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Summary

Chapter 1: Introduction

The backgroundto thisresearch waspolicy concern with current arrangementsfor collecting medical
information from certifying medical practitioners for use in determining entitlement to state
incapacity benefits. Inadequate and low quality information collected from some certifying medical
practitioners can lead to inefficiencies in the system resulting in unnecessary demands on sick and
disabled people; procedural inconsistencies and frustrations, and inappropriate and wasteful use of
DWP, Medical Services and Appeal Service resources. In addition, current arrangements create an
unwelcome burden of work for some certifying medical practitioners, most of whom are GPs
(Section 1.1).

The Better Medical Evidence Gathering pilot wasundertaken in Sheffield and Rotherham in 2002, as
oneof anumber of initiativesdesigned to improve advice and decision making for incapacity benefit.
The aim of the research reported here wasto evaluate thispilot (Section 1.2). A qualitative approach
was appropriate, seeking views and experiences from the main actors: claimants, GPs and practice
staff, processing staff and decision makers in Jobcentre Plus and Medical Services, and approved
doctors (Section 1.3).

Determination of entitlement to incapacity benefit is a complex process involving collection of
information from the claimant and their GP, consideration of this documentation by approved
doctors, medical examinationsfor some claimants, and decision making by Jobcentre Plusstaff. The
essential difference between current arrangementsand thosein the pilot wasthat rather than asking
GPs to provide information to the approved doctor (medical officer) on the standard report forms,
medical information was extracted directly from claimants’ GP record. Both the GP and the client
themselves needed to consent to thisnew arrangement (Section 1.4).

Chapter 2: Views and experiences of GPs and practice staff

Viewsand experienceswere sought from GPsand administrative staff in 29 practicesin the pilot area,
of which 17 had agreed to take part in the pilot and 12 had declined.

It appeared that the viewsof the practice manager could be highly influential in initial decisionsabout
whether to take part in the pilot. The main attractionshad been the saving in GPs’ time and reduction
of form filling, and provision of amore balanced picture for benefitsdecisions. GPswho remembered
declining to take part had concerns about patient consent and confidentiality. Some saw potential
risk of loss of or damage to records, or recordsbeing away when needed (Section 2.1).
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There was mixed evidence of any impact of the pilot on GPsthemselves. Reduction in workload had
been noticed mainly by GPswho usually dealt with higher numbers of IB113 report forms or spent
some time completing each form. GPs reported no negative impacts for themselves or patients. In
terms of administrative work required, the process was quickest and easiest for practices sending
actual GPrecords. Practicessending photocopied recordsfound thistime consuming, and considered
the additional honorarium insufficient. The arrangements for collection and return of records
generally worked well (Section 2.2).

GPs had differing views on completing IB113 formsfor patients claiming incapacity benefits, which
influenced their overall feelings about the pilot arrangements. GP records were generally felt to
provide fuller information, which could lead to better benefits decisions and save GPs some time.
Thereremained some concernsabout patient consent to release of full records, patient confidentiality,
and the low quality of some records. Initial concerns about the practicalities of transferring the
information decreased during the interview, asunderstanding grew (Section 2.3).

Chapter 3: Views and experiences of incapacity benefits
claimants

Theclaimant study group included 22 claimantswho were pilot participantsand ten non-participants.

Not everybodyin thisgroup wasaw are of their relationship to the pilot, and someinitially recalled little
about it. Those who remembered making a decision about taking part had known that participation
was voluntary (Section 3.1).

Peopledid not need full understanding of detailsof the pilot in orderto agreeto take part. Reasonsfor
taking part fellinto two groups: possible direct consequencesforthemselvesand other claimants, and
perceptionsof the new arrangements as a generally better way of doing things. For example, some
people hoped that by taking part they would avoid a medical examination, while some believed
generally that advances in society required readiness to try new things. Just feeling that they had
nothing to hide could be sufficient. Reasons for not taking part were remembered by only a small
group of people. Mentioned here were issues of confidentiality and other concerns about possible
negative outcomesfor themselves (Section 3.2).

Not everybody was interested in what actually happened during medical assessment for incapacity
benefits, but most thought that DWP would look at what they themselves had written on the
standard forms and seek some medical information as proof of entitlement. People generally
suggested their GPasone source of such information; other suggestionsincluded hospital and clinic
staff, and employers. There was a general perception that everybody receiving incapacity benefit
would eventually be asked to have a medical examination. Long-term incapacity benefits claimants
had the best grasp on the overall procedures (Section 3.3).

Claimants’ views on the pilot arrangements were likely to depend partly on their relationship with
their GP. There was wide variation here. Smilarly, there was variable knowledge about what was
contained in GPrecords. There wasgeneral acceptance of theimportance of medical examinationsin
assessment for incapacity benefit, even among people with previous bad experiences (Section 3.4).

Towards the end of the research interview, when some claimants were better informed about the
pilot, people weighed up advantages perceived against potential negative effects. There were a
number of argumentson both sides (Section 3.5).
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Most of those who had taken part in the pilot were content to have been included, although some
wished they had understood more at the time. Most people recruited as non-participants appeared
more positive about thenew arrangementsbythe end of the discussion. Peoplewereinterested inthe
pilot asaway of testing anew idea. Most felt it would be all right to introduce the new arrangements
nationally, although some felt other claimants and some GPs would not like this, and some were
puzzled as to how consent would be dealt with. People stressed the importance of maintaining
confidentiality, and careful handling and speedy return of GPrecords. The small number of people
who disagreed with the new arrangementshad strong negative views (Section 3.6).

Chapter 4: Administering the pilot arrangements

Group discussionswith three teamsof Jobcentre Plusadministrative staff were conducted at the end
of theimplementation of the pilot. The main impactsreported by processing staff were an increasein
the number of administrative decisions required, and more clerical and manual work in dealing with
claims. One contributory factor wasthat no new computer programmeswere inserted for managing
the pilot. Other factorsincluded complexities arising from apparent changes in status of individual
claimantsbetween ‘participant’ and ‘non-participant’ whiletheir claim wasdealt with. Some changes
in staff instructionsin the early part of the pilot also required new learning. Looking back, staff would
have liked more IT support, and more overall support and information during the pilot.

The pilot increased the number of telephone enquiriesfrom claimants, but there were few callsfrom
advisers or health/care professionals.

On balance, it wasthought better to haverun the pilot than not, when considering amajor changein
procedure. The processing staff involved in the pilot now have keyinformation and expertise on w hich
to draw if decisions are taken to develop or extend the new arrangements (Section 4.1).

Atthe LeedsMedical ServicesCentretheteam leader who oversaw administrative work reported that
the pilot required anumber of new proceduresand additionalwork. Thiswasnot initself problematic.
Should the pilot be extended, attention is required to the resource implications for collection of GP
records and their secure handling and storage. Different kinds of consent procedures would make
administration easier (Section 4.2).

Chapter 5: Using GPrecordsin the administration of
incapacity benefit

Approved doctorsprovide Decision Makerswith advice about whether a claimant should be exempt
from the Personal Capability Assessment (PCA) and about whether a client undergoing the PCA
requiresan examination. Their additional task under the pilot arrangementswasto extract datafrom
GPrecordsand prepare anew report (form SB2) which summarised the relevant evidencefrom the GP
notes. All of the approved doctorswho prepared the SB2 reportswere interview ed.

Advising whetheraclaimant’scondition waslikelyto meet thelegal requirementsfor exemption from
the PCA was reported to be generally relatively straightforward. The GP records were thought to
contain moreinformationthan most IB113 forms, and often allowed doctorsto form aview about the
severity of the condition, which could be helpful. Fuller information led to an increased level of
confidence. There was a preference for using GP records to make decisions about exemption,
although the processwasthought to take slightly longer. The impact on the substance of decisions
made wasthought to be marginal (Section 5.1).
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The process of extracting data from GP records, under the pilot arrangements, was defined under
administrative rules. Extracts relevant to the claim were copied directly from the GP records, and
additional notesmadebythe approved doctordrawing attention to anyrelevant gaps, or highlighting
specific issuesfor the benefit of the subsequent examining doctor.

Two different approaches to extraction of data emerged, with respect to what kind of data was
thought relevant, and the amount of, and type of, information extracted had sometimes changed
over the course of the pilot. Points made consistently were that GP records varied considerably in
quality (content and legibility) and were not geared tow ards assessing a patient’s functionality.

Gapsin the claimant’smedical history were not usually followed up with the GP, nor were GPs asked
for further information if their records were illegible (Section 5.2).

The view of the approved doctorswasthat the proportion of PCA casesscrutinised where the advice
wasto callthe claimant for medical examination had probably increased under the pilot arrangements.
Contributory factors included having more relevant and up-to-date information, more extensive
information, and more accurate information (Section 5.3).

Overall, there was preference for providing advice to Decision Makers based on GP records. These
were available in all pilot cases. GPrecordsvaried in quality but compared favourably with quality of
information on IB113 formsand Med4s, and often provided more accurate, more objective and more
up-to-dateclinicalinformation. Disadvantagesw erethat GPrecordscontained littledirect information
about functionality. One criticism of the pilot was that the administrative rules were too rigid with
respect to the time span of the information to be extracted (Section 5.4).

Chapter 6: Using extractsfrom GPrecordsin the
administration of incapacity benefit

Approved doctors who provide advice to Decision Makers on the paper evidence and approved
doctors who provide advice following an examination, were the principal users of the information
extracted from the GPrecords(i.e. theinformation on the SB2 form). Thisinformation wasalso made
availableto decision makersin Jobcentre Pluswho areresponsible for making the decisionson benefit
entitlement. The researchers interviewed all six approved doctors conducting regular medical
examinationsof claimantsunder pilot arrangements. Viewswere sought from all ten decision makers
in Sheffield and Rotherham in six individual interviews and one group discussion.

Therole of the incapacity benefitsapproved doctor, acting asan Examining M edical Officer (EMO) is
to conduct medical examinationswith incapacity benefitsclaimantsand write medical reportsfor use
bydecision makers. In preparing forthe examination, EMOshave accessto all relevant documentation
held by DWP relating to the claimant. They use this to identify aspects of medical history or
functionality for exploration in the medical examination. EMOs did not mention to claimantsin the
pilot that they had accessto extractsfrom their GPrecords, to avoid damaging relationshipsbetween
patientsand GPs (Section 6.1).

EM Os said they had been surprised that the pilot arrangements had little impact on the process of
examining claimantsortheir choice of descriptorsof functionalityin their reports. Possible explanations
included a usual lack of information about functionality in the extracts from GP records. In
comparison, they could collect themselves a substantial amount of relevant information during an
examination. However, some EMOs liked having fuller medical histories from GP records, and for
some claimantsfuller information meant EMOs could set a longer re-referral date.
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AllEM Osspent moretime on theirreportsunder the pilot arrangements. Some felt their advice about
descriptorswasbetter justified; none experienced an adverse effect (Section 6.2).

EM Os compared using extracted information on SB2 forms with information supplied by GPs on
IB113 forms, under pilot and usual arrangements, respectively. Although most felt IB113 formshad
greater potential for generating information about functionality, in practice many such forms
contained littleornone. Some EM Osfelt the SB2 formscontributed to greater objectivity. There were
mixed views about whether it was necessary to consider information from the last five years of GPs’
records. EM Os agreed that neither the pilot nor the usual arrangements were designed to generate
information directly from other health professionals, but there were differing viewsasto whetherthis
omission was important. The IB113 forms could be easier to understand if the GP gave a coherent
summary of the claimant’shealth. Piecing together a medical history from chronological extractson
the SB2 could take longer. Legibility of GPs' records remained an issue under both arrangements
(Section 6.3).

There wasno consensusof preferencesfor the pilot or usual arrangements. Preferencesfor the pilot
arrangements were based on the guarantee of at least some information from the GP, a more
completeclinical picture, and more objective information. Disadvantagesincluded an additional time
requirement (reading and writing reports) and lack of direct information about functionality. The
main advantage of working with the IB113 formswasthat questionswere designed to elicit relevant
information about functionality (Section 6.4).

Most of the Jobcentre Plus decision makers’ work is concerned with claimants where the medical
evidence indicatesthat they have not met the PCA eligibility criteria, usually following a PCA medical
examination. Decisions are usually hardest to make when claimants score themselves above the
threshold but the advice from the EMO indicatesthat they score below the threshold. What decision
makers require here is good quality information. Any factual information from the claimant’s own
doctor, usually the GP, is considered alongside the claimant’s choice of PCA descriptors and the
EMO’s evidence and advice (Section 6.5).

Decision makershad been surprised and disappointed that the pilot arrangementshad littleimpact on
the quality of medical reportsproduced by EM Os, or the substance and quality of their own decisions.
Certainly, medical reports written for pilot cases generally included justification for choice of
descriptors, but what waswritten wasnot alwaysuseful. Some decision makerswere definite in their
view that their decisions would have been exactly the same under usual arrangements. Those who
had seen fewer casesfound it hard to make an assessment here. There was no feeling that the pilot
arrangements had increased confidence in decisions (Section 6.6).

Decision makers reflected on experience of using SB2 forms in comparison with I1B113 forms and
Med4s. Intermsof usefulness, acommon perception wasthat much clinical datacontained in the SB2
was hard for them to understand and interpret, especially if there were technical termsor diagrams
in GP records. They felt unable to use much of what was in the SB2 forms. IB113 forms, well
completed by GPs, were generally better at providing information about functionality, but failure to
return IB113 formsand paucity of information in some wasa problem. Legibility of handwriting was
a source of continuing concern and frustration, and decision makers were surprised that approved
doctorswere not transcribing more of the information on the SB2. Extracts on SB2 forms ending in
mid-sentence could raise doubts about missing information, and reduce confidence in decisions
(Section 6.7).

Decision makers expressed no strong views about preferences for working with the pilot or usual
arrangements, and there wasno consensus. Some felt the principle of the IB113 was superior, but in
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practice produced variable information and sometimesnone. Some felt it wasbetter to have at least
some information from GPsfor all decisions (Section 6.8).

Chapter 7: Developing policy for the collection of medical
evidence

A number of policy issues emerge from this study which will need consideration in any reforms to
incapacity benefit procedures.

One issue is the acceptability of using GPrecords. It is possible to design systems for collection and
return of GP records which would address objections in terms of the practicalities for GPs and
claimants. Objectionsin principle on grounds of confidentiality are likely to remain for some.

More robust methods of increasing claimants’ understanding and seeking their consent should be
explored, and could help to persuade more GPsthat their patientshave given fullyinformed consent.

The amount of additional administrative work created for practice staff wasvariable, and raisesissues
about any additionalremuneration. Thinking about future arrangementswill need to take account of
the diversity in, and possibilitiesof the use of, information technology. Practice managers played key
rolesduring the pilot and their views will be particularly important.

Overall, GPrecords are useful in providing evidence of diagnosis of health conditions, but less useful
forjudging functionality. The IB113 form can be usefulon both countsif filled in well, but thisdoesnot
happen sufficiently often. It ishard to prescribe with any certainty but, for new claimants, an extract
from the GPrecordscovering the last 12 to 24 months may be satisfactory. There wasno consensus
among the professionalsabout the value of information collected from additional sources, although
claimantsfelt thiscould be important.

Furtherworkisnecessaryto evaluate what impact there might be on the appealssystem from the pilot
arrangements (Section 7.1).

The research has provided some lessons about running a pilot which could be useful in future
evaluations (Section 7.2).

The study had provided suggestionsforimproving the collection of medical information in the future.
In terms of revision of the current IB113 form, flow and quality might be improved by introducing
different systems for remunerating GPs; taking more proactive management action for non-
compliance with GPs' termsof service; quality control proceduresand enhanced GPtraining. In terms
of building onthe pilot arrangements, suggestionswere aimed at increasing operational effectiveness
and efficiency. Other ideasincluded different combinations of administrative process (Section 7.3).

The report ends by returning to the research aims (Section 7.4). The pilot has had mixed results. The
effect at the level of the individual GPwas only noticed in particular practices. Among the users of
medical information, approved doctors preparing the SB2 report (case note extract) and providing
advice to decision makerson paper evidence were closest to the raw material of the GPrecords and
found them the most useful. There wasno consensusamong the EM Os about which arrangements
were preferable. For decision makers information on SB2 forms was generally of less use than
information on the usual IB113 forms.



1 Introduction

This report presents findings from qualitative research to evaluate the Better Medical Evidence
Gathering Pilot undertaken for the Department for Work and Pensions (DWP) in the Sheffield and
Rotherham areaduring 2002. The aim of the pilot wasto test alternative arrangementsfor providing
medical evidence to approved doctors' who give advice to decision makerswho determine eligibility
for state incapacity benefits. These new arrangementswould, it was hoped, improve the evidence
gathering process for incapacity benefit, and the overall efficiency of the decision making process.
The study wasconducted by the Social Policy Research Unit (SPRU) at the University of York for DWP,
and took place concurrently with the pilot during 2002.

1.1 Background and research

1.1.1  The policy context

During the past 12 to 15 years there has been considerable policy interest in long-term sickness
benefits. Thiswas prompted initially by a growth in the numbers of recipients?. The reasons for the
increase are not straightforward, but it isthought that economic trends, demographic changes and
benefit administration have all contributed to the rise (Department for Work and Pensions, 2002a).
Benefit administration hasalso attracted the interest of the Social Security Select Committee (2000)
and the National Audit Office (2001), who have identified problemswith the current arrangements
for incapacity benefits.

1.1.2 Concernsabout the current arrangements

Incapacity benefit® isthe main state benefit for people whose health or disability isdeemed such that
it is not reasonable to expect them to seek work as a condition of receiving benefit. People gain
entitlement to incapacity benefit if they have National Insurance contributionson their earningsand

' See Note on Terminology in Section 1.6 of this chapter for an explanation of the term ‘approved doctor’.

2 In 1979, 690,000 people received Invalidity Benefit and Invalidity Pension (the forerunners to the current
incapacity benefits). By February 2002 the number on Incapacity Benefit had risen to 2.3 million.

3 Incapacity Benefit is a generic term covering contributory Incapacity Benefit and Income Support (on the
grounds of incapacity). Both provide a replacement income to people below state pension age who have
to stop working or looking for work as a result of sickness or disability. If someone has low income, they
can claim Income Support on the grounds of incapacity and may also be able to get income support to top-
up their Incapacity Benefit where they have no other income.
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they satisfy the relevant test of incapacity*. The incapacity benefit decision-making processrelieson
a questionnaire completed by the claimant, medical advice from an approved doctor (which may
include evidence collected in a face-to-face examination) and factual evidence from the claimant’s
owndoctor, usuallythe GP. Concernswith the processhave included the adequacy and quality of the
factual medical evidence collected from GPs. Staff involved in the advisory process sometimes feel
that thisevidence does not enable them to give confident and accurate advice and that subsequent
decision making may be affected. Asaresult it islikely that:

+ some claimants, who should be exempt from supplying additional information about themselves
because of the severity of their condition, are not identified at an early stage in the assessment
process and may be called inappropriately for a medical examination;

+ some claimants who should be assessed on paper evidence as meeting the eligibility criteria are
not identified and are called for an unnecessary medical examination;

+ some claimants may be wrongly awarded incapacity benefit on the basis of inadequate medical
evidence; and

» some disallowed claims are eventually overturned at an appeal tribunal when benefit should
have been allowed earlier.

Such inefficienciesin the system are thought to result in unnecessary demands and additional stress
on people who are sick or disabled; inconsistencies in procedure and decision making at the
operational level; frustration for Jobcentre Plusstaff who administer incapacity benefit and approved
doctors who provide them with medical advice; and inappropriate and wasteful use of Medical
Servicesresources. Other evidence suggeststhat the decision-making processcould beimproved. For
example, there is a high level of success for claimants who appeal against disallowance - for the
quarter ended March 2002, of those claimants who appealed against disallowance of benefit
following a ‘Personal Capability Assessment’ (see Section 1.4) over 40 per cent had the decision
overturned (Department for Work and Pensions, 2002b).

An additional concern is the amount of work created for GPs under current arrangements for
determining eligibility for incapacity benefits (Cabinet Office, 2001, 2002). Recent research (Hiscock
and Ritchie, 2001) has shown that completion of the required forms and reports represents an
unwelcome burden of additional work to many GPs. Such factors may all affect the quality and
consistency of medical evidence provided by GPsunder the current system. Indeed, internal reports
coming from the new Appeals Service refer, among other things, to the unsatisfactory quality of
medical evidence produced by GPs.

The problems and concerns identified above have led DWP to examine the medical evidence
gathering processforincapacity benefit and to consider waysof improving quality and efficiency. This
hasled to the introduction of a series of pilotswith thisaim. These are:

» The Better Medical Evidence Gathering Project. Thisisa DWPinitiative undertaken in the Sheffield
and Rotherham area during 2002 and the subject of thisresearch study. The aim of the pilot was
to test alternative arrangementsfor obtaining medical evidence from the claimant’sown doctor.

+ Bvidence Based Medicine project. This is a joint Medical ServicessDWP initiative to develop a
computerised process to support the provision of advice following a medical examination.

* If aperson has not paid enough National Insurance contributions but satisfies the relevant medical test, he
or she can get National Insurance credits.
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« IB113 project. This project is also concerned with gathering factual evidence from the claimant’s
own doctor. It involves piloting a new version of the medical report form sent to GPs.

1.2 Research aimsand objectives

This research was concerned with the Better Medical Evidence Gathering pilot. In order to inform
future policy decisions, there wasaneed forinformation about the impact of the pilot. Policy makers
sought information about the way in which the pilot was put into operation. They sought greater
understanding of the way in which claimants, GPs, approved doctorsand decision makers perceived
and experienced the pilot arrangementsand, specifically, the use of GPcase recordsin making more
informed decisions. More detailed information isintended to help policy makers achieve the most
appropriate arrangementsfor providing medical evidence for incapacity benefit claims.

The aim of the research wasto evaluate the Evidence Gathering pilot in relation to:
« issues for incapacity benefit claimants;

* the impact on GPs;

« the quality of medical advice given to decision makers;

« the impact on decision making; and

» the overall effectiveness of the new procedures.

Research objectiveswere:

+ to explore whether the pilot arrangements promote appropriate high quality medical advice
following scrutiny of documentation which would reduce the need for the claimant to undergo
a medical examination;

» to explore whether the pilot makes available better quality medical information to doctorscarrying
out medical examinations, increasing their ability to give high quality advice to decision makers;

» to explore whether the pilot produced better evidence to help decision makersto make confident
decisions;

* to explore understanding of the new arrangements and influences on participation among
claimants and GPs; and

+ to explore whether GPs, approved doctors and Jobcentre Plus staff find the process of gathering
information from case notes workable and appropriate, and suits the needs and circumstances
of claimants.

1.3  Research design and methods

A qualitative approach was appropriate for evaluating the Evidence Gathering pilot, its impact on
GPs, approved doctors, decision makersand claimants, and their perception, view sand experiences®.

® The qualitative research complements the in-house analysis of administrative data designed to look at the
characteristics of various groups of participating and non-participating claimants, and assess the impact of
the pilot on incapacity benefit allowances and disallowances and the flows of claimants through various
stages of the claiming and decision making process.
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The researchers made initial site visits to the Sheffield Jobcentre Plus office, and the Leeds Medical
Services Centre, for early discussion with staff about implementation of the pilot arrangementsand
issuesarising.

In depth interviews were carried out with:

* new claimants participating in the pilot;

* new claimants not participating in the pilot;

+ re-referral claimants participating in the pilot;

» re-referral claimants not participating in the pilot;

« GPs participating in the pilot5;

« GPsnot participating in the pilot”;

« administrative staff in participating GP practices;

+ approved doctorsin the Leeds Medical Services Centre;
» approved EMOs operating in Sheffield and Rotherham;
* Medical Services operational manager for the pilot;

+ Jobcentre Plus decision makers.

Group discussionswere carried out with:

+ Jobcentre Plus decision makers;

« Jobcentre Plus incapacity benefits processing staff.

The interviews and group discussions were undertaken in the Sheffield and Rotherham areas, the
location chosen by the Department for Work and Pensions for this pilot® and at the Leeds Medical
Services Centre. Appendices A-C contain details of the research methodology, including sampling
and recruitment, research instrumentsused in interviews, and letters of invitation to take part in the
study sent to GPs and to incapacity benefit claimants.

1.4 Administrative context

1.4.1 Current arrangementsfor the decision-making processfor
Incapacity Benefit

For those in employment, an incapacity benefit claim isusually only possible after they have satisfied
the Own Occupation Test to get Statutory Sick Pay, which ispaid for up to 28 weeks.® After 28 weeks,
they are required to satisfy a Personal Capability Assessment (PCA), which isthe medical test used to
decide entitlement to incapacity benefit. All other claimantsare required to satisfy the PCA from the
beginning of their claim. The PCA provides an indication of the extent to which a person’s condition

¢ In four cases, practices managers were interviewed instead of GPs.

7 One advantage of choosing this area was that some claimants’ and GPs' experiences would have had
experience of the Miners Compensation Scheme which uses a similar method of collecting information.

& Thislooks at whether ill health or disability stops a person from doing their normal job. A certificate (Med
3) from a medical practitioner, usually the person’s GP is normally sufficient to satisfy the test.
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affectstheir ability to do a range of everyday work-related activities covering:

» physical functions such aswalking;
» sensory functions such as ability to hear;

* mental functions such asinteraction with others.

The PCA requiresthecollection of paper evidenceto inform the decision-making process. Thisprocess
isoutlined in Figure 1.1 and detailed in the text below. A person may qualify for incapacity benefit on
the basis of meeting the threshold for functional limitation in any one of the mental, physical or
sensory activities, or on the basis of a combination of less severe limitation across several areas of
function.

Following aclaim to stateincapacity benefit, beforethe PCA isfirst applied, benefit ispaid if supported
byevidencefrom theclaimant’sown GP. When the PCA isapplied, those peoplewho do not meet the
threshold for incapacity are disallowed further incapacity benefit, have their award terminated, and
are expected to seek work asa condition of receiving further benefit. For those people who do meet
the threshold for incapacity, a date will be set for a further PCA to identify any change in a person’s
condition.

Appendix D providesafuller explanation of the purpose of the PCA and the administrative procedures
involved.

Figure 1.1 The Incapacity Benefit decision-making process

Potentially exempt from PCA process

Not exempt L Exempt condition

PCA process

¢ Incapacity accepted
Medical examination ———| Scrutiny /EXv

empt or meets threshold

Approved doctor assesses whether
exempt from exam or meets

threshold for IB

Decision maker assesses whether client meets
threshold for IB

Y

Not pass Pass
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1.4.2 The Incapacity Benefit decision-making process

Potential exemption from the PCA process

Thefirst stage of the decision-making processisto establish whether the claimant isexempt from the
PCA process. Thisstage isnecessary in about athird of caseswherethereissome evidence to suggest
that the claimant might fall into an exempt category. In many cases the decision maker will seek
medical advice on this matter from an approved doctor. The approved doctor will seek factual
information from the certifying medical practitioner (usually the claimant’sown GP)on form IB113.
Those with very severe medical problems are awarded incapacity benefit without having to go
through the PCA process. In certain cases, Jobcentre Plus processing staff can make a decision
whether to exempt the claimant from the process. These include claimants with a terminal iliness,
those in receipt of the highest rate care component of Disability Living Allowance and those with
severe conditionslike paraplegia, dementia and registered blindness. In other cases, such as mental
iliness, progressive impairment of cardio-respiratory function, or dense paralysis, the decision to
exempt the claimant from the PCA processisundertaken following advice from an approved doctor.

Claimantswho are not exempt are asked to complete a detailed questionnaire (form IB50) about the
impact of their condition on a range of work-related activities as defined in the PCA. This asks the
claimant to select from anumber of optionsthe statement that best explainsany functional limitation
they may have in each physical and sensory area listed. In the technical language of the decision-
making process, this is referred to as making a choice of ‘descriptors’. Each descriptor has an
associated ‘score’ that isdesigned to represent the degreeto which it affectsactivitiesof everyday life.
If the claimant scores 15 pointsin any one activity, or a total of 15 points from a combination of
activities, the threshold of incapacity is met for benefit entitlement purposes. A separate system of
scoring appliesto activitiesthat are affected by the presence of mental health conditions (see section
1.4.3 below). Claimants are encouraged to provide any additional information that may assist the
decision process or affect their ability to perform work-related activities. The incapacity benefit
claimant returns the questionnaire (form IB50) to the Jobcentre Plus office along with a Med 4
statement from their own doctor, if the approved doctor hasnot already requested an IB113 report.

Scrutiny

At the next stage of the PCA process, an approved doctor, working on behalf of the Department for
Work and Pensions, considerswhether the claimant’s self-assessment (IB50) issupported by medical
evidence that may be available from the IB113 or Med 4 (referred to as paper scrutiny). When a
claimant’s IB 50 scores above the PCA threshold, and this is supported by the available medical
evidence the approved doctor will advise the decision maker to accept the score. Thusthe claimant
satisfiesthe PCA eligibility criteria for incapacity benefit (these are referred to ascaseswhich ‘passon
scrutiny’). Where there is a lack of available information or an apparent contradiction between the
claimant’sIB50 and the available medical evidence, the approved doctor will call for further evidence.
Thiswill usually be in the form of a medical examination of the claimant where an approved doctor
(known asan Examining M edical Officer, or EM O) carriesout aface-to-face medical examination with
the claimant. The examining doctor will make an assessment of the level of functional ability in each
of the activity areas and the presence of any non-functional restrictions. He/she will then prepare a
detailed incapacity report for the decision maker (form IB85).

Decision maker assessment of whether claimant meetsthreshold for incapacity benefit

Approved doctors then pass all the medical evidence in relation to the PCA to the Jobcentre Plus
decision maker, who makesthedecision on benefit entitlement. Thisdecisionisstraightforward if the
medical evidence (any evidence supplied by the claimant’sown GP(Med4 and IB113) and the advice
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of the approved doctors (IB85)) correspondswith information in the claimant’squestionnaire (IB50).
However, if there areinconsistencies, the decision maker willweigh up allthe evidence before arriving
at adecision on benefit entitlement.

1.4.3 Claimantswith diagnoses of mental illness

A claimant who appears, on the evidence available, to have amental health condition will be referred
to an approved doctor for advice before an IB50 questionnaire isissued. Those with severe mental
health conditions will be exempt from the Personal Capability Assessment process and treated as
incapable of work. Claimants with a mild or moderate mental health problem will be sent the
questionnaire (IB50) so that any other physical and sensory problems can be taken into account, as
well asthe effect of the mental health condition.

1.4.4 The Better Medical Evidence Gathering pilot

The Better Medical Evidence Gathering pilot was designed to test alternative arrangementsfor the
provision of medical information that may reduce the problems identified with the current
arrangements, bring improvements and increase efficiency. The objectives of the pilot were to
identify arrangementsfor providing medical evidence that might:

« improve approved doctors’ ability to identify the casesthat meet the requirements of the medical
testing process more quickly and without recourse to full medical examination;

« improve decision makers’ ability to make allowance or disallowance decisions based on medical
evidence, with greater confidence and with fewer decisions overturned at appeal;

+ reduce the burden of Incapacity Benefit-related paperwork on GPs;

» reduce inefficient use of medical resources, particularly at examinations.

In order to achieve the above objectives, the current system of collecting medical evidence from GPs
viatheIB113 and Med 4 formswasreplaced with a system where approved doctorssought accessto
the claimant’s GPcase recordsfor the last five years and prepared an extract of relevant information
onto anew form SB2. Table 1.1 showsthe typesof medical evidence available at different stages of
the decision-making processand how thisdiffered between the current and the pilot arrangements.
The basic decision-making process (see Figure 1.1) remained the same.

Table 1.1 Medical evidence: differences and similaritiesbetween the
current and pilot arrangements at different stages of the
decision-making process

Current arrangements

Pilot arrangements

Advice whether to
exempt from PCA process

Scrutiny

Decision maker assessment of whether

claimant meetsthreshold for
Incapacity Benefit

Application form (SC1)
Case file
IB113

Application form (SC1)
Case file

IB113 or Med 4

IB50

Application form (SC1)
Case file

IB113 or Med 4

IB50

B85

Application form (SC1)
Case file
SB2

Application form (SC1)
Case file

SB2

IB50

Application form (SC1)
Case file

SB2

IB50

IB85
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The pilot began in January 2002 in the Sheffield and Rotherham area. All GPpracticeswere invited to
participate voluntarily. Claimant participation wassought over aten-month period, which extended
beyond initial expectationsin order to generate sufficient claimsunder pilot arrangementsto enable
evaluation. Both those making a new claim for incapacity benefit and those who were having their
claim re-assessed were invited to take part. Claimant agreement to take part in the pilot was sought
on the incapacity benefit application (form SC1) and, for current claimants facing a PCA, on their
questionnaire (form IB50). Claimants who did not opt out, and GPs who voluntarily agreed to take
part, went forward into the pilot.

GP case records, or photocopies, were required within 15 days, and were sent by secure courier to
Managers and Process of ClaimsLtd. (MPC)® for scanning on to a CD and forwarded to the Medical
Services Centre in Leeds. Case records were returned to GPs within three days (or immediately on
request in case of emergency). It was possible for computerised recordsto be transferred asa print-
out of the last five years' records. GPs received payment for the work involved in preparing IB113
reports for DWP medical officers and Med4 statements for patients through their overall NHS
remuneration. In recognition of the potential additional work for the GPsand their staff, GPpractices
received an honorarium of £10 for each patient whose original notesweretransferred during the pilot
and £20 if photocopies of the noteswere provided.

An approved doctor received the CD of the GPrecords and extracted relevant medical evidence to a
new report form (form SB2). This report form was then available to provide evidence at the
appropriate stage of the PCA medical advisory process (potential exemption, scrutiny and examination).
The SB2 was also available to the Jobcentre Plus decision maker who made the decision on benefit
entitlement. According to the information sheet prepared for GPs (DWP/Medical Services, V5, Jan
2002) the information extracted from the case noteswas confined to:

» whether the claimant had a specific bodily or mental disease or disablement;

« whether conditions for exemption from a PCA were met;

« assessment of function restriction/limitation, arising from the disease or disablement;
» whether legally defined ‘exceptional circumstances’ applied; and

« the functional outlook or prognosis.

1.5 Theframework of the report

Chapters2 and 3 examine the GPs' and claimants’ views and experiences of the pilot arrangements
respectively. Chapter 4 investigates the administration of the pilot arrangementsin Jobcentre Plus
officesandinthe LeedsMedical ServicesCentre. Chapter 5 exploresthe use of GPrecordsfor making
decisionsabout exemption and for extracting information onto an SB2 form. In Chapter 6 we look at
how theextracted information isused by EMOsand by decision makers. Chapter 7 presentsanumber
of issuesarising from the study that might inform future policy for the collection of medical evidence,
and presentsthe conclusions of the qualitative evaluation of the pilot.

Appendices provide full details of research methods and the analysis of data. Appendix A includes
detailsof the characteristicsof the claimantswho took part in theresearch. Appendix Bcontainstopic
guidesused in interview swith research participants. Appendix C containscopiesof letterssent to GPs
and claimants. Appendix D provides a full explanation of the administrative context within which
incapacity benefit claims are decided.

® Towards the end of the pilot MPC were renamed Hision.
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1.6 Note on terminology

Medical practitioners play a variety of roles in the administration of incapacity benefit. These are
referred to in thisreport as ‘approved doctors’. The key role of the approved doctor in the Medical
Evidence Gathering PFilot included:

* preparing a data extract from GP case files (on form SB2);
» advising decision makers on paper evidence for exemption/scrutiny cases;

+ advising decision makersfollowing an examination of the claimant (when they act asan Examining
Medical Officer (EMO)).

Incapacity benefit approved doctorsmay be:

« employed by the DWPdirectly (in DWP Corporate Medical Group);

+ employed by SchlumbergerSema Medical Services (the company contracted to provide Medical
Servicesto DWP); or

» subcontracted to Medical Services.

In relation to medical evidence gathering for Incapacity Benefit, NHSgeneral practitioners’ terms of
service require them to provide certain information to a DWP ‘medical officer’ on request. The
relevant legislation definesthat a medical officer may be adoctor employed by DWPdirectly or by an
organisation contracted to provide medical servicesto DWP. Doctorssuch asNHSgeneral practitioners,
who provide advice and statementsof incapacity (so-called sick notes) to their patientsaspart of their
clinical practice areknow n as‘certifying medical practitioners’. NHSGPshave acontractual obligation
to provide such statementsto their patientsand to provide information subsequently requested by a
DWP medical officer (DSS'DWP, 2000).






2 Views and experiences of
GPs and practice staff

Our analysis begins by presenting the views and experiences of GPs and administrative staff in 29
practices in the Sheffield and Rotherham area, of which 17 had agreed to take part in the pilot
arrangements and 12 had declined. Appendix A presents details of the selection and personal
characteristics of the GPs in this study group and key characteristics of the practices in which they
worked. The researchers usually spoke to the senior partner; in four practices they were asked to
speak to the practice manager, asthe person who knew most about the pilot.

Additional research interviews, with administrative and clerical staff with day-to-day responsibility for
dealingwith therequestsfor medical notes, took placein ten of these practicestaking part in the pilot.

The first part of thischapter isconcerned with GPs’ initial view s of the proposed new arrangements,
and decisionsmade about whetherto participate. The second partisconcerned with theimpact of the
pilot arrangements for GPs and practice staff in those practices which took part in the pilot. Part 3
explains overall views on the pilot arrangements, as they emerged by the end of the research
interview. GPs and practice staff weighed up advantages and disadvantages now perceived, after
discussion with the researcher and, for some, through experience of being in the pilot.

2.1 Taking part in the pilot

2.1.1 Awarenessand understanding

At the beginning of the research interview, not all GPscould remember receiving the DWPinvitation
to take part in the pilot. Thiswas especially the case among GPswho had declined to take part (non-
participant GPs). Feeling ‘overwhelmed’ by requeststo take part in research meant that, unlessthe
subject matter was of particular interest, GPs might pay little attention. Practice managers, who
remembered the matter being discussed in practice meetings, were sometimes the main source of
information about the initial reactions of GPsto the request from the Department.

Those who could remember requeststo take part in the pilot reflected on their initial understanding
of its purpose and what would be involved. Again, there was hazy recall among some of the non-
participants. All GPs who could remember the process of considering the new arrangements and
whether to participate said that there had been some consultation with other practice staff. It was
common to put the matter on the agenda for the fortnightly or monthly practice meeting, and take
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account of the views of other partners, the practice manager and sometimes other senior
administrative staff, who would have day-to-day responsibility for dealing with the arrangements. It
appeared that the views of the practice manager could be highly influential in encouraging
participation.

The main aim of the pilot, asrecalled in retrospect, was generally seen to be to reduce the workload
of GPs. The pilot would show whether apotentiallytime-consuming task for GPscould be achieved in
adifferent way. A small number of GPs, who had been especially interested in the pilot, remembered
other aims: to provide better information about eligibility for benefits and to reduce the number of
medical examinations. Among this group were GPs who were active members of Local Medical
Committees and said that the pilot had been discussed at meetings they had attended. One GP
suggested that the pilot could be seen in termsof helping people back to work, but did not elaborate
on this.

Doubtsabout the purpose of the pilot were expressed by one GPwho thought there would be some
underlying ‘political or financial goal’ which would not be in patients’ interests.

In deciding whether to take part in the pilot, GPs and practice staff weighed up possible advantages
against any concerns.

2.1.2 Agreeing to take part

Among the group of practices which had decided to participate in the pilot, some saw only
advantagesin the new arrangements. Othershad some initial concernsbut these were resolved.

The main attraction of the proposed new arrangements was that they could save GPs’ time, and
reduce the number of formsthey had to fill in. Thisduty was generally disliked, even if perceived as
part of the GP'sjob. Thiswasnot just because of thetimeinvolved, but also because doctorsoften felt
they could not answer questionsasked for benefitspurposes, or felt that some of the questionswere
inappropriateforaGPwhose main responsibility wastreating patients, dealing with their ilinessesand
maintaining health.

Additional work likely to fall on practice administrators and clerical staff had been considered but, in
this group of participants, was perceived as unlikely to be high, and certainly manageable. Practice
managerswho had experience of similar arrangementsof collection and return of patients notesfor
the miners’ compensation scheme had not met problemshere.

Not all participant GPsremembered thinking about possible outcomesfor patientswhen they were
considering whetherto takepart in the pilot. Thosewho did said theythought the new arrangements
might lead to greater justice for patients,who weremorelikelyto get what wasrightfullytheirson the
basis of more appropriate detailed information. Some GPs said that they did not have time to write
much on the IB113 forms. Some said they felt slight unease about what they wrote, recognising that
theywerenot always ‘dispassionate’. Examination by athird party might give amore balanced picture
for benefits decisions, or, at least, no worse than the assessment possible from the GP-completed
IB113.One GPthought that the pilot arrangementswould mean quicker assessments, explaining that
if GPsin hispractice were busy or on holiday it could take three or four weeksto complete and return
an IB113 form.

Apart from specific advantages perceived, some GPs said that they had been influenced by more
general views. For GPswho felt it wastime to review the provision of medical evidence for benefit
purposes, thispilot wasone step forward intheright direction. Another positiveinfluence on deciding
to take part was feeling definitely in favour of research and development for the advancement of
general practice, and wanting to be part of this.
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A number of initial concernswere recalled, but these had been addressed in practices which agreed
to take part. Some GPs and practice managersfelt it essential that patients’ notes and recordswere
alwaysavailablein the surgery, in case patientscamein for consultation, needed treatment or repeat
prescriptions. A number of medical and non-medical staff might require immediate access to
patients’ notes. This concern was addressed by the photocopying option, by the Department’s
reassurance of immediate return of notesif required or, asexplained in Section 2.2, by development
in some practices of administrative processesto avoid problemsarising.

It was considered important that patients had given their informed consent, and there were some
initial concerns about how this was going to be handled. GPs in participating practices had been
satisfied by explanationsfrom the Department of theway in which patientsagreed to their notesand
recordsbeing used.

There were also concerns about the confidentiality of information about patients which left the
surgery. Initial reassurance came from telephone explanations about how the data would be
transported and dealt with, which courier firm would be involved, and which Medical Services staff
would see the case notes. Again, administrative processeswere introduced in some practicesto help
maintain confidentiality, asexplained in Section 2.2.

One GPremembered wondering whether taking part in the pilot would result in additional demands
on the practice in terms of reporting back. Being told that any such further participation would be
voluntary had been reassuring.

The paymentsfor participation offered by DWPwere generally not veryimportant in decisionsto take
part. Practiceswhich opted for photocopying sometimessaid they thought in retrospect they had not
thought hard enough about the payment levels.

2.1.3 Deciding not to take part

Asexplained earlier, not all non-participant GPscould recall being invited to take part in the pilot, and
some did not know why their practice had decided against participation. Also in the group were GPs
who explained that theinvitation had come at an awkward time, coinciding with achange of practice
manager or installation of a new computer. In these circumstances, most external requests which
would require extra work or different ways of working for administrative staff were being turned
down. Had their invitation come at a different time, it might have been considered differently. There
was, therefore, arelatively small number of GPswho remembered declining to take part in the pilot
on matters of principle or because the pilot compromised normal ways of working. Those who did
remember had strong views, which were often based on negative personal experiences.

The possibility that records would be out of the surgery when required could be a strong negative
influence, ascould potential danger of lossor damage in transit, or return of notesand recordsfiled
in the wrong order. Both GPs and practice managers saw risks here. In these practices the
photocopying option which might address this concern had appeared to require considerable
additionaladministrative resources. In practicesin which administrative staff were ‘already overloaded
or premises cramped, extra photocopying was not wanted. Interestingly, in some of these non-
participating practices, experience of the miners' compensation scheme was that staff came to the
practice and scanned notes and records themselves, using their own equipment and paper. This
seemed a better model, and thusdid not encourage participation in this pilot.

It wasnot alwaysclear why the DWPhad considered there to be any potential gain for practices. The
level of additional payment, in the form of an honorarium for participation, appeared to offer them
little or no financial incentive. Some GPs also thought the overall costs of the proposed new
arrangementswould be higher for the Department.
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There was concern about who would have accessto the records once they left the surgery. One GP
remembered previously seeing patients’ incapacity benefit case files lying on the floor in a medical
examination centre. Hisview wasthat the pilot wasunethical and breached the commitment given to
patients about their confidentiality. There were general concerns about whether patientswould be
giving consent, and if they would, whether they would fully understand the range of information
about them that would be available to the approved doctors (DWP medical officer). It appeared
possible, to the researchers, that some decisionsnot to take part had been made quickly on the basis
of concerns about informed consent and confidentiality, without full understanding of how and
when consent was sought, or how notesand recordswould be handled.

Another strong view wasthat the GPisthe best person to provide the medical information required.
One GPwho had experience in a separate capacity of using medical information draw n directly from
GPs' records, felt that the quality of some records was so poor that a system based on such records
would be unworkable. One practice had already gone a long way towards development of what
seemed abetterway of providing information - using softwaretemplatesto lift appropriatedatafrom
electronic records to fit different benefit forms. For them, the pilot arrangements seemed a step
backwards.

As already pointed out, we do not know how far some of the concerns were based on incomplete
information or misunderstanding, or whether, and how far, any staff pursued initial concerns or
sought furtherinformation beforedeclining to take part. We do know from interview sin participating
practices that phoning for clarification, further information or reassurance was often important in
agreeing to take part.

2.2 Theimpact of taking part

Not all the practicesin thisstudy group who had agreed to take part in the pilot had actually received
requestsforrecordsthusfar. The GPsconcerned (from three practices) were surprised about this, and
there wassome disappointment that they had not had an opportunityto test the new arrangements
themselves. We do not know the reason why no requests had been made.

Those 14 practices which did have experience of providing medical information under the pilot
arrangementsreported collection of between two and 50 setsof recordsby the time of the research
interview.

2.2.1 The impact on GPs

There was mixed evidence of any impact felt directly by GPs. Some said they had noticed no impact.
In termsof their overall administrative work they felt two or three fewer IB113 formsper week could
easily go unnoticed. However, such GPs readily acknowledged that their paperwork had been
reduced if fewer IB113 formshad been passed to them for completion, even if they had not noticed
this.

Reduction in workload had been noted by a GPwho was a ssingle practitioner in what wasdescribed
as a deprived area, who reported normally receiving six or seven IB113 forms each week. These
seemed a heavy burden and the practice was sometimesunable to meet requestsfor return in seven
days. Thereductionin IB113 requestswasan improvement for thisGPwho hoped the arrangements
would continue. A GPin a multi-partner practice in an area of relatively high employment had also
noted areduction in paperwork. This GPgenerally dealt with two IB113 formseach week, and each
took 15 minutesto complete. Forthispractitioner the pilot arrangementstook away an ‘irritating and
time-consuming administrative task’. In the large multi-partner practices the work of completing
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IB113 formswasshared out in different ways. Where there wasarota system and most of the weekly
incoming IB113 work fellto one GPat atime, thiscould take more than two hours. Not surprisingly,
a GPwithin such a practice had noticed a welcome reduction in thiskind of work.

GPsreported no negative impacts for themselves of taking part in the pilot, and none knew of any
negative impacts for patients. GPsin multi-partner practices thought they would have heard about
any such outcome from their colleagues. There wassome surprisethat there had been little feedback
from patients. Some GPs had expected patientsto mention the new arrangements, but there was
only one such report, of a patient who remarked that the benefit decision had been made more
quickly under the pilot arrangements.

There was one report of the situation arising that had initially given some GPs concern, that of a
patient coming for an appointment and repeat prescription while her noteswere away. Thiswasnot
reported asaproblem however. The GPconcerned knew the patient’scircumstances; the prescription
recordswere on the computer and it was not necessary to ask forimmediate return of the notes.

GPs often said that their practice manager would have a fuller picture of the overall impact for the
practice. It was expected that additional work had been created for the clerical and administrative
staff, but not all GPshad yet discussed thiswith the staff. The experience and viewsof administrative
staff in the practicesisreported in the following section.

2.2.2 The administrative experience

Most practicesin the study group, who had experience of dealing with requests for medical records
under the pilot arrangements, had chosen to send the actual records, sometimes with additional
print-outs from computerised records, depending on how far the practice had moved towards
computerisation. The study group did include some practiceswhich had opted to send photocopied
notesand records, rather than the original documents, and one so-called ‘paperless’ practice which
was sending only a print-out of electronic records.

In terms of administrative work required, this was variable depending partly on the number of
requests coming to the practice, but mainly on whether practices were sending actual records or
photocopies. The processwasquickest and easiest for those practicessending actual case records. All
these practices still maintained paper filesfor documents such asconsultant letters and test results,
and in some cases GPs’ hand-written consulting notes. Practice managers or administrative staff
found the paper files, and printed out whatever additional records were computerised.

A number of practices had introduced processes to avoid problems arising as a result of the notes
being out of the surgery. Thus, in some practices, staff always checked to see if appointments or
repeat prescriptions were due during the time the notes were likely to be away. Some practices
routinely photocopied the last two consultation sheets, so that medical staff still had the most recent
record if the patient needed attention. A number of practices had also introduced processesto help
maintain patient confidentiality, for example, routinely removing notes made by non-medical
counsellors and any reports made for solicitors or insurance companies. These additional individual
processeswere reported not to be time-consuming. It was often not realised by staff sending actual
recordsthat only those from the last five yearswere used in the medical assessment. When thiswas
discussed, staff felt that separating notesfrom the last five yearsat the surgery would take extratime
and be administratively cumbersome, requiring the need for new files or new filing spaces. They
preferred to keep filestogether.

The general view of administrative staff, in practicesw hich were sending actual records, wasthat this
was relatively easy to manage and had not created problems for them. They felt the administrative
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work wasprobably not taking moretimethan would otherwise be spent dealing with IB113 forms, in
terms of retrieving patients’ records, distribution of records and IB113 forms to GPs, monitoring
progress, returning completed forms and refiling the records. It was not hard to fit the pilot
arrangementsinto existing work schedules, which meant that staff could usually respond quickly.

Practices in this study group which had opted to send photocopies or print-outs, reported a rather
different experience. The task of photocopying and dealing with the printing or scanning machines
was generally dealt with by more junior staff. Some large practices employed part-time clerical staff
just for photocopying or printing duties. The work for the pilot arrangements waited its turn for
attention, along with requestsfrom solicitorsand insurance companies. Prioritising any photocopying
work involved additional supervisory input, which was not always possible. For the staff doing the
work, opening paper folders, removing staples and envelopes, photocopying, restapling and
replacing material in correct order could be a lengthy business. In paperless offices, printing out
individual sheets of scanned material could also be time-consuming. Clerical staff said dealing with
one set of recordsusually took between 15 and 30 minutes, but could take up to one hour. Practices
which were sending photocopies or print-outsknew that only five years' recordswere required and
none were sending more than required.

Views varied about the length of notice given for collection. Two days was sufficient for practices
sending actual records. This amount of notice was said to be insufficient by practices opting for
photocopying or sending only print-outs, who said they needed four to six days to fit the task into
normal work schedules.

The arrangements for collection and return of records generally worked well. No problems were
reported in termsof delayed return, losing material or sending it back in an unsatisfactory condition.
Practices were satisfied with the courier service, whose staff telephoned in advance of arrival, dealt
courteously and appropriately with reception staff and kept alow profilein the surgery waiting area
and car park. One practice which had arrangements for collection and delivery at two sites had
wondered initially whether thiswould lead to confusionsbut was pleased with the efficiency of the
courier service.

