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Background
Concerns have repeatedly been expressed about the quality of
physical healthcare that people with psychosis receive.

Aims
To examine whether the introduction of a financial incentive for
secondary care services led to improvements in the quality of
physical healthcare for people with psychosis.

Method
Longitudinal data were collected over an 8-year period on the
quality of physical healthcare that people with psychosis
received from 56 trusts in England before and after the
introduction of the financial incentive. Control data were also
collected from six health boards in Wales where a financial
incentive was not introduced. We calculated the proportion of
patients whose clinical records indicated that they had been
screened for seven key aspects of physical health and whether
they were offered interventions for problems identified during
screening.

Results
Data from 17 947 people collected prior to (2011 and 2013) and
following (2017) the introduction of the financial incentive in 2014
showed that the proportion of patientswho received high-quality
physical healthcare in England rose from 12.85% to 31.65%
(difference 18.80, 95% CI 17.37–20.21). The proportion of
patients who received high-quality physical healthcare in Wales
during this period rose from 8.40% to 13.96% (difference 5.56,
95% CI 1.33–10.10).

Conclusions
The results of this study suggest that financial incentives for
secondary care mental health services are associated with
marked improvements in the quality of care that patients
receive. Further research is needed to examine their impact on
aspects of care that are not incentivised.
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People with psychosis die on average 15 years earlier than those
without this condition.1 The main cause is cardiovascular disease,
which is associated with lifestyle factors and the side-effects of anti-
psychotic medication.2,3 National guidelines on the management of
people with psychosis recommend that people receive annual health
checks in which risk factors for premature morality are screened
and appropriate interventions are delivered.4 However, data from
a national audit in England and Wales in 2011 revealed that less
than a quarter of people were receiving these checks.5 In response
to this, NHS England sought to improve performance by introducing
a financial incentive as part of the Commissioning for Quality and
Innovation framework (CQUIN) programme.6 Although financial
incentives are widely used in an effort to improve the quality of
healthcare, no controlled studies have been conducted in secondary
care settings. Although the balance of available evidence suggests
that financial incentives improved targeted aspects of care, there is
also some evidence that the quality of components of care that are
not targeted can deteriorate.7,8 We therefore set out to examine
the costs and benefits of this financial incentive by comparing the
quality of care that people with psychosis received in England and
in Wales before and after the introduction of the CQUIN.

Method

This was a longitudinal, controlled, observational study using data
from the National Audit of Psychosis in England and Wales. The
first two rounds of the audit were conducted in 2011 and 2013,
prior to the introduction of the CQUIN. A further round of the
audit was conducted 3 years after the introduction of the financial
incentive in 2017. The three audits aimed to collect data from ran-
domly selected samples of patients using secondary care mental ser-
vices provided by English trusts and Welsh health boards over this
6-year period (trusts and health boards will be collectively referred
to as ‘trusts’ throughout the remainder of this report).

The CQUIN on physical healthcare of people with psychosis
set targets for the proportion of people who are screened for
weight, blood pressure, cholesterol and glucose level, alcohol
misuse and drug misuse, and for the proportion of people who
screened positive who were offered appropriate interventions.9 It
allowed local commissioners to withhold 0.2% of total funding
per year to providers of mental health services depending on
their performance.9,10 At first the CQUIN applied only to

The British Journal of Psychiatry (2019)
215, 720–725. doi: 10.1192/bjp.2019.162

720
https://doi.org/10.1192/bjp.2019.162 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.2019.162


people who had an admission to hospital, it was then extended to
all patients in 2015.

Participants

The study population was people aged 18 years or over with a clin-
ical diagnosis of schizophrenia or schizoaffective disorder receiving
care from secondary care mental health services.11 For each round
of the audit, providers of mental health services in England and
Wales were helped to generate a random sample of eligible patients.
In the first two rounds of the audit the sample size was 100 per trust.
In the third round of the audit the sample size for each trust was
adjusted depending on its size between a minimum of 100 and a
maximum of 300 patients. For each selected patient, staff working
in the trust extracted data from electronic and other patient
records and entered them on to a secure online data-collection plat-
form. There were differences in the samples used for the audits in
2011, 2013 and 2017. In 2011 and 2013, the sample included
people receiving care from early-intervention psychosis teams, but
these patients were excluded from the audit in 2017. All those
that took part in the 2011 and 2013 audit had a clinical diagnosis
of schizophrenia or schizoaffective psychosis, but the 2017 audit col-
lected data on a wider group of patients including those with drug-
induced psychosis. To make a valid comparison between audits in
different years, we excluded data from patients treated by early-
intervention psychosis teams in the 2011 and 2013 audits and
excluded patients who did not have a diagnosis of schizophrenia
or schizoaffective disorder from the analysis of data from the
2017 audit.

