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Variations in psychiatric practice

Neither unacceptable nor unavoidable,

only under-researched

SIMON GILBODY and ALLAN HOUSE

The White Paper A First Class Service
(Secretary of State for Health, 1998) sets
out the framework of government proposals
for improving the quality of care in the
National Health Service (NHS). A number
of means are identified for achieving a
change: setting national standards through
a National Institute of Clinical Excellence
(NICE) and National Service Frameworks;
improving systems for local quality assurance
through clinical governance, professional
self-regulation and continuing medical edu-
cation; and monitoring the implementation
of standards using, among other mech-
anisms, a Commission for Health Improve-
ment
framework
indicators.

There are parallels with past initiatives
in the USA. For example, the Agency for
Health Care Policy and Research (AHCPR)
was established under public law in 1989 to
improve standards through the compilation
and dissemination of guidelines on best
practice. Bodies such as the Joint Com-
mission on Accreditation of Healthcare
Organisations and the National Committee
for Quality Assurance seek to maintain
quality in hospitals, whose participation
in state-managed care programmes (e.g.
Medicaid) and private health maintenance
organisations has become dependant upon
adherence to such centrally produced
guidelines (see Aday et al, 1998, for
review).

A major theme underlying such initia-
tives is the reduction of “unacceptable var-
iation in services across the country”
(Secretary of State for Health, 1998), the
rationale being that variation in clinical
practice is undesirable because it reflects
poor quality of care and inequality in
service provision.

The term ‘variation in practice’ refers
to two related phenomena: first, variation
in the rates at which a specific intervention
is used; second, variation in how an
individual condition or clinical problem is
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managed. Variation in practice has been
recognised for a long time. In the 1930s
Glover demonstrated large differences in
the rate of tonsillectomy in different parts
of the UK (Glover, 1938), and more
recently Wennberg & Gittelsohn (1973)
pioneered the ‘small area variation study’
into many common medical and surgical
conditions. Some interventions are prone
to unusually high variation - for example
hysterectomy, tonsillectomy, prostatect-
omy, asthma, hypertension and peptic
ulcer treatment. Others, such as hernia
repair, hip repair and bowel surgery
(Wennberg, 1984), are characterised by
low variation. Variation in practice has
been shown between countries and health
care systems, between geographical areas
within countries, between individual clini-
cians within the same area and by the
same clinicians over time (see Roos et
al, 1990, for review).

We know little about the extent to
which psychiatric practice is subject to
variation, because the topic is under-
researched, although it might be sup-
posed that the more we look for it, the
more we will find. To give some examples:
there are substantial differences in rates
of admission from accident and emer-
gency departments, and of psychosocial
assessment, after attendance at hospital
following deliberate self-harm (Gunnell
et al, 1996; Kapur et al, 1998); variation
in the indications for and mode of admin-
istration of electroconvulsive therapy has
been demonstrated in successive audits
(Pippard, 1992); and there is regional
variation in the prescription of and
access to new antipsychotics (Taylor et al,
1999).

If the eradication of variation in psychi-
atric practice is a central policy consider-
ation, what are the implications? Should
psychiatrists feel threatened or encouraged
by the changes which are likely to ensue?
We think there are reasons why they should
at least be cautious.

EDITORIAL

VARIATION IS NOT ALWAYS
DUE TO IGNORANCE OF THE
EVIDENCE :

Variation may simply result from differ-
ences in case mix in the services under
study. Factors such as age, gender and
social deprivation are also important deter-
minants of the demands for and utilisation
of health care. Once a rate of practice is
standardised against social and case mix
measures, and chance variation has been
excluded (using statistical tests), a number
of real causes of variation emerge, includ-
ing the availability of resources, clinical
judgement about the value of a treatment,
patient expectation or demand, and pre-
vailing custom (see McPherson, 1990, for
review).

The ability of resources to influence
medical practice is neatly summed up in
Roemer’s law, which states that “a built
bed is a filled bed” (Roemer & Shain,
1959). Supply-side factors, such as bed
availability, staff provision, local provision
of non-statutory agencies, waiting lists
and ease of referral, will influence local
practice and decision-making (see e.g.
Logan, 1972).

