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As financial pressures in the NHS intensify it is common for organisations to make unsubstantiated
assumptions regarding future efficiency. In this respect, it has been recently demonstrated that
inpatient length of stay (LOS) has generally reached an asymptote in both the USA and UK (Jones
2015b). A review of outpatient follow-up rates in England between 1987/88 to 2010/11 demonstrated a
declining reduction in the follow-up rate over time, with the possibility of an asymptote beyond 2010/11
(Jones 2012b).

In this respect Table 1 shows the England average outpatient follow-up rate between 2008/09 and
2014/15 for the 35 largest specialties (as measured by number of first attendances). Data is from the
Health & Social Care Information centre website. Reducing follow-up rates are still occurring in many of
the surgical specialties, but elsewhere follow-up rates appear to have gone through a minimum and are
now rising.

Data covering every specialty shows that the recent change in follow-up rate ranges from a lower
quartile of -1.3% p.a., median of +0.2% p.a., through to upper quartile of +1.8% p.a. Some 54% of
specialties now appear to be showing a trend to higher follow-up rates.

There are two potential reasons, firstly the need to train junior doctors implies that follow-up rates
could never decrease ad infinitum, and secondly a generally aging population with multiple morbidities
(Jones 2013) implies that pressure was inevitably going to come for follow-up rates to increase. Also
recall that the volume of GP referrals is also increasing, and can show unusual periods of unexpected
growth (Jones 2012a,b), as is also seen in A&E and medical admissions (Jones 2015a,c, 2016). It would
appear that cost pressures in this area are likely to continue and will not ‘go away’ by making heroic
assumptions for the future.

Having established that the NHS has probably reached the tipping point where follow-up rates are likely
to increase the next issue to be addressed is the effect of size in the variability of follow-up rates from
one year to the next.

Clinical commissioning groups often fall into the fallacy that changes in follow-up rate from one year to
the next are the ‘fault’ of the acute sector. However, Figure 1 clearly shows that the average volatility in
the follow-up rate is a function of the statistical uncertainty arising from small numbers, plus an
additional contribution from the effect of the environment which makes some specialties more volatile
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than others (see Jones 2004). Hence for a contract with one million first attendances the follow-up rate
can be expected to vary by between 2% and 3% from one year to the next. A specialty with just 100 first
attendances can show 70% (average) variation in the follow-up rate, i.e. 70% is just the average
variation and actual variation will be higher than the average. A CCG insisting on financial penalties for a
follow-up rate within the scope of natural variation could potentially legally have their contract terms
rejected on the basis that they are insisting on that which is mathematically impossible, and that their
contract terms do not demonstrate professional credibility.

Table 1: Follow-up rates, and recent change in follow-up rate for the 35 largest specialties (England)

First Growth
Specialty Attendances | 2008/09 2009/10 2010/11 201112 201213 2013/14 2014/15 pa.
Trauma & Orthopaedics 2,511,090 1.8 1.9 19 19 1.9 1.9 1.8 0.2%
Allied Health Professional 2,029,340 24 24 24 25 25 2.6 2.7 1.8%
General Surgery 1,767,360 15 14 14 14 1.4 1.3 131 -20%
Ophthalmology 1,705,350 26 25 26 2.8 29 29 3.0 2.8%
Gynaecology 1,494,680 14 1.4 1.4 1.4 1.4 1.3 131 -13%
Ear, Nose & Throat (ENT) 1,170,300 14 1.3 14 14 1.4 1.4 1.3 0.0%
General Medicine 974,380 25 24 24 24 2.3 2.3 23| -1.9%
Nursing episode 913,210 3.3 3.3 35 3.7 3.6 38 38 2.3%
Dermatology 892,340 21 21 22 2.3 24 2.3 2.3 1.6%
Cardiology 880,050 14 14 15 14 1.4 1.4 141 -0.5%
Paediatrics 714,480 20 20 1.9 1.8 1.7 1.7 171 -3.5%
Obstetrics 710,700 22 24 24 26 2.8 2.7 2.8 3.5%
Urology 642,850 22 21 22 22 21 2.0 2.1 -1.2%
Radiology 606,390 0.4 0.7 0.6 0.4 0.3 1.3 1.1 5.1%
Midwife episode 511,610 24 34 3.7 3.7 3.6 35 3.1 -5.3%
Oral Surgery 490,220 1.2 1.1 1.1 1.2 1.2 1.2 1.2 0.3%
Neurology 442,330 15 14 15 15 1.4 1.5 1.4 0.1%
Gastroenterology 360,940 20 20 20 20 2.0 2.0 191 -06%
Rheumatology 312,490 4.0 3.8 4.0 4.2 4.2 3.9 3.9 0.1%
Respiratory Medicine 309,760 22 2.3 2.3 2.3 2.2 2.2 2.3 0.3%
Plastic Surgery 286,260 26 26 25 25 24 24 23| -26%
Anaesthetics 279,880 22 22 24 22 2.1 2.1 22| -1.0%
Adult Mental lliness 222,320 4.7 49 6.0 55 5.0 53 55 1.5%
Clinical Haematology 214,550 11.3 104 9.9 9.5 9.6 9.6 95| -01%
Geriatric Medicine 190,620 1.8 1.7 1.6 15 1.4 1.3 15 -3.7%
Accident & Emergency 186,610 0.6 0.7 0.6 0.6 0.5 0.5 05| -52%
Clinical Oncology 181,120 7.5 8.1 7.9 7.9 8.5 9.1 8.9 2.7%
Audiological Medicine 163,720 1.2 1.0 1.0 0.8 1.0 1.2 1.1 0.5%
Oral & Maxillo Facial 161,740 1.2 1.2 1.2 1.2 1.2 1.2 1.3 0.6%
Genitourinary Medicine 124,420 0.6 05 05 0.7 0.7 0.7 0.9 5.9%
Neurosurgery 106,920 1.8 1.7 1.7 1.7 1.7 1.6 16| -14%
Endocrinology 105,520 44 43 41 42 4.3 4.2 4.1 -0.8%
Old Age Psychiatry 94,765 2.8 3.2 3.3 2.7 2.6 3.3 30| -02%
Medical Oncology 87,825 8.3 8.7 8.8 9.0 8.7 9.3 9.6 1.7%
Clinical Neuro-physiology 83,935 0.1 0.1 0.1 0.1 0.1 0.1 0.1 7.9%
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Figure 1: Effect of size on average year-to-year volatility in the follow-up rate measured over a seven
year period.

100% T
o .. y = 2.52x032
.. ®
°®
°
> ®
= ¢ e ¢ ° °
.- '... .
K ® .9 © ® °
o ) : [ ]
> R ) ® o °
- F 25 °
© ® ®
[J]
> ° °® °
o 10% ° R
2 ; . 0 o®
S - . .
© .. °
g ° )
o ° °
°® °
g ® o9 °® .. . (]
= . .
o 8° @
.‘. [ ]
10 100 1,000 10,000 100,000 1,000,000

First attendances

The final issue on this topic is that the all-specialty follow-up rate shows characteristic step-like changes
over time (Jones 2015a,d), suggesting wider synchrony between specialties which may arise from a
common immune linkage between certain conditions (Jones 2012a,c, 2014), i.e. the situation may be far
more complex than has been appreciated.

In conclusion, outpatient follow-up rates in over half of outpatient specialties are now showing an
increase over time. CCG contracts insisting on statistically impossible targets are probably legally
indefensible. Hidden patterns may exist between specialties. Financial pressures can only be
ameliorated by genuine schemes to reduce GP referral such as email a subject expert, etc.
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