Study outcomes and data analysis

The primary outcome measure was the proportion of patients in
each year who were screened for seven risk factors for poor physical
health and had documented evidence of interventions being offered
for any risk factor that was identified during the screening – this is
subsequently referred to as ‘complete screening and interventions’.
The seven risk factors were those that the CQUIN focused on:
tobacco use, excessive alcohol use, substance misuse, excessive
body weight, hypertension, raised blood glucose and dyslipidaemia.
Cut-off points for intervention were those recommended in the
Lester Cardiometabolic tool, which was a specifically developed
guidance and endorsed by the National Institute for Health and
Care Excellence (NICE) to meet the needs of people with psych-
osis.12 Possible interventions included advice about diet and exer-
cise, treatment for cardiovascular disease, diabetes, dyslipidaemia
or hypertension, psychological and pharmacological interventions
to promote smoking cessation, and help to reduce or stop alcohol
and substance misuse. The secondary outcomes for the study
were the proportion of patients who were screened for each of the
seven risk factors and the proportion who had documented evi-
dence of being offered interventions for each item where the
patient screened positive according to the Lester tool.

In addition to collecting the age, gender, ethnicity and ICD diag-
nosis13 of each participant, we obtained data on six non-incentivised
indicators of the quality of care that each patient received. Each
indicator was derived from national guidelines on the treatment
of people with psychosis,4 and was selected prior to the analysis of
data from the 2017 audit. Three indicators concerned the quality
of prescribing and three covered psychosocial aspects of care:
whether the patient was treated with two or more antipsychotic
drugs (polypharmacy), whether the current dose of antipsychotic
medication exceeded the upper limit of British National
Formulary dose recommendations,14 whether if the patient was
not in remission they were being prescribed clozapine, whether
they had been offered cognitive–behavioural therapy (of any type)

or family interventions and whether there was documented evi-
dence of the patient having a current care plan. Information on
care plans was only collected in the 2013 and 2017 audit.

Data were analysed using IBM SPSS version 21.0 for Windows.
We calculated the frequency and proportion of patients meeting
each measure in each round of the audit, in England, in Wales and
in the total sample. Differences in proportions between each round
of the audit were calculated together with 95% confidence limits.15

During the development of the first round of the audit, the
National Research Ethics Service and the Ethics and Confidentiality
Committee of the National Information Governance Board advised
that formal ethical approval was not required because this was an
audit and patient identifiable data were not being collected. The
authors assert that all procedures contributing to this work comply
with the ethical standards of the relevant national and institutional
committees on human experimentation and with the Helsinki
Declaration of 1975, as revised in 2008.

Results

A total of 60 (93.8%) of 64 trusts provided data for the audit in 2011
and all trusts took part in the 2013 and 2017 rounds of the audit. The
total number of patients for whom data were obtained was 5091 in
2011, 5608 in 2013 and 9949 in 2017. Having excluded people
using early intervention is psychosis services from the 2011 and
2013 audits and excluded thosewithdiagnoses other than schizophre-
nia or schizoaffective psychosis from the 2017 audit, the total number
included in this analysis was 17 947. Demographic characteristics of
these patients are presented in supplementary Table 1 available at
https://doi.org/10.1192/bjp.2019.162. The proportion of the partici-
pants who were screened and offered interventions across England
and Wales for the three rounds of the audit are presented in Table 1.

There was a modest increase of 2.3% in the proportion of people
with compete screening and interventions between 2011 and 2013
and a more marked increase of 18.4% between 2013 and 2017.
Changes in these proportions within England and within Wales
are presented in Table 2. Although an increase was seen in the pro-
portion of people with documented evidence of complete screening
and interventions in both England and Wales between 2013 and
2017, the increase in England was more marked than that in
Wales (18.8% compared with 5.6%). Changes were especially
marked in the proportion who were offered an intervention
among those who screened positive in England (from 40.2% in
2013 to 67.6 in 2017, difference in proportions 27.5%, 95% CI
25.5–29.4), a difference that was not seen in Wales. The proportion
who were offered all interventions identified during screening are
presented in Fig. 1.