Experience of theworkinvolved inimplementing the pilot arrangementsled to the view among some
practice managersthat the honorarium of £20 for sending photocopied recordswasinsufficient. This
amount was compared with £50 received as the minimum for photocopying records for private
medical insurance purposes. It wasknown that the paymentsfor participating practiceswere to be
made only at the end of the pilot period, but there wassome irritation that only through requestsfor
payment had some practiceslearned that the pilot period had been extended from the original date.

2.3 Emerging viewson pilot arrangements

Views on the pilot arrangements sometimes changed during the research interviews. During their
interview some people gained apparently new information about the purpose of the pilot and the
waythat medical evidencewasdealt with in determining benefit claims, and some misunderstandings
were cleared up. Such new information influenced the reflectionsof the GPsand administrative staff
on their experience of the pilot arrangements. One GPdiscovered during the research interview that,
contrary to hisinitial expectations and preferences, actual recordswere leaving the practice.

Overall viewson the new arrangements also depended on what people felt about the usual process
of completion of the IB113 form. Thissection thusstartswith asummary of GPs’ viewson dealing with
IB113 forms.
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2.3.1 GPs viewsonthelB113 form

The|B113 asksthe GPto providefactualinformation to the DWPmedical officer (approved doctor)on
the named incapacity benefit claimant. Payment for this work is included in GPs’ overall NHS
remuneration.

The general view among participating and non-participating GPs was that currently there were
problemsin seeking medical evidence to determine IBclaimsusing the IB113. Filling in the form could
betime-consuming. Generally, GPssaid the formstook about 15 minutes; those who said they liked
todothiswork ‘properly said it could take 30 minutesto look at therecords, decidewhat to writeand
fillin the form. Keeping abreast of the IB113 work sometimes meant taking the formshome to deal
within privatetime. Oneway of saving timewasfor nursing or administrative staff to fillin partsof the
IB113 from patients’ records. No GPinterviewed said that they sometimes did not return the IB113
forms, but some with strong negative views about this work said they spent as little time on it as
possible, and thiscould be just afew minutesfor each form.

Aview often expressed wasthat some of the questionsasked onthe IB113 were hardto answer, such
as ‘effects of the medical conditions on daily living’. GPs were irritated to be asked for information
which they did not know. Some were concerned, how ever, that patientsmight be penalised by their
answering ‘don’t know’ or leaving blank spaces. Care wasneeded in providing answerson the IB113
in casethe patient went to appeal and challenged what the GPhad written. One way of dealing with
thiswasto discusswith the patient how tofillin theform, but thiswasunusual and created even more
work.

Ontheotherhand, GPswho did know something about the patient’sdaily activitiesfelt they were not
always objective, because they tended naturally to act as ‘advocates for their patients. It could be
hard bothto befairto their patient and meet their responsibilitiesto the state. Some said that personal
viewsinevitably crept in, such that an IB113 completed for a patient thought to be a ‘genuine case’
was likely to contain information phrased in waysthat might support the claim. On the other hand,
when a patient wasthought better able to do some work, the IB113 form waslikely to contain only
essential factual information set out succinctly. Some GPs saw the opportunity to influence the
benefit decision asaresult of what they wrote on the IB113 form asan advantage.

Some GPsfelt theirinvolvement in benefit decisions, by providing medical evidence on formssuch as
IB113, affected relationships with some patientswho were angry when their claim for benefit was
disallowed.

Different viewsamong GPson anumber of the above issuescontributed to awide range of attitudes
towardstheir provision of medical information on the IB113 forms. At one end of the spectrum were
GPswho saw their work on benefit formsaspart of theircommitment to their patientsand tried to be
fairand accurate, sometimesdespiteinsufficient timeorirritation with the questions. Atthe otherend
were GPswho felt that they were not the appropriate people to ask for theinformation required, said
they did not prioritise thiswork and sometimesdid not take it very seriously.

2.3.2 Advantagesand disadvantages of using GPrecords

Drawing on both their own experience and the discussion during the research interviews, GPs and
practice staff who had taken part in the pilot weighed up the advantages and disadvantages.

The GPrecordswere generally felt to provide fuller, more comprehensive information. Thiswaslikely
to serve patients’ interests better and lead to fairer decisions about benefits. In turn, the GP saved
some time to spend on work which some felt more appropriate. A further advantage wasthat the
new arrangementsincreased the distance between the GP and decisions made about entitlement,
and thusreduced some potential for problemsdeveloping in the relationshipswith patients.
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Disadvantages perceived by some practices sending photocopied material were that this created
considerable additional administrative work, with insufficient remuneration under current
arrangements.

There remained some concerns about releasing to third parties some kinds of sensitive information
which was recorded in some patients’ notes, for example information about social or marital
problems, and convictions. This was linked to continuing concern about the level of patient
understanding about material in full GPrecords and whether patientsreally understood what they
were agreeing to. There was also continuing concern among both participant and non-participant
GPs about the low quality of some GP case notes and records, especially from locums. Some hand
written consultation noteswere believed to be generally illegible.

Aswe might expect, non-participating GPstended to continue to emphasise their concernsand the
disadvantagesthey perceived. By the end of the research interview there wassometimesareduction
in concerns initially reported about issues to do with collection and return, as a result of greater
understanding of options for transferring information. A request for records for the last two years
might have led one non-participant GP to consider taking part more favourably, because recent
records and notes were computerised. Other GPs, however, both participant and non-participant,
felt atwo-year period for assessment would be insufficient. They said that some conditionshad long
histories and thishad a bearing on capacity for work.

When GPs, maintaining strong negative views about the pilot arrangements, were asked whether
anything might change their mind, suggestionsmade included:

» evidence of better benefit decisions, at realistic cost for the Exchequer;
« evidence that patients wanted the new arrangements;
« gpecific written consent from patients (comparable to those prepared by solicitors);

« reduction of length of the period for which records were required to two years (thus enabling
wholly electronic transfer procedure).

2.4 Summary

The pilot arrangements had been welcomed by GPs who saw opportunities for saving time and
shedding an administrative chore, and a procedure likely to lead to a more balanced picture for
benefitsdecisions, or at least no worse an assessment of their patient. GPswho had declined to take
part had concernsabout confidentiality, whether patientsunderstood theimplicationsof consenting
totheprocedure, and saw risksin lossof ordamageto theirrecordsand not having continuousaccess
inthesurgery. Practicestaking part in the pilot arrangementsshared some of these concerns, but had
resolved difficulties. Some had sought more information about how the recordswould be handled,
and some had developed their own proceduresto minimise practical risksor inconveniences. Practice
managerswere often of key importance in decisions made about participation in the pilot.

Not all GPstaking part had noticed any impact. Those who did were GPspractising on theirown, GPs
in areasof social disadvantage and thosewho tendedto spendlongertimeinfillinginthelB113 forms.
The administrative and clerical staff with day-to-day responsibility for implementing the new
arrangementshad mixed viewson theimpact of the pilot. Practicessending actual recordshad found
the process fairly quick and easy and no problems had arisen. In practices sending photocopied
records and print-out from wholly computerised records, the additional work required was time-
consuming and could be hardto fitinto existing work schedules. Asaresult, it wasnot alwayspossible
to meet time requirements, and the payment wasfelt insufficient.
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There wassome evidence that GPswhose strong negative viewshad led to non-participation, might
view the pilot arrangements more favourably with greater understanding about how the records
were handled. Concernsremained, however, about confidentiality and informed consent.






3 Viewsand experiences of
incapacity benefits
claimants

This chapter presents views and experiences of the pilot arrangements of incapacity benefits
claimantsin the Sheffield and Rotherham area. Thefirst two partsof the chapter explain what people
understood about the pilot and why they decided to take part or not. Section 3.3 presentsfindings
about people’sgeneral awarenessof, and interest in, the process of medical assessment. Section 3.4
explainshow they felt about their GPs, what they thought their medical recordscontained, and views
on medical examinations. This sets the context for discussion of perceived advantages and
disadvantages of the pilot arrangements, the subject of Section 3.5. The last part of this chapter
presentsclaimants’ overall views of the pilot. Appendix A explainsthe selection of the 32 claimants,
whose views were sought for this part of the research, and provides a summary of their main
characteristics. Twenty-two were recruited as participantsin the pilot, and ten as non-participants.

3.1 Taking part in the pilot

The main source of information about the pilot was the DWP explanatory leaflet sent with the
incapacity benefit claim form or the IB50 questionnaire. The leaflet included atelephone number for
moreinformation. People were given the option to opt out of the pilot by ticking abox on their claim
form if they did not want DWPto have accessto their case notes. People who submitted their claim
form beforethepilot started, and who were not required to fillin an IB50 questionnaire, were sent an
explanatory letter (PEG1), and the opportunity to opt in.

3.1.1  Awarenessof the pilot

Although incapacity benefits claimants were recruited to the research as pilot participants or non-
participants, at the start of their research interview not everybody was aware of their relationship to
the pilot. The lettersinviting people to be interviewed and the researchers’ introductions served as
reminders, but not everybody recruited as participants understood they were taking part and some
recruited as non-participants believed their claim was being dealt with under new arrangements.
Even after prompting there remained a small group of people who appeared to have no prior
knowledge of the pilot arrangements, and were thusunable to discuss decisions about taking part.
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Those who remembered they were in some form of incapacity benefits‘experiment’ knew that they
had given permission. Not all such people could now remember what the pilot involved, but most who
remembered giving permission thought they had understood at the time.

Some people remembered generally that the pilot was about medical records, or going further into
their medical details. Non-participantsretained lessunderstanding about the pilot than people who
had agreed to take part, aswe might expect. Those peoplewho had retained clear understanding that
the new arrangementsinvolved DWPlooking directly at the medical recordsheld by their GPincluded
men and women in different age groups, and people recruited asnew claimants and re-referrals.

3.1.2 Sourcesof information about the pilot

Few people could remember receiving a leaflet about the pilot; there were more frequent mentions
of ‘aletter. It wasfrustrating when the letter did not enclose the leaflet to which it referred, assome
people reported.

Telephoning for moreinformation had not worked well forthose who had tried this. People who had
sought information in thisway said that staff seemed poorly informed. (We do not know whether
such people used the advertised helpline or telephoned local DWP offices.)

Written information could be important; some people read this carefully and thought it was useful.
Thosewho had clearest recollection of reading about the pilot and considering the new arrangements
were existing claimantsbeing re-referred for a PCA who agreed to take part. We might expect that
somepeoplewho already had experience of the medical assessment procedureswould be particularly
interested in the idea that things might be done in different ways. Among the new claimants, not
everybody who could remember receiving written information had looked at it carefully. Knowing
their medical recordswould be used in the assessment for benefit could be alltheinformation needed
to decide whether to take part.

Those who remembered making a decision about taking part had known that participation was
voluntary, although we see in the next section that some people thought refusal would attract
attention. Nobody remembered giving thought to whether their GPwastaking part in the pilot, but
people were interested in thisissue when the researcher raised it. There was some surprise that GPs
could also choose whether to take part. Some people thought that if claimantswanted to take part
in the new arrangementstheir GPs should be required to participate.

3.2 Deciding whether to participate

Asexplained, peopledid not need fullunderstanding of the detailsof the pilot in orderto agreeto take
part.

Reasonsreported asinfluencing agreement to take part included:

* hoping to avoid a medical examination;

* hoping for quicker and easier administration;

+ believing that DWP would be suspicious of people declining to take part;
* welcoming an opportunity to ‘show willing’;

« having ‘nothing to hide’ and thus no reason to decline;

+ believing a ‘full picture’ from medical records would help distinguish genuine and fraudulent
claimants;
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* believing medical records would help educate DWP staff about mental illness;
* believing that advances in society required readiness to try new things;

» general support for policy pilots and public consultation.

These reasons for taking part fall generally into two groups: possible direct consequences for
themselvesand other claimants, and perceptionsof the pilot arrangementsasagenerally better way
of doing things.

Hoping to avoid being asked to go for amedical examination could be apowerful influence. Previous
bad experiencesat medical examinationsmeant that some people did not want to undergo another.
Otherswho feared being asked to go foramedical included people with mentalillnesseswhich made
it hard forthem to leave home ortalk to strangers. They believed such problemsmight be interpreted
as non-cooperation, leading to loss of benefits. Their hope was that their medical records would
provide all the information required for DWPto make a decision without calling them for a medical
examination.

Apart from the medical examination, some people thought that the administrative processwould be
generally simpler and quicker under the pilot arrangements. Not having to go to the GPfor a Med4
was attractive. Others did not identify specific elementsin the claiming process but had a general
feeling that it might all be easier under the pilot arrangements, especially people who had previous
bad experiences of administrative muddle and delay.

Anotherreason fortaking part wasbelief that DWPwould be suspiciousof peoplewho opted out and
it could seem better not to attract attention. This had led to some people feeling some pressure in
agreeing to take part. On the other hand, some people welcomed an opportunity to demonstrate
their readinessto take part. People with different kinds of mental illness said they wanted to be seen
to bereadyto cooperate with DWPto reduce the kind of stereotyped stigma and suspicion attached
to their iliness.

Just having ‘nothing to hide’ and, thus, no reason not to take part could be sufficient to agree to
participate. Some people had not bothered to read all the information or think much about it; some
who had been more interested saw no particular consequencesfor themselves. There then seemed
no reason not to give permission, although one person observed that the way agreement wassought
appeared designed to make it easier for people to agree to take part than not.

Perceptions of the pilot arrangements as a generally better way of doing thingsincluded the belief,
often expressed, that the evidence in medical records would help to distinguish ‘genuine’ from
‘fraudulent’ claimants. Another view wasthat if more DWPstaff looked at real medical records, they
would understand mentalillnessbetter. Some people observed that society would not move forward
unless people were prepared to try new things, and one person in particular strongly supported the
idea of pilots and trials with public consultation, as a good way for a democratic government to
develop policy.

The strength of such beliefs and feelings varied considerably between individual people. A person
who feared being asked to go for amedical examination and wasconfident that her medical records
showed she could not work wasmaking a strong positive choice in agreeing to take part in the pilot.
By contrast, some people could think of no reason for or against participation and attached little
importance to the matter.

Few peoplewereinterviewed who could tellthe researcherswhythey had decided not to take part in
the pilot. Ten people were recruited to the research as pilot non-participants, some of these did not
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remember being invited to take part, asexplained previously, and one person believed he had given
hispermission and wastaking part. For some people it appeared that the decision not to participate
w as effectively made by third parties. People making a new claim, who had received help with form
filling from advice workers or hospital staff, said their adviser must have decided against their taking
part, although they could not remember having discussed this. One person who could remember
talking about whether or not to take part asked hisGPabout it. He said that the GPsuggested it might
be easier to send the Med4, and since he was already at the surgery thiswould be no trouble.

Amongthesmallnumber of people who had decided themselvesthat they preferred not to take part,
the following factorswere reported asinfluential:

* objections on grounds of confidentiality;

« mistrust of DWP use of information in GP records;

+ belief that GPswould get ‘blamed’ if patients lost benefits;

« perception of administrative problems;

* Dbelief that participation would result in additional demands on claimants.

There was some objection to the pilot on the basisthat GPnotesand records should be confidential
between doctor and patient and not available to other people. A person expecting his GPrecordsto
be used in a law suit thought they should not also be used for other purposes. Linked to issues of
confidentiality was some mistrust that DWP would use the information in the notes solely for the
purposesproposed, but would take the opportunity to look for reasonsfor denying people benefits.
Some thought that people who were not satisfied with the outcome of their assessment would be
likely to blame their GP, if the decision was based on the GP's records. Administrative problems
perceived included extrawork for office staff in the surgery and possibility of lossof the recordsw hile
they were out of the surgery. There was some feeling that agreeing to take part would bring
additionaldemandson claimantsand unwanted attention in some way, perhapsadditional callers at
home, or extrarequeststo visit Sheffield offices.

It isimportant to say again that these reasons for not taking part came from only a small group of
people. The person who argued most strongly against the pilot, drawing on several of the above
issues, had actually been recruited to the research on the basisthat he was a pilot participant and it
was not clear to the researcher what hisstatuswasin relation to the pilot.

Aswereport below, someof thenon-participantssubsequentlytold theresearcherthat their decision
might have been different had they known more, or understood correctly, about the pilot
arrangements.

3.3 Awareness and understanding of the process

In order to explore people’sunderstanding of the processof assessment, the researchersasked what
they thought happened the last time they had dealingswith DWPabout their incapacity benefit. For
the participants, thiswasthe claim made under pilot arrangements; for non-participants, the claim
made under the usual arrangements.

Not everybody wasinterested in what happened. Those who made suggestionsthought staff would
look at what they themselves had written on the forms, and decide whether to seek some medical
information as proof that they were entitled. Only rarely did people mention a contributions or
income check. The kind of medical information DWP needed in order to decide entitlement was
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expected to include details about past health, history of illness and treatment, current medical
circumstances and the effects on their daily lives.

Asto where DWPwaslikely to seek such information, most who had viewssuggested the GP. People
who had been in hospital, were receiving out-patient or psychiatric care, attending pain clinics,
diabetic clinics, drug rehabilitation centres or eye hospitals felt that the most appropriate medical
information for the DWP was held by consultants or other health specialists. Some felt that DWP
would write to their consultant, but not everybody was confident that thiswas part of the process.
Wondering if DIWPmight deal with their claim solely on the basis of medical information supplied by
aGPcould beaconcern. A small group of people, participantsand non-participants, thought that the
GPwasnot approached again for the incapacity benefit claim, but that the primary medical evidence
wasthe number and contents of sickness certificatesissued.

Other suggestions of possible sources of information included occupational health personnel or
managers at work. There was also a belief that DWP would draw on medical information already
supplied, for example looking across previous sick notes, or reports for claims for industrial injuries
benefitsand allowances.

Views varied as to which DWP staff had responsibility for collecting the information and making
decisions and how this happened. A few people mentioned the points system or ‘formula’ but this
was not well understood. Some suggested decisions about entitlement were made by a ‘panef,
‘board’ or ‘jury, expected to include doctors, DWP personnel, or possibly solicitors. Medical
examinations were generally thought to be part of the overall process, but few had a full picture of
how the medicalfitted in. It wasgenerallythought that assessment ‘panels’ and medical examinations
were located at centralised offices, and suggestionsincluded Sheffield, New castle and Leeds. Aswe
might expect, long-term incapacity benefitsrecipients and people whose relatives also had histories
of claiming incapacity/invalidity benefitshad the best grasp on the overall procedures.

Pilot participants, who had previously been assessed under pre-trial arrangementsin the current or
previous claiming spell, perceived few differences in the processes experienced thus far, although
some had noted not having to get a Med4.

3.4 Relationshipswith GPs, perceptions of medical records,
and views on medical examinations

We would expect claimants’ views of the new arrangementsto depend partly on their relationship
with their GPand how carefully they expected the GPto fill in benefit formsabout them. Viewsmight
also depend onwhat peoplethought GPrecordscontained and how medical examinationsfitted into
assessments. This part of the chapter presentsfindingson these issues, to inform understanding of
claimants’ overall views about the pilot arrangements.

3.4.1 Relationshipswith GPs

As we might expect, there was wide variation in people’s reported relationships with their GPs, in
terms of: length of the relationship; frequency of and reason for contacts; continuity of contact in
multi-partner practices; and satisfaction with the care provided.

At one end of the spectrum were people who said they went to the surgery only for repeat
prescriptions, rarely saw the same doctor twice, and did not ratethe GPsvery highly. At the other end
of the spectrum were people who visited, at least once a month, a respected GPwhom they had
known from childhood. Similarly, there waswide variation in people’sexpectationsand experiences
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of discussing benefitsand work with the GP; their confidence in the quality of the GP'srecords and
general record keeping; and their own assessment of their GP'scommitment to careful reporting on
benefit forms.

3.4.2 Perceptionsof medical records

Everybody had seen their GP making notes during consultations, either handwritten or on the
computer, and most people had seen a ‘file’ or ‘folder' for storage of notes and other items about
them. Nobody in the study mentioned ever having asked to see noteskept about them.

There was variable knowledge about, and interest in, what else might be in the file. Suggestions
included correspondence between the GPand hospital consultantsincluding detailsof investigations,
operations, treatment and progress; results of tests done at the surgery and in hospital; X-rays;
prescription records; appointmentswith psychiatristsand counsellors, and recordsof work absence.
Some people wondered how paper recordswere linked up with computer recordsin the surgery, or
whether the records and notes were ever weeded out, to make space by getting rid of unwanted
information.

While some were confident that their medical records held by the GPwent back to their birth and
weretransferred asthey moved home orchanged theirdoctor, otherswerelesssurethat their current
GPhad afull historical record.

3.4.3 Viewson medical examinations

Although new claimants had no recent experience of a medical examination for incapacity benefit
some had been for medicalsin previousclaiming spells. Most recruited asre-referralsremembered a
previous medical for Incapacity or Invalidity Benefit. In addition, some people recalled medical
examinationsfor Disability Living Allowance or industrial injuries benefits. Some had clear memories
of what parents or spouses had told them about their medical examinations. As expected from
previousresearch, people drew on all such experiences and accountswhen they discussed the place
of medical examinationsin assessmentsfor incapacity benefits.

There was a wide range of feelings about previous personal experiences of medical examinations,
linked to benefit outcomes and how people felt the examining doctor had treated them. Practical
problemswere also mentioned including the difficulty of the journey and budgeting in advance for
the cost of travel. This study was not designed to explore fully respondents’ experiences of medical
examinations. Rather,thefocuswason people’sperceptionsof how amedical examination fitted into
the assessment for benefit, and the role of any medical information about claimantsprovided forthe
examining doctor.

Therewasawidespread belief that everybody receiving incapacity benefit waseventually asked to go
foramedical examination. Othersthought there was a selective processin which some people were
more likely to be asked to attend, although the criteria involved were not clear. A few people
suggested that the requirement for a medical was linked to the length of the claim in some way.
Suggestions here were ‘so many weeks after claiming’ and then ‘every 12 months, or just simply
when people have been off work for along time, or ‘seemed to be getting better .

There was widespread acceptance of the importance of medical examinationsin the assessment of
incapacity benefit and support for the principle that everybody should have a medical examination
eventually. Underlying thiswas a belief that deciding whether a person’s condition prevented them
from working could onlybe made properly by seeing the person and talking to them about ‘what was
wrong’ and how theyfelt. Even people who were anxiousabout being asked to go for a medical, and
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people who had previously had bad experiences and disappointing outcomes, could support in
principle the idea of a medical asan important part of the decision process.

There was also belief that a medical examination would help identify people making fraudulent
claims.

Those who felt that medical examinationswould be unhelpful for their own claimsincluded people
with symptoms of mental illness which would prevent them from going to an appointment, or
communicating with the doctor when they got there, and who feared subsequent loss of benefit. A
small group of peoplethought that a short medical wasinsufficient for an unfamiliar doctor to assess
their condition, especially when thisvaried, or was complex.

The need to conduct separate medical examinations for different state benefits such as Incapacity
Benefit and Industrial Injuries Benefit wasbelieved to be a waste of time and resources.

Therewasgeneral support forthe examining doctor to have available asmuch information about the
claimant aspossible, and thisincluded information from the person’sGP. Thosewho believed that the
fullest picture of their condition and itseffectslay with their hospital consultantsfelt it wasimportant
forthe examining doctor to have thiskind of information.

When asked directly if it would be better for the examining doctor to see their actual GPrecords or
havethe GP swritten opinions, most people opted forthe actual recordson the basisthat thesewould
provide the fullest picture, and that medicalswould be shorter and more fitting if the doctor had full
information in advance. Therewas, how ever, some scepticism among peoplewho had already had an
incapacity benefit medical examination, that the examining doctor would actually read through lots
of notes. Some were critical of what they had experienced as short examinations by doctors who
appeared to know little about them.

A person who would prefer the examining doctor to read information from the GP written on a
standard form rather than the GPrecords, emphasised the need for a personal opinion from medical
personnel who knew her history and current situation.

3.5 Advantages and disadvantages of the pilot
arrangements

In orderto getinformed opinionsabout the pilot arrangements, towardsthe end of theinterview the
researcher summarised the main differences between usual arrangements for collecting medical
evidenceandthearrangementsinthepilot. Theemphasiswason the basicdifference betw een asking
the GPto send medicalinformation by writing on aform and asking the GPto send notesand records.
Thisserved to confirm people’sunderstanding, correct misapprehensionsorincrease theirknowledge.
Forthose who had little prior understanding or lessinterest in procedures, it could be hard to absorb
new information of thiskind during the interview, and misunderstandingsand confusionsremained
among some of the respondents. It isimportant to remember thisin considering claimants’ overall
viewson the new arrangements.

Some people saw only advantages, or expressed only negative views. Othersidentified advantages
but expressed some concernsor qualified their commentswith reference to possible disadvantages.
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3.5.1 Positive views

Claimantsin both the participant and non-participant groupsexpressed positive view sabout the pilot
arrangements. There was no systematic difference in the views of new and re-referred claimants.
Advantagesidentified spontaneously included anticipated effectsfor themselvesor other claimants
and for the DWP, and effectsfor GPs.

The advantages for claimants and the DWP were that staff making decisions about benefitswould
have a fuller picture of the claimant’s condition and its effects. There would be less danger of GPs
omitting essential information, and important information from hospitalsand consultantswould all
be available. The GP records would demonstrate change in someone’s condition over time, which
might be important.

With a‘fullpicture and more ‘proof from the GPrecords, benefitsstaff would be better ableto make
the right decisions. This meant that they (the claimants themselves) would be more likely to be
identified asproperly entitled to incapacity benefit, and there would be no doubt about how ill they
were (thislatter point wasemphasised especially by people with mentaliliness). The full picture from
the GPrecords was also more likely to identify people making fraudulent claims (other people who
were able to work) and would prevent claims being decided on the basis of information written by
(other) over-sympathetic GPs.

Further advantagesfor claimantswere that there would be no need for a GPappointment just to get
a Med4. Fewer medical examinations would be needed, thus there would be fewer unnecessary
demandson claimantsand, some thought, less expense for DWP. If a medical wasrequired, people
would be asked fewer and more relevant questions because the examining doctor would already
have full medical information.

Advantageswereperceived for GPsintermsof areductionintheworkinvolved in getting information
from the records or computer, remembering the patient and thinking what to write, and filling in
forms. Less benefitswork for GPswould mean more time available to spend with patients.

3.5.2 Negative views

Again, peoplein both participant and non-participant groups expressed some negative views about
the pilot arrangements, and potential disadvantagesw ere identified for claimantsand the DWP, and
GPs.

Issues were raised about confidentiality. There were concerns about who would have access to
medical notesand recordswhile they were out of the surgery. Not everybody trusted the DWPto use
the recordsonly for purposes of incapacity benefits.

Contrary to those who believed that the GP notes would provide the ‘full picture’, some claimants
thought that the GP records did not always reflect the full impact of a person’s condition. Some
matters were discussed with, and known by, the GP but not recorded (mentioned by people with
mental health problems). Thus, in some situations, the GPwould be able to provide more relevant
information on the IB113 form than would be found in the records. Using medical information from
GPrecordsdid not addressthe problem perceived by somewho thought that information relevant to
their claim was held by psychiatrists or consultants, and was not all in their GPrecords. People who
discussed their condition mainly with counsellors or advice workers, or were dealing with their
condition through self-help groups also thought that the relevant information for their incapacity
benefit claim wasnot in their GPrecords. One person madethe point that if DWPrelied on GPrecords,
those people who received all their support and help through self-help groups and alternative
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therapies, and were trying not to rely on medication, only visited their GPfor benefitscertification. It
might be easy for athird party looking at the GPrecordsto interpret their lack of GPconsultation and
treatment as evidence that they were not ill.

Oneclaimantwho waswellinformed about the pilot arrangementsfelt that aperiod of five yearswas
notlong enough for seeking relevant medical information. Some conditionsfluctuated, or developed
in response to other earlier conditions, and this affected people’s capacity for work.

One view wasthat neither the pilot arrangements nor the IB113 procedure addressed the problem
perceived that some (other) people did not tell the truth to their GP.

There were some anxietiesthat even if the GPrecordswere potentially abetter source of information
thaninformation provided ontheIB113 forms, DWPstaff might not useit properly, for example using
onlyinformation which would disallow aclaim. One suggestion wasthat it would betime-consuming
to examine properly along medical record. If some benefits staff had time only to quickly scan the
records, somerelevant information could be missed. Another suggestion wasthat medical examinations
would be dominated by the doctor reading GPrecords, leaving insufficient time to examine or talk to
the claimant.

The pilot arrangementsappeared to some claimantsto introduce new formsof bureaucracy and the
possibility of greater expense overall. One person suggested that if the pilot arrangementsdid lead to
extra expense for DWP, charges might be introduced for claimants. If the GP records did provide
better information for the DWP, thiswould mean more disallow ances and more appeals. Thiscould
undermine GP/patient relationships, and more appealswould be a disadvantage for DWP.

Some claimantssaw other disadvantagesfor GPsin extrawork and expense in transferring the notes
and recordsand the possibility of them being lost during transfer and use. There could be problemsif
records were not in the surgery when the patient needed treatment, and one person reported this
experience herself. The point was made that some GPs just might not like their own notes being
looked at in thisnew way.

Aspeopleweighed up advantagesof the new arrangementsagainst potential negative effects, some
emphasised the importance of the quality of the information supplied to DWP, as well as the
relevance. Only one person thought there would be any impact on their own relationship with their
GP, but there were suggestionsthat it would beimportant for GPsto know in advance that claimants
had given their consent to recordsbeing used in thisway.

Viewsvaried asto whether the new arrangementswould be quicker, overall. Having lesspaperwork
would save GPs' time, but thetimeinput inthe surgery might just be shifted onto administrative staff
who had to deal with practicalities. It wasalso thought likely that staff using the medical information
would need more time under the new arrangements, reading through all the different pieces of
information, letters, testsand records. Asaresult, some people thought that it might take longer to
reach a decision.

It waspeoplewho wererecruited aspilot participants, who had been re-referred, who madethe most
sophisticated analysis of the advantages and disadvantages. They weighed up possible positive and
negativeimpacts, seeing anumber of argumentson both sides, sometimesillustrated from theirown
experience within and before the pilot.
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3.6 Overall viewsof the trial

Before summarising claimants’ overall viewsabout the pilot it isimportant to remember that even at
the end of their research interview some people still had little understanding of the medical
assessment process, confusionsor big gapsin their knowledge. Some people said they were just not
much interested. What is presented here are the main patterns which emerged, and the issues of
particular interest for policy makers. Some of the views expressed come, however, from relatively
small numbersof people.

3.6.1 Ontaking part

By the end of the interview, most people recruited aspilot participants, including those who initially
had not realised their own assessment wasbeing dealt with under new arrangements, said they were
contentto havebeenincluded. Therewasafeeling that it wasbetter to test new arrangementsbefore
introducing them for everybody, and that somebody alwayshad to be ‘the guineapig’. Some wished
they had understood the processbetter, however.

Only one person in the participant group said if she had fully understood that only the last five years
of recordswere examined she would not have taken part. She believed that a full picture of whether
she could work depended on looking at her recordsand considering her condition over alonger time
period.

Most people recruited as non-participants appeared more positive about the pilot arrangements at
theend of theinterview than at thebeginning. Greater understanding about what wasinvolvedin the
pilot helped to address some of their initial concerns or uncertainties. It was not unusual for non-
participantsto say that they would have been more likely to take part if they had understood more at
thetime.

3.6.2 Asatechnique for testing policy

There wassome interest when people learned that the pilot wasonly taking place locally. Some were
pleased that they had had an opportunity to help find out whether a new idea worked.

Learning from the researchers that GPs had been able to choose whether to take part drew some
disapproval, asdescribed earlier. It wasconsidered wrong that some people, who might have wanted
their claim dealt with under pilot arrangements, had been denied the opportunity.

3.6.3 Onimplementing the pilot arrangements nationally

By the end of the interviews, most people felt that it would be ‘agood idea or “all right’ to introduce
the new arrangements nationally, although they thought some other claimants would not like it,
especially people who felt it was invading privacy and those who were subsequently disallowed
benefit. Claimantsthought that some GPs were likely to be resistant, not wanting other people to
look so directly at how they worked.

Some pointed out their views might well change when they learned the outcome of their recent
assessment. Being disallowed benefit would tend to strengthen negative feelings about whichever
arrangementshad been used. The person who wished she had not taken part in the pilot said that if
benefit wasrefused she would certainly appeal on the basis of being in a trial about which, she felt,
insufficient information had been provided. Strong feelingsagainst extension of the pilot arrangements
also came from a man who thought that it would ‘cause trouble’ by leading to more appeals and
poorer relationships between GPs and patients.
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Some people were puzzled about how theissue of individual consent would be dealt with if the pilot
arrangementswereintroduced on anational basisor if they became compulsory. People emphasised
the importance of ensuring confidentiality in dealing with the medical records and notesif the new
arrangementswereto be generally implemented. Speedy return and careful handling of notestaken
from the surgery would be essential.

3.7 Summary

Not everybody in the claimant study group was aw are of their relationship with the pilot. By the end
of the research interviews some still had gaps in their understanding of the general medical
assessment process, and the pilot arrangements.

Those who remembered agreeing to take part in the pilot were influenced by possible consequences
for themselves, such as avoiding a medical examination, or not wanting to attract attention by
declining to take part. Some liked the idea that seeing the medical records would help DWP
distinguish genuine claimants. Only a small group of people remembered deciding not to take part,
usually because of concerns about how the GPrecords would be used, or administrative problems
perceived for GPs and themselves.

Claimants generally understood that GP records included consultation notes and records of
prescriptions, and some also knew that letters from consultants and results of hospital tests were
included. There was wide variation in claimants’ reported relationships with their GPs, and their
expectations of their GP's approach to providing information for benefits purposes, both of which
could influence view s of the pilot arrangements.

Both advantages and disadvantages in the pilot arrangements were perceived for claimants, DWP
and GPs. Nearly all those who had taken part were content to have been included, and most of those
recruited asnon-participantsappeared more positive about the pilot arrangementsat the end of the
research interview, when they understood more, than at the beginning. Most of those interviewed,
who had aview asto whether the pilot arrangements should be introduced on a national basis, felt
positively about this. These views might change when people received their decision about benefit
entitlement.






4 Administering the pilot
arrangements

4.1 Implementation in Jobcentre Plus

Within Jobcentre Plus, staff in the medical administration teamsdealt with claimsprocessed under the
pilot arrangements alongside incapacity benefits claims being dealt with in the usual way. Group
discussions with three teams of administrative staff, nearly 12 months after the introduction of the
pilot, provided information about the effect of the pilot on the work of the processing staff, and
further perspectiveson the impact of the pilot on claimantsand their advisers. Details of recruitment
to, and conduct of, the group discussions are in Appendix A.

Most of the discussion with staff was concerned with differences in practice in processing claims
under the pilot arrangements in comparison with usual ways of working, and the effect of these
changes. Aswe might expect in the introduction of anew way of working, some problemsdid arise.
Understanding what was happening provides useful pointers to ways of avoiding such problems
should the pilot arrangementsbeintroduced elsew here. Drawing on their direct practical experience,
staff gave their views on the main strengths and weaknesses of the pilot arrangements.

4.1.1 The impact on working practices

Normally, the administrative work required in processing Personal Capability Assessments in
Jobcentre Plus is largely computer driven. Staff work in response to what are called ‘BF prompts’
(Brought Forward), which indicate appropriate processing stagesand timelimitsforindividual claims.
Staff use the computer to issue standard letters and forms, manage the administrative flowsto and
from decision makers and Medical Services, and, depending on outcome, withdraw benefit. Some
reminder lettersareissued automaticallyto claimantsfrom whom aresponseisrequired, according to
stagesreached and pre-set time limits. It wasdecided that the pilot would rely on clerical procedures,
and that any decision to extend it more widely would require consideration of supporting ITchanges.
No new computer programmeswere inserted for processing and managing claimsdealt with under
the pilot arrangements.

Jobcentre Plus staff and the pilot project knew when the pilot was set up that the reliance on clerical
procedureswould mean that they would have to take more decisionsthemselves about processing,
and do more clerical and manual work in dealing with claims under the pilot arrangements. They
explained the impact of this. First, staff had to decide whether to deal with the medical assessment
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under the usual arrangements or the pilot. This meant checking first whether that person’s GPwas
taking part in the pilot. Staff had listsof GPsand practicesw hich indicated which doctorswere taking
partinthepilot. It took sometimeto search through theselists, which were re-issued quite frequently
because, staff understood, some GPs changed their minds about participation during the pilot.
Finding theclaimant’sGPwasnot alwaysstraightforward; for example, if patientshad seen locumsor
changed their address or if GP practices operated from more than one surgery. It was sometimes
necessary to telephone surgeries, and this could mean having to explain the pilot to practice staff.
Staff thought there was the potential for some errors in matching claimants to GPs, and deciding
whether claimantswere pilot participantsor not. Claimantscould change between the categories of
participant and non-participant during processing, for example, if they changed their GPor changed
their mind. Which category claimants belonged to was not always clear, and additional checks and
telephone callswere required in order to make the right decisions.

Additional confusionsarosewhen instructionschanged, earlyin thepilot. Forexample re-referral PCA
cases were introduced two months into the pilot, requiring some re-learning of procedures. A
frustration which remained throughout the pilot was that there was no indication to staff of what
changeshad been madewhen listsof participating/non-participating GPsw erere-issued, so they had
to search through carefully themselves each time they received a new list.

When claimants were identified as potential participants, staff first had to adjust their computer
programme so that the normal promptswere overridden, and then set new BFpromptsto guide the
process. They estimated that thistook four or five times aslong as setting promptsunder the usual
arrangements. The decision wasthen made, asusual, whether to deal with the claimant asa person
with amentalillnessor terminal illnesswho was potentially exempt. Under usual arrangements, and
on behalf of the approved doctor (medical officer), they would issue the IB113 to the person’sGP, for
return to the approved doctor. Under the pilot arrangements, they sent the claimant’sdetailsand the
GPsreference number by fax to Medical Services, anew component in the process.

In addition to the cases described above, new claimants who were potentially exempt, and those
returned with advice from an approved doctor that the claimant wasnot exempt, were people who
were potentially exempt but who had started their claim before the pilot started. For these people,
staff issued ahand written PEG1 form with explanatoryinformation about the pilot, seeking claimant
agreement to take part. If positive replieswere received, the consent wascopied and sent to Medical
Servicesbyfax, with atracking form SB1. Repliesfrom claimantscould takealong time, however, and
sometimes came after the time limits had expired and the case was already being dealt with under
usual arrangements. Staff thought that some peoplewith mentalillness, and some peoplewith drugs
oralcohol problemstook aparticularlylong timeto deal with lettersfrom the DWP. If they did receive
a consent to participation from a person whose claim they had already started to deal with under
usual arrangementsthey tried as far as possible to intervene in the process, for example, sending a
covering letter to Medical Services. Thisagain caused additional work.

Some people making new claimscame into the pilot by indicating consent on the application form.
The next stage for non-exempt participants was to send them an IB50P, the questionnaire for self-
completion. Thiswas the usual form IB50 with an additional explanation of the pilot, and another
opportunity to opt out. When these forms were returned, some claimants already notified as pilot
participantshad opted out (and vice versa) and had to be recategorised, with covering notes sent to
Medical Services.

In addition to the additional clerical and administrative work described above, staff explained that if
pilot casestook some time to process, measuresinitially taken to override the usual system prompts
began to produce ‘action overdue’ promptsand promptsto alert staff to time limitsrunning out. As
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aresult, their ‘prompt load’ increased considerably, and required additional work. In one office w hich
reported low staff levels and other problems during 2002 the pilot had increased backlogs of work
and sometimesseemed like ‘an ongoing struggle’, even with additional resources. In all offices, it had
taken some time to get used to the new arrangements.

When staff were asked what they thought had been the effect of the pilot on decision making there
was some doubt that the pilot had led to more paper-based exemptions or fewer medical
examinations, ashoped, although relatively low numbersof participantsmeant that it washard to see
definite patterns. In one office, staff thought that the pilot arrangements had probably delayed
decisions'®for claimantsasaresult of the additional processing componentsand extended time limits.

4.1.2 Perspectivesfrom claimants

Telephone enquiries about the pilot arrangements from claimants and their advisers provide useful
perspectiveson concernsand issuesarising for people whose incapacity benefit wasbeing dealt with
during the pilot period.

Enquirieswere sometimesmadein response to receipt of the PEG1 or IB50P. Some peoplewanted to
know what would happen to their GPrecordswhen they went from the surgery and how they would
be used. There were concerns that records would be dealt with in confidence and with care, and
either returned or that photocopieswould be shredded. Staff said that some claimantswere pleased
to hear that information in their GP records would be available to people making decisions about
benefits. This was reported especially from some people with mental illnesses and some people
expecting to be asked to go to a medical examination who said that better and fuller information
about their condition and its effect would be in their GPrecords.

Staff also received telephone calls from people who did not understand the PEG1 form, seeking
guidance from staff about whether they should agree to take part. Staff tried to explain the pilot
arrangements and what would be involved, but tried to avoid influencing decisions. Some people
telephonedto let staff know how much they disagreed with the proposed arrangements. Laterin the
process, someparticipantstelephonedto find out whether Med4 formswere still required, and to sort
out other confusions. Altogether, processing staff received an increased number of telephone calls
from claimantsduring the pilot, and some of these required sensitive handling. Therewere, how ever,
very few enquiriesfrom GPsurgeries, benefitsadvisersor health/care professionals. Each team could
remember only one or two such enquiriesduring the pilot period.

4.1.3 Strengthsand weaknesses of the pilot

Staff had initially been interested in the pilot, and keen to take part effectively, although concerned
about the lack of computer programme adjustments for implementation. There had been
disappointment and some surprise at what seemed a relatively low number of GPs agreeing to take
part.

In the office, immediate managers had been supportive of staff engaged on the pilot, and it was
agreed that relaxation of performancetargetsduring the pilot had been realistic. How ever, there was
some feeling that staff had been left to find their way through problemsby those who designed the
pilot. It could have been helpfulto have some ‘project support’; forexample, somemeetingswith staff
in other offices, or project personnel who kept closely in touch with what washappening, and were
available to discussissues asthey arose, especially in the early stages which were hard.

* Delayed decisions do not automatically mean delayed benefit payments, as people receive benefit while
waiting for a Personal Capability Assessment decision.
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Looking back on the pilot, the main weaknesses perceived were:

« the lack of IT support, increasing clerical and manual workload;
* introduction of changes during the pilot, requiring re-learning and leading to some confusion;

+ lack of overall support and information for staff running a pilot.

Requirementsfor both GPand claimant consent were not seen asweaknesses, but asfactorswhich
increased complexity, created extra administration and, in some cases, delays.

When asked about the strengthsof the pilot arrangements, one view wasthat claimantswould have
no grounds for believing that their case had not been looked at thoroughly. There would be less
chance of doctorsconducting medical examinationswithout relevant information. Thismight lead to
fewertelephone callsfrom angry claimants. There wassome doubt that there would be much effect
on the number of appeals, however, as many factorsinfluenced whether people appealed against
withdrawal of benefit.

On balance, it wasthought better to have run a pilot than not, when considering a major change in
procedure. An additional strength of the pilot wasthat there were now administrative staff who had
key information and expertise if decisionswere taken to introduce the new arrangementsgenerally.
Staff hoped that they would be consulted. They felt their viewswould be of great value, for example
in providing advice on how to adapt the computer programme and how staff could be helped to learn
the new process.

In all offices, the general view from Decision Makers was that the quality and detail of medical
information extracted from GP notes and records, as seen in the case papers they were processing
under the pilot arrangements, washigher in comparison with what waswritten on IB113 forms. If all
GPswere required to cooperate; and if all claimswere dealt with under these arrangements; and if
there wasrequisite IT support staff thought medical assessmentswould be better. There remained
some concern about whether all claimantswould understand how their GPrecordswere being used,
and whethertheywould allagree with this. Running parallel processes, for claimantswho did and did
not agree to take part, would be far from ideal, however, and possibly unworkable.

4.2 Implementation in the Leeds Medical Services Centre

Within the Leeds M edical Services Centre administrative staff dealt with claims processed under the
pilot arrangements and the usual arrangements. The team leader who oversaw this administrative
work wasinterviewed about the impact of the pilot on theteam’swork, and approved doctorswere
also asked for their views on the workings of the pilot.

The Leeds M edical Services Centre ismanaged by SchlumbergerSema, a commercial company that,
since 1998, hasbeen contracted to providethe DWPand Jobcentre Pluswith medical advice on state
benefit claims.

4.2.1 Impact on working practices

The medical evidence pilot required a number of new administrative procedures to be introduced.
Cases to be decided under the pilot arrangements were received from two of the participating
Jobcentre Plus offices. These contained evidence that the claimant had consented to take part in the
pilot. The case wasfirst logged on adatabase specially created for the pilot. The database wasused to
track the progress of the case and to record information intended to assist SchlumbergerSema and
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DWPintheevaluation of thepilot. The next task within the M edical ServicesCentrewasto request the
GP notes. This required a notification to be sent to the courier firm, which included the claimant’s
consent.

The task of the courier firm wasto arrange collection of the claimant’srecord from the GP ssurgery,
scan the contentsonto aCD, and deliver thisto the Medical Services Centre. The target for achieving
thisturnaround of caseswas set at ten days. It wasreported that in most casesthistarget was met.
Security of the CD was important. Deliveries from the courier firm were made directly to a secure,
locked office to which accesswasrestricted. In the M edical ServicesCentrethe CD wasthen linked to
the appropriate paper case file and allocated to one of the approved doctors, who took whatever
action wasrequired (i.e. made a decision about exemption, or carried out a scrutiny of the case).

These administrative procedures contrast with the usual arrangements for dealing with incapacity
benefit claims. Here case filesarrived from a Jobcentre Plusoffice and were allocated immediately to
an approved doctor. Staff in the Jobcentre Plusoffice may already have requested an IB113 from the
claimant’s GP on behalf of the medical officer. If an IB113 report had been returned it wasin the
claimant’s file. Under the pilot arrangements, therefore, there was an additional stage in the
administration of claims, and one of the impacts of the pilot was that the time a case spent in the
M edical Services Centre had increased in comparison with the usual arrangements.

Under the usual arrangements an approved doctor requiring further information from a GPabout a
claim had two main options. They could passthe caseback to the administrative staff with instructions
to send the GPan IB113 or they could complete a customised ‘request for information’ form (FRR2)
containing specificquestionsabout the claimant. Thefirst of these optionswasrendered unnecessary
under the pilot because all cases contained an SB2 form in place of the IB113. In principle, therefore,
the pilot could be expected to produce a reduction in this kind of work for administrative staff. In
practice, few such additional requests for IB113s are ever made and no actual reduction had been
noticed.

It wasreported that the flow of pilot caseshad been very slow in the early monthsand had increased
onlygradually. Atitspeak, however, the flow had reached around 20 casesper day. Bythetime of the
research interviewstowardsthe end of the pilot, the rate had fallen to around four a day.

It was explained that as soon as a CD of a claimant’s GP record had arrived in the Centre it was
allocated to an approved doctor for action. Casesw ere not stockpiled until a predetermined number
had been reached, nor were different types of case allocated to particular doctors. The aim wasto
process the claims as quickly as possible in order to meet internal targets and contractual
requirements.

It was noted that the task of collecting and entering information about processing claims for
monitoring and evaluation purposes had been an additional impact of the pilot. However, it was
recognised that thiswork waslinked to the design of the pilot and would not continue in the same
form after itsend.

4.2.2 Implicationsof the pilot

The pilot was reported to have created additional work for the administrative staff of the Leeds
Medical Services Centre. Thiswork was not in itself problematic. The systems that had been put in
place to administer and monitor the pilot had worked well. In conjunction with the courier firm the
supply and secure handling of the CDs of GPrecords had also worked well.



44

Administering the pilot arrangements

If the pilot wasto be extended elsewhere, it wassuggested that consideration could usefully be given
to two particular aspects of the pilot arrangements. Frst, the additional work placed on Medical
Services Centres in arranging collection of GP records and in handling them securely would have
resource implicationsif thistask remained with them in the future. Secondly, there wasa perception
that the requirement to send copies of claimants consents to the courier firm added to the
administrative burden in processing cases. There was, therefore, the potential of reducing this by
designing different consent proceduresbased, perhaps, on some form of electronic transfer.

4.3 Summary

Thepilot created extraadministrative and clerical work for Jobcentre processing staff and the M edical
ServicesCentre. The staff involved were interested in the project and committed to implementing the
pilot arrangementsefficiently. These staff have key information and expertiseif decisionsaretaken to
develop the new arrangements at a national level.



5 Using GPrecordsin the
administration of
Incapacity Benefit

This chapter presentsthe experiences and views of approved doctors about the pilot arrangements
andtheirusual methodsfor processing incapacity benefit claims. Approved doctorsplay acentral part
inboth theuseand production of medical information, and underthepilot arrangementsaretheonly
peopleto makedirect use of the actual GPrecordssupplied by the practice. The next chapter explores
the use of medical information by Examining Medical Officers (EM Os) and by Jobcentre Plusdecision
makers.

For Incapacity Benefit claims, the role of the approved doctor encompassesthe following:

+ to advise a decision maker whether a claimant’s medical condition or disability appears to meet
the criteria for exemption from the Personal Capability Assessment (PCA);

- to advise a decision maker about a claimant’s functional status in relation to the PCA on the
paper evidence (the ‘scrutiny’ stage); and

« where required, to advise a decision maker about a claimant’sfunctional statusin relation to the
PCA, following a face to face examination (the PCA examination).

Under the pilot, the approved doctor had the additional task of extracting relevant data from GP
recordsto prepare an SB2 form (extract of GPrecords).

The SB2 information is subsequently used by an approved doctor as medical evidence to inform one
or more of the above three advisory stages of the PCA process.

At the time of the research interviews, four approved doctorswere carrying out these tasks. Two of
these doctors also had experience of carrying out medical examinations for incapacity benefit
claimants. All four approved doctorswere interviewed for the research. Full details of the conduct of
theinterviewsare in Appendix A.

Section 5.1 presentsfindings on the experience of the exemption stage of the process. Section 5.2
presentsfindingson the process of extracting information from GPrecordsand viewson the quality
of GPrecordsthat approved doctorswork with. Experiences of the scrutiny stage of the process are
discussed in Section 5.3. The last part of thischapter presentsthe overall view s of approved doctors
about the pilot arrangements.
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5.1 Extracting information from GP records

The process of extracting data that approved doctors are expected to follow wasdefined under the
administrative rulesdrawn up for the pilot. Only information relevant to the incapacity benefit claim
should have been extracted. Extractswere copied directly from the scanned GPrecords. These might
include the handwritten or computer notes made by the GP or other practice staff, prescription
records, hospital letters or investigation reports (such as x-ray or pathology), and reportsfrom other
professionals. Approved doctorswere permitted to transcribe handwriting and could add their own
commentary to the SB2 form drawing attention to particular aspects of the information. In the
interviews, approved doctors referred to two main types of comment. The first would draw the
attention of any subsequent EMO to one or more of the extractsthat they should specifically refer to
when they prepared their report of the medical examination (on form IB85). The second would note
relevant gapsin the GPrecord, for example, when the claimant’sIB50 reported a condition of which
there wasno mention in the GPrecord.

