

sections on incentives and making quality 



example, what constructs of interest might be 

worth pursuing? Which methods look potentially 

most interesting? And what exactly might we 

learn from the US about the size and nature of 

incentives? It would be helpful to set this in the 

context of what we know about the 

effectiveness or otherwise of QOF-type 

incentives more generally, with reference to 

work by Martin Roland and others. Is this all a 

fool’s errand? 

improvements. 

Page 9: The suggestion that clinician’s resistance 

to using PRI data is mainly driven by concerns 

about technical/ statistical issues may be too 

simple. I agree that further research is needed, 

but there has been some and it suggests that 

these are more excuses than explanations, see 

for example 

http://www.bmj.com/content/348/bmj.g2225. 

What specifically do we need to study now if we 

want to encourage a more patient-centred 

approach? 

We have strengthened the discussion of non-

incentivised quality improvements. 

 

Addressing these comments has increased the length of the paper (2002 words) and the number of 

references. We trust this will be acceptable. 

We look forward to your response on this revised paper. 

Yours sincerely 

 

Rachel Foskett-Tharby 