However, unless there are severe
constraints on resources, individual clinical
style is potentially an important determi-
nant of variation. Where there is no consen-
sus about the indications for a procedure,
variation in practice will occur. The highest
rates of variation are seen in the manage-
ment of conditions where the absence of
consensus is due to there being no solid
evidence about what works; this phenom-
enon has been termed “medical decision
making under uncertainty” (Rizzo, 1993).
A good example in psychiatry is the manage-
ment of deliberate self-harm. Substantial
variation in practice exists because there
is no unequivocal evidence about the effec-
tiveness of interventions (Hawton et al,
1998). In such cases variation does not
represent wilful ignorance, but rather
recourse to individual preference in the
absence of convincing evidence to guide
practice.

VARIATION MAY NOT ALWAYS
BE ABAD THING

Practice variation in itself is unimportant,
unless it can be shown that it has adverse con-
sequences. Wennberg et al (1980) pioneered
‘outcomes research’, aimed at answering
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this question, mainly using large insurance
claims databases in the USA. For example,
the study of differences in rates of trans-
urethral resection of the prostate for
benign prostatic hyperplasia has shown
that part of the variation is accounted for
by overuse in some centres of surgery for
early prostatism (Wennberg et al, 1987).
However, ‘outcomes research’ has yielded
few convincing examples of damaging
variation in practice. A principal limita-
tion of outcomes research is that the
interpretation of its results is more diffi-
cult than is the case with more robust
epidemiological research designs (Sheldon,
1994). Contrary to what US policy-
makers had hoped, the link between varia-
tion and inappropriateness has not been
well established. The result is that for many
conditions where practice variation is
found, we do not know what represents
the ‘correct’ rate and, therefore, what are
the adverse effects of variation (Ham,
1988).

In the absence of evidence it is simply
assumed that variation represents in-
appropriate care. Thus the under-use of
an intervention may deny it to those who
might benefit, while over-use is likely to
give a procedure to those who might not
benefit from it (or might be harmed by it)
while perversely denying it to those who
might benefit. Unfortunately, the assump-
tion that variation is necessarily bad seems
to be common sense but may not be true,
and it certainly does not follow that
imposing uniformity leads to better out-
comes. In fact, there is some evidence that
in areas which exhibit low variations in
practice there may be more inappropriate
care as treatment becomes unresponsive to
the individual patient or population (Roos
& Roos, 1982; Roos et al, 1990). Despite
this, the managed care movement in the
USA has used demonstrations of variation
to try to drive down health care spending
by stipulating that interventions should
only be offered at the lower end of the
range of rates of intervention (Aday et al,
1998).

In summary, a demonstration of
variation at a macro level is not a clear-
cut indicator that care is inappropriate.
Wide variations which appear at the
aggregate level often disappear when
individual data are analysed. A demon-
stration of practice variation should
prompt research to investigate the causes
of this variation, rather than efforts to
eradicate it.
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TOP-DOWN APPROACHES
TO CHANGING PRACTICE
ARE LARGELY INEFFECTIVE

Suppose we accept that there are some
clinical practices in which variation should
be reduced. What then is the best way of
achieving that aim? The proposed approach
of the White Paper (Secretary of State for
Health, 1998) is essentially top-down, with
nationally prepared guidelines produced by
NICE, implemented (but not developed)
through local agreement, and ultimately
enforced by the Commission for Health
Improvement. To take one example, NICE
will become the umbrella organisation for
the existing Confidential Inquiry into
Suicide and Homicide by People with a
Mental Illness, which will make recommen-
dations on national practice and policy to
help reduce deaths, and these recommenda-
tions will be applied nationally.

Any attempt to address practice variation
is going to depend upon an effective profes-
sional behaviour change strategy, and that
involves more than generating guidelines or
monitoring practice. For example, audit by
itself is only minimally effective in changing
clinical practices (Thomson et al, 1998a),
whereas the presentation of a key research
or policy message by a local opinion leader
can be effective (Thomson et al, 1998b). A
successful clinical practice guideline will
be based upon methodologically valid
and critically evaluated evidence, but it
should also have been generated with the
involvement of its eventual users, taking
into account local circumstances (Effective
Health Care, 1994, 1999).