Two aspects of extracting information from GP records drew adverse comments from approved
doctors. First, therequirement under the pilot rulesto identify and extract the earliest and most recent
consultation dates in relation to the claimant’s relevant health condition was felt to be time
consuming, particularly when the maximum of five years' recordshad to be examined. It could also be
of very little use in cases where, for example, a decision to exempt might rely on the presence of a
medical condition at the time of the claim, rather than when that condition was first diagnosed. A
second criticism was that in many cases, particularly first claims, it was necessary to extract recent
information. Experience had shown that in relatively few cases was there any relevant, useful
information from more than two years back. Time spent trawling back five years in all cases was,
therefore, unnecessary and unproductive.

The process of extracting information from GPrecordswasa varied experience. It could be relatively
easy and quick orlong and laboriousdepending onthe medical history of the claimant and the volume
and quality of the GPrecords. (The quality of GPrecordsisdiscussed in the following section.) During
the course of the pilot there had been improvementsin the computer software used for extracting
information that had been welcome, and had reduced the time needed for the task.

Approved doctorsinterviewed were asked to describe how they approached the task of extracting
information from GPrecords. Two, almost conflicting, approachesemerged. On theone hand, there
was a view that only information relevant to what the claimant had recorded on their claim astheir
relevant health condition(s) should be extracted. The more common view, however, was that any
medical information that could have abearing on aperson’sfunctionality in relation to the IBmedical
assessment processshould be extracted. Thiswasbased ontheview that claimantsare not necessarily
competent to know the extent to which their various conditions (especially in combination) affect
their functionality. One approved doctor explained that he wanted to prevent a situation where an
EMOwasfaced with aclaimant describing thingsin the examination to which therewasno reference
in the SB2. Thiswould lead to unnecessary confusion and doubt.

Discussionswith approved doctorsabout using GPrecordsalso showed that the amount and type of
information extracted by some doctors had changed over the course of the pilot. At the start of the
pilot,thecommon practicewasprincipallyto extractinformation that gavethe ‘storyof theclaimant’s
condition’ as comprehensively as possible (over the past five years). The length of the SB2 extracts
varied accordingly. Asthe pilot progressed (and at the time of the research interviews) a variation in
thisapproach wasreported, in which greater emphasiswasplaced on information having a possible
bearing on assessing functionality. Information giving the ‘story’ was deliberately limited, for
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example, to the previous12 months(unlessthere wasimportant information from earlier). How ever,
information about functionality wasrarely expressed explicitly in GPrecordsand therefore approved
doctors looked for indirect or implicit information (referred to as ‘clues and ‘hints by one). An
example given was a reference in a claimant’srecords to a recent flight abroad, which might be an
indication of the claimant’s ability to sit for extended periods. A reference in a GP record to recent
decorating might indicate the extent to which a claimant could stand or stretch. Approved doctors
were therefore tending to include as much of this type of information in their extracts in order to
indicate to EM Os aspects of the claimant’s condition that could usefully be explored in the medical
examination.

5.1.1 Content and standards of GPrecords

The point was made consistently that GPrecords are kept primarily to enable the GPto record their
clinicalfindingsand diagnosisandto track thetreatment of their patient; they are not geared towards
assessing disability and functionality. It wasrare, for example, for GPrecordsto contain information
about thedistancesaperson could walk. One approved doctor described thisasa ‘fundamental flaw’
in the use of GP casenotes as a source of evidence for incapacity benefit assessments.

Another consistent point was that GP records varied enormously in quality (in both content and
methods used for recording). Principal problems with GP records reported by approved doctors
included legibility and content.

It wasestimated that the percentage of handwritten notesthat wereillegible wasbetween 40 and 60
per cent. Computerised noteswere alwayslegible but not necessarily more useful than handwritten
notes. It had been noted that some GPstended to write very short entrieson computer compared with
previous handwritten notes, which tended to be fuller. It was suggested that thismay be related to
GPs' age and their familiarity with using computers. Younger GPswere thought to write more than
older GPs. Thispattern wasexpected to change as GPs generally became more experienced in using
computers.

Variationsin the amount of information recorded by GPsin their notes also drew some criticism. In
reaching thisview approved doctorswere drawing on perceived standards of good clinical practice.
It was recognised and accepted that often GP records did not actually need to record much
information, and that in busy practicesthere wasalwayspressureto write notesquickly. An example
wasgiven of astable patient whose condition required only repeat prescriptionsbut not face-to-face
consultations. Therecord of such apatient waslikely to be thin and of little help for benefit purposes.
Nevertheless, while approved doctors described some GP records as containing a depth of
information that allowed them to get a full and rounded picture of the claimant’s condition and its
effects, they also found that some GPs’ notes clearly did not.

A separate concern wasthat information relevant to the claimant’shealth might not be contained (at
least in any detail) in GPrecords. Sometimes, for example, a claimant might have extensive contact
with health professionalsotherthan their GP(such ascommunity psychiatricnurses, drug rehabilitation
workers, or alternative therapists) but there might be little information about these contactsin the
records.

Approved doctors reported that they did not often follow up with the GP gaps in the claimant’s
medical history. There was a shared recognition and understanding that GPs' working lives were
extremely busy and that requests for further information would generally be unwelcome. One
exception to thisapproach wasreported, however. If there wasa possibility of exempting a claimant
(particularly apatient with apotentially severe mental health condition)then moreinformation might
be sought in order to prevent the claimant from going through a possibly stressful assessment
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process. In such cases, approved doctors used the standard form (FRR2) that allowed specific
questionsabout the claimant to be put to the GP. Thissort of approach elicited responsesin around
half to two-thirdsof cases. It wasnot common practice to ask GPsfor furtherinformation wheretheir
noteswereillegible.

5.2 Using GPrecords at the exemption stage

As explained in Chapter 1, people with severe health conditions are exempt from the PCA. Staff in
Jobcentre Plus offices are able to make exemption decisions without the need for advice from an
approved doctor where it isapparent from information already held that such a condition exists, for
example, where a person isreceiving the highest rate care component of Disability Living Allowance.
Where it appears that the claimant may have a severe condition which would exempt them, the
decision maker will request the advice of an approved doctor and factual clinical information will be
sought fromtheclaimant’sown doctor, usuallythe GP. Such casesaretreated as‘potentially exempt’.
An approved doctor will consider the evidence, including any report from the claimant’sown doctor,
and then advise the decision maker if the claimant’smedical condition fallswithin one of the exempt
categoriesdefined in legislation.

For the duration of the pilot, approved doctors had information from the claimant’s case file plus
either an SB2 extract of the scanned GP records (pilot cases), or an IB113 form completed by the
claimant’s own doctor (non-pilot cases). In addition, for re-referral PCA cases, the claimant’s
Incapacity Benefit casefile contained documentation relevant to previous periods of payment,
including earlier medical assessment and reports.

Approved doctorsinterviewed described the process of advising whether a claimant’s condition fell
into an exempt category as relatively straightforward. The exemption categories are defined in
Regulationsand information about aclaimant’sdiagnosisand treatment wasparticularly usefulto the
approved doctor. Thisis clinical information; at this stage the effect of the claimant’s condition on
functionality was not asrelevant aslater stages of the PCA process.

Approved doctorsreported that sufficient, relevant information wasusually easily found in either the
GP's records or on the IB113. However, the GP records were generally thought to contain more
informationthan most IB113sandto giveamore complete picture of the claimant’sclinical condition.
For somere-referral casesit wasfound that the picture of the claimant that emerged from GPrecords
differed from the picture presentedin the IB113 reportsfor previousclaims. Typically in such casesthe
claimant’scondition appeared much less severe from areading of the GPrecordscompared with the
picture presented in earlier IB113s or other medical reports. Approved doctors reflected on this
finding and speculated that had such cases not been part of the pilot it was likely that a misleading
picture of theclaimant would have been perpetuatedin anew IB113 (and leading possibly to incorrect
advice on exemption).

A possible explanation forthiswassuggested. It wasfelt that what the GPwrote on any medical form
relating to benefits was influenced by their relationship with the patient. It was thought common
practice for GPsto describe patients’ conditionsin such away asto reflect, and not to challenge, how
they presented themselvesto the doctor and to ease relationswith an employer. For example, while
aMed4 form might give adiagnosisof ‘depression’ there could be nothing in the GPrecordsthat was
evidence of aclinical condition. It might be more likely that the patient wasunhappy in some aspects
of their life, which might, in the GP's view, improve with a period of time away from work. Thus
recording ‘depression’ on the Med4 would make dealings with an employer less problematic. The
problem for benefit purposes was that such diagnoses could find themselves repeated on IB113
forms.
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A positive effect of the pilot arrangementswasthat GPrecords often allowed approved doctorsto
form aview about the severity of a condition, and therefore whether exemption could be advised, in
caseswhere asimple diagnosiswould not allow this. An example cited here waswhere adiagnosis of
‘depression’ appeared on an IB113 without further elaboration from the GP. From thisinformation
alone an approved doctor would not be able to assess whether the claimant was suffering from a
‘severe mentalillness’. In such a case, the claimant would be asked to complete an IB50 in the usual
way. However, a GP record might provide additional information that would allow a decision to
exempt to be made. A similar example, but leading to adifferent outcome, waswhere schizophrenia
isgiven on an IB113 asthe primary diagnosis. Under the usual arrangements, such adiagnosiswould
be likely to lead to advice to the decision maker to exempt the claimant. This was described by an
approved doctor asgiving theclaimant ‘the benefit of the doubt’ . However, GPrecordsshowing that
apatient’sschizophreniawaswell controlled and that the patient wasliving in a stable environment,
for example, might suggest that ‘severe mental illness’ was not present and that exemption wasnot
justified.

Based on their experiences of the pilot at the time of interview, approved doctors reported an
increased level of confidence in their advice to decision makers about whether to exempt, or not
exempt, which derived from the fullerinformation available from the claimant’sGPrecord. How ever,
this increased confidence should not be overstated; approved doctors were already generally
confident in the correctness of advice based on the information in IB113 forms.

It was hard for approved doctorsto assess whether they were advising more exemptionsunder the
pilot. This was partly because so few cases appeared eligible for exemption under the usual
arrangements, making it difficult to identify achange. It wasalso partly because the effect on advice
of using GPrecords was not perceived as only in one direction. As described above, the additional
information in GPrecordscould lead equally to advice to exempt or advice not to exempt depending
on the nature of the information.

The process of providing advice about exemption wasthought to take slightly longer under the pilot
arrangements, because it was necessary to examine the GP records to identify the appropriate
diagnosis. In contrast, a diagnosiswas usually quick and easy to find on an IB113.

In summary, approved doctorsexpressed a preference for using the SB2 extract of the GPrecordsto
provide advice about exemption. IB113 formswere satisfactoryforthe purposein most casesbut they
varied in quality. GPrecordswere more consistently usefulin comparison. However, theimpact on the
substance of the advice provided wasthought to be marginal.

5.3 Using the SB2 extract of the GPrecords at the PCA
scrutiny stage

At the ‘scrutiny stage’ of the incapacity benefit PCA process, approved doctorsare required to advise
a decision maker as to whether a claim can be accepted without a medical examination of the
claimant or whether an examination is necessary.

To provide this advice, approved doctors examine all the evidence before them. For pilot cases, this
included a completed SB2 form with extracts from the GPrecord. For other cases, there may have
been an IB113 report or aMed 4 form from the claimant’s GP.

Oneoftheplanned outcomesof thepilot wasareduction in the number of casessent for examination
after scrutiny. It wasexpected that theinformation available from GPrecordswould enable approved
doctors to advise on more claims without an examination than under the usual (non-pilot)
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arrangements. The experience reported by approved doctors was the opposite however. In their
view, there had been an increase in the proportion of cases scrutinised and then called for
examination. The additional evidence available in pilot cases was thought to have provided
information which raised doubtsin the mindsof the approved doctorsabout whether the claimant’s
score reached the appropriate threshold of 10 or 15 points. Thiswasparticularly the case in relation
to re-referral cases. Several contributory reasons were suggested:

» Because of the amount of information. There was more information in the records that was
relevant or up to date. On re-referral cases in particular, advice under the usual arrangements
was sometimes made, relying on information from older claims. If there was no evidence that
anything had changed, then an assumption wasoften made (in the claimant’sfavour) that nothing
had actually changed in practice and the claim was passed. The pilot had shown that some of
these assumptions were probably unjustified

« Because of the scope and extent of the information. There wasa feeling that some GPspresented
only a partial picture of their patient on an IB113 which would count in their favour for benefit
purposes. In contrast, GP records might show (for example in hospital reports) degrees of
improvement not reported on the IB113.

+ Because of the accuracy of the information. The diagnoses recorded on the IB113s or Med3s
and Med4s were sometimes not borne out by the GP records.

In contrast, approved doctorsalso reported that there had been caseswheretheinformation from the
GPrecordshad allowed them either to advise exemption or to advise on cases at the scrutiny stage,
that under the usual arrangements where IB113 information was available would be sent for
examination.

In comparing the relative merits of SB2s and IB113s, approved doctors reported that using
information from the GP records allowed them to provide ‘stronger, better justified advice to the
decision maker. There wasagreement however, that when IB113swere completed well by GPs, their
advice was equally good. Medical information was not intrinsically ‘better in SB2s compared with
IB113s, but it wasdifferent. Fuller clinical information was generated in the pilot, but agood IB113
would contain more information about the effects of the patient’s condition. Both systems could
work well, therefore, but both were reliant on good information from the GPwhether directly from
therecordsin the case of the pilot or from an IB113 in the cases of the usual arrangements. Whether
an IB113 was completed by the GP or a member of the practice staff was not a major issue with
approved doctors. It wasrecognised that it wasusual practicein some surgeriesfor practice staff to fill
in partsor all of the IB113 form™, and experience had demonstrated that some formscompleted by,
for example, practice nurses, were as useful or better, than some completed by GPs.

5.4  Overall views of approved doctors

Approved doctors in Leeds expressed on overall preference for an advisory system based on
information from GPrecordsrather than the existing system that relied on GPscompleting an IB113
form.

" Notwithstanding which individual within a GP practice writesinformation on the IB113 the GP has overall
responsibility in all cases for providing medical information to the approved doctor.
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The advantageswere summarised asfollows:

» GP records could potentially be collected on all cases; at present only a proportion of I1B113s
were returned by GPs.

« Although GPrecords varied in quality, many compared favourably with the quality of IB113s.

* GP records could contain fuller, more accurate, more objective and more up-to-date clinical
information than many IB113s.

It wasfelt that GPrecordswere particularly useful for re-referral caseswhere there wasoften little up-
to-date information supplied on an IB113. They were also useful for claimsfrom people with mental
health conditions because the diagnosis on an IB113 was often insufficient to allow them to advise
about exemption.

Criticisms of the pilot arrangementsincluded the following:

« Administrative rules set up for the pilot were too rigid. Information relating to first and most
recent consultations, and information spanning five years was not always necessary.

+ GPrecords did not contain much direct information about functionality (compared with ‘good’
IB113s).

In Chapter 7 wereturn to the experiencesof approved doctorsand consider how their reflectionsand
observationscan inform thinking about the use of medical information in the future.






6 Using the SB2 form in the
medical examination and in
decision making

This chapter presents the experiences and views of approved doctors acting as examining medical
officers(EM Os) and of benefit decision makersin Jobcentre Plusabout the pilot arrangementsand the
usual methods for processing incapacity benefit claims. For pilot cases, the EMO would have had
accessto the SB2 (extract of relevant detailsfrom the claimant’s GPrecords) and thisform would also
have been available to the benefit decision maker. At no time did the EMO or decision maker have
accessto the full scanned GPrecords.

For the purposes of this research, all six EMOs, who were carrying out regular examinations of
incapacity benefit claimantsunder the pilot arrangements, wereinterview ed. Each had had specialist
training on using theinformation contained within the SB2 formsaspart of the medical examination.
We also involved allten Jobcentre Plusincapacity benefit decision makersin Sheffield and Rotherham
in the research. Six were interview ed individually, and four took part in a group discussion.

Section 6.1 describesthe role of EMOsin the administration of incapacity benefit and how they use
medical information. Section 6.2 presents findings of the impact of the pilot arrangementson the
work of EMOsand Section 6.3 comparesthe relative advantagesand disadvantagesof using SB2 and
IB113 forms under the pilot and usual arrangements. Section 6.4 summarises EMOs’ views of the
pilot. In Section 6.5 the role of the Jobcentre Plus decision makers is explored, before presenting
findingson the impact on their work of the pilot arrangementsin Section 6.6. Section 6.7 compares
how the SB2 and IB113 forms contribute to the decision-making process from the perspective of
decision makers, and the final part of the chapter summarisestheir overall views of the pilot.

6.1 Therole of Examining Medical Officers

The role of examining medical officersisto examine incapacity benefit claimants and to produce a
medical report for the use of Jobcentre Plus decision makers. EMOs see only a subset of incapacity
benefit claimantslargely comprising those wherethereisinsufficient evidence or where the available
evidence castsdoubt on their functional incapacity. Following an examination of the claimant, EMOs
provide advice to the decision maker in the form of a detailed written report.
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A medical examination may comprise a physical examination of the claimant and/or, where thereisa
mental health problem, amental health assessment. Allexaminationsare conducted face to face and
usually take place in a designated Medical Examination Centre.

In preparing for a medical examination the EMO has access to the documentation held by DWP
relating to the claimant. There may be considerable information about claimantswith along history
of claiming Incapacity Benefit, or relatively less for new claimants. For pilot cases, the information
included an SB2 form. For non-pilot casesthere may or may not be an IB113 medical report or aMed
4 statement from the certifying medical practitioner, usually the claimant’s GP. EM Os explained that
they used the information available to identify particular aspects of the claimant’s medical history or
functionality that they would need to explore in the medical examination.

EMOs all said that they routinely explained in general terms at the start of the face-to-face
examination with the claimant that medical information had been collected from GPs, hospitalsand
others. Some claimantswere reported to be particularly concerned to know that a full history of their
condition wascontained in their case file and wanted reassurance that the EMO wasknowledgeable
about their condition. However, EMOswere clear that they did not refer to specific pieces of medical
information or their source during the examination. No EMO had mentioned to a claimant that they
had extracts from GP records. It was explained that there was a risk of damaging the relationship
between GPand patient if the latter inferred at alater date that information from their GPhad led to
a disallowance. EMOs were acutely aware that relationships between GPs and patients were
sometimesfragile or vulnerable.

The role of the EMO after the examination is to complete a medical report form, IB85. This form
contains the same set of descriptors asthe IB50 completed by the claimant. EMOs must advise the
decision maker with a choice of descriptor in each of the functional categoriesand must justify that
choice with medical evidence and reasoning. Under the pilot arrangements EMOswere required to
make a reference at the appropriate place on the IB85 to any relevant information in the SB2 form.

6.2 Theimpact of the pilot arrangementsfor Examining
M edical Officers

There was a general consensus among EM Os that the pilot arrangements had little impact on the
processof examining claimantsand on the choice of descriptorsthey made. There waslessconsensus
on the impact of the pilot on the content and depth of their medical reports.

There was some surprise at the lack of impact on medical examinations. Some EMOs had looked
forward to having, at hand, detailed clinical information in the SB2 forms. When EMOswere asked to
reflect on the perceived lack of impact, several possible explanationsemerged. It wasnoted that the
job of the EMO wasto make judgmentsabout functionality, but information about functionality was
rarely contained in SB2 extracts. In order to make choicesof descriptorsthey relied far more on what
they found at examination, where they were able to make direct observationsabout functionality, or
ask questionsabout functionality of claimantswith mental health conditions. One EMO commented
that the amount of time spent with a claimant was substantial (around 30 minutes was common),
particularlyin comparison with the average GPconsultation time. A considerable amount of relevant
information could be collected in this time and was usually the main influence on the choice of
descriptors.

No EMO said that extracts from GP records hindered them in the job of examining, and most
expressed some level of interest or approval. Some liked the fuller medical histories that were
contained in SB2s, but it wasnot common that the additional information available had much effect
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on individual cases. For one EMO, this was both disappointing and reassuring. It was thought
beforehandthatinformation like hospital reports, or resultsfrom x-ray or pathologytests, would have
an important positive effect on the types of decisions EM Os made, but thiswas not the experience.
This was disappointing. However, it was also reassuring to know that in the absence of such
information in the past decisions about descriptorswere asgood.

Although EMOsfelt there was no apparent effect on their choice of descriptors, it was reported by
somethat decisionsabout re-referral dateshad been influenced by information from GPrecords. For
example, the record may contain firm datesof forthcoming operationsor other relevant procedures.
OneEMOcommentedthatinafew casesit waspossibleto set alongerre-referral date because of the
fullerinformation in the SB2. (In the absence of such clinical information it would be usual practice to
set a shorter re-referral date.)

One anticipated impact of the pilot was that EMOs would see fewer claimants who, in their
assessment, were eligible for exemption because these would have been identified earlier in the
process by an approved doctor scrutinising the paper evidence, including the extract from the GP
record. However, it was hard for EMOs to make an assessment about whether they were making
fewer decisionsto exempt at the medical examination stage. Thiswaspartly because EM Osw ere still
seeing many non-pilot casesaswell as pilot casesthroughout 2002 and distinguishing between the
two types at the time of the research interview was not easy. One EMO mentioned that the most
recent cases, where exemption had been advised following an examination, were non-pilot cases.

EMOsallcommented that the pilot arrangementshad affected the way in which they completed IB85
medical reports. They all reported spending more time on the reportsbecause of the requirement to
makereferenceto the SB2 inthejustificationsfor descriptors. Some said that theyfelt their advicewas
betterjustified and asaresult had an increased level of confidencein their correctness. Othersdid not
feelableto offer an assessment here, but none said there had been an adverse effect on their reports.

6.3 Examining Medical Officers’ experiences of using SB2
and IB113 forms

EMOswere asked to reflect on the ease of use of SB2 formsin comparison with IB113 formsin use on
non-pilot cases. Commentscovered a number of different aspects.

6.3.1 Information about functionality

It was generally acknowledged that GP records were not a good source of information about
functionality. One EMO, however, did not share that view, suggesting that clinical information could
yield strong indications about a person’s likely functionality. (An example was given where an SB2
might refer to arecent leg injury or operation from which some idea about the claimant’s ability to
walk could beinferred.) It wasfelt that the IB113 had the greater potential for generating information
about functionality because the wording of the form gave the opportunity to GPs to provide such
information. In practice, however, many IB113 formscontained little or no such information.

6.3.2 Objectivity of medical information

It wasfelt by some EMOsthat the information extracted from GPrecordswaslikely to be factual and
objective. In contrast there was a feeling that some IB113 formswere completed by GPsin a more
subjective manner, presenting information in such a way as to promote their patient’s claim for
benefit. (Comparing thisview with the evidence from GPspresented in Chapter 2, it ssemsthat this
feeling would be justified in some cases.)
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SB2 formswere also felt to contribute to objectivity in adifferent way. It wasobserved by some EMOs
that the picture of a claimant’s health that emerged from the GP's own notes sometimes differed
from that emerging from hospital and other records. One possible explanation for thiswasfelt to be
the possibility that some people present themselvesin different waysdepending on their perception
of the purpose of the interaction. The way patientstalk about themselvesto a GP, from whom they
might want a medical certificate, may thusbe different from the way they talk to hospital staff, from
whom they are seeking treatment. Theinformation in SB2 formsfrom external sourceswastherefore
thought to act asa useful check on the validity of the information recorded in GP case notes.

6.3.3 Appropriate period for extracting medical information

Thiswasanissuerelatingtothepilot only. Asexplainedin Chapter 1, five yearswaschosen asthetime
period forwhich approved doctorswould extract information from GPrecordsin the pilot. Thereisno
comparabletimelimitimposed on GPscompleting IB113s, who arefreeto present information going
back asfar asthey see fit.

There were mixed views about the whether five years worth of medical information was useful to
EMOs. The dominant view was that in assessing functionality only more recent information was
necessary, perhapsover the past two years (possibly three years). It wasrare that information going
back five years was needed. A different view was that five years' information was often useful in
gaining a good understanding about the claimant’s current health status, and that it would be
preferable to maintain this period if the pilot arrangementswere adopted in the future.

6.3.4 Gapsininformation

There was general agreement that neither the pilot nor the usual arrangements were designed to
generate information directly from other health professionals, such as mental health teams,
rehabilitation workers or carers. However, there were differing views about whether this was an
important omission. One view was that such information would be valuable and likely to be more
relevant to functionality than factual clinical data. This would be particularly useful when the
treatment of a patient did not require them to have direct contact with their GP. A counter view was
that information from psychiatric or other support workers was likely to be couched in terms
favourable to the claimant, and hence, too subjective to be useful. One EMO was able to draw on
previous experience of working as a tribunal member to support thiswith a view that information
provided at tribunal hearingsby support workerswas often more hindrance than assistance.

6.3.5 Understanding the claimant’s medical history

One, minor, criticism of the SB2 reporting arrangementswasthat it wassometimesnecessary to piece
together the claimant’s medical history from the chronological extractsin the SB2. Thiswasmore of
achorewhentheclaimant had multiple health conditions. In comparison, the IB113 wasmuch easier
to read and understand because the GPusually gave a coherent summary of the claimant’s health.

6.3.6 Legibility

Legibility of GPs' handwriting was an issue for both SB2sand IB113s. It waswelcome that many GP
records were computerised, and copies of hospital letters were always legible. There was some
criticism that hard-to-read extracts were not always transcribed by the approved doctorsin Leeds.
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6.4 Examining Medical Officers’ overall views of the pilot

EMOs were asked if they had a preference for working with the pilot arrangements or the usual
arrangements. No clear view emerged. There were supporters of each whilst some preferred to
reserve their judgment.

Preferencesfor the pilot arrangementswere based on the following reasons:

* A system where some information was almost guaranteed was preferable to the current
arrangementswhen many cases had no I1B113s, and many of those returned were of very limited,
or no, use.

« Theinformation in SB2s gave a more complete clinical picture of the claimant.

« SB2swere considered more objective than IB113s.

Disadvantageswith the pilot arrangementsincluded:

« the additional time required to deal with cases; estimated at between five and ten minutes per
case (in order to read and assimilate the information and to write more detailed IB85 reports);

+ lack of direct information about functionality.

Themain advantage of theusual arrangementswasthat IB113 formscontained questionsspecifically
designed to elicit relevant, useful information about functionality.

Thefinal observation from EM Oswasthat what they required washigh qualityinformation. Whether
thiscameviaan IB113 or in extractsfrom GPrecordswaslessof an issue. IB113scould be excellent,
and equallywhen aGP soriginal recordsw ere poor, an SB2 could be of little use. Some EM Osthought
that variety in GP responses to IB113s would always exist, and hence an alternative system was
preferable. Others had suggestions for building on and improving the current arrangements. We
return to these in Chapter 7.

6.5 Therole of Jobcentre Plusdecision makers

Jobcentre Plusdecision makers have a specialist role within the administration of incapacity benefit.
Most of theirwork isconcerned with deciding casesin which a Personal Capability Assessment (PCA)
has been required but the advice from the EMO indicates that the claimant has not met the PCA
criteria at the medical examination stage. There are two main types of case, therefore, that come
before them for consideration. Frst, casesin which the claimant’s IB50 hasbeen scored at lessthan
thethreshold level and the EMO hassimilarly scored them at lessthan the threshold. Decision makers
described these cases as straightforward and easy to decide as disallowances because there wasno
conflict of evidence. The second type of case was where the IB50 score differed from the EMO’s
assessment, i.e. there was a conflict between the choice of descriptorsby the claimant and EMO.

Information provided by certifying medical practitioners (on an IB113 form, aMed 4 statement or via
an SB2 extract of GP notes) is primarily for the use of the approved doctor (a DWP medical officer).
Such evidence is used by the approved doctor to provide advice to the benefit decision maker.
However, once used by the approved doctor, this evidence also becomes part of the claimant’s
incapacity benefit case file and is available to, and may be used by, the benefit decision maker.

Decision makersreported that in caseswhere the EMO scored the claimant above the threshold but
the claimant’sIB50 wasscored below, it wasusual that the assessment of the EMO would prevail and
an award of incapacity benefit would be made. In contrast, cases where the IB50 had been scored
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above the threshold but the EMO report gave a score lower, caused decision makers the most
difficulty. Thetask for decision makershere wasessentiallyto decide between one or more competing
PCA descriptors.

Decision makers described the usual process of dealing with this type of case, for which they had
access to all the material contained in the claimant’s case file, including claim forms and medical
reports from previous claims. Decision makers first looked at the choice of descriptor and any
supporting information from the claimant on the IB50 and from the EMO on the IB85 medical report
form. It was clear, from the decision makers, that these two documents were the principal sources
used. If there wasinformation from the GPavailable (in an SB2 for pilot cases, and an IB113 for other
cases)then thiswould also be examined to identify anything that would support either the claimant’s
orthe EMO’schoice of descriptors.

Decision makersdescribed their task asbeing reliant on good quality information. One of the aimsof
the pilot arrangementswasto improve quality of information in the expectation that the quality of
decisionsonincapacity benefit claimswould improve asaresult. The next section presentsfindingson
the impact on the pilot arrangementson these two aspects of quality.

6.6 Theimpact of the pilot arrangementsfor decision
makers

There wasageneral consensusthat the pilot arrangementshad had littleimpact either on the quality
of IB85 medical reports produced by EMOs or on the substance or quality of decision makers’ own
decisions. Both these experiences were reported by decision makers with a degree of surprise and
disappointment. There had been an expectation of a much greater and more beneficial effect from
having accessto information from GPrecords.

Decision makersreported that changesin the quality of IB85swere not easy to identify because there
wasalreadyavariationinthetypeand amount of information provided by different EMOs. During the
period of the pilot these variations persisted.

There wassome recognition that in IB85sfor pilot cases, the choice of descriptorswasalmost always
accompanied by some form of justification that referred to the SB2. In itself this was useful in
demonstrating to decision makers that EMOs had actually consulted the SB2. However, what was
writteninthe B85 asjustification wasnot alw aysuseful. One decision maker reported that references
such as‘norelevant information on SB2’ or ‘lhave taken into account the contentsof the SB2’ did not
help them understand how the SB2 information (or lack of information) influenced their decision.

Allthe decision makersinterviewed said that they had not noticed any effect on their decisionsfrom
the pilot arrangements. However, some decision makerswho had seen relatively few cases, found it
hard to offer an informed assessment here. In contrast, some were definite in the view that the pilot
had had no effect, saying that they thought their decisionswould have been exactly the same under
the usual arrangements. It was also difficult for decision makers to judge whether they had more
confidence in pilot case decisions. Any information that supported their decisions was useful. This
camefrom SB2sin some casesand from IB113sand other sourcesin other cases. Therewasno feeling
that the pilot arrangements had particularly increased their confidence in decisions.



Using the SB2 form in the medical examination and in decision making

59

6.7 Decision makers' experiences of using SB2 and IB113
forms

Decision makers were asked to reflect on their experience of using SB2 forms in comparison with
using IB113son non-pilot cases. Comments covered a number of different aspects.

6.7.1 Relevance of information

All the decision makers interviewed had views about the type of information extracted from GP
recordsand presented in SB2 reports. There wasa common understanding that the information was
intended primarily for the use of approved doctors, including EM Os, and not for them. They found it
difficult to interpret and understand some of the clinical information, much of which contained
technical terms and expressions. Diagramsdrawn by GPsin their notes were particularly difficult to
understand. They felt unable to use much of the information in the SB2, therefore, and reluctant to
make guessesor assumptionsin case they made mistakes. In contrast, information that related to the
claimant’s functionality was welcome and easier to understand and use. There was a feeling that
IB113swere generally better at providing such information when they were completed well by GPs.
They were also lesslikely to contain technical jargon. However, there wasthe recognition that many
GPsfailed to return IB113sand that of those that werefilled in, probably many were of little or no use
because of the paucity of information provided.'?

It was recognised that IB113swere filled in by non-GP staff in some practices. There was no strong
feeling about the acceptability of thisand it was noted that forms completed by nursing staff were
often better than many filled in by GPs.

Decision makers described a range of resourcesthey could use when they were unsure about some
aspect of a case. These included the knowledge and experience of their colleagues, guidance and
reference materials (such as Black’s M edical Dictionary), and the knowledge of approved doctors (in
the LeedsMedical Services Centre or in local Medical Examination Centres). Decision makerstended
not to consult approved doctors very often, but they had proved useful in explaining medical
conditions and terms that occurred only rarely. GPs and claimants were not consulted for further
information.

6.7.2 Legibility

Legibility of handwriting was a source of serious concern and frustration for decision makers. It was
impossible to make use of illegible information in SB2sor IB113s. There wasagain some surprise and
disappointment that illegible extracts from GP records were not always transcribed by approved
doctors. The point wasmade that if an extract had been selected then presumably adoctor had been
ableto read it at some stage. That few transcriptionsappeared in SB2sreinforced the perception that
they were intended for the use of approved doctors, including EMOs, primarily.

There was also concern that some handwritten IB85swere difficult to read. However, in such cases,
the decision maker could send the case back to therelevant EM O or consult them directly. Thiswasan
irritation to decision makers and EM Os and slowed down the progress of the case.®

2 One of the reasons why cases are referred for examination is a lack of medical information, which is often
the result of poorly-completed I1B113s. It is likely, therefore, that of the IB113s seen by decision makers, a
relatively high proportion will contain little useful information. Another reason for little medical evidence
being available for many cases is the IB113s are only sought in about a third of cases.

3 As explained in Chapter 1, a concurrent pilot was exploring EMOs’ use of a computer based system for
completing IB85 reports. Towards the end of the fieldwork period, this pilot was being extended to other
areas including Sheffield and Rotherham.
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6.7.3 Confidence and trust

Several decision makers reflected on an aspect of their work that had been affected by the pilot
arrangements. They commented that, in all cases, pilot and non-pilot, they needed confidence and
trustinthe material they had to work with. In using SB2sit appeared to them that extractswere often
taken from longer reports or letters. Sometimes extracts ended in mid-sentence. Although it was
recognised that an approved doctor might intentionally extract only part of asentence, it washard for
decision makersto be certain. Doubtscould therefore arise asto whether something had been missed
and cause a reduction in confidence about decision making.

A different concern wasraised in relation to IB85 reports. Here the issue wasthe use by some EMOs
of the same phrases and forms of words in reports for different claimants. What decision makers
preferred was an explanation in the IB85 that linked information about the claimant’s condition in
either the SB2 or IB113, and findingsin the medical examination to the EMO’s choice of descriptor.
The effect of using the same phraseswasthat thislink was not convincingly made and thisreduced
decision makers’ confidence in their decisions.

6.8 Decision makers’ overall views of the pilot

Decision makerswere asked if they had a preference for working with the pilot arrangementsor the
usual arrangements. No strong views were expressed and no consensus emerged.

Some decision makers thought the principle of the IB113-based system was superior to the pilot
arrangementseven though therewerewellknown deficienciesin how the system worked in practice.
When IB113s were completed well, they presented an easy to follow summary of the claimant’s
medical history and information about functionality. SB2s rarely matched this level of usefulness.
There was a slight preference among these respondents for thinking about ways of improving and
building upon existing arrangements. Other decision makersacknowledged that it waspreferable to
have some information from GPs on all cases rather than very variable information on only a
proportion.

Neither the current arrangements nor the pilot arrangements were seen asideal templates for the
future. However, decision makerswere clear that medical information wasessential to their task. The
experience of working under both systems prompted decision makers to make a number of
suggestions about how medical information could be generated in the future. Chapter 7 presents
these, alongside the ideasfrom the other actorsin the incapacity benefit decision making process.
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In the first part of this chapter we bring together the views and experiences of all the actorsin the
administration of incapacity benefit on a number of policy issues relating to the use of medical
evidence. Other issueshave been prompted by the analysis of research data by the research team. In
thinking about the future of Incapacity Benefit these issues will need careful consideration by policy
makersin any reformsto the administrative arrangementsfor incapacity benefit.

Section 7.2 presents ideas and suggestions about how collection of medical evidence might be
improved in the future. These fall into ideas for building on the current system based on the IB113
forms, for building on the pilot arrangements, and other, related ideas for generating useful and
relevant information.

The final part of the chapter presents conclusionsfrom the study.

7.1 Issuesfor policy

7.1.1  Acceptability of using GPrecords

The main objection of principle among GPs and claimants not participating in the pilot, was that
releasing GP records to people, including medical practitioners, working on behalf of DWP would
breach the confidentiality of those records. It ispossiblethat some GPs' objectionsmight be overcome
if they were satisfied that their patients had given informed consent to the release of their records.
(Wereturn to theissue of consent below.) However, it could be more difficult to persuade reluctant
claimants, whose records might contain sensitive information about themselves or their families,
about the desirability of allowing GPrecordsto be used by DWPapproved doctorsand for arelevant
extract to also be available to the benefit decision maker. Some expressed distrust about how
information would be used, and suspected that there might be other, negative outcomesforthem or
other claimants. Some GPsheld to their belief that the pilot arrangementswerewrong in principleand
remained opposed to them.
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Other objections to the pilot arrangements related to the possible adverse effects of GP records
leaving the practice premises. These included the unavailability of records when required, and the
possibility of records getting lost, damaged, or being returned in a disorganised state. From the
evidence of the participating GPpractices, how ever, no such problemsaroseinthe course of the pilot.
Case files were collected and returned satisfactorily and within the three day target period. In
addition, some practiceshad introduced their own back-up procedures(such askeeping copiesof the
patient’smost recent records)to guard against any potential problems. The implication, therefore, is
that it ispossible to design systemsfor collection and return that should not interfere with the clinical
work of GPsand which might reassure some claimantsif they were explained to them.

7.1.2 Gaining informed consent

From the interviews with incapacity benefit claimants it was clear that overall there was little
understanding of what and how medical information is used in determining their claims, variable
recognition of explanations about the pilot arrangements contained in DWP letters or leaflets, and
variable understanding and sometimeslittleinterest in what wascontained in GPrecords. Some GPs’
suggestionsthat some people might not have sufficient knowledgeto give informed consent would
therefore seem to be well-founded.

In discussing the consent proceduresfor the pilot, GPsin thisstudy mentioned that informed consent
isan integral element of the design of therapeutic and drug trialsthat was very familiar to them and
also that they were used to releasing records or providing photocopies to third parties, including
solicitors and insurance companies, through the provision of the written consent of the patient. For
the pilot, obtaining written consent involved the claimant being sent an information sheet and then
ticking abox aspart of the main declaration on one of the relevant formsif they did not want to take
part." Some GPsquestioned whether, underthismethod of obtaining consent, peoplewould be fully
aware of what they were agreeing to. It is possible that, given the lack of understanding shown by
boththosewho participated and those who did not participatein thetrial, morerobust proceduresfor
informing clientsto allow them to decide whether or not they wish to participate would need to be
considered if the pilot arrangements were to be adopted more widely. Apart from its intrinsic
desirability, some GPs will need to feel more confident that their patients are sufficiently aware of
what they are agreeing to and might prefer a different method of gaining written consent from
patients.

7.1.3 Effectson GP practice office staff

The pilot created a new set of administrative tasksfor GPpractice staff. Some managersfelt that the
work created by the new tasks was no more time-consuming than working under the usual
arrangements. Others reported an overall increase in their workload. The assessment by practice
managers and other administrative staff about how much extra work was created varied. Practices
that chose the photocopying option seemed to have experienced the most additional work; those
that supplied actual records seemed to experience the least. Practices that were fully or partly
computerised had to print out recordsin addition to handling a case file and their workload varied.

* These were forms that claimants were required to complete in full and sign as part of their declaration
underpinning their claim to benefit or as part of the PCA process. The information leaflet for claimants
attached to claim forms and IB50s explained that further enquiries could be made to a Jobcentre Plus
office.
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An assessment of the additional work imposed on GP practices will be relevant to decisions about
appropriate remuneration under any future arrangements. The additional £10 honorarium per case
record sent was not a major reason for GPpractices’ decisionsto participate, although it wasclearly
seen aswelcome. However, it ispossible that if the photocopying option was available in the future
then GP practiceswould require more than the £20 additional honorarium paid as part of the pilot,
and for additional reimbursement for potentially large amounts of printout and scanned material.

Asmentioned above, one influence on the impact on GP practice staff wasthe extent to which the
practice used information technology. Among the practicesvisited in the course of thisresearch there
wasawiderangein the use of computers. Some made little use and relied on a paper-based system
of records; others were what they called ‘fully computerised’ and ‘paperless’. There were some
examplesof innovative and creative thinking about how the use of computerscould be extended. Of
particular interest for this research was the development of software to enable extracts from GP
recordsto be input directly onto medical report templatesand other forms, and ideas about the use
of emailforresponding to requestsfor medicalinformation. Thinking about future arrangementswill
need to take account of the diversity in the use of information technology, and the possibilities and
implicationsit presents.

7.1.4 The role of practice managers

In collecting research data during the visitsto GP practices, it became clear that practice managers
have played a number of key roles during the course of the pilot. They have acted as the channel
through which the invitation to participate reached GPs, they contributed influentially to decisions
about participation, they made the practical arrangements within practice offices and often carried
out most or all of the tasks associated with participation, and importantly they have fed back to GPs
their experiencesof the pilot. The last of these hasbeen important in forming some GPs’ viewsof the
pilot, though it wasclear that, at thetime of the research interview, other GPswere not aware of the
administrative impact of the pilot.

In thinking about the implementation of any future arrangements, therefore, the views and
experiences of practice managers could be particularly useful.

7.1.5 Assessing functionality

Acommonthemeemerging from theinterviewswith staff within Medical Servicesand Jobcentre Plus
was the general difficulty of assessing the functionality of claimants. A strong view emerged that
information contained in GPrecords (and subsequently extracted on to SB2 forms) wasnot generally
well suited to assessing the extent of a person’s capability for carrying out the functions of everyday
living. Thisisnot surprising. GPrecordsare kept for the primary purpose of recording clinical findings
and to support the management of apatient’scondition. From the accountsof the approved doctors
in Leedsand from GPsthemselves, it isclear that GPrecordsvary widely in the amount and quality of
functional information recorded.

Overall, GPrecordswere considered generally good for arriving at adiagnosisof the claimant’shealth
condition or conditions. They were, therefore, useful for approved doctors providing advice about
exemption, but of lessuse for EMOs and decision makersmaking assessmentsand judgmentsabout
functionality.

In contrast, a‘good’ IB113 could contain information useful to all the people in the decision making
chain, because it would contain diagnostic data and information relating to the tasks of everyday
living. The problem for approved doctors, EM Os, and decision makers, was, asw e have mentioned at
various pointsin thisreport, that only in a minority of caseswasa ‘good’ IB113 available.
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Some interesting observations emerged in the research interview s about assessing functionality for
claimantswith adiagnosisof mentalillnessor who had completed the mental health questionsin the
IB50 form. It wasacommon view that the effectsof any particular mental health condition could vary
considerably between individual people. It was therefore difficult to arrive at a view about
functionality from GPrecordsalone. The pilot arrangementswere generally felt to be more useful for
claimantswith only physical health conditions.

7.1.6 Sources of relevant information

It wasgenerally recognised that some information that would assist people at the different stages of
the decision-making processwasnot routinely or alwaysto be found within GPrecords. Thisconcern
was expressed strongly by some claimantsinterview ed. Examplescited earlier in thisreport included
information from mental health professionals, rehabilitation workers or carers. There was no
consensus about the practical value of such information however. Some people in the decision-
making chain advocated that greater effort should be made to collect information from other
professionalsbecause it wasuseful in assessing functionality. Otherswere wary about a possible lack
of objectivity among people whose professional job wasto act as supporters and advocates of their
clients. While factual, objective information about functionality could be useful, information
presented in the form of a supportive statement or argument was of much less use.

Possible lack of objectivity in GPs’ IB113 reports has already been mentioned as a concern of some
respondentsand used as an argument for using GPrecordsin their place.

7.1.7 Appropriate period for extracting medical information

An issue for policy isthe question of what isthe most appropriate period of time for taking extracts
from GPrecords. For the purposes of the pilot, a period of up to the previous five years had been
selected.

Therewasageneral feeling that it wasnot possibleto prescribe a ‘best’ period. It wasrecognised that
for some people with chronic conditions, it was desirable to have information going back several
years. In some cases, possibly most, five yearswould be adequate. In other cases, information going
back further would be appropriate. However, there was a view that, particularly for new claimants,
the onset of the condition that had led to a claim for incapacity benefit waslikely to have taken place
onlyinthe 12 monthspriorto the claim. Earlier information wasunlikely to be relevant in most cases.

In discussions about appropriate time periods, the researchers noted that some GPs and claimants
talked exclusively about information needed to understand the development of the relevant health
condition (the medical history or ‘story’ aswe refer to in Chapter 4). Staff involved in the decision-
making process spoke more about their need for information about functionality. In their view, little
could be learned in most casesabout a claimant’sfunctionality, at the point of the incapacity benefit
claim from clinical data going back five years. For new claimantsin particular, therefore, they would
be happy to have information for a shorter period. Between 12 and 24 months was suggested as
satisfactory.

7.1.8 The stock of incapacity benefit claims

The stock of incapacity benefit claimants have been in receipt of the benefit for varying lengths of
time, some for many years. One effect of the pilot, noted by approved doctors and reported in
Chapter 4, wasthat having accessto GPrecords had given them more information than in the past
about the claimant’s health condition. For long-term claimantsthe outcome had sometimesbeen a
call for medical examination, whereasin the past, they might have been passed at the scrutiny stage.
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Forotherclaims, re-referral dateswere set forlonger periodsthan might have been the caseunderthe
usual arrangements. Typically, in the past, long-term claimswould have been assessed on somew hat
out-of-dateinformation in the claimant’scase file, perhapssupported by an IB113 that recorded only
‘no change’ in their condition.

The implication drawn from this experience wasthat there might be, in the wider incapacity benefit
claiming population, claimantswho, if assessed fully in aface-to-face medical examination, would no
longer meet the Personal Capability Assessment thresholds. If the pilot arrangementswere extended
nationwide this might lead to an increase (though possibly temporary) in disallowances at the re-
referral stage and arise in appeal levels.

7.1.9 Appeals

One of the hoped for outcomes of the pilot arrangementswas a decrease in the number of appeals
lodged by unsuccessful claimants, and a reduction in the proportion of appeals that eventually
succeed at a tribunal. The rationale for thiswasthat the pilot arrangements would produce better,
more accurate decisions because they would be based on information extracted directly from GP
records. If thiswasunderstood by unsuccessful claimantsthen there would be greater confidencein,
and acceptance of, disallowances. Furthermore, if appealswere stillmade then the decision wasmore
likely to be upheld at a tribunal.

This research project was not designed to evaluate what impact the pilot was having on appeals.
(Further work in this area will be carried out in 2003 and reported separately.) However, approved
doctors and Jobcentre Plus staff were asked about their views about the impact on appeals. From
thosewho felt ableto offer aperspectivethere wasan emerging view that the pilot arrangementsare
unlikely to have much of an effect at the appeal level. There were two main reasonsfor this.

Frst, the motivation for claimantsto appeal, particularly in the view of Jobcentre Plusdecision makers
and processing staff who may have contact with them, haslittle connection with the soundnessof the
original decision. From their experience, claimants are rarely interested in understanding decisions
but in getting them changed. Furthermore, decision makerssaid that if the occasion arose under the
pilot arrangements they would almost certainly not mention to a claimant that they had seen an
extract from their GPrecords. Thisechoesthe commentsof EMOs, who were clear that they did not,
and would not, tell claimantsthe exact nature of the medical information before them (in order not
to risk GP-patient relations). Hence if claimantsare not told (or reminded if they knew at some stage)
about how GPrecords have fed into the decision, then such knowledge cannot persuade them that
the decision was correct.

Secondly, therewasadegree of concern expressed about the decision-making processesof tribunals.
In the perception of some research participants, tribunals are sometimesunduly influenced by what
appellants tell them or new information provided by third parties and pay less attention to the
information used in making the original decision. There waslittle confidence, therefore, that clinical
information contained in the SB2 extractsfrom GPrecordswould change this.

7.2 Lessonsforrunning pilots

Asmentioned earlier in the report, some of the research participantscommented positively on being
invited to participate in a pilot exercise and saw this as a sensible and appropriate way of informing
and developing public policy. Some also made specificcommentsabout how the pilot wasbeing run
that could be useful in thinking about the use of pilotsin the future.
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Robust projectionsabout numbersand types of likely pilot participantsare important to avoid major
changes to design and timetable. Staff need to be kept fully informed about the pilot not only in
advance of itscommencement but also when changesare madeto the pilot design later. In thispilot,
not all staff were aware of the extended timetable or the inclusion of re-referral claimants (these
changesare described fully in Appendix A). Staff who are involved in putting the pilot arrangements
into practice said they would have welcomed more support and guidance. Smooth running of pilots
dependspartly on the commitment and effort of arange of staff and can be jeopardised by dropsin
morale or feelingsof isolation. Staff working in Jobcentre Plusofficesneed to beinformed about pilot
arrangementsalso. ltislikelythat they willhaveto deal with some enquiriesduring the period of apilot
from participants. Many research participantswereinterested to hear about the progressof the pilot.
Early thought needs to be given asto how feedback to all the participant groups will be handled.
Telling peoplewhat and when they will receive thiscould contributeto levelsof participation and help
to maintain commitment during the pilot.

7.3 Viewson improving the collection of medical

information
Alltheresearch respondentswereinvited to reflect on the best way of collecting medical information
and whethertheycould think of improvementsforthefuture. Respondentsnaturally gavetheir views
from a number of different perspectives (for example, as pilot participants or non-participants) and
from different knowledge and experiencebases. Theideasand suggestionsgenerated are summarised

below and are intended as a stimulusto policy thinking. It wasbeyond the remit of the respondents
and beyond the scope of the research project to evaluate or cost them.

The suggestionsmade fell into three broad groups:
+ Ideasbased on continuing with the current arrangements based on IB113 forms.
» Ideasbased on the pilot arrangements.

« Other ideas, not specifically related to the usual or pilot arrangements.

These are discussed below.

7.3.1 Ideasbased on continuing with the current arrangementsbased
onIB113s

Some people taking part in the pilot preferred the current arrangements of collecting medical
information to the pilot arrangements. For some there were fundamental objections of principle to
the pilot. For others their view wasbased more on the utility of the information contained in IB113
formscompared with SB2 extracts. There were problemswith the number of IB113sreturned by GPs
and with the quality of many that were returned. Suggestions were made for tackling both these
deficienciesin the current arrangements. In addition there were suggestionsabout revising the IB113
to increase its utility further.

Four ideasemerged for increasing the flow and quality of IB113sfrom GPs:

* Introduce payments for completion.
+ Invoke management action for non-compliance.
« Introduce better quality control procedures.