Quality indicators on other aspects of care for people with
psychosis in England and Wales across each of the three rounds
of the audit are presented in Table 3. Within both England and
Wales there was an increase in the proportion of patients who
were treated using more than one antipsychotic drug between
2013 and 2017. In England, there were small but statistically signifi-
cant reductions in the proportion of patients who were offered
cognitive–behavioural therapy, family interventions and had a
current care plan. These changes were not seen in Wales, where
there was a trend towards more patients being referred for cogni-
tive–behavioural therapy.

Discussion

Results of this research demonstrate that there was a marked
improvement in the quality of physical healthcare of people with
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psychosis in England between 2013 and 2017. We cannot be
certain that it was the introduction of the financial incentive
that was responsible for this improvement, but a number of
related findings suggest that it was. First, only modest improve-
ments were seen in the quality of physical healthcare delivered
to people with psychosis in England between 2011 and 2013,
prior to the introduction of the CQUIN. Second, we found no evi-
dence of significant improvements in the quality of other aspects
of care received by people with psychosis during this period,
and some evidence of falling standards of care. Third, the scale
of the improvement between 2013 and 2017 was far greater in
England than it was in Wales where no financial incentive was
offered. Although a range of policies, training programmes and
other initiatives aimed to improve the quality of physical health-
care received by people with psychosis during the period, these
were implemented across both England and Wales. These
included policy initiatives in England and Wales, and the audit
programme itself, which provided benchmarked data to each
trust and held local events for frontline clinicians aimed at high-
lighting good practice. The improvement in levels of interventions
offered in England took place at a time when a primary care based
financial incentive that aimed to promote monitoring the body
mass index of people with psychosis was withdrawn in England
but continued to operate in Wales.16 Ensuring that people with
psychosis are offered high-quality physical healthcare is a respon-
sibility that is shared between primary and secondary care, so the
improvements we found in England are even more striking given
the reduced incentives provided to primary care services to
improve physical healthcare for people with psychosis in
England during this period.

Within the overall improvement in levels of screening and inter-
ventions, there was some reduction seen in the proportion of people
screened for smoking and substance misuse. This finding is in
keeping with previous research on the impact of financial incentives
indicating that there is a ceiling effect, in which performance is
unlikely to improve when baseline levels are already high.7,17,18

Among the other quality indicators that we assessed, we found
much less evidence of change. In England we found small reduc-
tions in the proportion of people offered cognitive–behavioural
therapy and family interventions and the proportion who had a
care plan between 2013 and 2017. These changes took place at a
time when there was rapid growth of psychological therapy services

in England through the ‘Increasing Access to Psychological
Therapies’ programme.19 It is possible that this may have drawn
psychological therapists away from working with people with
psychosis in secondary care mental health settings. However, we
did not see these changes in Wales where there was also an expan-
sion of psychological therapy services,20 and we cannot rule out the
possibility that the time and other resources that were spent meeting
CQUIN targets between 2013 and 2017 contributed to a reduction
in the quality of non-incentivised aspects of care offered to people
with psychosis in England.

Study strengths and limitations

One of the key strengths of this study is the large sample size with
data collected from nearly 18 000 patients. The other main strength
of the study was the inclusion of control data fromWales, where no
financial incentive was offered to providers of secondary care
mental health services. Wales was an appropriate control as both
the patient population and healthcare system are very similar to
that of England. Both countries aim to follow NICE guidelines for
the management of patients with psychosis and both took part in
this series of audits. Consequently, differences between the two
systems are minimal, with the largest difference within this
patient population being the financial incentive that was implemen-
ted only in England.