In other words, it is local factors (such
as prevailing custom, prevailing consensus
and strong local opinion leaders) which
are most important in determining actual
clinical practice (Greer, 1988). Clinicians
in one locality are unlikely to act on infor-
mation — research summaries or practice
guidelines — that are national in origin,
without local endorsement. Hence, national
demonstrations of practice variation will
not influence clinical policy unless the
message is clearly perceived as relevant to
local clinicians. By the same token, national
guidelines have very little effect on actual
practice at a local level (Effective Health
Care, 1999). Even in the USA, where care
is highly prescriptive, driven by guidelines
and subject to cost containment by
reimbursement, variation in psychiatric
practice is widespread (e.g. Fortney et al,
1996).

In the UK there are national (consensus-
based) guidelines on the management of
deliberate self-harm (Department of Health
and Social Security, 1984), and it should
come as no surprise to learn that they are
largely ignored (Hawton & James, 1995).
Two national audits of the practice of
electroconvulsive therapy have not led to
uniformity of delivery, despite guidelines
on practice which are endorsed by the
Royal College of Psychiatrists (Pippard,
1992; Freeman, 1995).

IMPOSING UNIFORMITY IS
NOT THE SAME AS ENSURING
BEST PRACTICE

Even if uniformity of practice can be
enforced, it is not clear that what will result
is best practice.

The US experience of generating
evidence-based guidelines is instructive.
The AHCPR has produced a number of
psychiatric guidelines, most recently on
the management of schizophrenia (Lehman,
1998). Of the 28 recommendations that are
offered (that is, those for which there was
sufficient high-quality evidence), the major-
ity related to pharmacological interventions
(Hargreaves, 1998), reflecting the pharmaco-
logical emphasis of much research in psy-
chiatry. Study of the Cochrane Database
of Reviews reveals a similar bias towards
pharmacological treatments (Cochrane
Database of Systematic Reviews, 1999).

It might be relatively easy to produce
evidence-based guidelines for drug treat-
ments in psychiatry, whereas any attempt
to produce evidence-based guidelines in
more complex areas — such as health care
policy, psychosocial interventions or risk
management — is likely to be unsuccessful.
‘No evidence of effectiveness’ is not the
same thing as ‘evidence of no effectiveness’,
but if practice has to be based only upon
published evidence for what works, the
stage is set for more emphasis on drug
treatments.

However, even in those areas where
there is sufficient evidence to guide practice,
a single rate at which an intervention is
offered is unlikely to be best for every-
one - that is, ‘appropriateness’ will vary
by patient and by context.

CONCLUSIONS

The current political imperative to reduce
practice variation in care raises some
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uninviting possibilities for psychiatry.
Pressure for uniformity may squeeze out
harmless (or even beneficial) variation, in
the name of an evidence base which is both
poor-quality and biased. The pressure to be
seen to be staying ‘on message’ may lead to
over-enthusiastic promotion of an unstruc-
tured assortment of guidelines based on
weak evidence or consensus, coupled with
bureaucratic monitoring of practice. At
the same time, ironically, the preoccupation
with nationally set guidelines, and with the
machinery to monitor their implementa-
tion, may lead to failure to ensure that
sensible and desirable practice is adopted
at a local level.

Of course, we must support the principle
of evidence-based practice. However, the
main lesson to be learned from systematic
reviewing in the field of psychiatry is just
how poor most of the evidence really is.
What we need more than populist ‘quality
improvements’ is good-quality research,
which should be less directed than it is
now by the short-termism of competitive
research empires and by the needs of the
pharmaceutical industry. The NHS research
and development programme provides a
major opportunity in this respect. Only
with the results of such research in hand
can we reasonably insist on adherence to
a programme aimed at remoﬁng variation
in psychiatric practice.
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