* Introduce better training for GPs.
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GPsare required to complete IB113 formsas part of their NHSterms of service and payment for this
workisincluded aspart of their overall NHSremuneration. Thismethod of payment, throughthe GP's
general salary, contrastswith the method of payment for some other medical reports, including other
reportsrequested by the DWP. Requestsfor reportsoriginating from the private sector, for example,
from solicitors or insurance companies, usually generate a separate fee which is paid directly by the
party requesting the report. One suggestion was to rationalise payment for all state social security
benefit related reportsand to pay an item of service fee for IB113 forms. It was suggested that such
adirect feecould act asanincentiveto some GPs. An alternative, but not mutually exclusive, view was
to reaffirm that GPs have a contractual duty to complete IB113s and to invoke management
proceduresagainst GPswho consistently fail in that contractual duty.

In itself, it wasrecognised that increasing the number of IB113sreturned was not sufficient. Quality
also needed to be improved. This could be attempted by the introduction of quality control
proceduresthat might, but need not, be linked either to a system of feesor management responses.

A different approach suggested wasto introduce abetter programme of training for GPs. Thiscould
include informing GPs of the importance to their patients of their contribution to the evidence
gathering processfor state benefitsand educating them about thetypeand depth of information that
isrequired from them. Factual evidence from the GPcan make an important contribution to accurate
decision making and the financial wellbeing of people can be alegitimate clinical concern. The aim of
such a programme would be to encourage GP compliance and commitment, and to improve the
quality of theinformation on IB113 forms. We have shown that some GPstake very seriously the task
of completing IB113 formsfortheir patients. There may belessonsto be learned from such GPsabout
why and how they have this level of commitment which could be used in publicity or training to
increase the commitment of other GPs.

Therewere several respondentswho suggested that areview of the IB113 form itself wasneeded. We
have shown above that many GPsfind some sectionsor questionsdifficult to respond to. There were
few specific suggestions for change but rather a more general feeling that if the form irritated or
alienated some GPs then some reform was certainly appropriate. Two suggestions were that the
IB113 should have more direct questions about functionality, and that there should be space for
benefit ormedical staff to add questionsspecificallyrelating to theindividual claimant’scircumstances.
Suggestionssuch asthese however would not in themselves address the criticism of some GPsthat,
inthecourse of treating patients, they do not necessarily accumulate knowledge about functionality.

7.3.2 Ideasbased on the pilot arrangements

It wasrecognised that in the design of the pilot arrangementsthe problem of non-compliance (i.e. in
relation to the completion of IB113 reports) among the GP participants, which undermines the
current arrangements, is effectively eliminated. Suggestionsfor building on the pilot arrangements
were therefore aimed more at increasing their operational effectiveness and efficiency. It will be
apparent from the section on policy issues above that these suggestions would not command
unanimoussupport from the research respondentsin this study.

The range of ideas, which are largely self explanatory, included:

» handwritten extracts from GP records should be transcribed to overcome legibility problems
faced by EMOs and decision makers;

» extracts in SB2 forms should be sorted chronologically according to condition, to assist and
speed understanding by EMOs and decision makers;



68

Developing policy for the collection of medical evidence

« extracts should be annotated with explanations of difficult, obscure or unusual medical terms;

» theperiod for which information should be extracted, at least for new claims, could be restricted
to one or two years;

» information should be sought where appropriate from other health, support and care professionals
involved with the claimant.

It wasrecognised that the successof using GPrecordsin incapacity benefit decision making depended
largely on the quality of the raw material, but as we have mentioned earlier, GP records are very
variable in quality. A suggestion for responding to thiswasthat staff in Medical Servicesor Jobcentre
Plus should be authorised to ask (or require) GPsto complete an IB113 in caseswhere the GPrecord
wasinsufficient for benefit purposes.

7.3.3 Otherideas

One idea for improving clearance times of incapacity benefit was to combine the two stages that
occurinthe Medical ServicesCentreinto one. At present, approved doctorshandle some casestwice,
first to provide advice about exemption, and for non-exempt cases, to provide advice a second time
whentheclaim isscrutinised. In thisprocessIB113sand Med 4 statementsfrom GPs, orthe GPrecords
under the pilot arrangements, and IB50s from claimants, are requested at separate times.

A combined process would require GPs and claimantsto supply information concurrently and thus
save possibly several weeksin dealing with the claim. It wasacknowledged that thiswould result in all
claimants being asked to complete a Personal Capability Assessment, including people with severe
physical and mental conditionswho are currently not required to do so.

A different idea emerged from a reflection of developmentsin other areas of the welfare to work
policy area. Current benefit and employment policy isaimed at helping as many people as possible
into or back into work after a period of absence from the labour market because of sickness or
disability. It is possible that services aimed towards the rehabilitation of claimants will increase as a
result of the current policy direction. The records kept by rehabilitation serviceson individual clients,
which can be expected to contain information about functionality, might therefore become an
important additional source of information for benefit purposes.

7.4 Conclusionson research aims

The medical evidence gathering pilot was set up as a response to the known shortcomingsin the
existing arrangementsfor collecting and using medical information in making decisionson claimsfor
incapacity benefit. In thissection wereturn to theresearch aimsthat formed the starting point for this
studyand summarisethefindingsfrom the study, and offer somefinal reflectionson developmentsin
the future.

7.4.1 Impact on GPs

Few GPssaid they had noticed any effect on theirown work. Those who did notice areductionin their
workload included GPsin smaller practices, those whose practice received above average numbersof
IB113 forms, and those who chose to spend time completing them fully. Generally these GPs
welcomed the pilot for reducing the burden of paperwork.

The work of administering the pilot in the practice premises fell to practice managers and other
administrative staff. The experience wasvariable, but formost it wasunproblematicand manageable.
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Practices adopting the photocopying option had experienced the greatest impact in terms of
increased work, disruption of normal working schedulesand financial impact.

Participating GPswere still generally in favour of the pilot arrangementswhen interviewed, and some
non-participants were more favourably inclined towards the pilot after learning more about it from
researchers and hearing about its impact in other practices. Some non-participating GPs still had
serious concerns about confidentiality and informed consent. Other GPs maintained the view that
they were the most appropriate people to provide medical information about their patients.

7.4.2 Quality of medical advice given to decision makers

In general, decision makers reported little impact on the quality of medical advice from approved
doctorsin Leeds or the EMOsin Medical Examination Centres. The nature of the information from
approved doctors had changed and was generally more difficult to understand and not so useful as
information contained in IB113 forms. Little change had been noticed in the quality of the I1B85
medical reportsfrom EMOs.

7.4.3 Impact on decision making

At each stage of the decision-making processthe impact on decisionswasfelt to be small. There was
ageneral view that benefit decisionson pilot caseswould havebeen the sameif made undertheusual
arrangements. Approved doctorsperceived that at the scrutiny stage they had advised examination
in ahigher proportion of pilot casescompared with non-pilot cases. How ever, there wasno evidence
from thisresearch to suggest that final benefit outcome decisionsdiffered between the two groups.

There were, however, reports from some approved doctors, including EMOs, and decision makers
that they had more confidencein some of the advice offered or decisionsmade on pilot casesbecause
of the medical information available from SB2 extract of the GPrecords. Some EM Os also reported
that they had been ableto provide betterinformed advice about re-referral dateson some pilot cases.

7.4.4 Overall effectiveness of the new procedures

The procedures put in place for the operation of the pilot generally worked well in GP practices and
the Leeds Medical Services Centre and the Medical Examination Centres. None of the GPsor practice
staff reported problemswith the procedures or had experienced difficultieswhen GPrecordswere
away from the practice premises. Sometimes this was due to the back-up procedures that the
practiceshad introduced themselves. The courier firm used in the pilot wascommended by some GP
practice staff for its efficiency and professionalism. No problems with the collection or return of GP
records were reported. In contrast, some staff in the Jobcentre Plus offices taking part in the pilot
experienced difficulties, frustration and delaysin implementing the mainly manual proceduresused in
the pilot.

7.5 Hnal comments

The pilot wasset up with two main objectives: to reduce GPworkloads, and to improve the quality of
incapacity benefit decision making. It was designed also to be acceptable to GPs and to incapacity
benefit claimants.

From the evidence presented here the pilot appearsto have had mixed results. Most of the GPsand
claimantsinterviewed found the pilot arrangementsacceptablein principle and workable in practice.
Some holding thisview stillhad someconcernsbut did not report any adverse experiences. In contrast,
therewere GPsand claimantswho held strong and seriousobjectionsto the principle of the pilots. The
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pilot, byitsdesign, reduced the number of IB113 formssent to GPsparticipating in the pilot. The effect
atthelevel of theindividual GPwasonly noticed in particular practices, some of which may be atypical
in termsof their size and their internal working practices.

Among the users of medical information, approved doctors who prepared the SB2 extract were
closest to the raw material of the GPrecords and found the information the most useful. At other
stages of the process the impact of the pilot lessened. EMOs generally found the information
interesting but it did not contribute greatly to their examination of claimants or their choice of
descriptors. Therewasno consensusamong the EMOsinterview ed about w hich set of arrangements
was preferable. For decision makers, the SB2 information wasgenerally of lessuse than information
on IB113s. Thisgroup of staff wastheleast in favour of the pilot arrangements, but some had difficulty
expressing a preference between a system that generated useful information on only a minority of
cases and a system that promised less useful information but on all cases.

Thisstudy hasproduced arange of findings, some of which were unexpected, and raised anumber of
important issues that must be taken into consideration in the development of incapacity benefit
proceduresin thefuture. Thoseissueshave been mainly raised by GPs, claimants, and staff of Medical
Servicesand Jobcentre Plusdemonstrating the considerableinterest in the pilot from allthese groups.
Other issueshave arisen in the course of analysis. At the time of writing a consultation period on the
reform of incapacity benefit has just ended. We can therefore expect that further policy ideas and
changesabout the administration of the benefit will be likely to attract a high level of attention and
debate.



Appendix A
Research methods

A.1  The pilot location

The pilot was conducted in the Sheffield and Rotherham area. Thisincludesurban and rural settings
with a range of socio-economic characteristics. Inner city and urban locations include areas with
relatively high levels of benefit receipt; areas with high proportions of residents of minority ethnic
background;and ex-industrial areaswith relatively high levelsof morbidity. Rural locationsinclude ex-
mining villages, and some higher income ‘commuter’ villages.

In the pilot area, most initial and ongoing claimsfor incapacity benefit are dealt with in the Sheffield
and Rotherham Jobcentre Plus offices. Approved doctors who scrutinise the medical evidence
supporting claimsarebased in Leeds; medical examinationsare conducted in the M edical Examination
Centresin Sheffield, Rotherham and Doncaster.

A.2 Preparatory visits

Two preparatory site visits were undertaken, one to the Sheffield Jobcentre Plus office and one to
Leeds Medical Services Centre. The purpose of these visits was to allow the research team to
understand better the practice and proceduresof the decision-making processunder usual and pilot
arrangements. The visitsinformed the design of the topic guide for all the groupsinterviewed. The
visit to Sheffield Jobcentre Plusinvolved a meeting with the benefit manager for the medical referral
team, two benefit processing staff and one decision maker. At the Leeds M edical Services Centrethe
research team met three membersof the SchlumbergerSemaproject team;the operational manager;
and two doctorsengaged respectively in scrutiny, and medical examinations and training.
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A.3 Interviewswith GPsand practice staff

A.3.1 Building a study group

The aim wasto conduct interviewswith the senior or sole GPin 18 practiceswhich had taken part in
thepilot, and 12 practicesw hich had chosen not to participate. Theintention wasto include men and
women;aspread of agesamong GPs; and arange of practice size (number of patients) and location,
all of which might have some bearing on decisions to participate in the pilot, and experience of
implementation.

An additional aim wasto conduct interviewswith key administrative staff in ten practiceswhich had
taken part in the pilot and whose GPwas also interview ed.

Data supplied to SPRU for selection of a study group came in the form of one list of practicestaking
part in the pilot, and another list of those who were not. The listsincluded names and addresses of
practices, and the names of the senior partner and other GPsin the practice. Also included for each
practice wasa name and telephone number for contact purposes, in most casesthat of the practice
manager or secretary. It thus proved not possible to determine a GP's age or number of patientsin
advance of selection, although the number of GPs attached to a practice gave some indication of
relative size.

Initial study of the lists of GPs suggested that there were more large multi-practitioner practices
among participantsthan non-participants, and conversely, that there were more single GPpractices
among the non-participants. It was eventually decided, therefore, to sample participant and non-
participant GPs so that each sub-group included:

* men and women;
« practicesin arange of locations, including urban areasknown to have minority ethnic populations;
* some single practitioners;

+ some senior partnersin multi-practitioner practices.

The actual location of each practice listed was marked on a large scale map of the area. Using the
above criteria, 30 practices were selected from 67 documented as taking part in the pilot; and 24
practices from 77 recorded as non-participants. SPRU sent letters to the senior or sole GPin each
practice, inviting them to take part in aresearch interview. Included with thisletter wasa summary of
the overall research design, and a further explanatory letter from the Department for Work and
Pensions(in Appendix C). Letterswere mailed in thefirst week of October 2002, and quickly follow ed
up by telephone calls to arrange appointments. Permission to interview key administrative staff in
participating practiceswasalso sought during thistelephonecall, and arrangementsmadein advance
oron arrival in the practice.

Achieving these interviewsrequired some persistence. Some GPswere hard to reach and oneortwo
had retired or died. A slightly higher proportion of GPswho did not take part in the pilot than those
who did declined aresearch interview. Those GPswho preferred not to be interview ed generally said
there were other prioritieson their time. Two GPswho did not have time for an interview gave their
viewsbytelephone, and thesediscussionsareincluded in the analysis. In four practices, the researcher
wasdirected to the practice manager, asthe person with the main responsibility for, and knowledge
of, the pilot, who would represent the general views within the practice. Included here were some
participating practicesin which the GPhad no initial recollection themselvesof any pilot arrangements.

Altogether, interviewswere achieved in GPpracticesasshown in Table A.1
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Table A.1  Recruitment of GPs and practice staff

Practices participating Practices not participating

in pilot in pilot
Practices notified to SPRU 67 77
Invitation letters sent 30 24
@31) (23)

No contact made with named senior partner 11 8
Declined to take part 3 3
Interviews achieved:

personal interview with GP 14 9

personal interview with practice manager,

instead of GP 3 1

telephone interview with GP - 2

personal interviews with additional

practice staff 10

* One GP from the non-participant list was discovered to be taking part in the pilot
The researchers used topic guides (copy in Appendix B) to steer discussions acrossthe main areas of
interest:

» characteristics of practice, and respondent;

» knowledge of the pilot, and views;

» reasons for taking part in the pilot, or not;

« effects of the pilot arrangements;

« experience of ‘non-pilot arrangements’ for supplying medical evidence;

« viewson improving collection and use of medical evidence.

Personal interviewswith GPsand practice managerson behalf of GPsgenerally took 30-45 minutes.
Interviewswith additional practice staff generally took slightly lesstime. An honorarium of £75 was
paid to the senior partner in practices in which personal interviews were conducted. Personal
interviewswere tape-recorded, with permission, and transcribed for analysis.

Thetelephoneinterviewswerefairly short, to suit the GPs, and theresearchersmade notesduring the
conversation.

A.3.2 The study group: characteristics of GPsand practice staff

GPs in the study group included men and women, with different lengths of time in their current
practice, and varying lengths of experience asa GP. Some were from minority ethnic backgrounds.
The study group included four single practitioners, four GPsin two-partner practices, and several GPs
in large practices with five or more partners, salaried GPs and a range of nursing/medical staff. All
practiceshad at least two administrative/reception staff, and some large practiceshad more than 20
administrative/clerical and reception staff, often working part-time. One practice taking part in the
pilot wasoperating from two sites.

The practicescovered urban and rural areasin and around Sheffield and Rotherham, with arange of
socio-economic characteristics. Some GPs reported relatively high levels of unemployment, social
deprivation and morbidity among their patients; others said that their practice contained only small
pockets of social deprivation, and employment was generally high. The study group included GPs
practising in areaswhere many patients came from minority ethnic backgrounds.
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Additional practice staff interviewed included practice managers, administrative staff and clerical/
reception staff. Thisgroup included men and women.

A.4 Interviewswith Incapacity Benefit claimants

The aim wasto talk to people who had agreed that their claim for incapacity benefit should be dealt
with under the pilot arrangementsand whose GPwasparticipating in the pilot, and people claiming
incapacity benefit who had declined to take part in the pilot. The decision was taken not to seek
interviews with any incapacity benefit claimants whose GP had agreed to be interviewed for this
qualitative research, for reasons of confidentiality and to encourage participation on both sides. This
meant that sampling for recipientstook place after deciding which GPswould be invited to take part
inthisresearch although theinterviewswith claimantsactually took place before interviewswith GPs
and practice staff.

Developments in the implementation of the pilot affected the sampling strategy. Initially only
claimantsundergoing the PCA for the first time were included under the pilot arrangements, which
began in January 2002. From April 2002 benefit recipientswho were facing a second or subsequent
PCA were recruited to the pilot, in order to boost the participant sample size. For purposes of
description, we use DWPterminology and call the latter group (PCA) ‘re-referrals’.

The eventual aim wasto achieve interviewswith:

« 12 people making a ‘new claim’ who had agreed to take part in the pilot;

+ 12 people facing a second or subsequent Personal Capability Assessment (re-referred) who had
agreed to take part in the pilot;

* 12 people who had declined to take part in the pilot, of whom:
— 6 were making a new claim; and
— 6 were making ‘re-referred’ claims.

It was known from previous research that hasinvestigated claimants’ views about how their claims
are processed that people’sassessmentsare often influenced by the outcome of their claim. The aim
wasthusto interview the incapacity benefitsclaimantsbefore they received a decision. Thisrequired
inviting recipientsto take part in the research assoon aspossible after the start of their claim. A flexible
approach wasrequired which enabled the research team to respond immediately to notificationsby
DWPof appropriate claimants, within an initially unspecified ‘traw !’ period, long enough for numbers
to build of claimantsgoing through the pilot.

The approach adopted wasasfollows. From May 2002 the DWPresearch management team sent to
SPRU fortnightly lists of people claiming incapacity benefits in the Sheffield and Rotherham area.
Claimantswere distinguished according to whether they had agreed to take part in the pilot or not.
Immediately on receipt of each list, lettersof invitation from the DWPwere sent from SPRU. Theletters
(Appendix C) reminded people about the trial to test new waysof getting medical information from
their GP. It went on to invite them to take part in some research, to find out why they had decided to
be in the trial, or not, and what they thought about medical records being used in this way. The
opportunity wasoffered to opt out of the research, either to research managersin DWPor the SPRU
research team secretary.

Aftertwo weeks, those people who had not opted out of the research were considered for inclusion
in the study group. The researchers attempted to contact people quickly, mainly by telephone or
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direct calls at their address. Some letters were also sent, inviting people to get in touch with the
researchersto make an appointment. The latter approach wasused when telephone contact wasnot
possible.

The fieldwork continued in this way until the end of September, sending fortnightly waves of
invitation lettersfollowed up immediately after atw o week opt-out period. A purposive study group
wasbuilt asdescribed in the following section.

A.4.1 Building the study group

Asdescribed above, the aim wasto recruit people who had and had not agreed to take part in the
pilot; and people making new claimsand those who had been re-referred, who had not yet received
a decision about their claim. The researchers explained to those people contacted who had already
received a decision that they were not among the group of people whom the researchers hoped to
talk to. It was decided in advance that if any such people strongly wished to take part, interviews
would be arranged for them. In the event, thiswas not necessary, although one or two people said
they were disappointed not to be included.

Selection of peoplewith home addressesacrossthe Sheffield and Rotherham arealed to theinclusion
of patients from different practices. The researchers aimed to include similar numbers of men and
women, with a spread of ages; to include people with arange of impairmentsand health conditions,
and at least some people who had been assessed for Income Support or National Insurance credits
(characteristicsreported in the lists of names supplied to the research team). The aim wasto include
some claimantsfrom minority ethnicbackgrounds. People’snamessometimesprovided an indication
here. An additional aim wasto include people facing a Personal Capability Assessment for the first
time and people who had had a previous experience, but it was not possible to select on thisbasis.
Some of those making a ‘new claim’ (i.e. from a period of non-claiming) had claimed incapacity
benefitsin separate claiming spells, sometimes several yearspreviously, which wasnot known to the
researchersin advance of the interview.

A.4.2 Response

It isnot possible to report a ‘response rate’ in the way that istraditional in thiskind of recruitment to
research, foranumber of reasons. Mostimportant isthat wedo not know whetherthosewho initially
opted out or those who declined an interview when contacted by the researchers were actually in
scope. Such people often explained quickly that they were too busy to take part or not interested in
theresearch, and it wasoften then inappropriate to go on to ask them if they had received a decision
about theirclaim. Thus, thosedeclining an interview probablyincluded anumber of peoplewhomthe
researcherswould not have sought to include anyway. Indeed, people dissatisfied with the outcome
of their assessment may have been lessinclined to take part in theresearch, and those already in work
may have had more constraintson their time.

An additional factor isthat we do not know whether those people who had answerphonesrunning
when the researchers telephoned actually received messages left for them, inviting them to get in
touch to arrange an appointment. Many people on the lists supplied had answerphones set up. Not
replying to the researcher’smessage might have been away of declining to take part in the research,
so the researchers did not try again if two or three messages elicited no reply. It is also possible,
however, that such messages just never reached the people for whom they were intended, for
example, if a person had moved home, was in hospital or on holiday, or if somebody else in the
household decided not to passon the message. Thisalso appliesto recruitment attempted by letter.
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We can make the following observations about the recruitment of incapacity benefit claimants for
this study. A high proportion of the people listed were not accessible by SPRU by telephone. It was
common for people to be ex-directory, probably related to increasing ownership of mobile
telephonesaswell aspreference for privacy. It wasnot unusual for telephone numberslisted by DWP
to be out of use. It was not unusual for telephone numbers which were reached to have
answerphones running, for what appeared to be large parts of the day and early evening. The
researchersfelt that thismay be an indication that increasing numbers of people now choose not to
answer their telephone immediately, even when at home, but to scan incoming calls and decide
whether to respond.

Those people who did decline personally did not always give a reason. Some said they did not have
time, asaresult of work commitmentsor caring responsibilities; did not feelwell enough; or preferred
not to take part because they did not like meeting new people or answering questions. Some simply
said they were not interested. Sending letters inviting people to get in touch with the researchers
rarely resulted in an interview. Making a first contact by calling at a person’s home was usually
successful in terms of recruitment for an interview, but wasresource intensive.

A.4.3 Conducting the interviews

The researchersasked all those invited to take part where they would like to meet, and whether any
special arrangementswould make it easier for them to take part in the research. All preferred to be
interviewed at home; some preferred to take part with theirdomestic partner. Nobodytook part with
an interpreter or signer. One interview was conducted by telephone because the person concerned
preferred the researcher not to visit.

Topic guides (Appendix B) were used to steer discussion acrossthe main topics of interest:
» Personal circumstances; employment and claiming histories.

« Awareness and understanding of pilot arrangements; reasons for taking part or not.
« Understanding of decision making processes in medical assessments.

» Previous (non-pilot) experience of medical assessments.

+ Viewson pilot arrangements.

* Views on medical examinations.

* Improving collection and use of medical information.

Interviewsvaried in length. Discussionsw ere shorter when people had little aw areness of, or interest
in, the pilot arrangements or the general process of medical assessment for benefits purposes. If
people were interested in the issues and had experiences they wanted to tell the researchers,
interviews could take up to one hour and a half.

Thediscussions(including thetelephoneinterview )weretape-recorded, with permission of respondents,
and transcribed for analysis. Those who took part in the research received a gift of £20 to
acknowledge their help.
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A.4.4 Characteristics of the claimant study group

The study group of 32 people included 22 people recorded by DWP as taking part in the pilot
arrangements, and ten peoplerecorded asnon-participants. According to DWPrecords, representation
of people making ‘new claims’ and those who had undergone apreviousmedical assessment in their
current claim, or been ‘re-referred’, was asfollows:

Table A.2 Membership of the study group

Pilot participants Pilot non-participants
New claims Re-referred New claims Re-referred
12 10 7 3

The group included 21 men and 11 women, as shown in Table A.3. This largely reflected the
composition of the samplessupplied to SPRU. According to general administrative statistics supplied
by DWP, 62 per cent of the incapacity benefit population in October 2002 were men.

Theresearchersinitiallyaimed at amore equal balance between men and women in the study group,
but therewerefewerwomen who might be approached forinterview, especiallyamong peoplewho
had been re-referred.

Table A.3 Menand women in the study group

Pilot participants Pilot non-participants
Men Women Men Women
14 8 7 3

The study group included people from all age ranges, asshown in Table A.4. In termsof comparison
with the general incapacity benefit population, our study group had fewer people in the age range
50-59 years, and slightly fewer aged under 30 years.

Table A.4 Agesof people in the study group

Pilot participants Pilot non-participants
Under 30 years 1 -
30-39 years 7 3
40-49 years 6 3
50-59 years 4 2
60 years and over 4 2

People’sfamily and household circumstances may influence their view sabout medical evidence and
incapacity benefits. For example, claimantsmay have discussed with apartner whetherto take part in
the pilot; or responsibility for dependent children may influence people’sviewson the outcome of a
Personal Capability Assessment. Table A.5 shows the family and household circumstances of
claimants in the study group. Fifteen of the claimants were owner-occupiers; 12 local authority
tenants; four had private landlords and one was a housing association tenant. One person had a
minority ethnic background.
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Table A.5 Family and household circumstances

—y
—_

Lives with partner

Lives with partner and dependent children
Lone parent

Lives with partner and adult relatives
Lives with adult relatives

[< S N CRN

Lives alone

—y

Lives with person as their carer

A.4.5 Health and impairment

The aim wasto achieve a study group which included people from a number of broad categories of
health conditionsand impairments. Most peopleinterview ed talked about current health circumstances
or impairments which affected their capacity to work. People often spoke of a number of different
aspects of current ill-health which affected daily living in a number of different ways. One example
was managing limited mobility due to severe arthritis at the same time as dealing with clinical
depression. We made no attempt to categorise people in the study group in terms of diagnoses of
illness, ortype of condition. Asaresult of what peopletold us, however, weknow that the study group
included people with musculo-skeletal conditions; respiratory and circulation problems; multiple
injury; epilepsy; diabetes; sensory impairment; different kinds of mental iliness (depression, anxiety,
phobias, psychosis); cancer and other progressive illnesses; and drugs or alcohol dependence.

The Sheffield/Rotherham area has a history of industrial and mining employment, and there are still
some areasof concentration of heavy industry and manufacturing. Aswe might expect, some of the
men in the study group had experienced seriousindustrial accidentsand injury.

In some cases, symptomsof current ilinessaffected the conduct of theinterviews. For example, some
people were distracted by pain or fatigue. Some found it hard to maintain discussion, due to severe
depression, and some became tearful and needed time to re-engage with the interviewer. One
person’sviewsw ere possibly affected by paranoia. Some people explained poor recall of eventsand
lack of concentration in the interview asdueto effectsof powerful medication, brain injury or stroke.
In all such cases, the interviewersdid as much as possible to prevent the interview being a negative
experience, and this sometimes meant not pursuing issues which were sensitive, or conducting a
shortenedinterview. We have taken account of the above factorsin the analysis. M aterial from all the
interviewswasvaluable.

A.4.6 Employment and benefits

In terms of benefit receipt and entitlement, most people were being assessed for incapacity benefit
when selected for the study group. The group also included some people who had been claiming
Income Support with adisability premium because they had insufficient contributionsfor eligibility for
Incapacity Benefit. A number of people were also receiving industrial injuries allowances, and the
study group included recipients of Disability Living Allowance. Not everybody was certain which
benefit they were claiming, however, and it isnot possible to present a systematic analysis of benefit
receipt. Although the aim had been to interview only people who had not yet received a decision in
their current claim for incapacity benefits, it appeared that a few respondentshad actually been told
the decision by the time they met the researcher.
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There was a wide range of views about the possibility of returning to paid employment. Those who
thought returning to work was unlikely included:

» people who said that their hospital consultant had advised not to go back to work;
« people facing a progressive illness or deteriorating condition;

+ people very close to retirement age.

Those most keen to return to work included people responsible for children and people who had a
long employment history and disliked the inactivity and boredom involved in being away from a
workplace. Included in the latter group were some of the oldest men interviewed. By the time of the
interview, one man was about to start work using permitted work rules; another was considering a
job offer, and another had started applying for jobs. A person who had just been told that his
incapacity benefit was going to be withdrawn, after a Personal Capability Assessment, said he was
resigned to having to look for a part-time job.

Two women still had contracts of employment and hoped eventually to return to their employer,
perhapswith an adjustment of activities at work. Two of the younger members of the group were
aiming towards higher education rather than paid work, when their condition improved.

A.5 Group discussions with incapacity benefits processing
staff

In discussions with the appropriate line managers in the Sheffield and Rotherham Jobcentre Plus
officesit waspossible to identify all staff involved in some way in the processing of incapacity benefit
claims. Managers were asked to nominate staff who could attend and contribute to a group
discussion on the basisof having areasonable amount of experience of the pilot arrangements. It was
recognised that organising the release of staff from busy sectionsmight cause some disruption so no
other selection criteria were imposed.

The discussions with processing staff took place in mid-November 2002, when the pilot had been
running for nearly one year. There were three discussions, in different Jobcentre Plus offices in
Sheffield and Rotherham. Altogether, ten members of staff took part, all but one of whom were
women. All were administrative officers, engaged solely or partly with medical administrative work,
and most had been in post throughout the lifetime of the pilot.

Oneresearcher moderated each discussion, using aguide (Appendix B) to steer discussion acrossthe
topicsof interest:

» Practice in processing claims: pilot and non-pilot arrangements.
* Impact of pilot arrangements.

« Strengths and weaknesses of pilot arrangements.

« Suggestionsfor improvement.

The group discussions worked well. Respondents from each different office generally worked
togetherasateam, and wereused to sharing their viewsin agroup setting. Thediscussionswere tape-
recorded, with permission, and transcribed for analysis.
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A.6 Discussionswith decision makers

All decision makers working on incapacity benefit claims were identified in discussions with the
appropriate managersin the Sheffield and Rotherham Jobcentre Plus offices. The intention was to
include, in this phase of the research, all decision makers apart from the person who had already
participated in the research in site visit discussion earlier in 2002. Managerswere asked to nominate
two officers from their respective offices to take part in a group discussion. Other decision makers
would be asked to participate in aone-to-one interview.

Six decision makers were thus interviewed individually and four took part in the group discussion.
Over the course of the research, therefore, all decision makersworking on pilot casestook part in the
research. Feldwork was carried out in November 2002. One member of the research team
moderated the group discussion.

The aim of the one-to-one interviewswasto explore individual practices and experiences of making
incapacity benefit decisionsunder both the pilot and the usual arrangements. In contrast, the group
discussion wasused to explore what medical information decision makersneed to do their job and to
think about how thismight be organised in the future. Topic guides are included in Appendix B.

Topicscovered in the individual interviewsincluded:
* Therole of the decision maker.
« The impact of the pilot arrangements.

« Strengths and weaknesses of the pilot arrangements.

Topicscovered in the group discussion included:

« Information needs of decision makers.
+ Views about collecting medical information in the future.

» Preferences for working with usual arrangements or pilot arrangements.

Both the individual interviews and the group discussion worked well. All discussions were tape-
recorded, with permission, and transcribed for analysis.

A.7 Interviewswith Medical Services staff

Interviewswith approved doctorsin the Leeds Medical Services Centre were organised through the
operational leader with responsibility for administering the pilot. All four doctorswho were in post
and carrying out work connected with the pilot in November 2002 were interviewed. Interviewswith
Examining Medical Officers (EMOs) were arranged through the manager of the Sheffield Medical
Examination Centre. All six of the EMOswho were seeing pilot cases regularly were interviewed. In
agreement with DWP,one EMO, who had seen onlytwo claimantsunderthepilot arrangements, was
not interviewed. An interview with the operational manager for the pilot wasarranged directly with
her.
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A single topic guide (see Appendix B) was used in the interviewswith approved doctorsin Leedsand
with EMOs. The researcher used appropriate sections according to the role of the individual being
interviewed. Topics covered included the following:

« Background and experience.

« Extracting information from GPrecords.

» Experience of making decisions about exemption.

« Experience of carrying out the scrutiny stage in the decision making process.
+ Experience of carrying out medical examinations.

» Views about how medical information could be collected in the future.

Topics covered in the interview with the Medical Services Centre operational manager included:

* Impact of the pilot arrangements.
« Strengths and weaknesses of the usual and pilot arrangements.

+ Lessonslearned from the pilot for the future administration of incapacity benefit claims.

All interviews with Medical Services staff worked well. Discussions were tape-recorded, with
permission, and transcribed for analysis.

A.8 Analysis

Analysis of material from each part of the research was handled separately, but the approach was
similar in each case. Analysis began with reading the transcripts or tape-recordings and additional
fieldnotes, and arrangement of material under key headings, reflecting the main topics for enquiry
and additionalthemesemerging from thedata. A seriesof thematicchartswasdrawn up, for each set
of transcripts, and data from each transcript summarised under the appropriate heading.

The method has been developed and refined within SPRU over many years, alongside the
‘Framework’ approach (Ritchie and Spencer, 1994) initiated by Social and Community Planning
Research, now the National Centre for Social Research, which takesa similar analyticapproach in the
context of conducting applied qualitative research.

Ordering data in thisway meansthat, in the case of interviews with individuals, the accounts of all
respondentscan be explored within acommon thematicframework, grounded in the data collected.
It helpsto highlight thefullrange of perceptions, beliefs, experiencesand behavioursdescribed bythe
respondents, and enables exploration of the factors which underpin them. The method enables
within-case and betw een-case analysis, essential fordrawing out afull interpretation of the data. The
final stage of the analysis involves reviewing the data mapped in the thematic matrix; comparing
accounts from individuals, and identifying patterns and explanations within the data. A similar
approach wastaken with analysisof transcriptsfrom group discussions, w hich identified contributions
from individual members of the groups.






TOPICGUIDE

Interview swith participating GPs

Interview er’sintroduction

You were invited to take part in this research because you/your practice are participating in the
Department for Work and Pensions trial to test a new way of collecting information for deciding
whether people are eligible for incapacity benefits. We would like to hear about your views and
experience of the trial.

» Remind about SPRU

+ Explain the issues to be covered

+ Discussion will last around one hour

« Explain confidentiality, and how the material will be used
» Ask for permission to use tape-recorder

+ Any questions or concerns?

« Give money gift.

1. Employment history, information about practice
+ Time asGP

» Time in this practice

+ Number of GP sessions/w eek

(Ask multi GPpractices only)

+ ‘Personal list’ of patients or ‘shared practice list’

+ Number of patients (practice, self)

L

Know ledge of trial

» How did you learn about the trial?
» How was rationale for trial explained?
» How isthe trial being conducted?
what gets sent, to whom
what happensto information
how quickly are notes returned

« Views about patients' notes being used in thisway

3.

Reasonsfor taking part in the trial
Initial view
How was it decided?
involvement of colleagues, practice staff
Decision to send case files or photocopies
Explore
Effectsof trial
On workload
On administration of the practice
extrawork? for whom?
costs?

Any impact on patient care and on ability to do own job

sopinb o1do|

On relations with patients who are claiming a state benefit

Have they been contacted by Medical Services doctorsin Leeds/Sheffield to discuss administrative
aspects of the trial, or individual patientsin the trial?

reason? views.

Are arrangements for transporting notes and returning them working smoothly?
how could difficulties be overcome?

Any feedback from individual patients?

Experience of usual arrangements
[NB GPs will still be filling in some IB 113sfor claimantswho opted out of the trial]

How many medical statements (e.g. Med 3) do you usually issue each week? How many of these
are for people with ongoing disabling conditions?

How many (or what proportion) of your patients do you think are currently in receipt of a state
incapacity benefit?

Overall how much work does benefit related work usually amount to for you each week (on
medical statements, medical reports and related appointments with patients)?

What isthe process of completing 1B113?
dealing with IB113 in practice
any guidance available/used
Views about filling in form IB113
time taken per week
any questions that GPs find particularly difficult to answer

Probe: what is difficult
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Does more information go into the IB113 than is accessible in the patient’s notes? Probe

How far do you think the information you provide on the IB113 can influence the outcomes of
claims?

Do you form a view about whether patients should receive I1B?

Are there any advantages or disadvantages in completing a statement that is handed to the
patient, like a Med4, compared with an IB113 which the patient does not see?

. Comparison with similar arrangements
Usually, in your practice, are patients’ notes used by anyone else outside the practice?
who? for what purpose?
views about patient notes being used in thisway
. Improving collection and use of medical information for deciding incapacity benefits
Knowing what you know now, would you have participated in the trial?
Probe for reasons

How would you feel about it being introduced across the country as the new way of collecting
clinical information on all patients who are on a state incapacity benefit?

Probe
Are new arrangements appropriate for all incapacity benefit claimants or some only?
Probe

How best do you think factual information about your patient’s condition could be obtained to
inform benefit assessments?

TOPICGUIDE

Interview swith office staff of participating GPs

Interview er’sintroduction

You were invited to take part in this research because you/your practice are participating in the
Department for Work and Pensions trial to test a new way of collecting information for deciding
whether people are eligible for incapacity benefits. We would like to hear about your views and
experience of the trial.

+ Remind about SPRU
+ Explain the issues to be covered
+ Discussion will last 10-15 minutes
« Explain confidentiality, and how the material will be used.
» Ask for permission to use tape-recorder.
» Any questions or concerns?
1. Background information
+ Position/job title
+ Other office staff
» Roughly, how many cases have been dealt with under trial arrangements?
- Ispractice (a) sending case notes; (b) sending photocopies; (c) sending notes electronically?
» were staff involved in the decision of the practice to take part in the pilot?
2. Effectsof trial
Interview note: adapt questions accordingly for different means of supplying information.
+ What is the procedure for handling requests for notes?
how does request come to you?
who doeswhat?
do you have to make any decisions/judgments about what to send?
Probe
how quickly can request be dealt with? Is it a priority task?
are GPs involved in any way?
+ How do you keep track of notes?
explore manual/computer systems
how quickly are notes returned?

do you chase (late) returns?
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Are arrangements for transporting notes and returning them working smoothly?
how could difficulties be overcome?

Has trial had any effect on patients? Probe

Has trial created any problems for you? Probe

Overall, has the trial created much extra work? Probe

Views about sending only a portion of the casenotes

Any issues of confidentiality arising from pilot arrangements?

Any suggestions for improving trial arrangements?

TOPICGUIDE

Interview swith participating clients

Interview er’sintroduction

You were invited to take part in this research because you have recently made a claim for incapacity
benefitsin the Sheffield/Rotherham area. In thisarea the Department for Work and Pensionsistrying
anew way of collecting information for deciding whether people are eligible for incapacity benefits.
We would like to hear what you think about this.

1

Remind about SPRU
Explain the issues to be covered

- about you and your household

about your recent (or continuing) claim for incapacity benefit (for which a decision is still
aw aited)

- thoughts about the trial (whether you are taking part or not)

experiences of claiming incapacity benefit in the past

views about medical examinations (whether or not you have had one)

- yourideasabout how to improve how your claim isdealt with (might want to bear thisin mind
aswe proceed)

Discussion will last around one hour — check need for breaks
Explain confidentiality, and how the material will be used

Explain discussion will have no effect on current claim, on any other benefits, or dealings with
DWP, Inland Revenue, Employment Service, Child Support Agency etc., or any dealingswith your
own GP

Ask for permission to use tape-recorder
Any questions or concerns?
Give money gift.

Personal circumstances, employment history, claimshistory

Details of household

household members; age
responsibility for children

tenure
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Employment/benefit history

(to explore experience of paid work and sickness/incapacity benefits, focusing on last two to three
years)

« periods of employment; type of work
« claims for sickness/incapacity benefit
- route onto IB (including type of illness/impairment)
« receipt of other benefits
+ attemptsto try/return to paid work
« current situation in respect of work and health
2. Awarenessof taking part in the trial

[Interviewer note: Ask following question about awareness of being in the trial and route to
appropriate set of questions. Refer to claim form if necessary to remind claimant how agreement to
take part was sought.]

Are you taking part in the trial testing the new way of collecting medical information for
benefit claimsusing GP medical records?

+ If yes—go to section 3a
« If no —go to section 3b

« If don’t know —go to section 4

3. Experience before taking part in the trial

3a. Askparticipants
Wasit clear to you what taking part in the trial would mean?
+ understanding what the trial involved

- aware that participation was voluntary?

aware that GPinvolvement was voluntary?

views on GP participation

- usefulness of DWPinformation (leaflet/letters/claim forms)

perception of impact for self

- did you think it would affect decision on claim?

perception of impact for GP; administrative staff

feelings about taking part — interest/curiosity; positive/negative feelings
Overall, what made you decide to agree to take part in the trial?

Now go to Section 4.

3b. Ask non-participants
Wasit clear to you what taking part in the trial would mean?
+ understanding what the trial involved
- aware that participation was voluntary?
- aware that GPinvolvement was voluntary?
- viewson GP participation
- usefulness of DWPinformation leaflet?
+ perception of impact for self
- did you think it would affect decision on claim?
+ perception of impact for GP; administrative staff
- feelings about taking part — interest/curiosity; positive/negative feelings
Overall, what made you decide NOT to take part in the trial?
Now go to Section 4.
4. Understanding of decision-making processesfor recent claim/medical assessment

[Interviewer note: refer to trial arrangements for respondents who have answered Section 3. Do not
mention trial for others.]

We are interested to know w hether it’sclear to people how their entitlement to incapacity

benefit is dealt with. Thinking about your [most] recent dealings with DWP about your
incapacity benefit, can you tell me what happened [after you sent in your claim form]/

[when your claim form waslooked at again]?
Seek unprompted answers and observations first. If necessary, prompt:
» How do you think GP has been involved?
- what sort of information has he/she provided to DWP?
+ How have local benefit office been involved?
» Anyone else (e.g. special doctors, advisors) involved? How ?

Who do you think might be involved in the next few weeks or months? How will they be
involved?

Prompt again for GP and others’ involvement

What sort of information do you think benefits staff need about your illness or condition
and how it affects your working?

+ Kind of information
+ Source of information

» How isinformation collected? Forms/letters, medical examinations
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How sensible does that way of collecting and using information about you seem, for
deciding your entitlement to incapacity benefit?

« Perceptions

« Beliefs and feelings

+ Concerns and anxieties

5. Check forpreviousclaims/medical assessmentsto decide Incapacity Benefit entitlement

We have talked about your recent claim, but can | check whether you have put in a claim
for Incapacity Benefit in the past?

If yes —go to Section 6

If no — go to Section 7

If don’t know — go to Section 7

6. Previousexperience of [claiming/having an assessment for] Incapacity Benefit

[Interviewer note: Some respondentswill be re-referral claimants. We are interested in their viewson
how their medical test was dealt with on the most recent occasion before the trial started. Other
respondents will be talking about medical tests in respect of separate past claims.]

Can | check about when you last had a medical assessment(s) for incapacity benefit?
Can you say how last time was different to thistime?
how was GPinvolved?
how was local benefit office involved?
how was anyone else (e.g. special doctors, advisors) involved?
What sort of information was collected that time?
kind of information
source of information
how was information collected? forms/letters, medical examinations
In your view, how sensible was that way of collecting and using information?
perceptions
beliefs and feelings

concerns and anxieties

7. Deciding entitlement under the trial arrangements

I now want to ask (more) questions about the new arrangements for collecting medical
information under trial in the Sheffield/Rotherham area.

May I just run through what is happening in the trial? interviewer explain.
Do you know what information is kept in GP records?
Seek unprompted answers first. If necessary, prompt:

GP'sown notes

hospital letters

test results

Do you think there are advantagesin using the actual medical notes in deciding your
entitlement to incapacity benefit?

Probe for:
perceived advantages for self
better decisions
speed/ease of process
Do you think there are any disadvantages?
Probe for:
perceived disadvantages for self
concern about what information notes contain
not such good decisions
speed/ease of process

We want to talk about the way in which the new arrangements affect GPs, but can | first
ask about you and your GP?

Explore:
length of time with GP
recent contact; nature and extent of GP involvement; same/different GPs
other medical treatment
attendance at hospital/clinic
awaiting treatment?
generally good/not good relations with GP
confidence in GP

extent to which GP knows about their work aspirations
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Do you think that if the new arrangements were introduced for all claims your relations
with your GP would be affected in any way?

Explore:
improving relations
increased pressures/tensions

8. Medical examinations

Some people are asked to go for a medical examination aspart of deciding their entitlement
for incapacity benefits. Have you had a medical examination for your new, recent claim?

If yes, probe for experiences and views

» Knowledge of information available to examining doctor

« Extent of doctor's knowledge about condition, and its effects on daily living and ability to work
-+ Did doctor refer to medical records?

+ Differences from other medicals, i.e. for other benefits?

+ Views on whether doctor should have report from GP, or extracts from notes made by DWP
doctor.

Probe for reasons.

Now ask all

View s on medical examinations

« What kinds of people are asked to go for a medical examination

+ What kinds of circumstances

« Appropriateness for finding out how illness/condition affects ability to work
Probe for reasons

+ Appropriate role for GP notes in medical examinations
Probe for reasons

« Should every claimant have an examination?

Respondent’s preferences

Ask claimants who have NOT had an examination (yet)

» Would you like to have a medical examination in connection with your claim?
Probe for reasons

Ask claimants who HAVE had an examination

» Would you have preferred NOT to have had a medical examination?

Probe for reasons

9. Improving collection and use of medical information for deciding incapacity benefits
Now that we have talked about this trial in detail, do you think it isa good idea?

+ Perceived advantages

+ Perceived disadvantages

» Remaining concerns/anxieties

Knowing what you know now, would you have participated/not participated in the trial?
Probe for reasons

How would you feel about it being introduced across the country asthe new way for
dealing with everybody’s applications for incapacity benefits?

Probe for reasons

Have you any suggestions for better ways of deciding people’s entitlement to incapacity
benefit?

Thank you for taking part.

88

sapinboido] —saoipuaddy



TOPICGUIDE

Group Discussion with Jobcentre processing staff

Interview er’sintroduction

You were invited to take part in this research because you play a central role in the Department for
Work and Pensions’ pilot to test anew way of collecting information for deciding whether people are
eligible for incapacity benefits. We would like to hear about your views and experience of the pilot
arrangements. We are particularly interested in any comparisons you can make between the pilot
arrangementsand the ‘usual’ arrangementsyou are still using where GPsor claimantshave opted out
of the pilot.

+ Remind about SPRU; remind about earlier visit to Sheffield Jobcentre in May
« Explain the issuesto be covered

+ Discussion will last around one hour

« Explain confidentiality, and how the material will be used

+ Ask for permission to use tape-recorder

+ Any questions or concerns?

-

. Identifying differencesin practice under the pilot arrangements

+ We want first to identify the differences in what you actually do in processing claims under the
pilot arrangements compared with the ‘usual’ arrangements. At this stage we are not trying to
assess whether these have had positive or negative effects. That will be the next task.

Interviewer note: try to identify and distinguish (a) new activities they do, (b) things they do not do
under the pilot arrangements, and (c) things they do differently.

2. Impact of pilot arrangements

+ Now we want to talk about what effects these changes have had, for example how they have
made your job easier (or not), and what problems (if any) have arisen.

Interviewer note: use prompts if required.

Prompt: Have you had to deal with any major difficulties/bottlenecksin processing claims? How did
you respond?

Prompt: Has there been an impact on
- speed of processing?

- number/type of appeals

Prompt: How have contacts with other key actors been affected?
- other Jobcentre staff
- Medical Services doctors
- GPs
- claimants
- others?
Prompt: Has anyone from the above groups raised any concerns about the pilot arrangements?

Prompt: Do processing staff have any concerns?

3. Follow up pf pointsfrom early site visit in May 2002

It wasvery early dayswhen we visited in May, but some pointswere raised that we would like to
follow up.

- IT support
- apparent simplicity of pilot, compared with actual experience

- effect of performance targets

4. Lessonsfrom pilot

+ What are the main strengths? Probe fully (compare with usual arrangements)
+ What are the main weaknesses/area of concern? Probe fully (compare with usual arrangements)

+ Suggestions for improving process?
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TOPICGUIDE

Interview with Medical Services Operation Manager

Interviewer’sintroduction

You were invited to take part in this research because you/your practice are participating in the
Department for Work and Pensions trial to test a new way of collecting information for deciding
whether people are eligible for incapacity benefits. We would like to hear about your views and
experience of the trial.

+ Remind about SPRU

» Explain the issues to be covered

+ Discussion will last around one hour

+ Explain confidentiality, and how the material will be used
» Ask for permission to use tape-recorder

« Any questions or concerns?

-

. Impact of pilot arrangements
+ What have been the main differences in processing pilot and non-pilot cases?
probe: speed
+ What determinesthe flow of work to the doctors?
- are certain types of case reserved for particular doctors?
- impact? e.g. speed of processing
+ How has Tracker system of case control worked? Have any useful lessons emerged?
+ Do you organise the collection of additional information when requested by approved doctors?
probe: who, how often, response rate, timing
2. Lessonslearned from the pilot
+ What have been the main strengths and weaknesses of the pilot arrangements?

+ How could processing of cases be quicker?

TOPICGUIDE

Interviews with approved doctors

Interview er’sintroduction

You wereinvited to take part in thisresearch because you play arole in the Department for Work and
Pensionstrial to test a new way of collecting information for deciding whether people are eligible for
incapacity benefits. We would like to hear about your views and experience of the trial.

+ Remind about SPRU

« Explain the issues to be covered

+ Discussion will last around one hour.

« Explain confidentiality, and how the material will be used.
+ Ask for permission to use tape-recorder.

» Any questions or concerns?

Interviewer note:

Medical practitioners play a variety of roles in the administration of incapacity benefit. These are
referred to in this report as approved doctors. The key role of the approved doctor in the Medical
Evidence Gathering Pilot included

+ preparing a data extract from GP case files (on form SB2),
« advising decision makers on paper evidence for exemption/scrutiny cases,

+ advising decision makersfollowing an examination of the claimant (when they act asan Examining
Medical Officer (EMO).

Ask questions in Sections 2 and 3 accordingly.
1. Background/medical experience
+ Current role
» Number of sessions
+ Other (concurrent/previous) employment
- Experience of General Practice (no. of years; years since working as GP)

- Specialisms/areas of expertise

06
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. Extracting information from GP notes
Isthe process of extraction the same for (a) exemption stage and (b) scrutiny stage?
Probe for differences

How do you identify ‘relevant information’ as defined in the context of a claim for incapacity
benefit for (a) pilot and (b) non-pilot cases? Probe for differences.

- how do you decide what to include/exclude on the SB2 form?
How easy/difficult is it to extract relevant information?

- what makes a case ‘easy’ or ‘difficult’

How variable are GP notes?

- do they contain relevant information of value to the issues for which an approved doctor has
to provide advice ?

- what information, if any, is missing?

Do you ever need further information other than what isin GP notes?

- What do you do in such circumstances?

Any comments on design of form SB2?
Probe

Is there a difference between handwritten and computerised GP notes?
Probe for differences and impact/legibility

How long does extracting information take? Probe for range of times

- isthisa problem? Probe

3. Experience of exemption and scrutiny

(a) Exemptions

Experience of EXEMPTION cases in the pilot (no. of cases; frequency)
Experience of NON pilot cases (no. of cases; frequency)

Comparison between pilot and ‘usual’ arrangements

- what information is available under ‘usual’ arrangements?