Concerns have been raised about the reliability of data gathered
for assessing whether financial incentives should be paid.21 One of
the strengths of this study was that we used an independent
source of data, from the national audit programme, to examine
the performance of services before and after the introduction of
the CQUIN. As part of the audit, quality control checks were
carried out on four randomly selected sites and did not find evi-
dence that gaming had taken place.22

Themain limitation of the study is that we relied on information
about physical health that was recorded in clinical records.
Although we were able to collect data from all health boards in
Wales, the amount of data we collected was in proportion to the
respective populations of these two countries and was therefore
much smaller than the amount we collected in England. All data
were collected from patients using the UK National Health
Service. Although we see no reason why the results of this study
could not be applied to other secondary care financial incentive

Table 1 Levels of screening and intervention in total during the three rounds of the audit

Physical health measure
2011, n (%)
(n = 4805)

2013, n (%)
(n = 5369)

2017, n (%)
(n = 7773)

Difference 2011 v.
2013 (%, 95% CI)

Difference 2013 v.
2017 (%, 95% CI)

Primary outcome: complete screening
and interventions

486 (10.11) 667 (12.42) 2398 (30.85) 2.31 (1.08 to 3.53)*** 18.43 (17.06 to 19.77)***

Screening – overall 1068 (22.23) 1477 (27.51) 3132 (40.29) 5.28 (3.60 to 6.95)*** 12.78 (11.16 to 14.39)***
Smoking 4185 (87.10) 4775 (88.94) 6694 (86.12) 1.84 (0.58 to 3.11)** −2.82 (−3.95 to −1.67)***
Alcohol 3307 (66.82) 3775 (70.31) 6783 (87.26) 1.49 (−0.30 to 3.28) 16.59 (15.53 to 18.38)***
Substance misuse 4057 (84.43) 4753 (88.53) 6709 (86.31) 4.09 (2.76 to 5.43)*** −2.59 (−3.72 to −1.44)***
Weight 2232 (46.45) 2804 (52.23) 5081 (65.37) 3.69 (1.75 to 5.64)*** 13.14 (11.43 to 14.84)***
Blood pressure 2756 (57.36) 3316 (61.76) 5167 (66.47) 4.41 (2.50 to 6.31)*** 4.71 (3.04 to 6.38)***
Glucose 2424 (50.45) 3063 (57.05) 4615 (59.37) 6.60 (4.66 to 8.54)*** 2.32 (0.61 to 4.04)**
Cholesterol 2303 (47.93) 3094 (57.63) 4399 (56.59) 9.70 (7.76 to 11.63)*** −1.03 (−2.75 to 0.69)

Intervention - overalla 1364 (39.09) 1671 (39.93) 4032 (66.44) 0.83 (−1.36 to 3.03) 26.51 (24.59 to 28.39)***
Smoking 1393 (57.44) 1665 (59.32) 3004 (79.54) 1.87 (−0.80 to 4.55) 20.49 (18.25 to 22.71)***
Alcohol 259 (71.15) 269 (73.10) 682 (88.69) 1.94 (−4.54 to 8.41) 15.59 (10.67 to 20.76)***
Substance misuse 386 (72.83) 431 (72.07) 928 (82.64) −0.76 (−5.95 to 4.48) 10.56 (6.40 to 14.84)***
Weight 1227 (72.60) 1482 (70.40) 2895 (78.82) −2.20 (−5.07 to 0.70) 8.41 (6.07 to 10.78)***
Blood pressure 140 (25.88) 159 (24.92) 622 (59.29) −0.96 (−5.96 to 4.00) 34.37 (29.76 to 38.71)***
Glucose 232 (25.92) 470 (34.08) 757 (75.17) 8.16 (4.31 to 11.92)*** 41.09 (37.34 to 44.64)***
Cholesterol 7 (26.92) 1 (20.00) 73 (65.77) −6.92 (−32.13 to 37.53) 45.77 (2.33 to 64.07)*

a. All interventions were calculated as a proportion of patients offered an intervention where indicated.
*P < 0.05, **P < 0.01, ***P < 0.001.
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schemes in the UK, it may not be possible to generalise the results to
other countries that organise and reward secondary care services in
different ways.