- do you need to contact GPfor any reason? Probe

in pilot, how much of GP notes do you need to refer to? (e.g. no. of years)

isit easier to decide exemptions under pilot? Probe for reasons

have you made more exemption decisions in the pilot?

- do you find that the evidence from the GPnoteshashelped to increase your level of confidence
in the advice given (to exempt or not)? Probe

- time needed for exemption cases

hastask changed for some types of case more than others? (e.g. type of disability)? Probe for
examples

How would you summarise the relative pros and cons of using GP notes compared with ‘usual’
arrangements? Probe fully

(b) Scrutiny

B

Experience of SCRUTINY cases in the pilot (no. of cases; frequency)
Experience of scrutiny of NON pilot cases (no. of cases; frequency)
Comparison between pilot and ‘usual’ arrangements

- what information is available under ‘usual’ arrangements?

- do you need to contact GPfor any reason? Probe

how much of GP notes do you usually need to refer to? (e.g. no. of years)

are there cases where five years is not enough? Probe

- isit easier to give clear/lunambiguous advice (i.e. to pass or not pass the case) under pilot?
Probe for reasons

- Compared with non-pilot cases where an IB 113 or Med 4 is available, has number of cases
where there is insufficient information to decide fallen?

Using the information from the GP notes, are you more confident about the advice you give
(to accept or call for exam)? Probe

- how long does process take? any preference compared with standard scrutiny work?

has scrutiny task changed for some types of case more than others? (e.g. type of disability)?
Probe for examples

How would you summarise the relative pros and cons of using GP notes compared with using (a)
IB113s and (b) Med4s? Probe fully

‘Rework’ claims - has pilot affected number, type, content of ‘rework claims? Probe fully.

Views about practice staff being used to draft IB113s.

. Medical examinations

What has been the effect on the task of examining claimants of replacing the IB113 or Med 4
with the SB2?

In what way is information in SB2 different to information in non-pilot cases? Probe fully for
advantages and disadvantages of differences.

How isinformation on SB2/IB113/Med4 used? Probe for differences
- before the examination (in preparing to see claimant)

- during the examination (e.g. discussing contents with claimant)

- afterwardsin completing the IB85?

Views on having copied extracts from GP notes in SB2 Probe for pros/cons. Compare with
information from scrutiny doctors.

Explore perceptions of:
- differencesin content/depth of information on IB85

- confidence in their advice recorded on IB85, e.g. on functional ability and re-referral period
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Explore perceptions of differences in type of case being referred for examination. Prompt:
- more/fewer cases seen at examination that are clear exemptions?

- more/fewer cases seen at examination that are ‘obvious’ allowances or disallowances?
Preference for new or ‘usual’ arrangements?

How could the pilot arrangements be changed to be more useful?

How could the ‘usual’ arrangements be changed to be more useful?

. Improving collection and use of medical information for deciding inacapacity benefits

What isthe most suitable time period for GPnotes (to balance need for all relevant information,
administrative efficiency, and client confidentiality)? Probe

- any difference for referral and re-referral cases?

Are GPcase notes or current arrangements more likely to enable Medical Service doctorsto gain
a clear and accurate picture of a claimant’s level of incapacity?

How would you feel about arrangements to use GP case notes being introduced across the
country as the new way of collecting clinical information on incapacity benefit claimants?

Probe for reasons
Are new arrangements appropriate for all incapacity benefit claimants or some only?
Probe

How best do you think factual clinical information about the claimant/ patient’s condition could
be obtained to inform benefit assessments?

TOPICGUIDE

Interview s with Jobcentre Plus decision makers

Interview er’sintroduction

You were invited to take part in this research because you play a central role in the Department for
Work and Pensions’ pilot to test anew way of collecting information for deciding whether people are
eligible for incapacity benefits. We would like to hear about your views and experience of the pilot
arrangements. We are particularly interested in any comparisons you can make between the pilot
arrangementsand the ‘usual’ arrangementsyou are still using where GPsor claimantshave opted out
of the pilot.

* Remind about SPRU

+ Explain the issues to be covered

» Discussion will last around one hour

+ Explain confidentiality, and how the material will be used
» Ask for permission to use tape-recorder

+ Any questions or concerns?

-

. Role of decision maker
+ What is your role in deciding:
- exemption cases,
- cases passed on scrutiny,
- medical examination cases?
- Who elseisinvolved?
» Roughly how many cases have you dealt with under the pilot arrangements?

+ In general, how easy isit to make decisions on Personal Capability Assessments? What are the
main issues and areas of concern/difficulty?

» How frequently do you find yourself coming to a different conclusion to an approved doctor on
acase?

- under what circumstances is that most likely to happen?

c6

sapinboido] —saoipuaddy



2. Impact of pilot arrangements

[Interviewer note: Explore differences between pilot and ‘usual’ arrangements on the following
aspects of decision makers’ work. Probe responses fully.]

speed and efficiency of processing

- time needed

- number of cases returned to Medical Services for ‘rework’

process of decision making

- need to contact others (e.g. other Jobcentre staff; approved doctors; GPs; claimants; others)
- need to consult guidance/reference material

- are pilot arrangements particularly suitable or unsuitable for certain kinds of case? Probe for
type of case where GP notes/SB2 particularly useful

quality of medical evidence

- changesin content/depth/clarity of medical advice from approved doctor

- has quality of the examining doctor’s advice improved on the IB85?

- do you agree or disagree more with the approved doctor’s advice on the IB85 report ? Why?
quality of own decisions

- are your decisions ‘better’ in any way? Probe

- do you have more confidence in own decisions? Probe for reasons

isnew approach to evidence gathering likely to have any impact at the appeal or re-consideration
stage?

- issupporting advice/guidance material sufficient? Probe for gaps/weaknesses

Has the impact of the pilot been different for new and re-referral claims? Probe fully.

. Overall view of pilot arrangements

What are main strengths? Probe fully (compare with usual arrangements).
What are main weaknesses/area of concern? Probe fully (compare with usual arrangements).

Suggestions for improving process
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Our address Social Research Branch

DWP Department for
Work and Pensions Department for Work and Pensions
4™ FAoor
The Adelphi

1-11 John Adam Street
London WC2N 6HT

Our phone number 0207 962 8003

Our fax number 0207 962 8542

Email jo.bacon@dwp.gsi.gov.uk
Website www.dwp.gov.uk/asd/
Date 4 October 2002
Reference

Dear
Evaluation of Medical Evidence Gathering for Incapacity Benefit pilot
Iam writing to ask for your help with thisimportant research study.

Asyou may know, the Department for Work and Pensions (DWP) is piloting a scheme with GPsand
benefit clients in the Sheffield and Rotherham areas that involves collecting medical evidence for
Incapacity Benefit claimsdirectly from patients’ case notes.

In order to evaluate the pilot, the Department hasappointed the Social Policy Research Unit (SPRU) at
York University to undertake qualitative research with the variousgroupsof people who wereinvited
to take part in the scheme, including those General Practices which decided not to take part. These
face-to-face qualitative depth interviewswill allow the researchersto fully explore the views of non-
participating practices, which willbeimportant in helping usto gain afullyrounded assessment of the
pilot.

Thevalue of theresearch dependson thewillingnessof practicesand individualsto take part. So, | very
much hope that you or one of your colleagueswill be able to spare the time to speak to a researcher
from SPRU. Everything that issaid to the researcherswill be treated in strict confidence. Their report
will not identify individualsor practicesand detailsof these will not be passed to anyone outside of the
research team.

You will find enclosed aletter from SPRU setting out how they would like your practice to participate
in the research and a summary sheet explaining the full range of work they are carrying out for DWP.

If you would like to know more about thisresearch, please call me, Jo Bacon, on 020 7962 8003 or
either of the two principal researchers at SPRU, Dr Roy Sainsbury and Anne Corden, on 01904
433608. We will be happy to answer any queries you may have.

Yourssincerely

Jo Bacon
Senior Research Officer
Department for Work and Pensions
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RS'RD

Title

Address
Email: rds2@york.ac.uk
Date

Dear

Evaluation of Medical Evidence Gathering for Incapacity Benefit pilot

Asexplained in the letter from Jo Bacon, the Department for Work and Pensions has commissioned
the Social Policy Research Unit at the University of York to conduct research on the pilot project on
Medical Evidence Gathering for Incapacity Benefit.

It isimportant that we seek the viewsof thisway of supplying evidence among General Practitioners
not only from those who have been participating in the pilot but also from those who have decided
notto participate. One of theresearch team will be telephoning you shortly, and we hopethat you will
agree to meet and take part in aresearch interview, at atime and place convenient to you.

Topicsfor discussion in the interview include:

« your reasons for declining to take part in the evidence gathering pilot
» your experiences of existing processes
* your views about using patients’ case notesin thisway

« your suggestions for improving medical evidence gathering arrangements more widely.

Thediscussion willtake about 45 minutesto onehour,and we areableto offeran honorarium of £75.
Everything discussed will, of course, be dealt with in confidence.

We thought it would be helpful to enclose here a summary of the overall research design.

We hope that you will be interested in taking part in this research and will be able to offer us an
appointment.

Yourssincerely

Dr Roy Sainsbury



100

Appendices—Letters

Information about research on the Medical Evidence Gathering pilot
The Medical Evidence Gathering pilot

The aim of the pilot isto test alternative arrangements designed to provide Jobcentre Plus Decision
Makersand Medical Servicesdoctorswith better evidence on which to base decisionsabout eligibility
for Incapacity Benefit and to reduce benefit related paperwork for GPs.

The pilot hasbeen running in the Sheffield/Rotherham area since January 2002. People applying for
Incapacity Benefit who agree to take part, and whose GPshave also agreed to take part, are assessed
for eligibility on the basis of evidence taken directly from medical case notes.

What isthe Social Policy Research Unit?

The Social Policy Research Unit is an independent research unit within the University of York. It is
known for high quality research to inform social policy in areasincluding health and social care, family
policy, employment, and disability. Funding comes from a variety of sources, including major
government departments.

The research team for this qualitative enquiry into the Medical Evidence Gathering pilot are Dr Roy
Sainsbury, Anne Corden, Professor Peter Kemp, and Hanif Ismail, who between them have
considerably experience in evaluative research on the administration and delivery of services and
benefits.

Qualitative Research on the Medical Evidence Gathering pilot

The aim of SPRU’sresearch isto evaluate the pilot in relation to:

* theimpact on GPs

» quality of medical evidence given to Benefits Agency Decision Makers
« the impact on decision-making

» the overall effectiveness of the new procedures.

SPRU will seek view s and experiences of the pilot among the key groups of people:
« GPstaking part in the pilot

+ GPschoosing not to take part in the pilot

« GP practice staff involved at a procedural level

» applicants for Incapacity Benefit who are taking part in the pilot

» applicants for Incapacity Benefit choosing not to take part

+ Benefits Agency processing staff and Decision Makers

» Medical Services doctors.

Information willbe sought in personalinterviewsand group discussions, and dealt with in confidence.
A draft report of the findingswill be passed to the Department for Work and Pensionsin early 2003,
and afinal report agreed by March 2003. Resultswill be published, and made available in summary
form to people who contributed to the research.

Further information about the pilot is available from Jo Bacon at the Department for Work and
Pensionson 020 7962 8003.
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DWP Department for Our address Social Research Branch
Work and Pensions Analytical Services Directorate
4™ Aoor Adelphi
1-11 John Adam Street

Name and Address London WC2N 6HT

Our phone number 0207 962 8003

Our fax number 0207 962 8542

Email jo.bacon@dwp.gsi.gov.uk
Website www.dwp.gov.uk/asd/
Date 19 June 2002

Reference

Dear
Benefitsand medical records

lam writing to ask for your help with someimportant research that isbeing carried out among people
who have recently made a new claim for incapacity benefit or whose claim isbeing reassessed. The
Department for Work and Pensionsistesting anew way of collecting medical information for benefit
claims by using GP medical records, and we would like to find out what people think about it. The
research isbeing carried out on behalf of the Department by an independent research organisation,
the Social Policy Research Unit at the University of York.

Aresearcher from the Social Policy Research Unit may contact you soon to seewhetheryou arewilling
to be interviewed as part of the study, and if so to arrange a time to meet with you. The interview
would last about an hour. Anything you say to the researcher will be strictly confidential; your name
and personal detailswill not be passed to any government department or anyone else. Everyone who
isinterviewed will be given £15 asa small token of thanks for their help. Taking part in this study will
not affect any benefit you receive, or any dealingsyou may have with any government department or
agency.

When the researcher gets in touch they will tell you more about the research and answer any
questionsyou might have. Please let usknow if there isanything we can do to make it easier for you
to take part. The researcher who contacts you will also be glad to talk about any requirements you
may have or arrangementsthat would be helpful.

| do hope you decide to take part in the study — the value of the research depends on people’s
willingnessto help. If, however, you do not wish to take part, please let usknow by Thursday 4 July
quoting the reference number at the top of thisletter. You can either write to us at the FREEPOST
address above, or telephone the research team secretary, Sally Pulleyn on 01904 432626. If you
would like to know more about the research, you can also call me, Jo Bacon, on 0207 962 8003.

Thank you for your help. lhope you will be able to take part in thisimportant study and enjoy talking
to the researcher.

Yourssincerely

Jo Bacon
Senior Research Officer






Appendix D
Administrative context of
Incapacity Benefit decision
making

D.1 Incapacity benefits

Stateincapacity benefitsprovide areplacement incometo people below state pension agewho have
to stop working or looking for work as a result of sickness or disability.

People gain entitlement to one of the incapacity benefitsdepending on whether they have:

(a)paid enough National Insurance contributions on their earnings, and

(b)satisfied the relevant medical test.

D.1.1 National Insurance Contributions

If aperson haspaid or been credited with aminimum level of National Insurance contributions (NICs)
and they satisfy the relevant medical test (see below) they will be entitled to contributory Incapacity
Benefit (IB).

If aperson hasnot paid enough NICsbut satisfiesthe relevant medical test, he or she can get National
Insurance Credits. If they have alow income, then they can claim Income Support (IS)on the grounds
of incapacity. People may also be able to get ISto top-up their IBwhere they have no other income.

If aperson hasnot paid enough NICs, but hasbeen treated asincapable of work for at least 196 days
and that period of time began before the age of 20 (25 for those in education or training before age
20) heor sheisnow ableto claim IB. Before April 2001 they would have claimed Severe Disablement
Allowance (SDA) as would others who satisfy the 196 day test and were classified as 80 per cent
disabled. SDA wasabolished from April2001 for new casesbut existing recipientscontinueto receive
it.
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D.1.2 Relevant medical test

There are two different testsof incapacity that apply in different circumstancesthe Own Occupation

Test and the Personal Capability Assessment.

People who have been working recently need to satisfy the Own Occupation Test. Thisis a test that
looksat whetherill-health or disability stopsa person from doing their normaljob (with adjustments
where necessary). A certificate from a medical practitioner, usually the person’s GP, is normally

sufficient to satisfy thistest.

Employeesneed to satisfy an own occupation test to get Statutory Sick Pay (SSP). SSPispaid forup to
28 weeks. However some people who have been in employment are able to claim IB straightaway
because they cannot get SSP. Thisgroup ismade up of the self-employed, employed earnersgetting
lessthan £75 per week, and people who have only recently become unemployed or whose contracts
ended whiletheyweresick. Thisgroup needsto satisfythe own occupation test fortheir first 28 weeks

on benefit.

After 28 weekson an incapacity benefit the groupsaffected by the Own Occupation Test arerequired
to satisfy a different test, the Personal Capability Assessment (PCA). All other clients are required to
satisfy the PCA from the outset of their claim. This includes those who have been unemployed or

otherwise out of work and those moving across after 28 weekson SSP.

The PCA (previouslyknown asthe ‘AllWork Test’)isthe medical test that isused to decide entitlement
to longer-term state incapacity benefits. In contrast to the Own Occupation Test, it looks beyond
ability to perform the normal occupation to look at the extent to which a person’s condition affects

their ability to do arange of everyday work-related activities covering:

+ physical functions such as walking, bending and kneeling, sitting in a chair;
» sensory functions such as ability to speak, hear or see; and

+ mental functions such asinteracting with others and coping with pressure.

Approved doctors working for Medical Services on behalf of DWP assess the extent to which a
person’shealth condition impairstheir ability to perform any of these key activities. They then provide
advice to abenefit decision maker. A person satisfiesthe PCA if their ability to perform any individual
activity isseriously curtailed (for examplethey cannot walk morethan 50 metreswithout stopping, or
they cannot turn the pagesof abook). Alternatively the PCA can be satisfied if there isalesser degree
of impairment across a number of activities (for example a person cannot stand up without holding
onto something and cannot see well enough to recognise someone at 15 metres). It can also take

account of the combined effect of mental and physical health problems.

Importantly, the PCA is not a test that distinguishes between people who can and cannot work.
Rather it drawsaline between people who should not be expected to seek work in return for benefit
(those satisfying the PCA who stay on IB) and those who can be expected to do so (who can attempt

to move back to work or claim JSA).

Around 20-25 per cent of people on IB have very severe medical problemsand are exempt from the
PCA process. Thisgroup includes, for example, those who are already in receipt of highest rate care
component of Disability Living Allowance, those with terminal illnesses and those with severe

conditionslike tetraplegia, chronic degenerative disease and schizophrenia.
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The PCA processrequiresthe collection of evidence to inform the advice which the approved doctor
providesto the decision maker and will involve some or all of:

* arequest for information from the doctor issuing sickness certificates;

* in most cases, the completion of a detailed questionnaire by the customer about the impact of
their condition on the work-related activities;

» consideration of the paper evidence by an approved doctor to advise whether the customer’s
self-assessment is supported by the medical evidence (paper scrutiny);

+ in about athird of cases, where further evidence isrequired, a face-to-face medical examination
with an approved doctor.

Approved doctors provide medical advice in relation to the PCA to a Jobcentre Plus decision maker
who makesthedecision on benefit entitlement. Because of the need to collect sufficient evidence, the
entire PCA processcan take some time to complete. In the meantime, incapacity benefitscan be put
into payment supported by evidence from the patient’sown doctor.

Where aperson doessatisfy the test, adate will be set on medical advice for afurther PCA to identify
whetheraperson’scondition hasimproved. Usually thisisat an interval of between 3 and 18 months,
depending when a change might be expected. Even where significant change is unlikely, cases are
checked periodically. Procedureswere standardised in May 2001 so that all casesgoing through the
PCA are scheduled for consideration of a further test at least after 3 or 5 years (except for a small
number of people with severe conditionswhere thiswould clearly be inappropriate).
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Chapter 1: Introduction

Thebackground to thisresearch waspolicy concern with current arrangementsfor collecting medical
information from certifying medical practitioners for use in determining entitlement to state
incapacity benefits. Inadequate and low quality information collected from some certifying medical
practitioners can lead to inefficiencies in the system resulting in unnecessary demands on sick and
disabled people; procedural inconsistencies and frustrations, and inappropriate and wasteful use of
DWP, Medical Services and Appeal Service resources. In addition, current arrangements create an
unwelcome burden of work for some certifying medical practitioners, most of whom are GPs
(Section 1.1).

The Better Medical Evidence Gathering pilot wasundertaken in Sheffield and Rotherham in 2002, as
oneof anumber of initiativesdesigned to improve advice and decision making for incapacity benefit.
The aim of the research reported here wasto evaluate thispilot (Section 1.2). A qualitative approach
was appropriate, seeking views and experiences from the main actors: claimants, GPs and practice
staff, processing staff and decision makers in Jobcentre Plus and Medical Services, and approved
doctors (Section 1.3).

Determination of entitlement to incapacity benefit is a complex process involving collection of
information from the claimant and their GP, consideration of this documentation by approved
doctors, medical examinationsfor some claimants, and decision making by Jobcentre Plus staff. The
essential difference between current arrangementsand thosein the pilot wasthat rather than asking
GPsto provide information to the approved doctor (medical officer) on the standard report forms,
medical information was extracted directly from claimants” GP record. Both the GP and the client
themselves needed to consent to thisnew arrangement (Section 1.4).

Chapter 2: Views and experiences of GPs and practice staff

Viewsand experienceswere sought from GPsand administrative staff in 29 practicesin the pilot area,
of which 17 had agreed to take part in the pilot and 12 had declined.

It appeared that the viewsof the practice manager could be highly influential in initial decisionsabout
whether to take part in the pilot. The main attractionshad been the saving in GPs’ time and reduction
of form filling, and provision of amore balanced picture for benefitsdecisions. GPswho remembered
declining to take part had concerns about patient consent and confidentiality. Some saw potential
risk of loss of or damage to records, or recordsbeing away when needed (Section 2.1).
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There was mixed evidence of any impact of the pilot on GPsthemselves. Reduction in workload had
been noticed mainly by GPs who usually dealt with higher numbers of IB113 report forms or spent
some time completing each form. GPs reported no negative impacts for themselves or patients. In
terms of administrative work required, the process was quickest and easiest for practices sending
actual GPrecords. Practicessending photocopied recordsfound thistime consuming, and considered
the additional honorarium insufficient. The arrangements for collection and return of records
generally worked well (Section 2.2).

GPs had differing views on completing IB113 formsfor patients claiming incapacity benefits, which
influenced their overall feelings about the pilot arrangements. GP records were generally felt to
provide fuller information, which could lead to better benefits decisions and save GPs some time.
Thereremained some concernsabout patient consent to release of full records, patient confidentiality,
and the low quality of some records. Initial concerns about the practicalities of transferring the
information decreased during the interview, asunderstanding grew (Section 2.3).

Chapter 3: Views and experiences of incapacity benefits
claimants

Theclaimant study group included 22 claimantswho were pilot participantsand ten non-participants.

Not everybodyinthisgroup wasaware of their relationship to the pilot, and someinitially recalled little
about it. Those who remembered making a decision about taking part had known that participation
was voluntary (Section 3.1).

Peopledid not need full understanding of detailsof the pilot in order to agreeto take part. Reasonsfor
taking part fellinto two groups: possible direct consequencesfor themselvesand other claimants, and
perceptions of the new arrangements asa generally better way of doing things. For example, some
people hoped that by taking part they would avoid a medical examination, while some believed
generally that advances in society required readiness to try new things. Just feeling that they had
nothing to hide could be sufficient. Reasons for not taking part were remembered by only a small
group of people. Mentioned here were issues of confidentiality and other concerns about possible
negative outcomesfor themselves (Section 3.2).

Not everybody was interested in what actually happened during medical assessment for incapacity
benefits, but most thought that DWP would look at what they themselves had written on the
standard forms and seek some medical information as proof of entitlement. People generally
suggested their GPasone source of such information; other suggestionsincluded hospital and clinic
staff, and employers. There was a general perception that everybody receiving incapacity benefit
would eventually be asked to have a medical examination. Long-term incapacity benefits claimants
had the best grasp on the overall procedures (Section 3.3).

Claimants’ views on the pilot arrangements were likely to depend partly on their relationship with
their GP. There was wide variation here. Similarly, there was variable knowledge about what was
contained in GPrecords. There wasgeneral acceptance of theimportance of medical examinationsin
assessment for incapacity benefit, even among people with previousbad experiences (Section 3.4).

Towards the end of the research interview, when some claimants were better informed about the
pilot, people weighed up advantages perceived against potential negative effects. There were a
number of argumentson both sides (Section 3.5).
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Most of those who had taken part in the pilot were content to have been included, although some
wished they had understood more at the time. Most people recruited as non-participants appeared
more positive about the new arrangementsbythe end of the discussion. People wereinterested in the
pilot asaway of testing anew idea. Most felt it would be all right to introduce the new arrangements
nationally, although some felt other claimants and some GPs would not like this, and some were
puzzled as to how consent would be dealt with. People stressed the importance of maintaining
confidentiality, and careful handling and speedy return of GPrecords. The small number of people
who disagreed with the new arrangements had strong negative views (Section 3.6).

Chapter 4: Administering the pilot arrangements

Group discussionswith three teamsof Jobcentre Plusadministrative staff were conducted at the end
of theimplementation of the pilot. The main impactsreported by processing staff were an increase in
the number of administrative decisionsrequired, and more clerical and manual work in dealing with
claims. One contributory factor wasthat no new computer programmeswereinserted for managing
the pilot. Other factorsincluded complexities arising from apparent changes in status of individual
claimantsbetween ‘participant’ and ‘non-participant’ while their claim wasdealt with. Some changes
in staff instructionsin the early part of the pilot also required new learning. Looking back, staff would
have liked more IT support, and more overall support and information during the pilot.

The pilot increased the number of telephone enquiriesfrom claimants, but there were few callsfrom
advisers or health/care professionals.

On balance, it wasthought better to have run the pilot than not, when considering amajor changein
procedure. The processing staff involved in the pilot now have keyinformation and expertise on w hich
to draw if decisions are taken to develop or extend the new arrangements (Section 4.1).

AttheLeedsMedical ServicesCentretheteam leader who oversaw administrative work reported that
the pilot required anumber of new proceduresand additional work. Thiswasnot in itself problematic.
Should the pilot be extended, attention isrequired to the resource implications for collection of GP
records and their secure handling and storage. Different kinds of consent procedures would make
administration easier (Section 4.2).

Chapter 5: Using GPrecordsin the administration of
incapacity benefit

Approved doctorsprovide Decision Makerswith advice about whether a claimant should be exempt
from the Personal Capability Assessment (PCA) and about whether a client undergoing the PCA
requiresan examination. Their additional task under the pilot arrangementswasto extract datafrom
GPrecordsand prepareanew report (form SB2) which summarised the relevant evidence from the GP
notes. All of the approved doctorswho prepared the SB2 reportswere interviewed.

Advising whether aclaimant’scondition waslikelyto meet thelegal requirementsfor exemption from
the PCA was reported to be generally relatively straightforward. The GP records were thought to
contain moreinformation than most IB113 forms, and often allowed doctorsto form aview about the
severity of the condition, which could be helpful. Fuller information led to an increased level of
confidence. There was a preference for using GP records to make decisions about exemption,
although the processwasthought to take slightly longer. The impact on the substance of decisions
made wasthought to be marginal (Section 5.1).
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The process of extracting data from GP records, under the pilot arrangements, was defined under
administrative rules. Extracts relevant to the claim were copied directly from the GP records, and
additional notesmadebythe approved doctordrawing attention to any relevant gaps, or highlighting
specificissuesfor the benefit of the subsequent examining doctor.

Two different approaches to extraction of data emerged, with respect to what kind of data was
thought relevant, and the amount of, and type of, information extracted had sometimes changed
over the course of the pilot. Points made consistently were that GP records varied considerably in
quality (content and legibility) and were not geared tow ards assessing a patient’s functionality.

Gapsin the claimant’smedical history were not usually followed up with the GP, nor were GPs asked
for further information if their records were illegible (Section 5.2).

The view of the approved doctorswasthat the proportion of PCA cases scrutinised where the advice
wasto callthe claimant for medical examination had probably increased under thepilot arrangements.
Contributory factors included having more relevant and up-to-date information, more extensive
information, and more accurate information (Section 5.3).

Overall, there was preference for providing advice to Decision Makers based on GP records. These
were available in all pilot cases. GPrecordsvaried in quality but compared favourably with quality of
information on IB113 formsand Med4s, and often provided more accurate, more objective and more
up-to-dateclinicalinformation. Disadvantageswere that GPrecordscontained littledirect information
about functionality. One criticism of the pilot was that the administrative rules were too rigid with
respect to the time span of the information to be extracted (Section 5.4).

Chapter 6: Using extracts from GPrecordsin the
administration of incapacity benefit

Approved doctors who provide advice to Decision Makers on the paper evidence and approved
doctors who provide advice following an examination, were the principal users of the information
extracted from the GPrecords(i.e. the information on the SB2 form). Thisinformation wasalso made
availableto decision makersin Jobcentre Pluswho areresponsible for making the decisionson benefit
entitlement. The researchers interviewed all six approved doctors conducting regular medical
examinationsof claimantsunder pilot arrangements. Viewsw ere sought from all ten decision makers
in Sheffield and Rotherham in six individual interviews and one group discussion.

Therole of the incapacity benefitsapproved doctor, acting asan Examining M edical Officer (EMO) is
to conduct medical examinationswith incapacity benefitsclaimantsand write medical reportsfor use
by decision makers. In preparing for the examination, EM Oshave accessto all relevant documentation
held by DWP relating to the claimant. They use this to identify aspects of medical history or
functionality for exploration in the medical examination. EMOs did not mention to claimantsin the
pilot that they had accessto extractsfrom their GPrecords, to avoid damaging relationshipsbetween
patientsand GPs (Section 6.1).

EMOs said they had been surprised that the pilot arrangements had little impact on the process of
examining claimantsortheir choice of descriptorsof functionalityin their reports. Possible explanations
included a usual lack of information about functionality in the extracts from GP records. In
comparison, they could collect themselves a substantial amount of relevant information during an
examination. However, some EMOs liked having fuller medical histories from GP records, and for
some claimantsfuller information meant EM Os could set a longer re-referral date.
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AllEM Osspent moretimeon theirreportsunder the pilot arrangements. Some felt their advice about
descriptorswas better justified; none experienced an adverse effect (Section 6.2).

EMOs compared using extracted information on SB2 forms with information supplied by GPs on
IB113 forms, under pilot and usual arrangements, respectively. Although most felt IB113 formshad
greater potential for generating information about functionality, in practice many such forms
contained littleor none. Some EM Osfelt the SB2 formscontributed to greater objectivity. Therewere
mixed view s about whether it was necessary to consider information from the last five years of GPs’
records. EM Os agreed that neither the pilot nor the usual arrangements were designed to generate
information directly from other health professionals, but there were differing viewsasto whether this
omission was important. The IB113 forms could be easier to understand if the GP gave a coherent
summary of the claimant’shealth. Piecing together a medical history from chronological extractson
the SB2 could take longer. Legibility of GPs’ records remained an issue under both arrangements
(Section 6.3).

There wasno consensus of preferencesfor the pilot or usual arrangements. Preferencesfor the pilot
arrangements were based on the guarantee of at least some information from the GP, a more
completeclinical picture, and more objectiveinformation. Disadvantagesincluded an additional time
requirement (reading and writing reports) and lack of direct information about functionality. The
main advantage of working with the IB113 formswasthat questionsw ere designed to elicit relevant
information about functionality (Section 6.4).

Most of the Jobcentre Plus decision makers’ work is concerned with claimants where the medical
evidenceindicatesthat they have not met the PCA eligibility criteria, usually following a PCA medical
examination. Decisions are usually hardest to make when claimants score themselves above the
threshold but the advice from the EMO indicatesthat they score below the threshold. What decision
makers require here is good quality information. Any factual information from the claimant’sown
doctor, usually the GP, is considered alongside the claimant’s choice of PCA descriptors and the
EMO’s evidence and advice (Section 6.5).

Decision makershad been surprised and disappointed that the pilot arrangementshad littleimpact on
the quality of medical reportsproduced by EM Os, or the substance and quality of their own decisions.
Certainly, medical reports written for pilot cases generally included justification for choice of
descriptors, but what waswritten wasnot alwaysuseful. Some decision makerswere definitein their
view that their decisions would have been exactly the same under usual arrangements. Those who
had seen fewer casesfound it hard to make an assessment here. There was no feeling that the pilot
arrangements had increased confidence in decisions (Section 6.6).

Decision makers reflected on experience of using SB2 forms in comparison with IB113 forms and
Med4s. Intermsof usefulness, acommon perception wasthat much clinical datacontained in the SB2
was hard for them to understand and interpret, especially if there were technical terms or diagrams
in GP records. They felt unable to use much of what was in the SB2 forms. IB113 forms, well
completed by GPs, were generally better at providing information about functionality, but failure to
return IB113 formsand paucity of information in some wasa problem. Legibility of handwriting was
a source of continuing concern and frustration, and decision makers were surprised that approved
doctorswere not transcribing more of the information on the SB2. Extracts on SB2 forms ending in
mid-sentence could raise doubts about missing information, and reduce confidence in decisions
(Section 6.7).

Decision makers expressed no strong views about preferences for working with the pilot or usual
arrangements, and there wasno consensus. Some felt the principle of the IB113 wassuperior, but in




Summary

practice produced variable information and sometimesnone. Some felt it wasbetter to have at least
some information from GPsfor all decisions (Section 6.8).

Chapter 7: Developing policy for the collection of medical
evidence

A number of policy issues emerge from this study which will need consideration in any reformsto
incapacity benefit procedures.

One issue is the acceptability of using GP records. It is possible to design systems for collection and
return of GP records which would address objections in terms of the practicalities for GPs and
claimants. Objectionsin principle on grounds of confidentiality are likely to remain for some.

More robust methods of increasing claimants’ understanding and seeking their consent should be
explored, and could help to persuade more GPsthat their patientshave given fully informed consent.

Theamount of additional administrative work created for practice staff wasvariable, and raisesissues
about any additional remuneration. Thinking about future arrangementswill need to take account of
the diversity in, and possibilities of the use of, information technology. Practice managers played key
rolesduring the pilot and their viewswill be particularly important.

Overall, GPrecords are useful in providing evidence of diagnosis of health conditions, but less useful
forjudging functionality. The IB113 form can be useful on both countsif filled in well, but thisdoesnot
happen sufficiently often. It ishard to prescribe with any certainty but, for new claimants, an extract
from the GPrecords covering the last 12 to 24 months may be satisfactory. There wasno consensus
among the professionalsabout the value of information collected from additional sources, although
claimantsfelt thiscould be important.

Furtherworkisnecessaryto evaluate what impact there might be on the appealssystem from the pilot
arrangements (Section 7.1).

The research has provided some lessons about running a pilot which could be useful in future
evaluations (Section 7.2).

The study had provided suggestionsforimproving the collection of medicalinformation in thefuture.
In terms of revision of the current IB113 form, flow and quality might be improved by introducing
different systems for remunerating GPs; taking more proactive management action for non-
compliance with GPs' termsof service; quality control proceduresand enhanced GPtraining. Interms
of building onthe pilot arrangements, suggestionsw ere aimed at increasing operational effectiveness
and efficiency. Other ideasincluded different combinations of administrative process (Section 7.3).

The report ends by returning to the research aims (Section 7.4). The pilot hashad mixed results. The
effect at the level of the individual GPwas only noticed in particular practices. Among the users of
medical information, approved doctors preparing the SB2 report (case note extract) and providing
advice to decision makerson paper evidence were closest to the raw material of the GPrecords and
found them the most useful. There was no consensus among the EM Os about which arrangements
were preferable. For decision makers information on SB2 forms was generally of less use than
information on the usual IB113 forms.



1 Introduction

This report presents findings from qualitative research to evaluate the Better Medical Evidence
Gathering Pilot undertaken for the Department for Work and Pensions (DWP) in the Sheffield and
Rotherham areaduring 2002. The aim of the pilot wasto test alternative arrangementsfor providing
medical evidence to approved doctors' who give advice to decision makerswho determine eligibility
for state incapacity benefits. These new arrangements would, it was hoped, improve the evidence
gathering process for incapacity benefit, and the overall efficiency of the decision making process.
The study wasconducted by the Social Policy Research Unit (SPRU) at the University of York for DWP,
and took place concurrently with the pilot during 2002.

1.1 Background and research

1.1.1  The policy context

During the past 12 to 15 years there has been considerable policy interest in long-term sickness
benefits. Thiswas prompted initially by a growth in the numbers of recipients®. The reasonsfor the
increase are not straightforward, but it isthought that economic trends, demographic changes and
benefit administration have all contributed to the rise (Department for Work and Pensions, 2002a).
Benefit administration has also attracted the interest of the Social Security Select Committee (2000)
and the National Audit Office (2001), who have identified problemswith the current arrangements
forincapacity benefits.

1.1.2 Concernsabout the current arrangements

Incapacity benefit®isthe main state benefit for people whose health or disability isdeemed such that
it is not reasonable to expect them to seek work as a condition of receiving benefit. People gain
entitlement to incapacity benefit if they have National Insurance contributionson their earningsand

' See Note on Terminology in Section 1.6 of this chapter for an explanation of the term ‘approved doctor’.

2 In 1979, 690,000 people received Invalidity Benefit and Invalidity Pension (the forerunners to the current
incapacity benefits). By February 2002 the number on Incapacity Benefit had risen to 2.3 million.

3 Incapacity Benefit is a generic term covering contributory Incapacity Benefit and Income Support (on the
grounds of incapacity). Both provide a replacement income to people below state pension age who have
to stop working or looking for work as a result of sickness or disability. If someone has low income, they
can claim Income Support on the grounds of incapacity and may also be able to get income support to top-
up their Incapacity Benefit where they have no other income.
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they satisfy the relevant test of incapacity*. The incapacity benefit decision-making processrelieson
a questionnaire completed by the claimant, medical advice from an approved doctor (which may
include evidence collected in a face-to-face examination) and factual evidence from the claimant’s
owndoctor, usuallythe GP. Concernswith the processhaveincluded the adequacy and quality of the
factual medical evidence collected from GPs. Staff involved in the advisory process sometimes feel
that thisevidence does not enable them to give confident and accurate advice and that subsequent
decision making may be affected. Asaresult it islikely that:

+ some claimants, who should be exempt from supplying additional information about themselves
because of the severity of their condition, are not identified at an early stage in the assessment
process and may be called inappropriately for a medical examination;

+ some claimants who should be assessed on paper evidence as meeting the eligibility criteria are
not identified and are called for an unnecessary medical examination;

+ some claimants may be wrongly awarded incapacity benefit on the basis of inadequate medical
evidence; and

+ some disallowed claims are eventually overturned at an appeal tribunal when benefit should
have been allowed earlier.

Such inefficienciesin the system are thought to result in unnecessary demands and additional stress
on people who are sick or disabled; inconsistencies in procedure and decision making at the
operational level; frustration for Jobcentre Plusstaff who administer incapacity benefit and approved
doctors who provide them with medical advice; and inappropriate and wasteful use of Medical
Servicesresources. Other evidence suggeststhat the decision-making processcould beimproved. For
example, there is a high level of success for claimants who appeal against disallowance - for the
quarter ended March 2002, of those claimants who appealed against disallowance of benefit
following a ‘Personal Capability Assessment’ (see Section 1.4) over 40 per cent had the decision
overturned (Department for Work and Pensions, 2002b).

An additional concern is the amount of work created for GPs under current arrangements for
determining eligibility for incapacity benefits (Cabinet Office, 2001, 2002). Recent research (Hiscock
and Ritchie, 2001) has shown that completion of the required forms and reports represents an
unwelcome burden of additional work to many GPs. Such factors may all affect the quality and
consistency of medical evidence provided by GPsunder the current system. Indeed, internal reports
coming from the new Appeals Service refer, among other things, to the unsatisfactory quality of
medical evidence produced by GPs.

The problems and concerns identified above have led DWP to examine the medical evidence
gathering processforincapacity benefit and to consider waysof improving quality and efficiency. This
hasled to the introduction of a series of pilotswith thisaim. These are:

« The Better Medical Evidence Gathering Project. Thisisa DWPinitiative undertaken in the Sheffield
and Rotherham area during 2002 and the subject of thisresearch study. The aim of the pilot was
to test alternative arrangementsfor obtaining medical evidence from the claimant’sown doctor.

» Bvidence Based Medicine project. This is a joint Medical Services’DWP initiative to develop a
computerised process to support the provision of advice following a medical examination.

4 If aperson has not paid enough National Insurance contributions but satisfies the relevant medical test, he
or she can get National Insurance credits.
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+ IB113 project. This project isalso concerned with gathering factual evidence from the claimant’s
own doctor. It involves piloting a new version of the medical report form sent to GPs.

1.2 Research aimsand objectives

This research was concerned with the Better Medical Evidence Gathering pilot. In order to inform
future policy decisions, there wasaneed for information about the impact of the pilot. Policy makers
sought information about the way in which the pilot was put into operation. They sought greater
understanding of the way in which claimants, GPs, approved doctorsand decision makersperceived
and experienced the pilot arrangementsand, specifically, the use of GPcase recordsin making more
informed decisions. More detailed information isintended to help policy makers achieve the most
appropriate arrangementsfor providing medical evidence for incapacity benefit claims.

The aim of the research wasto evaluate the Evidence Gathering pilot in relation to:
 issues for incapacity benefit claimants;

« the impact on GPs;

+ the quality of medical advice given to decision makers;

+ theimpact on decision making; and

» the overall effectiveness of the new procedures.

Research objectiveswere:

+ to explore whether the pilot arrangements promote appropriate high quality medical advice
following scrutiny of documentation which would reduce the need for the claimant to undergo
a medical examination;

+ to explore whether the pilot makes available better quality medical information to doctorscarrying
out medical examinations, increasing their ability to give high quality advice to decision makers;

+ to explore whether the pilot produced better evidence to help decision makersto make confident
decisions;

+ to explore understanding of the new arrangements and influences on participation among
claimants and GPs; and

+ to explore whether GPs, approved doctors and Jobcentre Plus staff find the process of gathering
information from case notes workable and appropriate, and suits the needs and circumstances
of claimants.

1.3  Research design and methods

A qualitative approach was appropriate for evaluating the Evidence Gathering pilot, itsimpact on
GPs, approved doctors, decision makersand claimants, and their perception, view sand experiences®.

® The qualitative research complements the in-house analysis of administrative data designed to look at the
characteristics of various groups of participating and non-participating claimants, and assess the impact of
the pilot on incapacity benefit allowances and disallowances and the flows of claimants through various
stages of the claiming and decision making process.
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The researchers made initial site visits to the Sheffield Jobcentre Plus office, and the Leeds Medical
Services Centre, for early discussion with staff about implementation of the pilot arrangementsand
issuesarising.

In depth interviews were carried out with:

* new claimants participating in the pilot;

* new claimants not participating in the pilot;

+ re-referral claimants participating in the pilot;

+ re-referral claimants not participating in the pilot;

« GPs participating in the pilot®;

« GPsnot participating in the pilot7;

« administrative staff in participating GP practices;

« approved doctorsin the Leeds Medical Services Centre;
+ approved EMOs operating in Sheffield and Rotherham;
» Medical Services operational manager for the pilot;

+ Jobcentre Plus decision makers.

Group discussionswere carried out with:

+ Jobcentre Plus decision makers;

+ Jobcentre Plus incapacity benefits processing staff.

The interviews and group discussions were undertaken in the Sheffield and Rotherham areas, the
location chosen by the Department for Work and Pensions for this pilot® and at the Leeds Medical
Services Centre. Appendices A-C contain details of the research methodology, including sampling
and recruitment, research instrumentsused in interviews, and letters of invitation to take part in the
study sent to GPs and to incapacity benefit claimants.

1.4 Administrative context

1.4.1 Current arrangementsfor the decision-making processfor
Incapacity Benefit

For those in employment, an incapacity benefit claim isusually only possible after they have satisfied
the Own Occupation Test to get Statutory Sick Pay, which ispaid for up to 28 weeks.® After 28 weeks,
they are required to satisfy a Personal Capability Assessment (PCA), which isthe medical test used to
decide entitlement to incapacity benefit. All other claimantsare required to satisfy the PCA from the
beginning of their claim. The PCA providesan indication of the extent to which a person’scondition

® In four cases, practices managers were interviewed instead of GPs.

7 One advantage of choosing this area was that some claimants’ and GPs' experiences would have had
experience of the Miners Compensation Scheme which uses a similar method of collecting information.

8 Thislooks at whether ill health or disability stops a person from doing their normal job. A certificate (Med
3) from a medical practitioner, usually the person’s GP is normally sufficient to satisfy the test.



Introduction

affectstheir ability to do arange of everyday work-related activities covering:

» physical functions such aswalking;
+ sensory functions such as ability to hear;

+ mental functions such asinteraction with others.

The PCA requiresthe collection of paper evidenceto inform the decision-making process. Thisprocess
isoutlined in Figure 1.1 and detailed in the text below. A person may qualify for incapacity benefit on
the basis of meeting the threshold for functional limitation in any one of the mental, physical or
sensory activities, or on the basis of a combination of less severe limitation across several areas of
function.

Following aclaim to stateincapacity benefit, beforethe PCA isfirst applied, benefit ispaid if supported
byevidencefromtheclaimant’sown GP. When the PCA isapplied, those peoplewho do not meet the
threshold for incapacity are disallowed further incapacity benefit, have their award terminated, and
are expected to seek work asa condition of receiving further benefit. For those people who do meet
the threshold for incapacity, a date will be set for a further PCA to identify any change in a person’s
condition.

AppendixD providesafuller explanation of the purpose of the PCA and the administrative procedures
involved.

Figure 1.1 The Incapacity Benefit decision-making process

Potentially exempt from PCA process

Not exempt L Exempt condition

PCA process

¢ Incapacity accepted
Medical examination €¢——— Scrutiny /Exv

empt or meets threshold

Approved doctor assesses whether
exempt from exam or meets

threshold for IB

Decision maker assesses whether client meets
threshold for IB

Y

Not pass Pass
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1.4.2 The Incapacity Benefit decision-making process

Potential exemption from the PCA process

Thefirst stage of the decision-making processisto establish whether the claimant isexempt from the
PCA process. Thisstageisnecessary in about athird of caseswherethereissome evidence to suggest
that the claimant might fall into an exempt category. In many cases the decision maker will seek
medical advice on this matter from an approved doctor. The approved doctor will seek factual
information from the certifying medical practitioner (usually the claimant’sown GP) on form IB113.
Those with very severe medical problems are awarded incapacity benefit without having to go
through the PCA process. In certain cases, Jobcentre Plus processing staff can make a decision
whether to exempt the claimant from the process. These include claimants with a terminal iliness,
those in receipt of the highest rate care component of Disability Living Allowance and those with
severe conditionslike paraplegia, dementia and registered blindness. In other cases, such as mental
iliness, progressive impairment of cardio-respiratory function, or dense paralysis, the decision to
exempt the claimant from the PCA processisundertaken following advice from an approved doctor.

Claimantswho are not exempt are asked to complete a detailed questionnaire (form IB50) about the
impact of their condition on a range of work-related activities as defined in the PCA. This asks the
claimant to select from anumber of optionsthe statement that best explainsany functional limitation
they may have in each physical and sensory area listed. In the technical language of the decision-
making process, this is referred to as making a choice of ‘descriptors’. Each descriptor has an
associated ‘score’ that isdesigned to represent thedegreeto which it affectsactivitiesof everydaylife.
If the claimant scores 15 pointsin any one activity, or a total of 15 points from a combination of
activities, the threshold of incapacity is met for benefit entitlement purposes. A separate system of
scoring appliesto activitiesthat are affected by the presence of mental health conditions (see section
1.4.3 below). Claimants are encouraged to provide any additional information that may assist the
decision process or affect their ability to perform work-related activities. The incapacity benefit
claimant returns the questionnaire (form IB50) to the Jobcentre Plus office along with a Med 4
statement from their own doctor, if the approved doctor hasnot already requested an IB113 report.

Scrutiny

At the next stage of the PCA process, an approved doctor, working on behalf of the Department for
Work and Pensions, considerswhether the claimant’s self-assessment (IB50) issupported by medical
evidence that may be available from the IB113 or Med 4 (referred to as paper scrutiny). When a
claimant’s IB 50 scores above the PCA threshold, and this is supported by the available medical
evidence the approved doctor will advise the decision maker to accept the score. Thusthe claimant
satisfiesthe PCA eligibility criteriafor incapacity benefit (these are referred to ascaseswhich ‘passon
scrutiny’). Where there is a lack of available information or an apparent contradiction between the
claimant’sIB50 and the available medical evidence, the approved doctor will call for further evidence.
Thiswill usually be in the form of a medical examination of the claimant where an approved doctor
(known asan Examining M edical Officer, or EM O) carriesout aface-to-face medical examination with
the claimant. The examining doctor will make an assessment of the level of functional ability in each
of the activity areas and the presence of any non-functional restrictions. He/she will then prepare a
detailed incapacity report for the decision maker (form IB85).

Decision maker assessment of whether claimant meetsthreshold for incapacity benefit

Approved doctors then pass all the medical evidence in relation to the PCA to the Jobcentre Plus
decision maker, who makesthedecision on benefit entitlement. Thisdecisionisstraightforward if the
medical evidence (any evidence supplied by the claimant’sown GP (Med4 and IB113) and the advice
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of the approved doctors(IB85)) correspondswith information in the claimant’squestionnaire (IB50).
However, if there areinconsistencies, the decision maker willweigh up allthe evidence before arriving
at a decision on benefit entitlement.

1.4.3 Claimantswith diagnoses of mental illness

A claimant who appears, on the evidence available, to have a mental health condition will be referred
to an approved doctor for advice before an IB50 questionnaire isissued. Those with severe mental
health conditions will be exempt from the Personal Capability Assessment process and treated as
incapable of work. Claimants with a mild or moderate mental health problem will be sent the
questionnaire (IB50) so that any other physical and sensory problems can be taken into account, as
well asthe effect of the mental health condition.

1.4.4 The Better Medical Evidence Gathering pilot

The Better Medical Evidence Gathering pilot was designed to test alternative arrangements for the
provision of medical information that may reduce the problems identified with the current
arrangements, bring improvements and increase efficiency. The objectives of the pilot were to
identify arrangementsfor providing medical evidence that might:

« improve approved doctors’ ability to identify the casesthat meet the requirements of the medical
testing process more quickly and without recourse to full medical examination;

+ improve decision makers’ ability to make allowance or disallowance decisions based on medical
evidence, with greater confidence and with fewer decisions overturned at appeal;

« reduce the burden of Incapacity Benefit-related paperwork on GPs;

+ reduce inefficient use of medical resources, particularly at examinations.

In order to achieve the above objectives, the current system of collecting medical evidence from GPs
viathe IB113 and Med 4 formswasreplaced with a system where approved doctorssought accessto
the claimant’s GPcase recordsfor the last five years and prepared an extract of relevant information
onto anew form SB2. Table 1.1 showsthe typesof medical evidence available at different stages of
the decision-making processand how thisdiffered between the current and the pilot arrangements.
The basic decision-making process (see Figure 1.1) remained the same.

Table 1.1 M edical evidence: differences and similaritiesbetween the
current and pilot arrangements at different stages of the
decision-making process

Current arrangements

Pilot arrangements

Adyvice whether to
exempt from PCA process

Scrutiny

Decision maker assessment of whether

claimant meetsthreshold for
Incapacity Benefit

Application form (SC1)
Case file
IB113

Application form (SC1)
Case file

IB113 or Med 4

IB50

Application form (SC1)
Case file

IB113 or Med 4

IB50

B85

Application form (SC1)
Case file
SB2

Application form (SC1)
Case file

SB2

IB50

Application form (SC1)
Case file

SB2

IB50

B85
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The pilot began in January 2002 in the Sheffield and Rotherham area. All GPpracticeswere invited to
participate voluntarily. Claimant participation wassought over aten-month period, which extended
beyond initial expectationsin order to generate sufficient claimsunder pilot arrangementsto enable
evaluation. Both those making a new claim for incapacity benefit and those who were having their
claim re-assessed were invited to take part. Claimant agreement to take part in the pilot was sought
on the incapacity benefit application (form SC1) and, for current claimants facing a PCA, on their
questionnaire (form IB50). Claimants who did not opt out, and GPs who voluntarily agreed to take
part, went forward into the pilot.

GP case records, or photocopies, were required within 15 days, and were sent by secure courier to
Managers and Process of ClaimsLtd. (M PC)® for scanning on to a CD and forwarded to the Medical
Services Centre in Leeds. Case records were returned to GPs within three days (or immediately on
request in case of emergency). It was possible for computerised recordsto be transferred as a print-
out of the last five years’ records. GPs received payment for the work involved in preparing 1B113
reports for DWP medical officers and Med4 statements for patients through their overall NHS
remuneration. In recognition of the potential additional work for the GPsand their staff, GPpractices
received an honorarium of £10 for each patient whose original notesweretransferred during the pilot
and £20 if photocopiesof the noteswere provided.

An approved doctor received the CD of the GPrecords and extracted relevant medical evidenceto a
new report form (form SB2). This report form was then available to provide evidence at the
appropriate stage of the PCA medical advisory process(potential exemption, scrutiny and examination).
The SB2 was also available to the Jobcentre Plus decision maker who made the decision on benefit
entitlement. According to the information sheet prepared for GPs (DWP/Medical Services, V5, Jan
2002) theinformation extracted from the case noteswas confined to:

* whether the claimant had a specific bodily or mental disease or disablement;

« whether conditions for exemption from a PCA were met;

« assessment of function restriction/limitation, arising from the disease or disablement;
» whether legally defined ‘exceptional circumstances’ applied; and

» the functional outlook or prognosis.

1.5 Theframework of the report

Chapters2 and 3 examine the GPs' and claimants’ views and experiences of the pilot arrangements
respectively. Chapter 4 investigates the administration of the pilot arrangementsin Jobcentre Plus
officesandinthe LeedsMedical ServicesCentre. Chapter 5 exploresthe use of GPrecordsfor making
decisionsabout exemption and for extracting information onto an SB2 form. In Chapter 6 we look at
how theextracted information isused by EM Osand by decision makers. Chapter 7 presentsanumber
of issuesarising from the study that might inform future policy for the collection of medical evidence,
and presentsthe conclusions of the qualitative evaluation of the pilot.

Appendices provide full details of research methods and the analysis of data. Appendix A includes
detailsof the characteristicsof the claimantswho took part in theresearch. Appendix Bcontainstopic
guidesusedininterviewswith research participants. Appendix C containscopiesof letterssent to GPs
and claimants. Appendix D provides a full explanation of the administrative context within which
incapacity benefit claims are decided.

% Towards the end of the pilot MPC were renamed Hision.
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1.6 Note on terminology

Medical practitioners play a variety of roles in the administration of incapacity benefit. These are
referred to in thisreport as ‘approved doctors’. The key role of the approved doctor in the Medical
Evidence Gathering Filot included:

« preparing a data extract from GP case files (on form SB2);
» advising decision makers on paper evidence for exemption/scrutiny cases;

+ advising decision makersfollowing an examination of the claimant (when they act asan Examining
Medical Officer (EMO)).

Incapacity benefit approved doctors may be:

+ employed by the DWPdirectly (in DWP Corporate Medical Group);

« employed by SchlumbergerSema Medical Services (the company contracted to provide Medical
Services to DWP); or

» subcontracted to Medical Services.

In relation to medical evidence gathering for Incapacity Benefit, NHS general practitioners’ terms of
service require them to provide certain information to a DWP ‘medical officer’ on request. The
relevant legislation definesthat a medical officer may be adoctor employed by DWPdirectly or by an
organisation contracted to provide medical servicesto DWP. Doctorssuch asNHSgeneral practitioners,
who provide advice and statementsof incapacity (so-called sick notes) to their patientsaspart of their
clinical practice areknown as‘certifying medical practitioners’. NHSGPshave acontractual obligation
to provide such statementsto their patientsand to provide information subsequently requested by a
DWP medical officer (DSSDWP, 2000).






2 Views and experiences of
GPs and practice staff

Our analysis begins by presenting the views and experiences of GPs and administrative staff in 29
practices in the Sheffield and Rotherham area, of which 17 had agreed to take part in the pilot
arrangements and 12 had declined. Appendix A presents details of the selection and personal
characteristics of the GPs in this study group and key characteristics of the practices in which they
worked. The researchers usually spoke to the senior partner; in four practices they were asked to
speak to the practice manager, asthe person who knew most about the pilot.

Additional research interviews, with administrative and clerical staff with day-to-day responsibility for
dealingwiththerequestsfor medical notes, took placein ten of these practicestaking part in the pilot.

The first part of thischapter isconcerned with GPs’ initial views of the proposed new arrangements,
and decisionsmade about whetherto participate. The second partisconcerned with theimpact of the
pilot arrangements for GPs and practice staff in those practices which took part in the pilot. Part 3
explains overall views on the pilot arrangements, as they emerged by the end of the research
interview. GPs and practice staff weighed up advantages and disadvantages now perceived, after
discussion with the researcher and, for some, through experience of being in the pilot.

2.1 Taking part in the pilot

2.1.1 Awarenessand understanding

At the beginning of the research interview, not all GPscould remember receiving the DWPinvitation
to take part in the pilot. Thiswas especially the case among GPswho had declined to take part (non-
participant GPs). Feeling ‘overwhelmed’ by requeststo take part in research meant that, unlessthe
subject matter was of particular interest, GPs might pay little attention. Practice managers, who
remembered the matter being discussed in practice meetings, were sometimesthe main source of
information about the initial reactions of GPsto the request from the Department.

Those who could remember requeststo take part in the pilot reflected on their initial understanding
of its purpose and what would be involved. Again, there was hazy recall among some of the non-
participants. All GPs who could remember the process of considering the new arrangements and
whether to participate said that there had been some consultation with other practice staff. It was
common to put the matter on the agenda for the fortnightly or monthly practice meeting, and take
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account of the views of other partners, the practice manager and sometimes other senior
administrative staff, who would have day-to-day responsibility for dealing with the arrangements. It
appeared that the views of the practice manager could be highly influential in encouraging
participation.

The main aim of the pilot, asrecalled in retrospect, was generally seen to be to reduce the workload
of GPs. The pilot would show whether apotentially time-consuming task for GPscould be achieved in
adifferent way. A smallnumber of GPs, who had been especially interested in the pilot, remembered
other aims: to provide better information about eligibility for benefits and to reduce the number of
medical examinations. Among this group were GPs who were active members of Local Medical
Committees and said that the pilot had been discussed at meetings they had attended. One GP
suggested that the pilot could be seen in termsof helping people back to work, but did not elaborate
on this.

Doubtsabout the purpose of the pilot were expressed by one GPwho thought there would be some
underlying ‘political or financial goal’ which would not be in patients’ interests.

In deciding whether to take part in the pilot, GPsand practice staff weighed up possible advantages
against any concerns.

2.1.2 Agreeing to take part

Among the group of practices which had decided to participate in the pilot, some saw only
advantagesin the new arrangements. Others had some initial concernsbut these were resolved.

The main attraction of the proposed new arrangements was that they could save GPs' time, and
reduce the number of formsthey had to fill in. Thisduty was generally disliked, even if perceived as
part of the GP'sjob. Thiswasnot just because of thetimeinvolved, but also because doctorsoften felt
they could not answer questionsasked for benefitspurposes, or felt that some of the questionswere
inappropriateforaGPwhose main responsibility wastreating patients, dealing with theirilinessesand
maintaining health.

Additional work likely to fall on practice administratorsand clerical staff had been considered but, in
this group of participants, was perceived as unlikely to be high, and certainly manageable. Practice
managerswho had experience of similar arrangementsof collection and return of patients’ notesfor
the miners’ compensation scheme had not met problemshere.

Not all participant GPsremembered thinking about possible outcomesfor patientswhen they were
considering whetherto takepart inthe pilot. Those who did said theythought the new arrangements
might lead to greater justice for patients,who weremorelikelyto get what wasrightfullytheirson the
basis of more appropriate detailed information. Some GPs said that they did not have time to write
much onthe IB113 forms. Some said they felt slight unease about what they wrote, recognising that
theywerenot always ‘dispassionate’. Examination by athird party might give amorebalanced picture
for benefits decisions, or, at least, no worse than the assessment possible from the GP-completed
IB113.One GPthought that the pilot arrangementswould mean quicker assessments, explaining that
if GPsin hispractice were busy or on holiday it could take three or four weeksto complete and return
an IB113 form.

Apart from specific advantages perceived, some GPs said that they had been influenced by more
general views. For GPswho felt it wastime to review the provision of medical evidence for benefit
purposes, thispilot wasonestep forwardintheright direction. Another positiveinfluence on deciding
to take part was feeling definitely in favour of research and development for the advancement of
general practice, and wanting to be part of this.
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A number of initial concernswere recalled, but these had been addressed in practices which agreed
to take part. Some GPs and practice managersfelt it essential that patients’ notesand recordswere
alwaysavailable in the surgery, in case patientscame in for consultation, needed treatment or repeat
prescriptions. A number of medical and non-medical staff might require immediate access to
patients’ notes. This concern was addressed by the photocopying option, by the Department’s
reassurance of immediate return of notesif required or, asexplained in Section 2.2, by development
in some practices of administrative processesto avoid problemsarising.

It was considered important that patients had given their informed consent, and there were some
initial concerns about how this was going to be handled. GPs in participating practices had been
satisfied by explanationsfrom the Department of theway in which patientsagreed to their notesand
recordsbeing used.

There were also concerns about the confidentiality of information about patients which left the
surgery. Initial reassurance came from telephone explanations about how the data would be
transported and dealt with, which courier firm would be involved, and w hich Medical Services staff
would see the case notes. Again, administrative processeswere introduced in some practicesto help
maintain confidentiality, asexplained in Section 2.2.

One GPremembered wondering whether taking part in the pilot would result in additional demands
on the practice in terms of reporting back. Being told that any such further participation would be
voluntary had been reassuring.

The paymentsforparticipation offered by DWPwere generally not veryimportant in decisionsto take
part. Practiceswhich opted for photocopying sometimessaid they thought in retrospect they had not
thought hard enough about the payment levels.

2.1.3 Deciding not to take part

Asexplained earlier, not all non-participant GPscould recall being invited to take part in the pilot, and
some did not know why their practice had decided against participation. Also in the group were GPs
who explained that theinvitation had come at an awkward time, coinciding with achange of practice
manager or installation of a new computer. In these circumstances, most external requests which
would require extra work or different ways of working for administrative staff were being turned
down. Had theirinvitation come at adifferent time, it might have been considered differently. There
was, therefore, arelatively small number of GPswho remembered declining to take part in the pilot
on matters of principle or because the pilot compromised normal ways of working. Those who did
remember had strong views, which were often based on negative personal experiences.

The possibility that records would be out of the surgery when required could be a strong negative
influence, ascould potential danger of lossor damage in transit, or return of notes and recordsfiled
in the wrong order. Both GPs and practice managers saw risks here. In these practices the
photocopying option which might address this concern had appeared to require considerable
additionaladministrative resources. In practicesin which administrative staff were ‘already overloaded
or premises cramped, extra photocopying was not wanted. Interestingly, in some of these non-
participating practices, experience of the miners' compensation scheme wasthat staff came to the
practice and scanned notes and records themselves, using their own equipment and paper. This
seemed a better model, and thusdid not encourage participation in this pilot.

It wasnot alwaysclear why the DWPhad considered there to be any potential gain for practices. The
level of additional payment, in the form of an honorarium for participation, appeared to offer them
little or no financial incentive. Some GPs also thought the overall costs of the proposed new
arrangementswould be higher for the Department.
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There was concern about who would have accessto the records once they left the surgery. One GP
remembered previously seeing patients’ incapacity benefit case fileslying on the floor in a medical
examination centre. Hisview wasthat the pilot wasunethical and breached the commitment given to
patients about their confidentiality. There were general concerns about whether patientswould be
giving consent, and if they would, whether they would fully understand the range of information
about them that would be available to the approved doctors (DWP medical officer). It appeared
possible, to the researchers, that some decisionsnot to take part had been made quickly on the basis
of concerns about informed consent and confidentiality, without full understanding of how and
when consent was sought, or how notesand recordswould be handled.

Another strong view wasthat the GPisthe best person to provide the medical information required.
One GPwho had experience in a separate capacity of using medical information draw n directly from
GPs’ records, felt that the quality of some records was so poor that a system based on such records
would be unworkable. One practice had already gone a long way towards development of what
seemed abetterway of providing information - using softwaretemplatesto lift appropriatedatafrom
electronic records to fit different benefit forms. For them, the pilot arrangements seemed a step
backwards.

As already pointed out, we do not know how far some of the concerns were based on incomplete
information or misunderstanding, or whether, and how far, any staff pursued initial concerns or
sought furtherinformation beforedeclining to take part. We do know from interview sin participating
practices that phoning for clarification, further information or reassurance was often important in
agreeing to take part.

2.2 Theimpact of taking part

Not all the practicesin thisstudy group who had agreed to take part in the pilot had actually received
requestsforrecordsthusfar. The GPsconcerned (from three practices) w ere surprised about this, and
there wassome disappointment that they had not had an opportunity to test the new arrangements
themselves. We do not know the reason why no requests had been made.

Those 14 practices which did have experience of providing medical information under the pilot
arrangementsreported collection of between two and 50 setsof recordsby the time of the research
interview.

2.21 The impact on GPs

There was mixed evidence of any impact felt directly by GPs. Some said they had noticed no impact.
In termsof their overall administrative work they felt two or three fewer IB113 formsper week could
easily go unnoticed. However, such GPs readily acknowledged that their paperwork had been
reduced if fewer IB113 formshad been passed to them for completion, even if they had not noticed
this.

Reduction in workload had been noted by a GPwho wasa single practitioner in what was described
as a deprived area, who reported normally receiving six or seven IB113 forms each week. These
seemed a heavy burden and the practice wassometimesunable to meet requestsfor return in seven
days. Thereduction in IB113 requestswasan improvement for thisGPwho hoped the arrangements
would continue. A GPin a multi-partner practice in an area of relatively high employment had also
noted areduction in paperwork. This GPgenerally dealt with two IB113 forms each week, and each
took 15 minutesto complete. Forthispractitionerthe pilot arrangementstook away an ‘irritating and
time-consuming administrative task’. In the large multi-partner practices the work of completing
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IB113 formswasshared out in different ways. Wherethere wasarota system and most of the weekly
incoming IB113 work fellto one GPat atime, thiscould take more than two hours. Not surprisingly,
a GPwithin such a practice had noticed a welcome reduction in thiskind of work.

GPsreported no negative impacts for themselves of taking part in the pilot, and none knew of any
negative impacts for patients. GPsin multi-partner practices thought they would have heard about
any such outcome from their colleagues. There wassome surprise that there had been little feedback
from patients. Some GPs had expected patientsto mention the new arrangements, but there was
only one such report, of a patient who remarked that the benefit decision had been made more
quickly under the pilot arrangements.

There was one report of the situation arising that had initially given some GPs concern, that of a
patient coming for an appointment and repeat prescription while her noteswere away. Thiswasnot
reported asaproblem however. The GPconcerned knew the patient’scircumstances; the prescription
recordswere on the computer and it was not necessary to ask forimmediate return of the notes.

GPs often said that their practice manager would have a fuller picture of the overall impact for the
practice. It was expected that additional work had been created for the clerical and administrative
staff, but not all GPshad yet discussed thiswith the staff. The experience and viewsof administrative
staff in the practicesisreported in the following section.

2.2.2 The administrative experience

Most practicesin the study group, who had experience of dealing with requests for medical records
under the pilot arrangements, had chosen to send the actual records, sometimes with additional
print-outs from computerised records, depending on how far the practice had moved towards
computerisation. The study group did include some practicesw hich had opted to send photocopied
notesand records, rather than the original documents, and one so-called ‘paperless’ practice which
was sending only a print-out of electronic records.

In terms of administrative work required, this was variable depending partly on the number of
requests coming to the practice, but mainly on whether practices were sending actual records or
photocopies. The processwasquickest and easiest for those practicessending actual case records. All
these practices still maintained paper files for documents such as consultant letters and test results,
and in some cases GPs' hand-written consulting notes. Practice managers or administrative staff
found the paper files, and printed out whatever additional records were computerised.

A number of practices had introduced processes to avoid problems arising as a result of the notes
being out of the surgery. Thus, in some practices, staff always checked to see if appointments or
repeat prescriptions were due during the time the notes were likely to be away. Some practices
routinely photocopied the last two consultation sheets, so that medical staff still had the most recent
record if the patient needed attention. A number of practices had also introduced processesto help
maintain patient confidentiality, for example, routinely removing notes made by non-medical
counsellors and any reports made for solicitors or insurance companies. These additional individual
processeswere reported not to be time-consuming. It was often not realised by staff sending actual
recordsthat only those from the last five yearswere used in the medical assessment. When thiswas
discussed, staff felt that separating notesfrom the last five yearsat the surgery would take extratime
and be administratively cumbersome, requiring the need for new files or new filing spaces. They
preferred to keep filestogether.

The general view of administrative staff, in practicesw hich were sending actual records, wasthat this
was relatively easy to manage and had not created problems for them. They felt the administrative
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work wasprobably not taking moretimethan would otherwise be spent dealing with IB113 forms, in
terms of retrieving patients’ records, distribution of records and IB113 forms to GPs, monitoring
progress, returning completed forms and refiling the records. It was not hard to fit the pilot
arrangementsinto existing work schedules, which meant that staff could usually respond quickly.

Practices in this study group which had opted to send photocopies or print-outs, reported a rather
different experience. The task of photocopying and dealing with the printing or scanning machines
wasgenerally dealt with by more junior staff. Some large practices employed part-time clerical staff
just for photocopying or printing duties. The work for the pilot arrangements waited its turn for
attention, along with requestsfrom solicitorsand insurance companies. Prioritising any photocopying
work involved additional supervisory input, which was not always possible. For the staff doing the
work, opening paper folders, removing staples and envelopes, photocopying, restapling and
replacing material in correct order could be a lengthy business. In paperless offices, printing out
individual sheets of scanned material could also be time-consuming. Clerical staff said dealing with
one set of recordsusually took between 15 and 30 minutes, but could take up to one hour. Practices
which were sending photocopiesor print-outsknew that only five years' recordswere required and
none were sending more than required.

Views varied about the length of notice given for collection. Two days was sufficient for practices
sending actual records. This amount of notice was said to be insufficient by practices opting for
photocopying or sending only print-outs, who said they needed four to six daysto fit the task into
normal work schedules.

The arrangements for collection and return of records generally worked well. No problems were
reported in termsof delayed return, losing material or sending it back in an unsatisfactory condition.
Practices were satisfied with the courier service, whose staff telephoned in advance of arrival, dealt
courteously and appropriately with reception staff and kept alow profile in the surgery waiting area
and car park. One practice which had arrangements for collection and delivery at two sites had
wondered initially whether thiswould lead to confusionsbut was pleased with the efficiency of the
courier service.

Experience of theworkinvolved in implementing the pilot arrangementsled to the view among some
practice managersthat the honorarium of £20 for sending photocopied recordsw asinsufficient. This
amount was compared with £50 received as the minimum for photocopying records for private
medical insurance purposes. It wasknown that the paymentsfor participating practiceswere to be
made only at the end of the pilot period, but there wassome irritation that only through requestsfor
payment had some practiceslearned that the pilot period had been extended from the original date.

2.3 Emerging viewson pilot arrangements

Views on the pilot arrangements sometimes changed during the research interviews. During their
interview some people gained apparently new information about the purpose of the pilot and the
waythat medical evidence wasdealt with in determining benefit claims, and some misunderstandings
were cleared up. Such new information influenced the reflectionsof the GPsand administrative staff
on their experience of the pilot arrangements. One GPdiscovered during the research interview that,
contrary to hisinitial expectations and preferences, actual records were leaving the practice.

Overall views on the new arrangements also depended on what people felt about the usual process
of completion of the IB113 form. Thissection thusstartswith asummary of GPs’ viewson dealing with
IB113 forms.
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2.3.1 GPs viewsonthelIB113 form

TheIB113 asksthe GPto providefactualinformation to the DWPmedical officer (approved doctor)on
the named incapacity benefit claimant. Payment for this work is included in GPs’ overall NHS
remuneration.

The general view among participating and non-participating GPs was that currently there were
problemsin seeking medical evidence to determine IBclaimsusing the IB113. Filling in the form could
be time-consuming. Generally, GPssaid the formstook about 15 minutes; those who said they liked
todothiswork ‘properly saidit could take 30 minutesto look at the records, decidewhat to write and
fillin the form. Keeping abreast of the IB113 work sometimes meant taking the formshome to deal
within privatetime. Oneway of saving timewasfor nursing or administrative staff to fillin partsof the
IB113 from patients’ records. No GPinterviewed said that they sometimesdid not return the IB113
forms, but some with strong negative views about this work said they spent as little time on it as
possible, and thiscould be just afew minutesfor each form.

A view often expressed wasthat some of thequestionsasked onthe IB113 were hard to answer, such
as ‘effects of the medical conditions on daily living’. GPswere irritated to be asked for information
which they did not know. Some were concerned, however, that patientsmight be penalised by their
answering ‘don’t know’ or leaving blank spaces. Care wasneeded in providing answerson the IB113
in case the patient went to appeal and challenged what the GPhad written. One way of dealing with
thiswasto discusswith the patient how tofillintheform, but thiswasunusual and created even more
work.

Ontheotherhand, GPswho did know something about the patient’sdaily activitiesfelt theywerenot
always objective, because they tended naturally to act as ‘advocates for their patients. It could be
hard bothto befairto their patient and meet theirresponsibilitiesto the state. Some said that personal
viewsinevitably crept in, such that an IB113 completed for a patient thought to be a ‘genuine case’
was likely to contain information phrased in waysthat might support the claim. On the other hand,
when a patient wasthought better able to do some work, the IB113 form waslikely to contain only
essential factual information set out succinctly. Some GPs saw the opportunity to influence the
benefit decision asaresult of what they wrote on the IB113 form asan advantage.

Some GPsfelt their involvement in benefit decisions, by providing medical evidence on formssuch as
IB113, affected relationships with some patientswho were angry when their claim for benefit was
disallowed.

Different viewsamong GPson anumber of the above issuescontributed to awide range of attitudes
towardstheir provision of medical information on the IB113 forms. At one end of the spectrum were
GPswho saw theirwork on benefit formsaspart of their commitment to their patientsand tried to be
fairand accurate, sometimesdespiteinsufficient timeorirritation with the questions. At the otherend
were GPswho felt that they were not the appropriate peopleto ask for the information required, said
they did not prioritise thiswork and sometimesdid not take it very seriously.

2.3.2 Advantagesand disadvantages of using GPrecords

Drawing on both their own experience and the discussion during the research interviews, GPs and
practice staff who had taken part in the pilot weighed up the advantages and disadvantages.

The GPrecordswere generally felt to provide fuller, more comprehensive information. Thiswaslikely
to serve patients’ interests better and lead to fairer decisions about benefits. In turn, the GP saved
some time to spend on work which some felt more appropriate. A further advantage wasthat the
new arrangementsincreased the distance between the GP and decisions made about entitlement,
and thusreduced some potential for problemsdeveloping in the relationshipswith patients.
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Disadvantages perceived by some practices sending photocopied material were that this created
considerable additional administrative work, with insufficient remuneration under current
arrangements.

There remained some concerns about releasing to third parties some kinds of sensitive information
which was recorded in some patients notes, for example information about social or marital
problems, and convictions. This was linked to continuing concern about the level of patient
understanding about material in full GPrecords and whether patients really understood what they
were agreeing to. There was also continuing concern among both participant and non-participant
GPs about the low quality of some GP case notes and records, especially from locums. Some hand
written consultation noteswere believed to be generally illegible.

Aswe might expect, non-participating GPstended to continue to emphasise their concernsand the
disadvantagesthey perceived. By the end of the research interview there wassometimesareduction
in concerns initially reported about issues to do with collection and return, as a result of greater
understanding of optionsfor transferring information. A request for records for the last two years
might have led one non-participant GP to consider taking part more favourably, because recent
records and notes were computerised. Other GPs, however, both participant and non-participant,
felt atwo-year period for assessment would be insufficient. They said that some conditionshad long
historiesand thishad a bearing on capacity for work.

When GPs, maintaining strong negative views about the pilot arrangements, were asked whether
anything might change their mind, suggestionsmade included:

+ evidence of better benefit decisions, at realistic cost for the Exchequer;
+ evidence that patients wanted the new arrangements;
+ specific written consent from patients (comparable to those prepared by solicitors);

+ reduction of length of the period for which records were required to two years (thus enabling
wholly electronic transfer procedure).

2.4 Summary

The pilot arrangements had been welcomed by GPs who saw opportunities for saving time and
shedding an administrative chore, and a procedure likely to lead to a more balanced picture for
benefitsdecisions, or at least no worse an assessment of their patient. GPswho had declined to take
part had concernsabout confidentiality, whether patientsunderstood theimplicationsof consenting
totheprocedure, and saw risksin lossof ordamageto theirrecordsand not having continuousaccess
inthesurgery. Practicestaking part in the pilot arrangementsshared some of these concerns, but had
resolved difficulties. Some had sought more information about how the recordswould be handled,
and some had developed their own proceduresto minimise practical risksor inconveniences. Practice
managerswere often of key importance in decisions made about participation in the pilot.

Not all GPstaking part had noticed any impact. Those who did were GPspractising on theirown, GPs
in areasof social disadvantage and thosewho tended to spendlongertimeinfillinginthelB113 forms.
The administrative and clerical staff with day-to-day responsibility for implementing the new
arrangementshad mixed viewson theimpact of the pilot. Practicessending actual recordshad found
the process fairly quick and easy and no problems had arisen. In practices sending photocopied
records and print-out from wholly computerised records, the additional work required was time-
consuming and could behardtofitinto existing work schedules. Asaresult, it wasnot alwayspossible
to meet time requirements, and the payment wasfelt insufficient.
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There wassome evidence that GPswhose strong negative viewshad led to non-participation, might
view the pilot arrangements more favourably with greater understanding about how the records
were handled. Concernsremained, however, about confidentiality and informed consent.






3 Viewsand experiences of
iIncapacity benefits
claimants

This chapter presents views and experiences of the pilot arrangements of incapacity benefits
claimantsin the Sheffield and Rotherham area. Thefirst two partsof the chapter explain what people
understood about the pilot and why they decided to take part or not. Section 3.3 presentsfindings
about people’sgeneral awarenessof, and interest in, the process of medical assessment. Section 3.4
explainshow theyfelt about their GPs, what they thought their medical recordscontained, and views
on medical examinations. This sets the context for discussion of perceived advantages and
disadvantages of the pilot arrangements, the subject of Section 3.5. The last part of this chapter
presentsclaimants’ overall views of the pilot. Appendix A explainsthe selection of the 32 claimants,
whose views were sought for this part of the research, and provides a summary of their main
characteristics. Twenty-two were recruited as participantsin the pilot, and ten asnon-participants.

3.1 Taking part in the pilot

The main source of information about the pilot was the DWP explanatory leaflet sent with the
incapacity benefit claim form or the IB50 questionnaire. The leaflet included atelephone number for
moreinformation. People were given the option to opt out of the pilot by ticking abox on their claim
form if they did not want DWPto have accessto their case notes. People who submitted their claim
form beforethepilot started, and who were not required to fillin an IB50 questionnaire, were sent an
explanatory letter (PEG1), and the opportunity to opt in.

3.1.1  Awarenessof the pilot

Although incapacity benefits claimants were recruited to the research as pilot participants or non-
participants, at the start of their research interview not everybody was aware of their relationship to
the pilot. The lettersinviting people to be interviewed and the researchers’ introductions served as
reminders, but not everybody recruited as participants understood they were taking part and some
recruited as non-participants believed their claim was being dealt with under new arrangements.
Even after prompting there remained a small group of people who appeared to have no prior
knowledge of the pilot arrangements, and were thusunable to discuss decisions about taking part.
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Those who remembered they were in some form of incapacity benefits ‘experiment’ knew that they
had given permission. Not all such people could now remember what the pilot involved, but most who
remembered giving permission thought they had understood at the time.

Some people remembered generally that the pilot was about medical records, or going further into
their medical details. Non-participantsretained less understanding about the pilot than people who
had agreed to take part, aswemight expect. Those peoplewho had retained clear understanding that
thenew arrangementsinvolved DWPlooking directly at the medical recordsheld by their GPincluded
men and women in different age groups, and people recruited as new claimants and re-referrals.

3.1.2 Sourcesof information about the pilot

Few people could remember receiving a leaflet about the pilot; there were more frequent mentions
of ‘aletter . It wasfrustrating when the letter did not enclose the leaflet to which it referred, assome
people reported.

Telephoning for moreinformation had not worked well forthose who had tried this. Peoplewho had
sought information in this way said that staff seemed poorly informed. (We do not know whether
such people used the advertised helpline or telephoned local DWP offices.)

Written information could be important; some people read this carefully and thought it was useful.
Thosewho had clearest recollection of reading about the pilot and considering the new arrangements
were existing claimantsbeing re-referred for a PCA who agreed to take part. We might expect that
somepeoplewho already had experience of the medical assessment procedureswould be particularly
interested in the idea that things might be done in different ways. Among the new claimants, not
everybody who could remember receiving written information had looked at it carefully. Knowing
theirmedical recordswould be used in the assessment for benefit could be alltheinformation needed
to decide whether to take part.

Those who remembered making a decision about taking part had known that participation was
voluntary, although we see in the next section that some people thought refusal would attract
attention. Nobody remembered giving thought to whether their GPwastaking part in the pilot, but
people were interested in thisissue when the researcher raised it. There was some surprise that GPs
could also choose whether to take part. Some people thought that if claimantswanted to take part
in the new arrangementstheir GPs should be required to participate.

3.2 Deciding whether to participate

Asexplained, peopledid not need fullunderstanding of the detailsof the pilot in orderto agreeto take
part.

Reasonsreported asinfluencing agreement to take part included:

* hoping to avoid a medical examination;

* hoping for quicker and easier administration;

+ believing that DWP would be suspicious of people declining to take part;
* welcoming an opportunity to ‘show willing’;

+ having ‘nothing to hide’ and thus no reason to decline;

+ believing a ‘full picture’ from medical records would help distinguish genuine and fraudulent
claimants;
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* believing medical records would help educate DWP staff about mental illness;
* believing that advances in society required readiness to try new things;
+ general support for policy pilots and public consultation.

These reasons for taking part fall generally into two groups: possible direct consequences for
themselvesand other claimants, and perceptionsof the pilot arrangementsasa generally better way
of doing things.

Hoping to avoid being asked to go for amedical examination could be apowerfulinfluence. Previous
bad experiencesat medical examinationsmeant that some people did not want to undergo another.
Otherswho feared being asked to go for amedical included people with mental ilinessesw hich made
it hard forthem to leave home or talk to strangers. They believed such problemsmight be interpreted
as non-cooperation, leading to loss of benefits. Their hope was that their medical records would
provide all the information required for DWPto make a decision without calling them for a medical
examination.

Apart from the medical examination, some people thought that the administrative processwould be
generally simpler and quicker under the pilot arrangements. Not having to go to the GPfor aMed4
was attractive. Others did not identify specific elementsin the claiming process but had a general
feeling that it might all be easier under the pilot arrangements, especially people who had previous
bad experiences of administrative muddle and delay.

Anotherreason fortaking part wasbelief that DWPwould be suspiciousof peoplewho opted out and
it could seem better not to attract attention. This had led to some people feeling some pressure in
agreeing to take part. On the other hand, some people welcomed an opportunity to demonstrate
their readinessto take part. People with different kindsof mentalillnesssaid they wanted to be seen
to bereadyto cooperate with DWPto reduce the kind of stereotyped stigma and suspicion attached
to theirillness.

Just having ‘nothing to hide’ and, thus, no reason not to take part could be sufficient to agree to
participate. Some people had not bothered to read all the information or think much about it; some
who had been more interested saw no particular consequences for themselves. There then seemed
no reason not to give permission, although one person observed that the way agreement wassought
appeared designed to make it easier for people to agree to take part than not.

Perceptions of the pilot arrangements as a generally better way of doing thingsincluded the belief,
often expressed, that the evidence in medical records would help to distinguish ‘genuine’ from
‘fraudulent’ claimants. Another view wasthat if more DWPstaff looked at real medical records, they
would understand mentalilinessbetter. Some people observed that society would not move forward
unless people were prepared to try new things, and one person in particular strongly supported the
idea of pilots and trials with public consultation, as a good way for a democratic government to
develop policy.

The strength of such beliefs and feelings varied considerably between individual people. A person
who feared being asked to go for amedical examination and wasconfident that her medical records
showed she could not work wasmaking a strong positive choice in agreeing to take part in the pilot.
By contrast, some people could think of no reason for or against participation and attached little
importance to the matter.

Few peoplewereinterviewed who could tell the researcherswhy they had decided not to take part in
the pilot. Ten people were recruited to the research aspilot non-participants, some of these did not
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remember being invited to take part, asexplained previously, and one person believed he had given
hispermission and wastaking part. For some people it appeared that the decision not to participate
was effectively made by third parties. People making a new claim, who had received help with form
filling from advice workersor hospital staff, said their adviser must have decided against their taking
part, although they could not remember having discussed this. One person who could remember
talking about whether or not to take part asked hisGPabout it. He said that the GPsuggested it might
be easier to send the Med4, and since he was already at the surgery thiswould be no trouble.

Amongthe smallnumber of peoplewho had decided themselvesthat they preferred not to take part,
the following factorswere reported asinfluential:

» objections on grounds of confidentiality;

« mistrust of DWP use of information in GP records;

« belief that GPswould get ‘blamed” if patients lost benefits;

+ perception of administrative problems;

» belief that participation would result in additional demands on claimants.

There was some objection to the pilot on the basisthat GPnotesand records should be confidential
between doctor and patient and not available to other people. A person expecting his GPrecordsto
be used in a law suit thought they should not also be used for other purposes. Linked to issues of
confidentiality was some mistrust that DWP would use the information in the notes solely for the
purposesproposed, but would take the opportunity to look for reasonsfor denying people benefits.
Some thought that people who were not satisfied with the outcome of their assessment would be
likely to blame their GP, if the decision was based on the GP's records. Administrative problems
perceived included extrawork for office staff in the surgery and possibility of lossof the recordsw hile
they were out of the surgery. There was some feeling that agreeing to take part would bring
additionaldemandson claimantsand unwanted attention in some way, perhapsadditional callersat
home, or extra requeststo visit Sheffield offices.

It isimportant to say again that these reasons for not taking part came from only a small group of
people. The person who argued most strongly against the pilot, drawing on several of the above
issues, had actually been recruited to the research on the basisthat he was a pilot participant and it
wasnot clear to the researcher what hisstatuswasin relation to the pilot.

Aswereport below, some of the non-participantssubsequentlytold theresearcherthat their decision
might have been different had they known more, or understood correctly, about the pilot
arrangements.

3.3 Awareness and understanding of the process

In order to explore people’sunderstanding of the process of assessment, the researchersasked what
they thought happened the last time they had dealingswith DWPabout their incapacity benefit. For
the participants, thiswas the claim made under pilot arrangements; for non-participants, the claim
made under the usual arrangements.

Not everybody wasinterested in what happened. Those who made suggestionsthought staff would
look at what they themselves had written on the forms, and decide whether to seek some medical
information as proof that they were entitled. Only rarely did people mention a contributions or
income check. The kind of medical information DWP needed in order to decide entitlement was



View sand experiences of incapacity benefits claimants

31

expected to include details about past health, history of iliness and treatment, current medical
circumstances and the effects on their daily lives.

Astowhere DWPwaslikely to seek such information, most who had viewssuggested the GP. People
who had been in hospital, were receiving out-patient or psychiatric care, attending pain clinics,
diabetic clinics, drug rehabilitation centres or eye hospitals felt that the most appropriate medical
information for the DWP was held by consultants or other health specialists. Some felt that DWP
would write to their consultant, but not everybody was confident that thiswas part of the process.
Wondering if DIWPmight deal with their claim solely on the basis of medical information supplied by
aGPcouldbeaconcern. Asmall group of people, participantsand non-participants, thought that the
GPwasnot approached again for the incapacity benefit claim, but that the primary medical evidence
wasthe number and contents of sickness certificatesissued.

Other suggestions of possible sources of information included occupational health personnel or
managers at work. There was also a belief that DWP would draw on medical information already
supplied, for example looking across previous sick notes, or reports for claims for industrial injuries
benefitsand allowances.

Views varied as to which DWP staff had responsibility for collecting the information and making
decisions and how this happened. A few people mentioned the points system or ‘formula’ but this
was not well understood. Some suggested decisions about entitlement were made by a ‘panef,
‘board’ or ‘jury, expected to include doctors, DWP personnel, or possibly solicitors. Medical
examinations were generally thought to be part of the overall process, but few had a full picture of
how the medicalfittedin. It wasgenerallythought that assessment ‘panels’ and medical examinations
were located at centralised offices, and suggestionsincluded Sheffield, Newcastle and Leeds. Aswe
might expect, long-term incapacity benefitsrecipients and people whose relatives also had histories
of claiming incapacity/invalidity benefits had the best grasp on the overall procedures.

PFilot participants, who had previously been assessed under pre-trial arrangementsin the current or
previous claiming spell, perceived few differencesin the processes experienced thus far, although
some had noted not having to get aMed4.

3.4 Relationshipswith GPs, perceptions of medical records,
and views on medical examinations

We would expect claimants’ views of the new arrangementsto depend partly on their relationship
with their GPand how carefully they expected the GPto fillin benefit formsabout them. Viewsmight
also depend on what peoplethought GPrecordscontained and how medical examinationsfitted into
assessments. This part of the chapter presentsfindingson these issues, to inform understanding of
claimants’ overall view s about the pilot arrangements.

3.4.1 Relationshipswith GPs

As we might expect, there was wide variation in people’s reported relationships with their GPs, in
terms of: length of the relationship; frequency of and reason for contacts; continuity of contact in
multi-partner practices; and satisfaction with the care provided.

At one end of the spectrum were people who said they went to the surgery only for repeat
prescriptions, rarely saw the same doctor twice, and did not ratethe GPsvery highly. At the other end
of the spectrum were people who visited, at least once a month, a respected GPwhom they had
known from childhood. Similarly, there waswide variation in people’sexpectationsand experiences
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of discussing benefitsand work with the GP; their confidence in the quality of the GP'srecords and
general record keeping; and their own assessment of their GP'scommitment to careful reporting on
benefit forms.

3.4.2 Perceptionsof medical records

Everybody had seen their GP making notes during consultations, either handwritten or on the
computer, and most people had seen a ‘file’ or ‘folder for storage of notes and other items about
them. Nobody in the study mentioned ever having asked to see notes kept about them.

There was variable knowledge about, and interest in, what else might be in the file. Suggestions
included correspondence between the GPand hospital consultantsincluding detailsof investigations,
operations, treatment and progress; results of tests done at the surgery and in hospital; X-rays;
prescription records; appointmentswith psychiatristsand counsellors, and records of work absence.
Some people wondered how paper recordswere linked up with computer recordsin the surgery, or
whether the records and notes were ever weeded out, to make space by getting rid of unwanted
information.

While some were confident that their medical records held by the GPwent back to their birth and
weretransferred asthey moved homeorchanged theirdoctor, otherswerelesssurethat their current
GPhad afull historical record.

3.4.3 Viewson medical examinations

Although new claimants had no recent experience of a medical examination for incapacity benefit
some had been for medicalsin previousclaiming spells. Most recruited asre-referralsremembered a
previous medical for Incapacity or Invalidity Benefit. In addition, some people recalled medical
examinationsfor Disability Living Allowance or industrial injuriesbenefits. Some had clear memories
of what parents or spouses had told them about their medical examinations. As expected from
previousresearch, people drew on all such experiences and accountswhen they discussed the place
of medical examinationsin assessmentsfor incapacity benefits.

There was a wide range of feelings about previous personal experiences of medical examinations,
linked to benefit outcomes and how people felt the examining doctor had treated them. Practical
problemswere also mentioned including the difficulty of the journey and budgeting in advance for
the cost of travel. This study was not designed to explore fully respondents’ experiences of medical
examinations. Rather,thefocuswason people’sperceptionsof how amedical examination fitted into
the assessment for benefit, and therole of any medical information about claimantsprovided forthe
examining doctor.

Therewasawidespread belief that everybody receiving incapacity benefit waseventually asked to go
foramedical examination. Othersthought there was a selective processin which some people were
more likely to be asked to attend, although the criteria involved were not clear. A few people
suggested that the requirement for a medical was linked to the length of the claim in some way.
Suggestions here were ‘so many weeks after claiming’ and then ‘every 12 months, or just simply
when people have been off work for along time, or ‘seemed to be getting better .

There was widespread acceptance of the importance of medical examinationsin the assessment of
incapacity benefit and support for the principle that everybody should have a medical examination
eventually. Underlying thiswas a belief that deciding whether a person’s condition prevented them
from working could onlybe made properly by seeing the person and talking to them about ‘what was
wrong’ and how they felt. Even people who were anxiousabout being asked to go for amedical, and
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people who had previously had bad experiences and disappointing outcomes, could support in
principle the idea of a medical asan important part of the decision process.

There was also belief that a medical examination would help identify people making fraudulent
claims.

Those who felt that medical examinationswould be unhelpful for their own claimsincluded people
with symptoms of mental illness which would prevent them from going to an appointment, or
communicating with the doctor when they got there, and who feared subsequent loss of benefit. A
small group of peoplethought that a short medical wasinsufficient for an unfamiliar doctorto assess
their condition, especially when thisvaried, or was complex.

The need to conduct separate medical examinations for different state benefits such as Incapacity
Benefit and Industrial Injuries Benefit wasbelieved to be a waste of time and resources.

Therewasgeneral support for the examining doctor to have available asmuch information about the
claimant aspossible, and thisincluded information from the person’sGP. Thosewho believed that the
fullest picture of their condition and itseffectslay with their hospital consultantsfelt it wasimportant
forthe examining doctor to have thiskind of information.

When asked directly if it would be better for the examining doctor to see their actual GPrecords or
havethe GP swritten opinions, most people opted forthe actual recordson the basisthat thesewould
provide the fullest picture, and that medicalswould be shorter and morefitting if the doctor had full
information in advance. Therew as, however, some scepticism among peoplewho had already had an
incapacity benefit medical examination, that the examining doctor would actually read through lots
of notes. Some were critical of what they had experienced as short examinations by doctors who
appeared to know little about them.

A person who would prefer the examining doctor to read information from the GP written on a
standard form rather than the GPrecords, emphasised the need for a personal opinion from medical
personnel who knew her history and current situation.

3.5 Advantagesand disadvantages of the pilot
arrangements

In orderto get informed opinionsabout the pilot arrangements, towardsthe end of the interview the
researcher summarised the main differences between usual arrangements for collecting medical
evidenceandthearrangementsin thepilot. The emphasiswason thebasicdifference between asking
the GPto send medical information by writing on aform and asking the GPto send notesand records.
Thisserved to confirm people’sunderstanding, correct misapprehensionsorincrease theirknowledge.
Forthose who had little prior understanding or lessinterest in procedures, it could be hard to absorb
new information of thiskind during the interview, and misunderstandingsand confusionsremained
among some of the respondents. It isimportant to remember thisin considering claimants’ overall
viewson the new arrangements.

Some people saw only advantages, or expressed only negative views. Othersidentified advantages
but expressed some concernsor qualified their commentswith reference to possible disadvantages.
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3.5.1 Positive views

Claimantsin both the participant and non-participant groupsexpressed positive view sabout the pilot
arrangements. There was no systematic difference in the views of new and re-referred claimants.
Advantagesidentified spontaneously included anticipated effectsfor themselves or other claimants
and for the DWP, and effectsfor GPs.

The advantages for claimants and the DWP were that staff making decisions about benefitswould
have a fuller picture of the claimant’s condition and its effects. There would be less danger of GPs
omitting essential information, and important information from hospitals and consultantswould all
be available. The GP records would demonstrate change in someone’s condition over time, which
might be important.

With a‘full picture’ and more ‘proof from the GPrecords, benefitsstaff would be better ableto make
the right decisions. This meant that they (the claimants themselves) would be more likely to be
identified asproperly entitled to incapacity benefit, and there would be no doubt about how ill they
were (thislatter point wasemphasised especially by people with mentaliliness). The full picture from
the GPrecordswas also more likely to identify people making fraudulent claims (other people who
were able to work) and would prevent claims being decided on the basis of information written by
(other) over-sympathetic GPs.

Further advantagesfor claimantswere that there would be no need for a GPappointment just to get
a Med4. Fewer medical examinations would be needed, thus there would be fewer unnecessary
demandson claimantsand, some thought, less expense for DWP. If a medical was required, people
would be asked fewer and more relevant questions because the examining doctor would already
have full medical information.

Advantageswere perceived for GPsin termsof areductionintheworkinvolved in getting information
from the records or computer, remembering the patient and thinking what to write, and filling in
forms. Lessbenefitswork for GPswould mean more time available to spend with patients.

3.5.2 Negative views

Again, peoplein both participant and non-participant groups expressed some negative views about
the pilot arrangements, and potential disadvantageswere identified for claimantsand the DWP, and
GPs.

Issues were raised about confidentiality. There were concerns about who would have access to
medical notesand recordswhile they were out of the surgery. Not everybody trusted the DWPto use
the recordsonly for purposes of incapacity benefits.

Contrary to those who believed that the GP notes would provide the ‘full picture’, some claimants
thought that the GP records did not always reflect the full impact of a person’s condition. Some
matters were discussed with, and known by, the GP but not recorded (mentioned by people with
mental health problems). Thus, in some situations, the GPwould be able to provide more relevant
information on the IB113 form than would be found in the records. Using medical information from
GPrecordsdid not addressthe problem perceived by somewho thought that information relevant to
their claim was held by psychiatrists or consultants, and was not all in their GPrecords. People who
discussed their condition mainly with counsellors or advice workers, or were dealing with their
condition through self-help groups also thought that the relevant information for their incapacity
benefit claim wasnotin their GPrecords. One person madethepoint that if DWPrelied on GPrecords,
those people who received all their support and help through self-help groups and alternative
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therapies, and were trying not to rely on medication, only visited their GPfor benefits certification. It
might be easy for athird party looking at the GPrecordsto interpret their lack of GPconsultation and
treatment as evidence that they were not ill.

Oneclaimant whowaswellinformed about the pilot arrangementsfelt that aperiod of five yearswas
notlong enough for seeking relevant medicalinformation. Some conditionsfluctuated, or developed
in response to other earlier conditions, and this affected people’s capacity for work.

One view wasthat neither the pilot arrangements nor the IB113 procedure addressed the problem
perceived that some (other) people did not tell the truth to their GP.

Therewere some anxietiesthat even if the GPrecordswere potentially abetter source of information
thaninformation provided onthe IB113 forms, DWPstaff might not useit properly, forexample using
onlyinformation which would disallow aclaim. One suggestion wasthat it would betime-consuming
to examine properly along medical record. If some benefits staff had time only to quickly scan the
records, somerelevant information could be missed. Another suggestion wasthat medical examinations
would bedominated by the doctor reading GPrecords, leaving insufficient time to examine or talk to
the claimant.

The pilot arrangementsappeared to some claimantsto introduce new formsof bureaucracy and the
possibility of greater expense overall. One person suggested that if the pilot arrangementsdid lead to
extra expense for DWP, charges might be introduced for claimants. If the GP records did provide
betterinformation for the DWP, thiswould mean more disallowances and more appeals. Thiscould
undermine GP/patient relationships, and more appealswould be a disadvantage for DWP.

Some claimantssaw other disadvantagesfor GPsin extrawork and expense in transferring the notes
and recordsand the possibility of them being lost during transfer and use. There could be problemsif
recordswere not in the surgery when the patient needed treatment, and one person reported this
experience herself. The point was made that some GPs just might not like their own notes being
looked at in thisnew way.

Aspeopleweighed up advantagesof the new arrangementsagainst potential negative effects, some
emphasised the importance of the quality of the information supplied to DWP, as well as the
relevance. Only one person thought there would be any impact on their own relationship with their
GP, but there were suggestionsthat it would beimportant for GPsto know in advance that claimants
had given their consent to recordsbeing used in thisway.

Viewsvaried asto whether the new arrangementswould be quicker, overall. Having less paperw ork
would save GPs' time, but thetimeinputinthe surgery might just be shifted onto administrative staff
who had to deal with practicalities. It wasalso thought likely that staff using the medical information
would need more time under the new arrangements, reading through all the different pieces of
information, letters, testsand records. Asa result, some people thought that it might take longer to
reach a decision.

It waspeoplewho wererecruited aspilot participants, who had been re-referred, who made the most
sophisticated analysis of the advantages and disadvantages. They weighed up possible positive and
negativeimpacts, seeing anumber of argumentson both sides, sometimesillustrated from theirown
experience within and before the pilot.
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3.6 Overall viewsof the trial

Before summarising claimants’ overall viewsabout the pilot it isimportant to remember that even at
the end of their research interview some people still had little understanding of the medical
assessment process, confusionsor big gapsin their knowledge. Some people said they were just not
much interested. What is presented here are the main patterns which emerged, and the issues of
particular interest for policy makers. Some of the views expressed come, however, from relatively
small numbersof people.

3.6.1 Ontaking part

By the end of the interview, most people recruited aspilot participants, including those who initially
had not realised their own assessment wasbeing dealt with under new arrangements, said they were
contentto havebeenincluded. Therewasafeeling thatit wasbetterto test new arrangementsbefore
introducing them for everybody, and that somebody alwayshad to be ‘the guineapig’ . Some wished
they had understood the process better, however.

Only one person in the participant group said if she had fully understood that only the last five years
of recordswere examined she would not have taken part. She believed that a full picture of whether
she could work depended on looking at her recordsand considering her condition over alonger time
period.

Most people recruited as non-participants appeared more positive about the pilot arrangements at
theend of theinterview than at thebeginning. Greater understanding about what wasinvolved inthe
pilot helped to address some of their initial concerns or uncertainties. It was not unusual for non-
participantsto say that they would have been more likely to take part if they had understood more at
thetime.

3.6.2 Asatechnique for testing policy

Therewassomeinterest when people learned that the pilot wasonly taking place locally. Some were
pleased that they had had an opportunity to help find out whether a new idea worked.

Learning from the researchers that GPs had been able to choose whether to take part drew some
disapproval, asdescribed earlier. It wasconsidered wrong that some people, who might havewanted
their claim dealt with under pilot arrangements, had been denied the opportunity.

3.6.3 Onimplementing the pilot arrangements nationally

By the end of the interviews, most people felt that it would be ‘agood idea or *all right to introduce
the new arrangements nationally, although they thought some other claimants would not like it,
especially people who felt it was invading privacy and those who were subsequently disallowed
benefit. Claimantsthought that some GPs were likely to be resistant, not wanting other people to
look so directly at how they worked.