Implications for services and future research

These data provide evidence for the impact of financial incentives in
healthcare policy on the incentivised target during the period that it
is implemented. Consequently, using a similar financial incentive to
improve physical healthcare of other patients with severe mental
illness may also be effective. A key consideration for future policy
is the effect of removing the financial incentive in 2019. A study
of financial incentives for screening used by Kaiser Permanente
found that removal of financial incentives led to a worsening of
screening.23 Screening for diabetic retinopathy and cervical cancer
worsened around 3% and 1.6% per year, respectively, following
removal of their attached incentive. Furthermore, screening for
the two conditions dropped to below baseline, worse than before
the incentives were introduced.23 More recently reductions in the
quality of care delivered by primary care services in England have
also been noted following the removal of a financial incentive.16

The aim of the CQUIN programme is to try to support a change
in clinical practice that can be sustained once the financial incentive
is withdrawn. There is some evidence that the CQUIN along with
other efforts to raise the importance of physical healthcare for
people with psychosis has led to changes in attitudes and practice
among providers of secondary care mental health services.24,25

Whether such changes continue to have an impact on the
quality of physical healthcare that people with psychosis receive
once the incentive is removed remains to be seen. The evidence
base for the impact that screening and interventions for
cardiovascular disease have on long-term morbidity and
mortality is mixed. Available evidence suggests that the use of
financial incentives in primary care did not lead to improvements
in rates of mortality from targeted conditions.26 Better evidence
about the impact of offering interventions for these risk
factors among people with psychosis is needed if clinicians are to
continue to use their limited resources to deliver these interventions
in the future.

Although concerns have been raised about the possibility of
negative effects of financial incentives, this is the first time that com-
parative data from secondary care services on aspects of care that
were not incentivised have been analysed. Although the pattern of
differences in non-incentives aspects of care between England and
Wales before and after the introduction of the CQUIN was not
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consistent, our observation that some aspects of care appear to have
deteriorated in England during this period highlights the import-
ance of assessing both positive and negative effects of financial
incentives in future studies.
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psychiatry
in history

Margery Kempe: puerperal psychosis, mysticism and the first autobiography
in English

Greg Wilkinson

Kempe (c.1373–1438), a middle-class, partly literate, unsuccessful brewer and miller turned mystic from Lynn in Norfolk,
authored, through scribes, the earliest extant autobiography in vernacular English, discovered in 1934. Through the prism of
religiosity, The Book of Margery Kempe refracts her life, marriage, milieu, mental illness and mystical path.

Margery married John around 1393 and fell pregnant. She experienced great fevers until she gave birth and, together with
labour, she feared death and summoned her priest to confess long-unspoken sin:

‘Anon, for the dread she had of damnation on the one side, and his sharp reproving of her on the other side, this creature went out of hermind
and was wondrously vexed and laboured with spirits for half a year, eight weeks and odd days’.

‘And in this time, she saw, as she thought, devils opening their mouths all inflamedwith burningwaves of fire, as if theywould have swallowed
her in, sometimes ramping at her, sometimes threatening her, pulling her and hauling her, night and day during the aforesaid time. Also the
devils cried upon her with great threatenings, and bade her that she should forsake Christendom, her faith, and deny her God, His Mother and
all the Saints in Heaven, her good works and all good virtues, her father, her mother and all her friends. And so she did. She slandered her
husband, her friends and her own self. She saidmany awickedword, andmany a cruel word, she knew no virtue nor goodness, she desired all
wickedness, like as the spirits tempted her to say and do, so she said and did. She would have destroyed herself many a time at their stirrings
and have been damned with them in Hell, and in witness thereof, she bit her own hand so violently, that the mark was seen all her life after.
And also she rived the skin on her body against her heart with her nails spitefully, for she had no other instruments, andworse shewould have
done, but that she was bound and kept with strength day and night so that she might not have her will’.

Christ’s apparition addressed her:

‘And anon this creature became calmed in her wits and reason, as well as ever she was before, and prayed her husband as soon as he came
to her, that she might have the keys of the buttery to take her meat and drink as she had done before’.

Margery had another 13 children before, in 1431, reaching a financial settlement with John to live chastely.

Persistent hallucinatory and delusory revelation, neuropsychiatric or socio-cultural, empowered Kempe’s then unconventional
independence and indomitable vocation, through sexual temptations, confrontations, trials and pilgrimages, in England and to
Jerusalem, Rome, Compostela and Wilsnack. Still, she divides opinion:

‘Her weeping was so plenteous and continuing, that many people thought she could weep and leave off, as she liked. And therefore many
men said she was a false hypocrite, and wept before the world for succour and worldly goods’.
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