Some pointed out their views might well change when they learned the outcome of their recent
assessment. Being disallowed benefit would tend to strengthen negative feelings about whichever
arrangementshad been used. The person who wished she had not taken part in the pilot said that if
benefit wasrefused she would certainly appeal on the basis of being in a trial about which, she felt,
insufficientinformation had been provided. Strong feelingsagainst extension of the pilot arrangements
also came from a man who thought that it would ‘cause trouble’ by leading to more appeals and
poorer relationshipsbetween GPs and patients.
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Some people were puzzled about how theissue of individual consent would be dealt with if the pilot
arrangementswereintroduced on anational basisor if they became compulsory. People emphasised
the importance of ensuring confidentiality in dealing with the medical records and notesif the new
arrangementswereto be generallyimplemented. Speedy return and careful handling of notestaken
from the surgery would be essential.

3.7 Summary

Not everybody in the claimant study group was aw are of their relationship with the pilot. By the end
of the research interviews some still had gaps in their understanding of the general medical
assessment process, and the pilot arrangements.

Those who remembered agreeing to take part in the pilot were influenced by possible consequences
for themselves, such as avoiding a medical examination, or not wanting to attract attention by
declining to take part. Some liked the idea that seeing the medical records would help DWP
distinguish genuine claimants. Only a small group of people remembered deciding not to take part,
usually because of concerns about how the GPrecords would be used, or administrative problems
perceived for GPsand themselves.

Claimants generally understood that GP records included consultation notes and records of
prescriptions, and some also knew that letters from consultants and results of hospital tests were
included. There was wide variation in claimants’ reported relationships with their GPs, and their
expectations of their GP's approach to providing information for benefits purposes, both of which
could influence views of the pilot arrangements.

Both advantages and disadvantages in the pilot arrangements were perceived for claimants, DWP
and GPs. Nearly allthose who had taken part were content to have been included, and most of those
recruited asnon-participantsappeared more positive about the pilot arrangementsat the end of the
research interview, when they understood more, than at the beginning. Most of those interviewed,
who had aview asto whether the pilot arrangements should be introduced on a national basis, felt
positively about this. These views might change when people received their decision about benefit
entitlement.






4 Administering the pilot
arrangements

4.1 Implementation in Jobcentre Plus

Within Jobcentre Plus, staff in the medical administration teamsdealt with claimsprocessed underthe
pilot arrangements alongside incapacity benefits claims being dealt with in the usual way. Group
discussions with three teams of administrative staff, nearly 12 months after the introduction of the
pilot, provided information about the effect of the pilot on the work of the processing staff, and
further perspectiveson the impact of the pilot on claimantsand their advisers. Details of recruitment
to, and conduct of, the group discussions are in Appendix A.

Most of the discussion with staff was concerned with differences in practice in processing claims
under the pilot arrangements in comparison with usual ways of working, and the effect of these
changes. Aswe might expect in the introduction of anew way of working, some problemsdid arise.
Understanding what was happening provides useful pointers to ways of avoiding such problems
should the pilot arrangementsbeintroduced elsewhere. Drawing on their direct practical experience,
staff gave their views on the main strengths and weaknesses of the pilot arrangements.

4.1.1 The impact on working practices

Normally, the administrative work required in processing Personal Capability Assessments in
Jobcentre Plus is largely computer driven. Staff work in response to what are called ‘BF prompts’
(Brought Forward), which indicate appropriate processing stagesand time limitsforindividual claims.
Staff use the computer to issue standard letters and forms, manage the administrative flowsto and
from decision makers and Medical Services, and, depending on outcome, withdraw benefit. Some
reminder lettersareissued automaticallyto claimantsfrom whom aresponseisrequired, according to
stagesreached and pre-set time limits. It wasdecided that the pilot would rely on clerical procedures,
and that any decision to extend it more widely would require consideration of supporting ITchanges.
No new computer programmeswere inserted for processing and managing claimsdealt with under
the pilot arrangements.

Jobcentre Plus staff and the pilot project knew when the pilot was set up that the reliance on clerical
procedureswould mean that they would have to take more decisionsthemselves about processing,
and do more clerical and manual work in dealing with claims under the pilot arrangements. They
explained the impact of this. First, staff had to decide whether to deal with the medical assessment
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under the usual arrangements or the pilot. This meant checking first whether that person’s GPwas
taking part in the pilot. Staff had listsof GPsand practicesw hich indicated which doctorswere taking
partinthepilot. It took sometimeto search through these lists, which werere-issued quite frequently
because, staff understood, some GPs changed their minds about participation during the pilot.
Finding theclaimant’sGPwasnot alwaysstraightforward;for example, if patientshad seen locumsor
changed their address or if GP practices operated from more than one surgery. It was sometimes
necessary to telephone surgeries, and this could mean having to explain the pilot to practice staff.
Staff thought there was the potential for some errors in matching claimantsto GPs, and deciding
whether claimantswere pilot participantsor not. Claimantscould change between the categories of
participant and non-participant during processing, for example, if they changed their GPor changed
their mind. Which category claimants belonged to was not always clear, and additional checks and
telephone callswere required in order to make the right decisions.

Additional confusionsarosewhen instructionschanged, earlyin the pilot. Forexamplere-referral PCA
cases were introduced two months into the pilot, requiring some re-learning of procedures. A
frustration which remained throughout the pilot was that there was no indication to staff of what
changeshad been madewhen listsof participating/non-participating GPsw erere-issued, so they had
to search through carefully themselves each time they received a new list.

When claimants were identified as potential participants, staff first had to adjust their computer
programme so that the normal promptswere overridden, and then set new BFpromptsto guide the
process. They estimated that thistook four or five times aslong as setting prompts under the usual
arrangements. The decision wasthen made, asusual, whether to deal with the claimant asa person
with amentalilinessor terminalillnesswho waspotentially exempt. Under usual arrangements, and
on behalf of the approved doctor (medical officer), they would issuethe IB113 to the person’sGP, for
returnto the approved doctor. Under the pilot arrangements, they sent the claimant’sdetailsand the
GP'sreference number by faxto Medical Services, anew component in the process.

In addition to the cases described above, new claimants who were potentially exempt, and those
returned with advice from an approved doctor that the claimant wasnot exempt, were people who
were potentially exempt but who had started their claim before the pilot started. For these people,
staff issued ahand written PEG1 form with explanatoryinformation about the pilot, seeking claimant
agreement to take part. If positive replieswere received, the consent wascopied and sent to Medical
Servicesbyfax, with atracking form SB1. Repliesfrom claimantscould take along time, however, and
sometimes came after the time limits had expired and the case was already being dealt with under
usual arrangements. Staff thought that some peoplewith mentalillness, and some peoplewith drugs
oralcohol problemstook aparticularlylong timeto deal with lettersfrom the DWP. If they did receive
a consent to participation from a person whose claim they had already started to deal with under
usual arrangementsthey tried as far as possible to intervene in the process, for example, sending a
covering letter to Medical Services. Thisagain caused additional work.

Some people making new claimscame into the pilot by indicating consent on the application form.
The next stage for non-exempt participants was to send them an IB50P, the questionnaire for self-
completion. Thiswas the usual form IB50 with an additional explanation of the pilot, and another
opportunity to opt out. When these forms were returned, some claimants already notified as pilot
participants had opted out (and vice versa) and had to be recategorised, with covering notes sent to
Medical Services.

In addition to the additional clerical and administrative work described above, staff explained that if
pilot casestook some time to process, measuresinitially taken to override the usual system prompts
began to produce ‘action overdue’ promptsand promptsto alert staff to time limitsrunning out. As
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aresult, their ‘prompt load’ increased considerably, and required additional work. In one office which
reported low staff levels and other problemsduring 2002 the pilot had increased backlogs of work
and sometimesseemed like ‘an ongoing struggle’, even with additional resources. In all offices, it had
taken some time to get used to the new arrangements.

When staff were asked what they thought had been the effect of the pilot on decision making there
was some doubt that the pilot had led to more paper-based exemptions or fewer medical
examinations, ashoped, although relativelylow numbersof participantsmeant that it washard to see
definite patterns. In one office, staff thought that the pilot arrangements had probably delayed
decisions'®for claimantsasaresult of the additional processing componentsand extended time limits.

4.1.2 Perspectivesfrom claimants

Telephone enquiries about the pilot arrangements from claimants and their advisers provide useful
perspectiveson concernsand issuesarising for people whose incapacity benefit wasbeing dealt with
during the pilot period.

Enquirieswere sometimesmade in response to receipt of the PEG1 or IBS0P. Some people wanted to
know what would happen to their GPrecordswhen they went from the surgery and how theywould
be used. There were concerns that records would be dealt with in confidence and with care, and
eitherreturned or that photocopieswould be shredded. Staff said that some claimantswere pleased
to hear that information in their GP records would be available to people making decisions about
benefits. This was reported especially from some people with mental illnesses and some people
expecting to be asked to go to a medical examination who said that better and fuller information
about their condition and its effect would be in their GPrecords.

Staff also received telephone calls from people who did not understand the PEG1 form, seeking
guidance from staff about whether they should agree to take part. Staff tried to explain the pilot
arrangements and what would be involved, but tried to avoid influencing decisions. Some people
telephonedto let staff know how much theydisagreed with the proposed arrangements. Laterin the
process, some participantstelephonedto find out whether Med4 formswere still required, and to sort
out other confusions. Altogether, processing staff received an increased number of telephone calls
from claimantsduring the pilot, and some of these required sensitive handling. Therewere, how ever,
very few enquiriesfrom GPsurgeries, benefitsadvisersor health/care professionals. Each team could
remember only one or two such enquiriesduring the pilot period.

4.1.3 Strengthsand weaknesses of the pilot

Staff had initially been interested in the pilot, and keen to take part effectively, although concerned
about the lack of computer programme adjustments for implementation. There had been
disappointment and some surprise at what seemed a relatively low number of GPs agreeing to take
part.

In the office, immediate managers had been supportive of staff engaged on the pilot, and it was
agreed that relaxation of performance targetsduring the pilot had been realistic. How ever, therewas
some feeling that staff had been left to find their way through problemsby those who designed the
pilot. It could have been helpfulto have some ‘project support’; for example, some meetingswith staff
in other offices, or project personnel who kept closely in touch with what washappening, and were
available to discussissues asthey arose, especially in the early stages which were hard.

% Delayed decisions do not automatically mean delayed benefit payments, as people receive benefit while
waiting for a Personal Capability Assessment decision.
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Looking back on the pilot, the main weaknesses perceived were:

+ the lack of IT support, increasing clerical and manual workload;
* introduction of changes during the pilot, requiring re-learning and leading to some confusion;

+ lack of overall support and information for staff running a pilot.

Requirementsfor both GPand claimant consent were not seen asweaknesses, but asfactorswhich
increased complexity, created extra administration and, in some cases, delays.

When asked about the strengthsof the pilot arrangements, one view wasthat claimantswould have
no grounds for believing that their case had not been looked at thoroughly. There would be less
chance of doctorsconducting medical examinationswithout relevant information. Thismight lead to
fewertelephone callsfrom angry claimants. There wassome doubt that there would be much effect
on the number of appeals, however, as many factorsinfluenced whether people appealed against
withdrawal of benefit.

On balance, it wasthought better to have run a pilot than not, when considering a major change in
procedure. An additional strength of the pilot wasthat there were now administrative staff who had
key information and expertise if decisionswere taken to introduce the new arrangementsgenerally.
Staff hoped that they would be consulted. They felt their viewswould be of great value, for example
in providing advice on how to adapt the computer programme and how staff could be helpedtolearn
the new process.

In all offices, the general view from Decision Makers was that the quality and detail of medical
information extracted from GP notes and records, as seen in the case papers they were processing
under the pilot arrangements, washigher in comparison with what waswritten on IB113 forms. If all
GPs were required to cooperate; and if all claimswere dealt with under these arrangements; and if
there was requisite IT support staff thought medical assessments would be better. There remained
some concern about whether all claimantswould understand how their GPrecordswere being used,
and whethertheywould all agree with this. Running parallel processes, for claimantswho did and did
not agree to take part, would be far from ideal, however, and possibly unworkable.

4.2 Implementation in the Leeds Medical Services Centre

Within the Leeds M edical Services Centre administrative staff dealt with claims processed under the
pilot arrangements and the usual arrangements. The team leader who oversaw this administrative
work wasinterviewed about the impact of the pilot on the team’swork, and approved doctorswere
also asked for their viewson the workings of the pilot.

The Leeds Medical Services Centre is managed by SchlumbergerSema, a commercial company that,
since 1998, hasbeen contracted to providethe DWPand Jobcentre Pluswith medical advice on state
benefit claims.

4.2.1 Impact on working practices

The medical evidence pilot required a number of new administrative procedures to be introduced.
Cases to be decided under the pilot arrangements were received from two of the participating
Jobcentre Plus offices. These contained evidence that the claimant had consented to take part in the
pilot. The case wasfirst logged on adatabase specially created for the pilot. The database wasused to
track the progress of the case and to record information intended to assist SchlumbergerSema and
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DWPintheevaluation of thepilot. The next task within the M edical ServicesCentrewasto request the
GP notes. Thisrequired a notification to be sent to the courier firm, which included the claimant’s
consent.

The task of the courier firm wasto arrange collection of the claimant’srecord from the GP s surgery,
scan the contentsonto a CD, and deliver thisto the Medical Services Centre. The target for achieving
thisturnaround of caseswas set at ten days. It wasreported that in most casesthistarget was met.
Security of the CD was important. Deliveries from the courier firm were made directly to a secure,
locked officeto which accesswasrestricted. In the Medical ServicesCentrethe CD wasthen linked to
the appropriate paper case file and allocated to one of the approved doctors, who took whatever
action wasrequired (i.e. made a decision about exemption, or carried out a scrutiny of the case).

These administrative procedures contrast with the usual arrangements for dealing with incapacity
benefit claims. Here case filesarrived from a Jobcentre Plus office and were allocated immediately to
an approved doctor. Staff in the Jobcentre Plusoffice may already have requested an IB113 from the
claimant’s GP on behalf of the medical officer. If an IB113 report had been returned it was in the
claimant’s file. Under the pilot arrangements, therefore, there was an additional stage in the
administration of claims, and one of the impacts of the pilot was that the time a case spent in the
M edical Services Centre had increased in comparison with the usual arrangements.

Under the usual arrangements an approved doctor requiring further information from a GPabout a
claim had two main options. They could passthe case back to the administrative staff with instructions
to send the GPan IB113 or they could complete a customised ‘request for information’ form (FRR2)
containing specificquestionsabout the claimant. Thefirst of these optionswasrendered unnecessary
under the pilot because all casescontained an SB2 form in place of the IB113. In principle, therefore,
the pilot could be expected to produce a reduction in this kind of work for administrative staff. In
practice, few such additional requests for IB113s are ever made and no actual reduction had been
noticed.

It wasreported that the flow of pilot caseshad been very slow in the early monthsand had increased
onlygradually. Atitspeak, however, the flow had reached around 20 casesper day. Bythetimeofthe
research interviewstowardsthe end of the pilot, the rate had fallen to around four a day.

It was explained that as soon as a CD of a claimant’s GP record had arrived in the Centre it was
allocated to an approved doctor for action. Caseswere not stockpiled until apredetermined number
had been reached, nor were different types of case allocated to particular doctors. The aim wasto
process the claims as quickly as possible in order to meet internal targets and contractual
requirements.

It was noted that the task of collecting and entering information about processing claims for
monitoring and evaluation purposes had been an additional impact of the pilot. However, it was
recognised that thiswork was linked to the design of the pilot and would not continue in the same
form after itsend.

4.2.2 Implicationsof the pilot

The pilot was reported to have created additional work for the administrative staff of the Leeds
Medical Services Centre. Thiswork was not in itself problematic. The systems that had been put in
place to administer and monitor the pilot had worked well. In conjunction with the courier firm the
supply and secure handling of the CDs of GPrecords had also worked well.
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If the pilot wasto be extended elsew here, it wassuggested that consideration could usefully be given
to two particular aspects of the pilot arrangements. Frst, the additional work placed on Medical
Services Centres in arranging collection of GP records and in handling them securely would have
resource implicationsif thistask remained with them in the future. Secondly, there wasa perception
that the requirement to send copies of claimants consents to the courier firm added to the
administrative burden in processing cases. There was, therefore, the potential of reducing this by
designing different consent proceduresbased, perhaps, on some form of electronic transfer.

4.3 Summary

Thepilot created extraadministrative and clerical work for Jobcentre processing staff and the M edical
ServicesCentre. The staff involved were interested in the project and committed to implementing the
pilot arrangementsefficiently. These staff have key information and expertiseif decisionsaretaken to
develop the new arrangements at a national level.



5 Using GPrecordsin the
administration of
Incapacity Benefit

This chapter presentsthe experiences and views of approved doctors about the pilot arrangements
and theirusual methodsforprocessing incapacity benefit claims. Approved doctorsplay acentral part
inboththeuseand production of medical information, and underthe pilot arrangementsaretheonly
peopleto makedirect use of the actual GPrecordssupplied by the practice. The next chapter explores
the use of medical information by Examining M edical Officers (EM Os) and by Jobcentre Plusdecision
makers.

For Incapacity Benefit claims, the role of the approved doctor encompassesthe following:

+ to advise a decision maker whether a claimant’s medical condition or disability appearsto meet
the criteria for exemption from the Personal Capability Assessment (PCA);

- to advise a decision maker about a claimant’s functional status in relation to the PCA on the
paper evidence (the ‘scrutiny’ stage); and

« whererequired, to advise a decision maker about a claimant’s functional statusin relation to the
PCA, following a face to face examination (the PCA examination).

Under the pilot, the approved doctor had the additional task of extracting relevant data from GP
recordsto prepare an SB2 form (extract of GPrecords).

The SB2 information is subsequently used by an approved doctor as medical evidence to inform one
or more of the above three advisory stages of the PCA process.

At the time of the research interviews, four approved doctorswere carrying out these tasks. Two of
these doctors also had experience of carrying out medical examinations for incapacity benefit
claimants. All four approved doctorswere interview ed for the research. Full details of the conduct of
the interviewsare in Appendix A.

Section 5.1 presents findings on the experience of the exemption stage of the process. Section 5.2
presentsfindingson the process of extracting information from GPrecordsand viewson the quality
of GPrecordsthat approved doctorswork with. Experiences of the scrutiny stage of the processare
discussed in Section 5.3. The last part of thischapter presentsthe overall view s of approved doctors
about the pilot arrangements.
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5.1  Extracting information from GPrecords

The process of extracting data that approved doctors are expected to follow wasdefined under the
administrative rulesdrawn up for the pilot. Only information relevant to the incapacity benefit claim
should have been extracted. Extractswere copied directly from the scanned GPrecords. These might
include the handwritten or computer notes made by the GP or other practice staff, prescription
records, hospital letters or investigation reports (such as x-ray or pathology), and reportsfrom other
professionals. Approved doctorswere permitted to transcribe handwriting and could add their own
commentary to the SB2 form drawing attention to particular aspects of the information. In the
interviews, approved doctors referred to two main types of comment. The first would draw the
attention of any subsequent EMO to one or more of the extractsthat they should specifically refer to
when they prepared their report of the medical examination (on form IB85). The second would note
relevant gapsin the GPrecord, for example, when the claimant’s IB50 reported a condition of which
there wasno mention in the GPrecord.

Two aspects of extracting information from GP records drew adverse comments from approved
doctors. First, therequirement under the pilot rulesto identify and extract the earliest and most recent
consultation dates in relation to the claimant’s relevant health condition was felt to be time
consuming, particularlywhen the maximum of five years’ recordshad to be examined. It could also be
of very little use in cases where, for example, a decision to exempt might rely on the presence of a
medical condition at the time of the claim, rather than when that condition was first diagnosed. A
second criticism was that in many cases, particularly first claims, it was necessary to extract recent
information. Experience had shown that in relatively few cases was there any relevant, useful
information from more than two years back. Time spent trawling back five years in all cases was,
therefore, unnecessary and unproductive.

The process of extracting information from GPrecordswas a varied experience. It could be relatively
easyand quick orlong and laboriousdepending onthe medical history of the claimant and thevolume
and quality of the GPrecords. (The quality of GPrecordsisdiscussed in the following section.) During
the course of the pilot there had been improvementsin the computer software used for extracting
information that had been welcome, and had reduced the time needed for the task.

Approved doctorsinterviewed were asked to describe how they approached the task of extracting
information from GPrecords. Two, almost conflicting, approachesemerged. On the one hand, there
was a view that only information relevant to what the claimant had recorded on their claim astheir
relevant health condition(s) should be extracted. The more common view, however, was that any
medical information that could have abearing on aperson’sfunctionality in relation to the IBmedical
assessment processshould be extracted. Thiswasbased on theview that claimantsare not necessarily
competent to know the extent to which their various conditions (especially in combination) affect
their functionality. One approved doctor explained that he wanted to prevent a situation where an
EMOwasfaced with aclaimant describing thingsin the examination to which therewasno reference
inthe SB2. Thiswould lead to unnecessary confusion and doubt.

Discussionswith approved doctorsabout using GPrecordsalso showed that the amount and type of
information extracted by some doctorshad changed over the course of the pilot. At the start of the
pilot,thecommon practice wasprincipally to extract information that gavethe ‘storyof theclaimant’s
condition’ as comprehensively as possible (over the past five years). The length of the SB2 extracts
varied accordingly. Asthe pilot progressed (and at the time of the research interviews) a variation in
thisapproach wasreported, in which greater emphasiswas placed on information having a possible
bearing on assessing functionality. Information giving the ‘story’ was deliberately limited, for
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example, totheprevious12 months(unlessthere wasimportant information from earlier). How ever,
information about functionality wasrarely expressed explicitly in GPrecordsand therefore approved
doctors looked for indirect or implicit information (referred to as ‘clues and ‘hints by one). An
example given was a reference in a claimant’srecordsto a recent flight abroad, which might be an
indication of the claimant’s ability to sit for extended periods. A reference in a GPrecord to recent
decorating might indicate the extent to which a claimant could stand or stretch. Approved doctors
were therefore tending to include as much of this type of information in their extracts in order to
indicate to EM Os aspects of the claimant’s condition that could usefully be explored in the medical
examination.

5.1.1 Content and standards of GPrecords

The point was made consistently that GPrecords are kept primarily to enable the GPto record their
clinicalfindingsand diagnosisandto track thetreatment of their patient; they are not geared towards
assessing disability and functionality. It wasrare, for example, for GPrecordsto contain information
about thedistancesaperson could walk. One approved doctor described thisasa ‘fundamental flaw’
in the use of GP casenotes as a source of evidence for incapacity benefit assessments.

Another consistent point was that GP records varied enormously in quality (in both content and
methods used for recording). Principal problems with GP records reported by approved doctors
included legibility and content.

It wasestimated that the percentage of handwritten notesthat wereillegible wasbetween 40 and 60
per cent. Computerised noteswere alwayslegible but not necessarily more useful than handwritten
notes. It had been noted that some GPstended to write very short entrieson computer compared with
previous handwritten notes, which tended to be fuller. It was suggested that this may be related to
GPs' age and their familiarity with using computers. Younger GPswere thought to write more than
older GPs. Thispattern was expected to change as GPs generally became more experienced in using
computers.

Variationsin the amount of information recorded by GPsin their notes also drew some criticism. In
reaching thisview approved doctorswere drawing on perceived standards of good clinical practice.
It was recognised and accepted that often GP records did not actually need to record much
information, and that in busy practicesthere wasalwayspressure to write notesquickly. An example
wasgiven of astable patient whose condition required only repeat prescriptionsbut not face-to-face
consultations. Therecord of such apatient waslikely to be thin and of little help for benefit purposes.
Nevertheless, while approved doctors described some GP records as containing a depth of
information that allowed them to get a full and rounded picture of the claimant’s condition and its
effects, they also found that some GPs’ notesclearly did not.

A separate concern wasthat information relevant to the claimant’shealth might not be contained (at
least in any detail) in GPrecords. Sometimes, for example, a claimant might have extensive contact
with health professionalsotherthan their GP(such ascommunity psychiatricnurses, drug rehabilitation
workers, or alternative therapists) but there might be little information about these contactsin the
records.

Approved doctors reported that they did not often follow up with the GP gaps in the claimant’s
medical history. There was a shared recognition and understanding that GPs’ working lives were
extremely busy and that requests for further information would generally be unwelcome. One
exception to thisapproach wasreported, however. If there was a possibility of exempting a claimant
(particularly apatient with apotentially severe mental health condition) then moreinformation might
be sought in order to prevent the claimant from going through a possibly stressful assessment
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process. In such cases, approved doctors used the standard form (FRR2) that allowed specific
guestionsabout the claimant to be put to the GP. This sort of approach elicited responsesin around
half to two-thirdsof cases. It wasnot common practice to ask GPsfor furtherinformation where their
noteswereillegible.

5.2 Using GPrecords at the exemption stage

Asexplained in Chapter 1, people with severe health conditions are exempt from the PCA. Staff in
Jobcentre Plus offices are able to make exemption decisions without the need for advice from an
approved doctor where it isapparent from information already held that such a condition exists, for
example, where aperson isreceiving the highest rate care component of Disability Living Allowance.
Where it appears that the claimant may have a severe condition which would exempt them, the
decision maker will request the advice of an approved doctor and factual clinical information will be
sought from theclaimant’sown doctor, usuallythe GP. Such casesaretreated as‘potentially exempt’.
An approved doctor will consider the evidence, including any report from the claimant’sown doctor,
and then advise the decision maker if the claimant’smedical condition fallswithin one of the exempt
categoriesdefined in legislation.

For the duration of the pilot, approved doctors had information from the claimant’s case file plus
either an SB2 extract of the scanned GP records (pilot cases), or an IB113 form completed by the
claimant’s own doctor (non-pilot cases). In addition, for re-referral PCA cases, the claimant’s
Incapacity Benefit casefile contained documentation relevant to previous periods of payment,
including earlier medical assessment and reports.

Approved doctorsinterviewed described the process of advising whether a claimant’s condition fell
into an exempt category as relatively straightforward. The exemption categories are defined in
Regulationsand information about aclaimant’sdiagnosisand treatment wasparticularly usefulto the
approved doctor. Thisis clinical information; at this stage the effect of the claimant’s condition on
functionality was not asrelevant aslater stages of the PCA process.

Approved doctorsreported that sufficient, relevant information wasusually easily found in either the
GP's records or on the IB113. However, the GP records were generally thought to contain more
informationthan most IB113sandto giveamorecomplete picture of the claimant’sclinical condition.
For somere-referral casesit wasfound that the picture of the claimant that emerged from GPrecords
differed from the picture presented in the IB113 reportsfor previousclaims. Typicallyin such casesthe
claimant’scondition appeared much lesssevere from areading of the GPrecordscompared with the
picture presented in earlier IB113s or other medical reports. Approved doctors reflected on this
finding and speculated that had such cases not been part of the pilot it waslikely that a misleading
picture of theclaimant would have been perpetuated in anew IB113 (and leading possiblyto incorrect
advice on exemption).

A possibleexplanation forthiswassuggested. It wasfelt that what the GPwrote on any medical form
relating to benefits was influenced by their relationship with the patient. It was thought common
practice for GPsto describe patients’ conditionsin such away asto reflect, and not to challenge, how
they presented themselvesto the doctor and to ease relationswith an employer. For example, while
aMed4 form might give adiagnosisof ‘depression’ there could be nothing in the GPrecordsthat was
evidence of aclinical condition. It might be more likely that the patient wasunhappy in some aspects
of their life, which might, in the GP's view, improve with a period of time away from work. Thus
recording ‘depression’ on the Med4 would make dealings with an employer less problematic. The
problem for benefit purposes was that such diagnoses could find themselves repeated on I1B113
forms.
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A positive effect of the pilot arrangements wasthat GPrecords often allowed approved doctorsto
form aview about the severity of a condition, and therefore whether exemption could be advised, in
caseswhere asimple diagnosiswould not allow this. An example cited here waswhere adiagnosis of
‘depression’ appeared on an IB113 without further elaboration from the GP. From thisinformation
alone an approved doctor would not be able to assess whether the claimant was suffering from a
‘severe mental iliness’. In such a case, the claimant would be asked to complete an IB50 in the usual
way. However, a GP record might provide additional information that would allow a decision to
exempt to be made. A similar example, but leading to adifferent outcome, waswhere schizophrenia
isgiven on an IB113 asthe primary diagnosis. Under the usual arrangements, such adiagnosiswould
be likely to lead to advice to the decision maker to exempt the claimant. This was described by an
approved doctor asgiving the claimant ‘the benefit of the doubt' . However, GPrecordsshowing that
apatient’sschizophreniawaswell controlled and that the patient wasliving in a stable environment,
for example, might suggest that ‘severe mental illness’ was not present and that exemption wasnot
justified.

Based on their experiences of the pilot at the time of interview, approved doctors reported an
increased level of confidence in their advice to decision makers about whether to exempt, or not
exempt, which derived from thefullerinformation available from the claimant’sGPrecord. How ever,
this increased confidence should not be overstated; approved doctors were already generally
confident in the correctness of advice based on the information in IB113 forms.

It was hard for approved doctorsto assess whether they were advising more exemptionsunder the
pilot. This was partly because so few cases appeared eligible for exemption under the usual
arrangements, making it difficult to identify achange. It wasalso partly because the effect on advice
of using GPrecords was not perceived as only in one direction. As described above, the additional
information in GPrecordscould lead equally to advice to exempt or advice not to exempt depending
on the nature of the information.

The process of providing advice about exemption wasthought to take slightly longer under the pilot
arrangements, because it was necessary to examine the GP records to identify the appropriate
diagnosis. In contrast, adiagnosiswasusually quick and easy to find on an IB113.

In summary, approved doctorsexpressed a preference for using the SB2 extract of the GPrecordsto
provide advice about exemption. IB113 formswere satisfactoryforthe purposein most casesbut they
varied in quality. GPrecordswere more consistently usefulin comparison. However, theimpact on the
substance of the advice provided wasthought to be marginal.

5.3 Using the SB2 extract of the GPrecords at the PCA
scrutiny stage

At the‘scrutiny stage’ of the incapacity benefit PCA process, approved doctorsare required to advise
a decision maker as to whether a claim can be accepted without a medical examination of the
claimant or whether an examination is necessary.

To provide this advice, approved doctors examine all the evidence before them. For pilot cases, this
included a completed SB2 form with extracts from the GPrecord. For other cases, there may have
been an IB113 report or aMed 4 form from the claimant’s GP.

Oneoftheplanned outcomesof thepilot wasareductioninthe number of casessent for examination
after scrutiny. It wasexpected that theinformation available from GPrecordswould enable approved
doctors to advise on more claims without an examination than under the usual (non-pilot)
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arrangements. The experience reported by approved doctors was the opposite however. In their
view, there had been an increase in the proportion of cases scrutinised and then called for
examination. The additional evidence available in pilot cases was thought to have provided
information which raised doubtsin the mindsof the approved doctorsabout whether the claimant’s
score reached the appropriate threshold of 10 or 15 points. Thiswasparticularly the case in relation
to re-referral cases. Several contributory reasonswere suggested:

» Because of the amount of information. There was more information in the records that was
relevant or up to date. On re-referral cases in particular, advice under the usual arrangements
was sometimes made, relying on information from older claims. If there was no evidence that
anything had changed, then an assumption wasoften made (in the claimant’sfavour) that nothing
had actually changed in practice and the claim was passed. The pilot had shown that some of
these assumptions were probably unjustified

« Because of the scope and extent of the information. There wasafeeling that some GPspresented
only a partial picture of their patient on an IB113 which would count in their favour for benefit
purposes. In contrast, GP records might show (for example in hospital reports) degrees of
improvement not reported on the IB113.

+ Because of the accuracy of the information. The diagnoses recorded on the IB113s or Med3s
and Med4s were sometimes not borne out by the GP records.

In contrast, approved doctorsalso reported that there had been caseswheretheinformation from the
GPrecordshad allowed them either to advise exemption or to advise on cases at the scrutiny stage,
that under the usual arrangements where IB113 information was available would be sent for
examination.

In comparing the relative merits of SB2s and IB113s, approved doctors reported that using
information from the GP records allowed them to provide ‘stronger, better justified advice to the
decision maker. There wasagreement however, that when IB113swere completed well by GPs, their
advice was equally good. Medical information was not intrinsically ‘better in SB2s compared with
IB113s, but it wasdifferent. Fuller clinical information was generated in the pilot, but agood IB113
would contain more information about the effects of the patient’s condition. Both systems could
work well, therefore, but both were reliant on good information from the GPwhether directly from
therecordsin the case of the pilot or from an IB113 in the casesof the usual arrangements. Whether
an IB113 was completed by the GP or a member of the practice staff was not a major issue with
approved doctors. It wasrecognised that it wasusual practicein some surgeriesfor practice staff tofill
in partsor all of the IB113 form!, and experience had demonstrated that some formscompleted by,
for example, practice nurses, were asuseful or better, than some completed by GPs.

5.4  Overall views of approved doctors

Approved doctors in Leeds expressed on overall preference for an advisory system based on
information from GPrecordsrather than the existing system that relied on GPscompleting an IB113
form.

" Notwithstanding which individual within a GP practice writes information on the IB113 the GP has overall
responsibility in all cases for providing medical information to the approved doctor.
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The advantageswere summarised asfollows:

+ GP records could potentially be collected on all cases; at present only a proportion of IB113s
were returned by GPs.

» Although GPrecords varied in quality, many compared favourably with the quality of IB113s.

» GP records could contain fuller, more accurate, more objective and more up-to-date clinical
information than many IB113s.

It wasfelt that GPrecordswere particularly useful for re-referral casesw herethere wasoften little up-
to-dateinformation supplied on an IB113. They were also useful for claimsfrom people with mental
health conditions because the diagnosison an IB113 was often insufficient to allow them to advise
about exemption.

Criticismsof the pilot arrangementsincluded the following:

« Administrative rules set up for the pilot were too rigid. Information relating to first and most
recent consultations, and information spanning five years was not always necessary.

* GPrecords did not contain much direct information about functionality (compared with ‘good’
IB113s).

In Chapter 7 wereturn to the experiencesof approved doctorsand consider how their reflectionsand
observationscan inform thinking about the use of medical information in the future.






6 Using the SB2 form inthe
medical examination and in
decision making

This chapter presents the experiences and views of approved doctors acting as examining medical
officers (EM Os) and of benefit decision makersin Jobcentre Plusabout the pilot arrangementsand the
usual methods for processing incapacity benefit claims. For pilot cases, the EMO would have had
accessto the SB2 (extract of relevant detailsfrom the claimant’s GPrecords) and thisform would also
have been available to the benefit decision maker. At no time did the EMO or decision maker have
access to the full scanned GPrecords.

For the purposes of this research, all six EMOs, who were carrying out regular examinations of
incapacity benefit claimantsunder the pilot arrangements, wereinterview ed. Each had had specialist
training on using theinformation contained within the SB2 formsaspart of the medical examination.
We also involved allten Jobcentre Plusincapacity benefit decision makersin Sheffield and Rotherham
in the research. Six were interviewed individually, and four took part in a group discussion.

Section 6.1 describesthe role of EMOsin the administration of incapacity benefit and how they use
medical information. Section 6.2 presentsfindings of the impact of the pilot arrangementson the
work of EMOsand Section 6.3 comparestherelative advantagesand disadvantagesof using SB2 and
IB113 forms under the pilot and usual arrangements. Section 6.4 summarises EMOs’ views of the
pilot. In Section 6.5 the role of the Jobcentre Plus decision makers is explored, before presenting
findingson the impact on their work of the pilot arrangementsin Section 6.6. Section 6.7 compares
how the SB2 and IB113 forms contribute to the decision-making process from the perspective of
decision makers, and the final part of the chapter summarisestheir overall views of the pilot.

6.1 Therole of Examining Medical Officers

The role of examining medical officersisto examine incapacity benefit claimants and to produce a
medical report for the use of Jobcentre Plus decision makers. EMOs see only a subset of incapacity
benefit claimantslargely comprising those where there isinsufficient evidence or where the available
evidence castsdoubt on their functional incapacity. Following an examination of the claimant, EM Os
provide advice to the decision maker in the form of a detailed written report.



54

Using the SB2 form in the medical examination and in decision making

A medical examination may comprise a physical examination of the claimant and/or, wherethereisa
mental health problem, amental health assessment. Allexaminationsare conducted faceto face and
usually take place in a designated Medical Examination Centre.

In preparing for a medical examination the EMO has access to the documentation held by DWP
relating to the claimant. There may be considerable information about claimantswith along history
of claiming Incapacity Benefit, or relatively less for new claimants. For pilot cases, the information
included an SB2 form. For non-pilot casesthere may or may not be an IB113 medical report oraMed
4 statement from the certifying medical practitioner, usually the claimant’s GP. EM Os explained that
they used the information available to identify particular aspects of the claimant’s medical history or
functionality that they would need to explore in the medical examination.

EMOs all said that they routinely explained in general terms at the start of the face-to-face
examination with the claimant that medical information had been collected from GPs, hospitalsand
others. Some claimantswere reported to be particularly concerned to know that a full history of their
condition wascontained in their case file and wanted reassurance that the EMO wasknowledgeable
about their condition. However, EMOswere clear that they did not refer to specific pieces of medical
information or their source during the examination. No EMO had mentioned to a claimant that they
had extracts from GPrecords. It was explained that there was a risk of damaging the relationship
between GPand patient if the latter inferred at alater date that information from their GPhad led to
a disallowance. EMOs were acutely aware that relationships between GPs and patients were
sometimesfragile or vulnerable.

The role of the EMO after the examination is to complete a medical report form, IB85. This form
containsthe same set of descriptors asthe IB50 completed by the claimant. EM Os must advise the
decision maker with a choice of descriptor in each of the functional categoriesand must justify that
choice with medical evidence and reasoning. Under the pilot arrangements EM Os were required to
make a reference at the appropriate place on the IB85 to any relevant information in the SB2 form.

6.2 Theimpact of the pilot arrangementsfor Examining
M edical Officers

There was a general consensus among EMOs that the pilot arrangements had little impact on the
processof examining claimantsand on the choice of descriptorsthey made. There waslessconsensus
on the impact of the pilot on the content and depth of their medical reports.

There was some surprise at the lack of impact on medical examinations. Some EMOs had looked
forwardto having, at hand, detailed clinical informationinthe SB2 forms. When EM Osw ere asked to
reflect on the perceived lack of impact, several possible explanationsemerged. It wasnoted that the
job of the EMO wasto make judgmentsabout functionality, but information about functionality was
rarely contained in SB2 extracts. In order to make choicesof descriptorsthey relied far more on what
they found at examination, where they were able to make direct observationsabout functionality, or
ask questionsabout functionality of claimantswith mental health conditions. One EMO commented
that the amount of time spent with a claimant was substantial (around 30 minutes was common),
particularlyin comparison with the average GPconsultation time. A considerable amount of relevant
information could be collected in this time and was usually the main influence on the choice of
descriptors.

No EMO said that extracts from GP records hindered them in the job of examining, and most
expressed some level of interest or approval. Some liked the fuller medical histories that were
contained in SB2s, but it wasnot common that the additional information available had much effect
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on individual cases. For one EMO, this was both disappointing and reassuring. It was thought
beforehand that information like hospital reports, or resultsfrom x-ray or pathologytests, would have
an important positive effect on the types of decisions EMOs made, but thiswas not the experience.
This was disappointing. However, it was also reassuring to know that in the absence of such
information in the past decisionsabout descriptorswere asgood.

Although EMOsfelt there was no apparent effect on their choice of descriptors, it wasreported by
somethat decisionsabout re-referral dateshad been influenced by information from GPrecords. For
example, the record may contain firm datesof forthcoming operationsor other relevant procedures.
OneEMOcommentedthatin afew casesit waspossibleto set alonger re-referral date because of the
fullerinformation in the SB2. (In the absence of such clinical information it would be usual practice to
set a shorter re-referral date.)

One anticipated impact of the pilot was that EMOs would see fewer claimants who, in their
assessment, were eligible for exemption because these would have been identified earlier in the
process by an approved doctor scrutinising the paper evidence, including the extract from the GP
record. However, it was hard for EMOs to make an assessment about whether they were making
fewer decisionsto exempt at the medical examination stage. Thiswaspartly because EM Oswere still
seeing many non-pilot cases aswell as pilot casesthroughout 2002 and distinguishing between the
two types at the time of the research interview was not easy. One EMO mentioned that the most
recent cases, where exemption had been advised following an examination, were non-pilot cases.

EMOsallcommented that the pilot arrangementshad affected thewayin which they completed IB85
medical reports. They all reported spending more time on the reportsbecause of the requirement to
makereferenceto the SB2 in thejustificationsfordescriptors. Somesaid that theyfelt their advicewas
betterjustified and asaresult had an increased level of confidencein their correctness. Othersdid not
feel ableto offer an assessment here, but none said there had been an adverse effect on their reports.

6.3 Examining Medical Officers’ experiences of using SB2
and IB113 forms

EMOswere asked to reflect on the ease of use of SB2 formsin comparison with IB113 formsin use on
non-pilot cases. Comments covered a number of different aspects.

6.3.1 Information about functionality

It was generally acknowledged that GP records were not a good source of information about
functionality. One EM O, however, did not share that view, suggesting that clinical information could
yield strong indications about a person’s likely functionality. (An example was given where an SB2
might refer to a recent leg injury or operation from which some idea about the claimant’s ability to
walk could beinferred.) It wasfelt that theIB113 had the greater potential for generating information
about functionality because the wording of the form gave the opportunity to GPs to provide such
information. In practice, however, many IB113 forms contained little or no such information.

6.3.2 Objectivity of medical information

It wasfelt by some EMOsthat the information extracted from GPrecordswaslikely to be factual and
objective. In contrast there was a feeling that some IB113 formswere completed by GPsin a more
subjective manner, presenting information in such a way as to promote their patient’s claim for
benefit. (Comparing thisview with the evidence from GPspresented in Chapter 2, it seemsthat this
feeling would be justified in some cases.)
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SB2 formswere also felt to contribute to objectivity in adifferent way. It wasobserved by some EM Os
that the picture of a claimant’s health that emerged from the GP's own notes sometimes differed
from that emerging from hospital and other records. One possible explanation for thiswasfelt to be
the possibility that some people present themselvesin different waysdepending on their perception
of the purpose of the interaction. The way patientstalk about themselvesto a GP, from whom they
might want a medical certificate, may thusbe different from the way they talk to hospital staff, from
whom they are seeking treatment. Theinformation in SB2 formsfrom external sourceswastherefore
thought to act as a useful check on the validity of the information recorded in GP case notes.

6.3.3 Appropriate period for extracting medical information

Thiswasan issuerelating to thepilot only. Asexplained in Chapter 1, five yearswaschosen asthetime
period for which approved doctorswould extract information from GPrecordsin the pilot. Thereisno
comparabletimelimitimposed on GPscompleting IB113s, who arefreeto present information going
back asfar asthey see fit.

There were mixed views about the whether five years worth of medical information was useful to
EMOs. The dominant view was that in assessing functionality only more recent information was
necessary, perhapsover the past two years (possibly three years). It wasrare that information going
back five years was needed. A different view was that five years' information was often useful in
gaining a good understanding about the claimant’s current health status, and that it would be
preferable to maintain this period if the pilot arrangementswere adopted in the future.

6.3.4 Gapsininformation

There was general agreement that neither the pilot nor the usual arrangements were designed to
generate information directly from other health professionals, such as mental health teams,
rehabilitation workers or carers. However, there were differing views about whether this was an
important omission. One view was that such information would be valuable and likely to be more
relevant to functionality than factual clinical data. This would be particularly useful when the
treatment of a patient did not require them to have direct contact with their GP. A counter view was
that information from psychiatric or other support workers was likely to be couched in terms
favourable to the claimant, and hence, too subjective to be useful. One EMO was able to draw on
previous experience of working as a tribunal member to support thiswith a view that information
provided at tribunal hearings by support workerswas often more hindrance than assistance.

6.3.5 Understanding the claimant’s medical history

One, minor, criticism of the SB2 reporting arrangementswasthat it wassometimesnecessary to piece
together the claimant’s medical history from the chronological extractsin the SB2. Thiswasmore of
achorewhen the claimant had multiple health conditions. In comparison, the IB113 wasmuch easier
to read and understand because the GPusually gave a coherent summary of the claimant’s health.

6.3.6 Legibility

Legibility of GPs’ handwriting was an issue for both SB2sand IB113s. It waswelcome that many GP
records were computerised, and copies of hospital letters were always legible. There was some
criticism that hard-to-read extracts were not alwaystranscribed by the approved doctorsin Leeds.
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6.4 Examining Medical Officers’ overall views of the pilot

EMOs were asked if they had a preference for working with the pilot arrangements or the usual
arrangements. No clear view emerged. There were supporters of each whilst some preferred to
reserve their judgment.

Preferencesfor the pilot arrangementswere based on the following reasons:

* A system where some information was almost guaranteed was preferable to the current
arrangementswhen many cases had no IB113s, and many of those returned were of very limited,
or no, use.

« Theinformation in SB2s gave a more complete clinical picture of the claimant.

+ SB2swere considered more objective than IB113s.

Disadvantageswith the pilot arrangementsincluded:

+ the additional time required to deal with cases; estimated at between five and ten minutes per
case (in order to read and assimilate the information and to write more detailed IB85 reports);

+ lack of direct information about functionality.

Themain advantage of theusual arrangementswasthat IB1 13 formscontained questionsspecifically
designed to elicit relevant, useful information about functionality.

Thefinal observation from EM Oswasthat what they required washigh quality information. Whether
thiscame viaan IB113 or in extractsfrom GPrecordswasless of an issue. IB113scould be excellent,
and equallywhen aGP soriginal recordswere poor, an SB2 could be of little use. Some EM Osthought
that variety in GP responses to IB113s would always exist, and hence an alternative system was
preferable. Others had suggestions for building on and improving the current arrangements. We
return to these in Chapter 7.

6.5 Therole of Jobcentre Plusdecision makers

Jobcentre Plusdecision makers have a specialist role within the administration of incapacity benefit.
Most of their work isconcerned with deciding casesin which a Personal Capability Assessment (PCA)
has been required but the advice from the EMO indicates that the claimant has not met the PCA
criteria at the medical examination stage. There are two main types of case, therefore, that come
before them for consideration. Frst, casesin which the claimant’s IB50 hasbeen scored at lessthan
thethreshold level and the EMO hassimilarly scored them at lessthan the threshold. Decision makers
described these cases as straightforward and easy to decide as disallowances because there wasno
conflict of evidence. The second type of case was where the IB50 score differed from the EMO’s
assessment, i.e. there was a conflict between the choice of descriptors by the claimant and EMO.

Information provided by certifying medical practitioners(on an IB113 form, aMed 4 statement or via
an SB2 extract of GP notes) is primarily for the use of the approved doctor (a DWP medical officer).
Such evidence is used by the approved doctor to provide advice to the benefit decision maker.
However, once used by the approved doctor, this evidence also becomes part of the claimant’s
incapacity benefit case file and is available to, and may be used by, the benefit decision maker.

Decision makersreported that in caseswhere the EMO scored the claimant above the threshold but
theclaimant’sIB50 wasscored below, it wasusual that the assessment of the EMO would prevail and
an award of incapacity benefit would be made. In contrast, cases where the IB50 had been scored
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above the threshold but the EMO report gave a score lower, caused decision makers the most
difficulty. Thetask for decision makershere wasessentiallyto decide between one or more competing
PCA descriptors.

Decision makers described the usual process of dealing with this type of case, for which they had
access to all the material contained in the claimant’s case file, including claim forms and medical
reports from previous claims. Decision makers first looked at the choice of descriptor and any
supporting information from the claimant on the IB50 and from the EMO on the IB85 medical report
form. It was clear, from the decision makers, that these two documents were the principal sources
used. If there wasinformation from the GPavailable (in an SB2 for pilot cases, and an IB113 for other
cases)then thiswould also be examined to identify anything that would support either the claimant’s
orthe EMO’s choice of descriptors.

Decision makersdescribed their task asbeing reliant on good quality information. One of the aimsof
the pilot arrangementswasto improve quality of information in the expectation that the quality of
decisionsonincapacity benefit claimswould improve asaresult. The next section presentsfindingson
the impact on the pilot arrangementson these two aspects of quality.

6.6 Theimpact of the pilot arrangementsfor decision
makers

There wasageneral consensusthat the pilot arrangementshad had littleimpact either on the quality
of IB85 medical reports produced by EMOs or on the substance or quality of decision makers’ own
decisions. Both these experiences were reported by decision makers with a degree of surprise and
disappointment. There had been an expectation of a much greater and more beneficial effect from
having accessto information from GPrecords.

Decision makersreported that changesin the quality of IB85swere not easy to identify because there
wasalready avariationinthetypeand amount of information provided by different EMOs. During the
period of the pilot these variations persisted.

There wassome recognition that in IB85sfor pilot cases, the choice of descriptorswasalmost always
accompanied by some form of justification that referred to the SB2. In itself this was useful in
demonstrating to decision makers that EMOs had actually consulted the SB2. However, what was
writtenintheIB85 asjustification wasnot alwaysuseful. One decision maker reported that references
such as‘no relevant information on SB2’ or ‘Ihave taken into account the contentsof the SB2’ did not
help them understand how the SB2 information (or lack of information) influenced their decision.

Allthe decision makersinterview ed said that they had not noticed any effect on their decisionsfrom
the pilot arrangements. How ever, some decision makerswho had seen relatively few cases, found it
hard to offer an informed assessment here. In contrast, some were definite in the view that the pilot
had had no effect, saying that they thought their decisionswould have been exactly the same under
the usual arrangements. It was also difficult for decision makersto judge whether they had more
confidence in pilot case decisions. Any information that supported their decisions was useful. This
camefrom SB2sin some casesand from IB113sand other sourcesin other cases. Therewasno feeling
that the pilot arrangements had particularly increased their confidence in decisions.
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6.7 Decision makers' experiences of using SB2 and IB113
forms

Decision makers were asked to reflect on their experience of using SB2 forms in comparison with
using IB113son non-pilot cases. Comments covered a number of different aspects.

6.7.1 Relevance of information

All the decision makers interviewed had views about the type of information extracted from GP
recordsand presented in SB2 reports. There wasa common understanding that the information was
intended primarily for the use of approved doctors, including EM Os, and not for them. They found it
difficult to interpret and understand some of the clinical information, much of which contained
technical terms and expressions. Diagramsdrawn by GPsin their notes were particularly difficult to
understand. They felt unable to use much of the information in the SB2, therefore, and reluctant to
make guessesor assumptionsin case they made mistakes. In contrast, information that related to the
claimant’s functionality was welcome and easier to understand and use. There was a feeling that
IB113swere generally better at providing such information when they were completed well by GPs.
They were also less likely to contain technical jargon. However, there wasthe recognition that many
GPsfailed to return IB113sand that of those that werefilled in, probably many were of little or no use
because of the paucity of information provided.'?

It was recognised that IB113swere filled in by non-GP staff in some practices. There was no strong
feeling about the acceptability of thisand it was noted that forms completed by nursing staff were
often better than many filled in by GPs.

Decision makers described a range of resourcesthey could use when they were unsure about some
aspect of a case. These included the knowledge and experience of their colleagues, guidance and
reference materials (such as Black’s M edical Dictionary), and the knowledge of approved doctors (in
the Leeds M edical Services Centre or in local Medical Examination Centres). Decision makerstended
not to consult approved doctors very often, but they had proved useful in explaining medical
conditions and terms that occurred only rarely. GPs and claimants were not consulted for further
information.

6.7.2 Legibility

Legibility of handwriting was a source of seriousconcern and frustration for decision makers. It was
impossible to make use of illegible information in SB2sor IB113s. There wasagain some surprise and
disappointment that illegible extracts from GP records were not always transcribed by approved
doctors. The point wasmadethat if an extract had been selected then presumably adoctor had been
abletoread it at some stage. That few transcriptionsappeared in SB2sreinforced the perception that
they were intended for the use of approved doctors, including EM Os, primarily.

There wasalso concern that some handwritten IB85swere difficult to read. However, in such cases,
the decision maker could send the case back to therelevant EM O or consult them directly. Thiswasan
irritation to decision makers and EM Os and slowed down the progress of the case.'

2 One of the reasons why cases are referred for examination is a lack of medical information, which is often
the result of poorly-completed I1B113s. It is likely, therefore, that of the IB113s seen by decision makers, a
relatively high proportion will contain little useful information. Another reason for little medical evidence
being available for many cases is the IB113s are only sought in about a third of cases.

3 As explained in Chapter 1, a concurrent pilot was exploring EMOs’ use of a computer based system for
completing IB85 reports. Towards the end of the fieldwork period, this pilot was being extended to other
areas including Sheffield and Rotherham.
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6.7.3 Confidence and trust

Several decision makers reflected on an aspect of their work that had been affected by the pilot
arrangements. They commented that, in all cases, pilot and non-pilot, they needed confidence and
trust in the material they had to work with. In using SB2sit appeared to them that extractswere often
taken from longer reports or letters. Sometimes extracts ended in mid-sentence. Although it was
recognised that an approved doctor might intentionally extract only part of asentence, it washard for
decision makersto be certain. Doubtscould therefore arise asto whether something had been missed
and cause areduction in confidence about decision making.

A different concern wasraised in relation to IB85 reports. Here the issue wasthe use by some EMOs
of the same phrases and forms of words in reports for different claimants. What decision makers
preferred was an explanation in the IB85 that linked information about the claimant’s condition in
either the SB2 or IB113, and findingsin the medical examination to the EMO’s choice of descriptor.
The effect of using the same phraseswasthat thislink was not convincingly made and thisreduced
decision makers’ confidence in their decisions.

6.8 Decision makers' overall views of the pilot

Decision makerswere asked if they had a preference for working with the pilot arrangementsor the
usual arrangements. No strong viewswere expressed and no consensus emerged.

Some decision makers thought the principle of the IB113-based system was superior to the pilot
arrangementseventhough therewerewellknown deficienciesin how the system worked in practice.
When IB113s were completed well, they presented an easy to follow summary of the claimant’s
medical history and information about functionality. SB2s rarely matched this level of usefulness.
There was a slight preference among these respondents for thinking about ways of improving and
building upon existing arrangements. Other decision makersacknowledged that it waspreferable to
have some information from GPs on all cases rather than very variable information on only a
proportion.

Neither the current arrangements nor the pilot arrangements were seen asideal templates for the
future. However, decision makerswere clear that medical information wasessential to theirtask. The
experience of working under both systems prompted decision makers to make a number of
suggestions about how medical information could be generated in the future. Chapter 7 presents
these, alongside the ideasfrom the other actorsin the incapacity benefit decision making process.



7/ Developing policy for the
collection of medical
evidence

In the first part of this chapter we bring together the views and experiences of all the actorsin the
administration of incapacity benefit on a number of policy issues relating to the use of medical
evidence. Other issueshave been prompted by the analysis of research data by the research team. In
thinking about the future of Incapacity Benefit these issueswill need careful consideration by policy
makersin any reformsto the administrative arrangementsfor incapacity benefit.

Section 7.2 presents ideas and suggestions about how collection of medical evidence might be
improved in the future. These fall into ideas for building on the current system based on the IB113
forms, for building on the pilot arrangements, and other, related ideas for generating useful and
relevant information.

The final part of the chapter presents conclusionsfrom the study.

7.1 lIssuesfor policy

7.1.1  Acceptability of using GPrecords

The main objection of principle among GPs and claimants not participating in the pilot, was that
releasing GP records to people, including medical practitioners, working on behalf of DWPwould
breach the confidentiality of thoserecords. It ispossible that some GPs’ objectionsmight be overcome
if they were satisfied that their patients had given informed consent to the release of their records.
(Wereturn to theissue of consent below.) However, it could be more difficult to persuade reluctant
claimants, whose records might contain sensitive information about themselves or their families,
about the desirability of allowing GPrecordsto be used by DWPapproved doctorsand for arelevant
extract to also be available to the benefit decision maker. Some expressed distrust about how
information would be used, and suspected that there might be other, negative outcomesforthem or
other claimants. Some GPsheld to their belief that the pilot arrangementswerewrong in principle and
remained opposed to them.
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Other objections to the pilot arrangements related to the possible adverse effects of GP records
leaving the practice premises. These included the unavailability of records when required, and the
possibility of records getting lost, damaged, or being returned in a disorganised state. From the
evidence of the participating GPpractices, however, no such problemsarosein the course of the pilot.
Case files were collected and returned satisfactorily and within the three day target period. In
addition, some practiceshad introduced their own back-up procedures(such askeeping copiesof the
patient’smost recent records)to guard against any potential problems. The implication, therefore, is
that it ispossible to design systemsfor collection and return that should not interfere with the clinical
work of GPsand which might reassure some claimantsif they were explained to them.

7.1.2 Gaining informed consent

From the interviews with incapacity benefit claimants it was clear that overall there was little
understanding of what and how medical information is used in determining their claims, variable
recognition of explanations about the pilot arrangements contained in DWP letters or leaflets, and
variable understanding and sometimeslittle interest in what wascontained in GPrecords. Some GPs’
suggestionsthat some people might not have sufficient knowledge to give informed consent would
therefore seem to be well-founded.

In discussing the consent proceduresfor the pilot, GPsin thisstudy mentioned that informed consent
isan integral element of the design of therapeutic and drug trialsthat was very familiar to them and
also that they were used to releasing records or providing photocopies to third parties, including
solicitors and insurance companies, through the provision of the written consent of the patient. For
the pilot, obtaining written consent involved the claimant being sent an information sheet and then
ticking abox aspart of the main declaration on one of the relevant formsif they did not want to take
part."* Some GPsquestioned whether, underthismethod of obtaining consent, people would be fully
aware of what they were agreeing to. It is possible that, given the lack of understanding shown by
boththosewho participated and those who did not participatein thetrial, morerobust proceduresfor
informing clientsto allow them to decide whether or not they wish to participate would need to be
considered if the pilot arrangements were to be adopted more widely. Apart from its intrinsic
desirability, some GPs will need to feel more confident that their patients are sufficiently aware of
what they are agreeing to and might prefer a different method of gaining written consent from
patients.

7.1.3 Effectson GP practice office staff

The pilot created a new set of administrative tasksfor GPpractice staff. Some managersfelt that the
work created by the new tasks was no more time-consuming than working under the usual
arrangements. Others reported an overall increase in their workload. The assessment by practice
managers and other administrative staff about how much extra work was created varied. Practices
that chose the photocopying option seemed to have experienced the most additional work; those
that supplied actual records seemed to experience the least. Practices that were fully or partly
computerised had to print out recordsin addition to handling a case file and their workload varied.

* These were forms that claimants were required to complete in full and sign as part of their declaration
underpinning their claim to benefit or as part of the PCA process. The information leaflet for claimants
attached to claim forms and IB50s explained that further enquiries could be made to a Jobcentre Plus
office.
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An assessment of the additional work imposed on GP practices will be relevant to decisions about
appropriate remuneration under any future arrangements. The additional £10 honorarium per case
record sent was not a major reason for GPpractices decisionsto participate, although it wasclearly
seen aswelcome. However, it ispossible that if the photocopying option was available in the future
then GPpracticeswould require more than the £20 additional honorarium paid as part of the pilot,
and for additional reimbursement for potentially large amounts of printout and scanned material.

Asmentioned above, one influence on the impact on GPpractice staff wasthe extent to which the
practice used information technology. Among the practicesvisited in the course of thisresearch there
wasawiderange in the use of computers. Some made little use and relied on a paper-based system
of records; others were what they called ‘fully computerised’ and ‘paperless’. There were some
examplesof innovative and creative thinking about how the use of computerscould be extended. Of
particular interest for this research was the development of software to enable extracts from GP
recordsto be input directly onto medical report templatesand other forms, and ideas about the use
of email forresponding to requestsfor medicalinformation. Thinking about future arrangementswill
need to take account of the diversity in the use of information technology, and the possibilities and
implicationsit presents.

7.1.4 Therole of practice managers

In collecting research data during the visitsto GP practices, it became clear that practice managers
have played a number of key roles during the course of the pilot. They have acted as the channel
through which the invitation to participate reached GPs, they contributed influentially to decisions
about participation, they made the practical arrangements within practice offices and often carried
out most or all of the tasks associated with participation, and importantly they have fed back to GPs
their experiencesof the pilot. The last of these hasbeen important in forming some GPs’ viewsof the
pilot, though it wasclear that, at the time of the research interview, other GPswere not aware of the
administrative impact of the pilot.

In thinking about the implementation of any future arrangements, therefore, the views and
experiences of practice managers could be particularly useful.

7.1.5 Assessing functionality

Acommonthemeemerging from theinterviewswith staff within Medical Servicesand Jobcentre Plus
was the general difficulty of assessing the functionality of claimants. A strong view emerged that
information contained in GPrecords (and subsequently extracted on to SB2 forms) wasnot generally
well suited to assessing the extent of a person’s capability for carrying out the functions of everyday
living. Thisisnot surprising. GPrecordsare kept for the primary purpose of recording clinical findings
and to support the management of apatient’scondition. From the accountsof the approved doctors
in Leedsand from GPsthemselves, it isclear that GPrecordsvary widely in the amount and quality of
functional information recorded.

Overall, GPrecordswere considered generally good for arriving at adiagnosisof the claimant’shealth
condition or conditions. They were, therefore, useful for approved doctors providing advice about
exemption, but of lessuse for EMOs and decision makersmaking assessmentsand judgmentsabout
functionality.

In contrast, a‘good’ IB113 could contain information useful to all the people in the decision making
chain, because it would contain diagnostic data and information relating to the tasks of everyday
living. The problem for approved doctors, EMOs, and decision makers, was, asw e have mentioned at
variouspointsin thisreport, that only in a minority of caseswasa ‘good’ IB113 available.
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Some interesting observations emerged in the research interview s about assessing functionality for
claimantswith adiagnosisof mentalillnessor who had completed the mental health questionsin the
IB50 form. It wasacommon view that the effectsof any particular mental health condition could vary
considerably between individual people. It was therefore difficult to arrive at a view about
functionality from GPrecordsalone. The pilot arrangementswere generally felt to be more useful for
claimantswith only physical health conditions.

7.1.6 Sourcesof relevant information

It wasgenerally recognised that some information that would assist people at the different stages of
the decision-making processwasnot routinely or alwaysto be found within GPrecords. Thisconcern
wasexpressed strongly by some claimantsinterviewed. Examplescited earlier in thisreport included
information from mental health professionals, rehabilitation workers or carers. There was no
consensus about the practical value of such information however. Some people in the decision-
making chain advocated that greater effort should be made to collect information from other
professionalsbecause it wasuseful in assessing functionality. Otherswere wary about a possible lack
of objectivity among people whose professional job wasto act as supportersand advocates of their
clients. While factual, objective information about functionality could be useful, information
presented in the form of a supportive statement or argument was of much less use.

Possible lack of objectivity in GPs’ IB113 reports has already been mentioned as a concern of some
respondentsand used asan argument for using GPrecordsin their place.

7.1.7 Appropriate period for extracting medical information

Anissue for policy isthe question of what isthe most appropriate period of time for taking extracts
from GP records. For the purposes of the pilot, a period of up to the previous five years had been
selected.

Therewasageneral feeling that it wasnot possible to prescribe a‘best’ period. It wasrecognised that
for some people with chronic conditions, it was desirable to have information going back several
years. In some cases, possibly most, five yearswould be adequate. In other cases, information going
back further would be appropriate. However, there was a view that, particularly for new claimants,
the onset of the condition that had led to a claim for incapacity benefit waslikely to have taken place
onlyinthe 12 monthsprior to the claim. Earlierinformation wasunlikely to be relevant in most cases.

In discussions about appropriate time periods, the researchers noted that some GPs and claimants
talked exclusively about information needed to understand the development of the relevant health
condition (the medical history or ‘story’ aswe refer to in Chapter 4). Staff involved in the decision-
making process spoke more about their need for information about functionality. In their view, little
could be learned in most casesabout a claimant’sfunctionality, at the point of the incapacity benefit
claim from clinical data going back five years. For new claimantsin particular, therefore, they would
be happy to have information for a shorter period. Between 12 and 24 months was suggested as
satisfactory.

7.1.8 The stock of incapacity benefit claims

The stock of incapacity benefit claimants have been in receipt of the benefit for varying lengths of
time, some for many years. One effect of the pilot, noted by approved doctors and reported in
Chapter 4, wasthat having accessto GPrecords had given them more information than in the past
about the claimant’s health condition. For long-term claimantsthe outcome had sometimesbeen a
call for medical examination, whereasin the past, they might have been passed at the scrutiny stage.
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Forotherclaims, re-referral dateswere set forlonger periodsthan might have been the case underthe
usual arrangements. Typically, in the past, long-term claimswould have been assessed on somew hat
out-of-dateinformationinthe claimant’scasefile, perhapssupported by an IB113 that recorded only
‘no change’ in their condition.

The implication drawn from this experience wasthat there might be, in the wider incapacity benefit
claiming population, claimantswho, if assessed fullyin aface-to-face medical examination, would no
longer meet the Personal Capability Assessment thresholds. If the pilot arrangementswere extended
nationwide this might lead to an increase (though possibly temporary) in disallowances at the re-
referral stage and arise in appeal levels.

7.1.9 Appeals

One of the hoped for outcomes of the pilot arrangementswas a decrease in the number of appeals
lodged by unsuccessful claimants, and a reduction in the proportion of appeals that eventually
succeed at a tribunal. The rationale for thiswasthat the pilot arrangements would produce better,
more accurate decisions because they would be based on information extracted directly from GP
records. If thiswasunderstood by unsuccessful claimantsthen there would be greater confidencein,
and acceptance of, disallowances. Furthermore, if appealswere stillmade then the decision wasmore
likely to be upheld at a tribunal.

This research project was not designed to evaluate what impact the pilot was having on appeals.
(Further work in this area will be carried out in 2003 and reported separately.) However, approved
doctors and Jobcentre Plus staff were asked about their views about the impact on appeals. From
thosewho felt ableto offer aperspective there wasan emerging view that the pilot arrangementsare
unlikely to have much of an effect at the appeal level. There were two main reasonsfor this.

First, themotivation for claimantsto appeal, particularlyin the view of Jobcentre Plusdecision makers
and processing staff who may have contact with them, haslittle connection with the soundnessof the
original decision. From their experience, claimants are rarely interested in understanding decisions
but in getting them changed. Furthermore, decision makers said that if the occasion arose under the
pilot arrangements they would almost certainly not mention to a claimant that they had seen an
extract from their GPrecords. Thisechoesthe commentsof EMOs, who were clear that they did not,
and would not, tell claimantsthe exact nature of the medical information before them (in order not
to risk GP-patient relations). Hence if claimantsare not told (or reminded if they knew at some stage)
about how GPrecordshave fed into the decision, then such knowledge cannot persuade them that
the decision wascorrect.

Secondly, therewasadegree of concern expressed about the decision-making processesof tribunals.
In the perception of some research participants, tribunals are sometimesunduly influenced by what
appellants tell them or new information provided by third parties and pay less attention to the
information used in making the original decision. There waslittle confidence, therefore, that clinical
information contained in the SB2 extractsfrom GPrecordswould change this.

7.2 Lessonsforrunning pilots

Asmentioned earlier in the report, some of the research participantscommented positively on being
invited to participate in a pilot exercise and saw this as a sensible and appropriate way of informing
and developing public policy. Some also made specificcommentsabout how the pilot wasbeing run
that could be useful in thinking about the use of pilotsin the future.
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Robust projectionsabout numbersand types of likely pilot participantsare important to avoid major
changes to design and timetable. Staff need to be kept fully informed about the pilot not only in
advance of itscommencement but also when changesare made to the pilot design later. In thispilot,
not all staff were aware of the extended timetable or the inclusion of re-referral claimants (these
changesare described fully in Appendix A). Staff who are involved in putting the pilot arrangements
into practice said they would have welcomed more support and guidance. Smooth running of pilots
dependspartly on the commitment and effort of a range of staff and can be jeopardised by dropsin
morale or feelingsof isolation. Staff working in Jobcentre Plusofficesneed to beinformed about pilot
arrangementsalso. ltislikelythat theywillhaveto deal with some enquiriesduring the period of a pilot
from participants. Many research participantswere interested to hear about the progressof the pilot.
Early thought needs to be given asto how feedback to all the participant groups will be handled.
Telling peoplewhat and when theywill receive thiscould contributeto levelsof participation and help
to maintain commitment during the pilot.

7.3 Viewson improving the collection of medical
information

Alltheresearch respondentswereinvited to reflect on the best way of collecting medical information

and whethertheycould think of improvementsforthefuture. Respondentsnaturally gavetheir views

from a number of different perspectives (for example, as pilot participants or non-participants) and

from different knowledge and experience bases. Theideasand suggestionsgenerated are summarised

below and are intended asa stimulusto policy thinking. It wasbeyond the remit of the respondents
and beyond the scope of the research project to evaluate or cost them.

The suggestions made fell into three broad groups:
» lIdeasbased on continuing with the current arrangements based on IB113 forms.
+ Ideasbased on the pilot arrangements.

+ Other ideas, not specifically related to the usual or pilot arrangements.

These are discussed below.

7.3.1 Ideasbased on continuing with the current arrangementsbased
onIB113s

Some people taking part in the pilot preferred the current arrangements of collecting medical
information to the pilot arrangements. For some there were fundamental objections of principle to
the pilot. For otherstheir view was based more on the utility of the information contained in IB113
formscompared with SB2 extracts. There were problemswith the number of IB113sreturned by GPs
and with the quality of many that were returned. Suggestions were made for tackling both these
deficienciesin the current arrangements. In addition there were suggestionsabout revising the IB113
to increase itsutility further.

Four ideasemerged for increasing the flow and quality of IB113sfrom GPs:

* Introduce payments for completion.
+ Invoke management action for non-compliance.
+ Introduce better quality control procedures.

 Introduce better training for GPs.
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GPs are required to complete IB113 formsas part of their NHSterms of service and payment for this
workisincluded aspart of their overall NHSremuneration. Thismethod of payment, throughthe GP's
general salary, contrastswith the method of payment for some other medical reports, including other
reportsrequested by the DWP. Requestsfor reportsoriginating from the private sector, for example,
from solicitors or insurance companies, usually generate a separate fee which is paid directly by the
party requesting the report. One suggestion was to rationalise payment for all state social security
benefit related reportsand to pay an item of service fee for IB113 forms. It was suggested that such
adirect feecould act asan incentiveto some GPs. An alternative, but not mutually exclusive, view was
to reaffirm that GPs have a contractual duty to complete IB113s and to invoke management
procedures against GPswho consistently fail in that contractual duty.

In itself, it wasrecognised that increasing the number of IB113sreturned was not sufficient. Quality
also needed to be improved. This could be attempted by the introduction of quality control
proceduresthat might, but need not, be linked either to a system of feesor management responses.

A different approach suggested wasto introduce abetter programme of training for GPs. Thiscould
include informing GPs of the importance to their patients of their contribution to the evidence
gathering processfor state benefitsand educating them about thetype and depth of information that
isrequired from them. Factual evidence from the GPcan make an important contribution to accurate
decision making and the financial wellbeing of people can be a legitimate clinical concern. The aim of
such a programme would be to encourage GP compliance and commitment, and to improve the
quality of theinformation on IB113 forms. We have shown that some GPstake very seriously the task
of completing IB113 formsfortheir patients. There may belessonsto be learned from such GPsabout
why and how they have this level of commitment which could be used in publicity or training to
increase the commitment of other GPs.

Therewere several respondentswho suggested that areview of theIB113 form itself wasneeded. We
have shown above that many GPsfind some sectionsor questionsdifficult to respond to. There were
few specific suggestions for change but rather a more general feeling that if the form irritated or
alienated some GPs then some reform was certainly appropriate. Two suggestions were that the
IB113 should have more direct questions about functionality, and that there should be space for
benefit or medical staff to add questionsspecificallyrelating to the individual claimant’scircumstances.
Suggestionssuch asthese however would not in themselves address the criticism of some GPsthat,
inthe course of treating patients, they do not necessarily accumulate knowledge about functionality.

7.3.2 Ideasbased on the pilot arrangements

It wasrecognised that in the design of the pilot arrangementsthe problem of non-compliance (i.e. in
relation to the completion of IB113 reports) among the GP participants, which undermines the
current arrangements, is effectively eliminated. Suggestionsfor building on the pilot arrangements
were therefore aimed more at increasing their operational effectiveness and efficiency. It will be
apparent from the section on policy issues above that these suggestions would not command
unanimoussupport from the research respondentsin this study.

Therange of ideas, which are largely self explanatory, included:

+ handwritten extracts from GP records should be transcribed to overcome legibility problems
faced by EMOs and decision makers;

« extracts in SB2 forms should be sorted chronologically according to condition, to assist and
speed understanding by EM Os and decision makers;
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+ extracts should be annotated with explanations of difficult, obscure or unusual medical terms;

+ theperiod for which information should be extracted, at least for new claims, could be restricted
to one or two years;

» information should be sought where appropriate from other health, support and care professionals
involved with the claimant.

It wasrecognised that the successof using GPrecordsin incapacity benefit decision making depended
largely on the quality of the raw material, but as we have mentioned earlier, GP records are very
variable in quality. A suggestion for responding to thiswasthat staff in Medical Servicesor Jobcentre
Plus should be authorised to ask (or require) GPsto complete an IB113 in caseswhere the GPrecord
wasinsufficient for benefit purposes.

7.3.3 Otherideas

One idea for improving clearance times of incapacity benefit was to combine the two stages that
occurinthe Medical ServicesCentreinto one. At present, approved doctorshandle some casestwice,
first to provide advice about exemption, and for non-exempt cases, to provide advice a second time
whentheclaimisscrutinised. InthisprocessIB113sand Med 4 statementsfrom GPs, orthe GPrecords
under the pilot arrangements, and IB50sfrom claimants, are requested at separate times.

A combined process would require GPs and claimantsto supply information concurrently and thus
save possibly several weeksin dealing with the claim. It wasacknowledged that thiswould result in all
claimants being asked to complete a Personal Capability Assessment, including people with severe
physical and mental conditionswho are currently not required to do so.

A different idea emerged from a reflection of developmentsin other areas of the welfare to work
policy area. Current benefit and employment policy is aimed at helping as many people as possible
into or back into work after a period of absence from the labour market because of sickness or
disability. It is possible that services aimed towards the rehabilitation of claimants will increase as a
result of the current policy direction. The records kept by rehabilitation services on individual clients,
which can be expected to contain information about functionality, might therefore become an
important additional source of information for benefit purposes.

7.4 Conclusionson research aims

The medical evidence gathering pilot was set up as a response to the known shortcomingsin the
existing arrangementsfor collecting and using medical information in making decisionson claimsfor
incapacity benefit. In thissection wereturn to theresearch aimsthat formed the starting point for this
studyand summarisethefindingsfrom the study, and offer somefinal reflectionson developmentsin
the future.

7.41 Impact on GPs

Few GPssaid they had noticed any effect on theirown work. Those who did noticeareductionin their
workloadincluded GPsin smaller practices, those whose practice received above average numbersof
IB113 forms, and those who chose to spend time completing them fully. Generally these GPs
welcomed the pilot for reducing the burden of paperwork.

The work of administering the pilot in the practice premises fell to practice managers and other
administrative staff. The experience wasvariable, but for most it wasunproblematicand manageable.
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Practices adopting the photocopying option had experienced the greatest impact in terms of
increased work, disruption of normal working schedules and financial impact.

Participating GPswerestill generallyin favour of the pilot arrangementswhen interviewed, and some
non-participants were more favourably inclined towards the pilot after learning more about it from
researchers and hearing about its impact in other practices. Some non-participating GPs still had
serious concerns about confidentiality and informed consent. Other GPs maintained the view that
they were the most appropriate people to provide medical information about their patients.

7.4.2 Quality of medical advice given to decision makers

In general, decision makers reported little impact on the quality of medical advice from approved
doctorsin Leeds or the EMOsin Medical Examination Centres. The nature of the information from
approved doctors had changed and was generally more difficult to understand and not so useful as
information contained in IB113 forms. Little change had been noticed in the quality of the IB85
medical reportsfrom EMOs.

7.4.3 Impact on decision making

At each stage of the decision-making processthe impact on decisionswasfelt to be small. There was
ageneral view that benefit decisionson pilot caseswould have been the sameif made underthe usual
arrangements. Approved doctors perceived that at the scrutiny stage they had advised examination
in ahigher proportion of pilot casescompared with non-pilot cases. However, there wasno evidence
from thisresearch to suggest that final benefit outcome decisionsdiffered between thetwo groups.

There were, however, reports from some approved doctors, including EMOs, and decision makers
that they had more confidencein some of the advice offered or decisionsmade on pilot casesbecause
of the medical information available from SB2 extract of the GPrecords. Some EM Os also reported
thatthey had been ableto provide betterinformed advice about re-referral dateson some pilot cases.

7.4.4 Overall effectiveness of the new procedures

The proceduresput in place for the operation of the pilot generally worked well in GP practices and
the LeedsMedical Services Centre and the M edical Examination Centres. None of the GPsor practice
staff reported problems with the procedures or had experienced difficultieswhen GPrecordswere
away from the practice premises. Sometimes this was due to the back-up procedures that the
practiceshad introduced themselves. The courier firm used in the pilot wascommended by some GP
practice staff for its efficiency and professionalism. No problems with the collection or return of GP
records were reported. In contrast, some staff in the Jobcentre Plus offices taking part in the pilot
experienced difficulties, frustration and delaysinimplementing the mainly manual proceduresused in
the pilot.

7.5 Final comments

The pilot wasset up with two main objectives: to reduce GPworkloads, and to improve the quality of
incapacity benefit decision making. It was designed also to be acceptable to GPs and to incapacity
benefit claimants.

From the evidence presented here the pilot appearsto have had mixed results. Most of the GPs and
claimantsinterviewed found the pilot arrangementsacceptablein principle and workable in practice.
Someholding thisview stillhad some concernsbut did not report any adverse experiences. In contrast,
therewere GPsand claimantswho held strong and seriousobjectionsto the principle of the pilots. The



70

Developing policy for the collection of medical evidence

pilot, byitsdesign, reduced the number of IB113 formssent to GPsparticipating in the pilot. The effect
at thelevel of the individual GPwasonly noticed in particular practices, some of which may be atypical
in termsof their size and their internal working practices.

Among the users of medical information, approved doctors who prepared the SB2 extract were
closest to the raw material of the GPrecords and found the information the most useful. At other
stages of the process the impact of the pilot lessened. EMOs generally found the information
interesting but it did not contribute greatly to their examination of claimants or their choice of
descriptors. There wasno consensusamong the EMOsinterview ed about which set of arrangements
waspreferable. For decision makers, the SB2 information was generally of lessuse than information
onIB113s. Thisgroup of staff wastheleast in favour of the pilot arrangements, but some had difficulty
expressing a preference between a system that generated useful information on only a minority of
cases and a system that promised less useful information but on all cases.

Thisstudy hasproduced arange of findings, some of which were unexpected, and raised anumber of
important issues that must be taken into consideration in the development of incapacity benefit
proceduresin thefuture. Thoseissueshave been mainly raised by GPs, claimants, and staff of Medical
Servicesand Jobcentre Plusdemonstrating the considerableinterest in the pilot from all these groups.
Other issues have arisen in the course of analysis. At the time of writing a consultation period on the
reform of incapacity benefit has just ended. We can therefore expect that further policy ideas and
changes about the administration of the benefit will be likely to attract a high level of attention and
debate.
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Appendix A
Research methods

A.1  The pilot location

The pilot was conducted in the Sheffield and Rotherham area. Thisincludesurban and rural settings
with a range of socio-economic characteristics. Inner city and urban locations include areas with
relatively high levels of benefit receipt; areas with high proportions of residents of minority ethnic
background; and ex-industrial areaswith relatively high levelsof morbidity. Rurallocationsinclude ex-
mining villages, and some higher income ‘commuter’ villages.

In the pilot area, most initial and ongoing claimsfor incapacity benefit are dealt with in the Sheffield
and Rotherham Jobcentre Plus offices. Approved doctors who scrutinise the medical evidence
supporting claimsare based in Leeds; medical examinationsare conducted in the M edical Examination
Centresin Sheffield, Rotherham and Doncaster.

A.2 Preparatory visits

Two preparatory site visits were undertaken, one to the Sheffield Jobcentre Plus office and one to
Leeds Medical Services Centre. The purpose of these visits was to allow the research team to
understand better the practice and proceduresof the decision-making processunder usual and pilot
arrangements. The visitsinformed the design of the topic guide for all the groupsinterviewed. The
visit to Sheffield Jobcentre Plusinvolved a meeting with the benefit manager for the medical referral
team, two benefit processing staff and one decision maker. At the Leeds Medical ServicesCentre the
research team met three membersof the SchlumbergerSemaproject team; the operational manager;
and two doctorsengaged respectively in scrutiny, and medical examinations and training.
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A.3 Interviewswith GPsand practice staff

A.3.1 Building a study group

The aim wasto conduct interviewswith the senior or sole GPin 18 practiceswhich had taken part in
thepilot, and 12 practiceswhich had chosen not to participate. Theintention wasto include men and
women;aspread of agesamong GPs; and arange of practice size (number of patients) and location,
all of which might have some bearing on decisions to participate in the pilot, and experience of
implementation.

An additional aim wasto conduct interviewswith key administrative staff in ten practiceswhich had
taken part in the pilot and whose GPwas also interview ed.

Data supplied to SPRU for selection of a study group came in the form of one list of practicestaking
part in the pilot, and another list of those who were not. The listsincluded names and addresses of
practices, and the names of the senior partner and other GPsin the practice. Also included for each
practice wasaname and telephone number for contact purposes, in most casesthat of the practice
manager or secretary. It thus proved not possible to determine a GP's age or number of patientsin
advance of selection, although the number of GPs attached to a practice gave some indication of
relative size.

Initial study of the lists of GPs suggested that there were more large multi-practitioner practices
among participantsthan non-participants, and conversely, that there were more single GPpractices
among the non-participants. It was eventually decided, therefore, to sample participant and non-
participant GPs so that each sub-group included:

* men and women;
+ practicesin arange of locations, including urban areasknown to have minority ethnic populations;
* some single practitioners;

+ some senior partnersin multi-practitioner practices.

The actual location of each practice listed was marked on a large scale map of the area. Using the
above criteria, 30 practices were selected from 67 documented as taking part in the pilot; and 24
practices from 77 recorded as non-participants. SPRU sent letters to the senior or sole GPin each
practice, inviting them to take part in aresearch interview. Included with thisletter wasa summary of
the overall research design, and a further explanatory letter from the Department for Work and
Pensions(in Appendix C). Letterswere mailed in thefirst week of October 2002, and quickly followed
up by telephone calls to arrange appointments. Permission to interview key administrative staff in
participating practiceswasalso sought during thistelephonecall, and arrangementsmade in advance
oron arrival in the practice.

Achieving these interviewsrequired some persistence. Some GPswere hard to reach and one ortwo
had retired or died. A slightly higher proportion of GPswho did not take part in the pilot than those
who did declined aresearch interview . Those GPswho preferred not to be interview ed generally said
there were other prioritieson their time. Two GPswho did not have time for an interview gave their
viewsbytelephone, andthesediscussionsareincluded in the analysis. In four practices, the researcher
wasdirected to the practice manager, asthe person with the main responsibility for, and knowledge
of, the pilot, who would represent the general views within the practice. Included here were some
participating practicesin which the GPhad no initial recollection themselvesof any pilot arrangements.

Altogether, interviewswere achieved in GPpracticesasshown in Table A.1
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Table A.1  Recruitment of GPsand practice staff

Practices participating Practices not participating

in pilot in pilot
Practices notified to SPRU 67 77
Invitation letters sent 30 24
(31) (23)

No contact made with named senior partner 11
Declined to take part 3 3
Interviews achieved:

personal interview with GP 14 9

personal interview with practice manager,

instead of GP 3 1

telephone interview with GP - 2

personal interviews with additional

practice staff 10

* One GP from the non-participant list was discovered to be taking part in the pilot
The researchers used topic guides (copy in Appendix B) to steer discussions across the main areas of
interest:

+ characteristics of practice, and respondent;

+ knowledge of the pilot, and views;

» reasons for taking part in the pilot, or not;

+ effects of the pilot arrangements;

» experience of ‘non-pilot arrangements’ for supplying medical evidence;

« viewson improving collection and use of medical evidence.

Personal interviewswith GPsand practice managerson behalf of GPsgenerally took 30-45 minutes.
Interviews with additional practice staff generally took slightly lesstime. An honorarium of £75 was
paid to the senior partner in practices in which personal interviews were conducted. Personal
interviewswere tape-recorded, with permission, and transcribed for analysis.

Thetelephoneinterviewswerefairly short, to suit the GPs, and the researchersmade notesduring the
conversation.

A.3.2 The study group: characteristics of GPsand practice staff

GPs in the study group included men and women, with different lengths of time in their current
practice, and varying lengths of experience asa GP. Some were from minority ethnic backgrounds.
Thestudy group included four single practitioners, four GPsin two-partner practices, and several GPs
in large practices with five or more partners, salaried GPs and a range of nursing/medical staff. All
practiceshad at least two administrative/reception staff, and some large practiceshad more than 20
administrative/clerical and reception staff, often working part-time. One practice taking part in the
pilot wasoperating from two sites.

The practicescovered urban and rural areasin and around Sheffield and Rotherham, with arange of
socio-economic characteristics. Some GPs reported relatively high levels of unemployment, social
deprivation and morbidity among their patients; others said that their practice contained only small
pockets of social deprivation, and employment was generally high. The study group included GPs
practising in areaswhere many patientscame from minority ethnic backgrounds.
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Additional practice staff interviewed included practice managers, administrative staff and clerical/
reception staff. Thisgroup included men and women.

A.4 Interviewswith Incapacity Benefit claimants

The aim wasto talk to people who had agreed that their claim for incapacity benefit should be dealt
with under the pilot arrangementsand whose GPwasparticipating in the pilot, and people claiming
incapacity benefit who had declined to take part in the pilot. The decision was taken not to seek
interviews with any incapacity benefit claimants whose GP had agreed to be interviewed for this
qualitative research, for reasons of confidentiality and to encourage participation on both sides. This
meant that sampling for recipientstook place after deciding which GPswould be invited to take part
inthisresearch although theinterviewswith claimantsactually took place before interviewswith GPs
and practice staff.

Developments in the implementation of the pilot affected the sampling strategy. Initially only
claimantsundergoing the PCA for the first time were included under the pilot arrangements, which
began in January 2002. From April 2002 benefit recipientswho were facing a second or subsequent
PCA were recruited to the pilot, in order to boost the participant sample size. For purposes of
description, we use DWPterminology and call the latter group (PCA) ‘re-referrals’.

The eventual aim wasto achieve interviews with:

+ 12 people making a ‘new claim’ who had agreed to take part in the pilot;

» 12 people facing a second or subsequent Personal Capability Assessment (re-referred) who had
agreed to take part in the pilot;

* 12 people who had declined to take part in the pilot, of whom:
— 6 were making a new claim; and
— 6 were making ‘re-referred’ claims.

It wasknown from previous research that hasinvestigated claimants’ views about how their claims
are processed that people’sassessmentsare often influenced by the outcome of their claim. The aim
wasthusto interview the incapacity benefitsclaimantsbefore they received a decision. Thisrequired
inviting recipientsto take part intheresearch assoon aspossible after the start of their claim. A flexible
approach wasrequired which enabled the research team to respond immediately to notificationsby
DWPof appropriate claimants, within an initially unspecified ‘traw |’ period, long enough fornumbers
to build of claimantsgoing through the pilot.

The approach adopted wasasfollows. From May 2002 the DWPresearch management team sent to
SPRU fortnightly lists of people claiming incapacity benefits in the Sheffield and Rotherham area.
Claimantswere distinguished according to whether they had agreed to take part in the pilot or not.
Immediately on receipt of each list, lettersof invitation from the DWPwere sent from SPRU. Theletters
(Appendix C) reminded people about the trial to test new waysof getting medical information from
their GP. It went on to invite them to take part in some research, to find out why they had decided to
be in the trial, or not, and what they thought about medical records being used in this way. The
opportunity wasoffered to opt out of the research, either to research managersin DWPor the SPRU
research team secretary.

Aftertwo weeks, those people who had not opted out of the research were considered for inclusion
in the study group. The researchers attempted to contact people quickly, mainly by telephone or
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direct calls at their address. Some letters were also sent, inviting people to get in touch with the
researchersto make an appointment. The latter approach wasused when telephone contact wasnot
possible.

The fieldwork continued in this way until the end of September, sending fortnightly waves of
invitation lettersfollowed up immediately after atwo week opt-out period. A purposive study group
wasbuilt asdescribed in the following section.

A.4.1 Building the study group

Asdescribed above, the aim was to recruit people who had and had not agreed to take part in the
pilot; and people making new claimsand those who had been re-referred, who had not yet received
a decision about their claim. The researchers explained to those people contacted who had already
received a decision that they were not among the group of people whom the researchers hoped to
talk to. It was decided in advance that if any such people strongly wished to take part, interviews
would be arranged for them. In the event, thiswas not necessary, although one or two people said
they were disappointed not to be included.

Selection of peoplewith home addressesacrossthe Sheffield and Rotherham arealed to theinclusion
of patients from different practices. The researchers aimed to include similar numbers of men and
women, with aspread of ages; to include people with arange of impairmentsand health conditions,
and at least some people who had been assessed for Income Support or National Insurance credits
(characteristicsreported in the lists of names supplied to the research team). The aim wasto include
some claimantsfrom minority ethnicbackgrounds. People’snamessometimesprovided an indication
here. An additional aim wasto include people facing a Personal Capability Assessment for the first
time and people who had had a previous experience, but it was not possible to select on this basis.
Some of those making a ‘new claim’ (i.e. from a period of non-claiming) had claimed incapacity
benefitsin separate claiming spells, sometimes several yearspreviously, which wasnot known to the
researchersin advance of the interview.

A.4.2 Response

It isnot possible to report a ‘response rate’ in the way that istraditional in thiskind of recruitment to
research, foranumber of reasons. Most important isthat wedo not know whetherthosewho initially
opted out or those who declined an interview when contacted by the researchers were actually in
scope. Such people often explained quickly that they were too busy to take part or not interested in
theresearch, and it wasoften then inappropriate to go on to ask them if they had received a decision
about theirclaim. Thus, thosedeclining an interview probablyincluded anumber of peoplewhomthe
researcherswould not have sought to include anyway. Indeed, people dissatisfied with the outcome
of their assessment may have been lessinclined to take part in the research, and those alreadyin work
may have had more constraintson their time.

An additional factoristhat we do not know whether those people who had answerphonesrunning
when the researchers telephoned actually received messages left for them, inviting them to get in
touch to arrange an appointment. Many people on the lists supplied had answerphones set up. Not
replying to the researcher’smessage might have been away of declining to take part in the research,
so the researchers did not try again if two or three messages elicited no reply. It is also possible,
however, that such messages just never reached the people for whom they were intended, for
example, if a person had moved home, was in hospital or on holiday, or if somebody else in the
household decided not to passon the message. Thisalso appliesto recruitment attempted by letter.
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We can make the following observations about the recruitment of incapacity benefit claimants for
this study. A high proportion of the people listed were not accessible by SPRU by telephone. It was
common for people to be ex-directory, probably related to increasing ownership of mobile
telephonesaswell aspreference for privacy. It wasnot unusual for telephone numberslisted by DWP
to be out of use. It was not unusual for telephone numbers which were reached to have
answerphones running, for what appeared to be large parts of the day and early evening. The
researchersfelt that thismay be an indication that increasing numbers of people now choose not to
answer their telephone immediately, even when at home, but to scan incoming calls and decide
whether to respond.

Those people who did decline personally did not always give a reason. Some said they did not have
time, asaresult of work commitmentsor caring responsibilities; did not feelwell enough;or preferred
not to take part because they did not like meeting new people or answering questions. Some simply
said they were not interested. Sending letters inviting people to get in touch with the researchers
rarely resulted in an interview. Making a first contact by calling at a person’s home was usually
successful in terms of recruitment for an interview, but wasresource intensive.

A.4.3 Conducting the interviews

The researchers asked all those invited to take part where they would like to meet, and whether any
special arrangementswould make it easier for them to take part in the research. All preferred to be
interviewed at home; some preferred to take part with theirdomesticpartner. Nobodytook part with
an interpreter or signer. One interview was conducted by telephone because the person concerned
preferred the researcher not to visit.

Topic guides (Appendix B) were used to steer discussion acrossthe main topics of interest:
» Personal circumstances; employment and claiming histories.

+ Awareness and understanding of pilot arrangements; reasons for taking part or not.
+ Understanding of decision making processes in medical assessments.

* Previous (non-pilot) experience of medical assessments.

+ Viewson pilot arrangements.

+ Viewson medical examinations.

» Improving collection and use of medical information.

Interviewsvaried in length. Discussionswere shorter when people had little awareness of, or interest
in, the pilot arrangements or the general process of medical assessment for benefits purposes. If
people were interested in the issues and had experiences they wanted to tell the researchers,
interviews could take up to one hour and a half.

Thediscussions(including thetelephoneinterview)weretape-recorded, with permission of respondents,
and transcribed for analysis. Those who took part in the research received a gift of £20 to
acknowledge their help.
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A.4.4 Characteristics of the claimant study group

The study group of 32 people included 22 people recorded by DWP as taking part in the pilot
arrangements, and ten peoplerecorded asnon-participants. According to DW Precords, representation
of people making ‘new claims’ and those who had undergone apreviousmedical assessment in their
current claim, or been ‘re-referred’, was asfollows:

Table A.2 Membership of the study group

Pilot participants Pilot non-participants
New claims Re-referred New claims Re-referred
12 10 7 3

The group included 21 men and 11 women, as shown in Table A.3. This largely reflected the
composition of the samplessupplied to SPRU. According to general administrative statistics supplied
by DWP, 62 per cent of the incapacity benefit population in October 2002 were men.

Theresearchersinitiallyaimed at amore equal balance between men and women in the study group,
but therewerefewer women who might be approached forinterview, especiallyamong peoplewho
had been re-referred.

Table A.3 Menand women in the study group

Pilot participants Pilot non-participants
Men Women Men Women
14 8 7 3

The study group included people from all age ranges, asshown in Table A.4. In termsof comparison
with the general incapacity benefit population, our study group had fewer people in the age range
50-59 years, and slightly fewer aged under 30 years.

Table A.4 Agesof people in the study group

Pilot participants Pilot non-participants
Under 30 years 1
30-39 years 7 3
40-49 years 6 3
50-59 years 4 2
60 years and over 4 2

People’sfamily and household circumstances may influence their view s about medical evidence and
incapacity benefits. For example, claimantsmay have discussed with apartner whetherto takepart in
the pilot; or responsibility for dependent children may influence people’sviewson the outcome of a
Personal Capability Assessment. Table A.5 shows the family and household circumstances of
claimants in the study group. Ffteen of the claimants were owner-occupiers; 12 local authority
tenants; four had private landlords and one was a housing association tenant. One person had a
minority ethnic background.
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Table A.5 Family and household circumstances

—
-

Lives with partner

Lives with partner and dependent children
Lone parent

Lives with partner and adult relatives
Lives with adult relatives

o = A~ NN

Lives alone

—_

Lives with person as their carer

A.4.5 Health and impairment

The aim wasto achieve a study group which included people from a number of broad categories of
health conditionsand impairments. M ost peopleinterview ed talked about current health circumstances
or impairments which affected their capacity to work. People often spoke of a number of different
aspects of current ill-health which affected daily living in a number of different ways. One example
was managing limited mobility due to severe arthritis at the same time as dealing with clinical
depression. We made no attempt to categorise people in the study group in terms of diagnoses of
iliness, ortype of condition. Asaresult of what peopletold us, however, weknow that the studygroup
included people with musculo-skeletal conditions; respiratory and circulation problems; multiple
injury; epilepsy; diabetes; sensory impairment; different kinds of mental iliness (depression, anxiety,
phobias, psychosis); cancer and other progressive illnesses; and drugs or alcohol dependence.

The Sheffield/Rotherham area has a history of industrial and mining employment, and there are still
some areas of concentration of heavy industry and manufacturing. Aswe might expect, some of the
men in the study group had experienced seriousindustrial accidents and injury.

In some cases, symptomsof current ilinessaffected the conduct of theinterviews. For example, some
people were distracted by pain or fatigue. Some found it hard to maintain discussion, due to severe
depression, and some became tearful and needed time to re-engage with the interviewer. One
person’sviewsw ere possibly affected by paranoia. Some people explained poor recall of eventsand
lack of concentration in the interview asdueto effectsof powerful medication, brain injury or stroke.
In all such cases, the interviewers did as much as possible to prevent the interview being a negative
experience, and this sometimes meant not pursuing issues w hich were sensitive, or conducting a
shortened interview. We have taken account of the above factorsin the analysis. M aterial from all the
interviewswasvaluable.

A.4.6 Employment and benefits

In terms of benefit receipt and entitlement, most people were being assessed for incapacity benefit
when selected for the study group. The group also included some people who had been claiming
Income Support with adisability premium because they had insufficient contributionsfor eligibility for
Incapacity Benefit. A number of people were also receiving industrial injuries allowances, and the
study group included recipients of Disability Living Allowance. Not everybody was certain which
benefit they were claiming, however, and it isnot possible to present a systematic analysis of benefit
receipt. Although the aim had been to interview only people who had not yet received a decision in
their current claim for incapacity benefits, it appeared that afew respondentshad actually been told
the decision by the time they met the researcher.
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There was a wide range of views about the possibility of returning to paid employment. Those who
thought returning to work was unlikely included:

» people who said that their hospital consultant had advised not to go back to work;
+ people facing a progressive iliness or deteriorating condition;

+ people very close to retirement age.

Those most keen to return to work included people responsible for children and people who had a
long employment history and disliked the inactivity and boredom involved in being away from a
workplace. Included in the latter group were some of the oldest men interviewed. By the time of the
interview, one man was about to start work using permitted work rules; another was considering a
job offer, and another had started applying for jobs. A person who had just been told that his
incapacity benefit was going to be withdrawn, after a Personal Capability Assessment, said he was
resigned to having to look for a part-time job.

Two women still had contracts of employment and hoped eventually to return to their employer,
perhapswith an adjustment of activities at work. Two of the younger members of the group were
aiming towards higher education rather than paid work, when their condition improved.

A.5 Group discussions with incapacity benefits processing
staff

In discussions with the appropriate line managers in the Sheffield and Rotherham Jobcentre Plus
officesit waspossible to identify all staff involved in some way in the processing of incapacity benefit
claims. Managers were asked to nominate staff who could attend and contribute to a group
discussion on the basisof having areasonable amount of experience of the pilot arrangements. It was
recognised that organising the release of staff from busy sectionsmight cause some disruption so no
other selection criteriawere imposed.

The discussions with processing staff took place in mid-November 2002, when the pilot had been
running for nearly one year. There were three discussions, in different Jobcentre Plus offices in
Sheffield and Rotherham. Altogether, ten members of staff took part, all but one of whom were
women. All were administrative officers, engaged solely or partly with medical administrative work,
and most had been in post throughout the lifetime of the pilot.

Oneresearcher moderated each discussion, using aguide (Appendix B) to steer discussion acrossthe
topicsof interest:

* Practice in processing claims: pilot and non-pilot arrangements.
« Impact of pilot arrangements.

« Strengths and weaknesses of pilot arrangements.

« Suggestionsfor improvement.

The group discussions worked well. Respondents from each different office generally worked
togetherasateam, and wereused to sharing their viewsin agroup setting. Thediscussionsweretape-
recorded, with permission, and transcribed for analysis.
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A.6 Discussionswith decision makers

All decision makers working on incapacity benefit claims were identified in discussions with the
appropriate managers in the Sheffield and Rotherham Jobcentre Plus offices. The intention wasto
include, in this phase of the research, all decision makers apart from the person who had already
participated in the research in site visit discussion earlier in 2002. Managerswere asked to nominate
two officers from their respective offices to take part in a group discussion. Other decision makers
would be asked to participate in aone-to-one interview.

Six decision makers were thus interviewed individually and four took part in the group discussion.
Over the course of the research, therefore, all decision makersworking on pilot casestook part in the
research. Feldwork was carried out in November 2002. One member of the research team
moderated the group discussion.

The aim of the one-to-one interviewswasto explore individual practices and experiences of making
incapacity benefit decisionsunder both the pilot and the usual arrangements. In contrast, the group
discussion wasused to explore what medical information decision makersneed to do their job and to
think about how thismight be organised in the future. Topic guidesare included in Appendix B.

Topicscovered in theindividual interviewsincluded:
« Therole of the decision maker.
+ The impact of the pilot arrangements.

« Strengths and weaknesses of the pilot arrangements.

Topicscovered in the group discussion included:

+ Information needs of decision makers.
+ Views about collecting medical information in the future.

+ Preferences for working with usual arrangements or pilot arrangements.

Both the individual interviews and the group discussion worked well. All discussions were tape-
recorded, with permission, and transcribed for analysis.

A.7 Interviewswith Medical Services staff

Interviews with approved doctorsin the Leeds Medical Services Centre were organised through the
operational leader with responsibility for administering the pilot. All four doctorswho were in post
and carrying out work connected with the pilot in November 2002 were interviewed. Interviewswith
Examining Medical Officers (EMOs) were arranged through the manager of the Sheffield Medical
Examination Centre. All six of the EMOswho were seeing pilot casesregularly were interviewed. In
agreement with DWP, one EMO, who had seen onlytwo claimantsunderthepilot arrangements, was
not interviewed. An interview with the operational manager for the pilot wasarranged directly with
her.
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A single topic guide (see Appendix B) was used in the interviewswith approved doctorsin Leedsand
with EMOs. The researcher used appropriate sections according to the role of the individual being
interviewed. Topicscovered included the following:

« Background and experience.

+ Extracting information from GP records.

» Experience of making decisions about exemption.

» Experience of carrying out the scrutiny stage in the decision making process.
» Experience of carrying out medical examinations.

* Views about how medical information could be collected in the future.

Topicscovered in the interview with the Medical Services Centre operational manager included:

* Impact of the pilot arrangements.
+ Strengths and weaknesses of the usual and pilot arrangements.

+ Lessonslearned from the pilot for the future administration of incapacity benefit claims.

All interviews with Medical Services staff worked well. Discussions were tape-recorded, with
permission, and transcribed for analysis.

A.8 Analysis

Analysis of material from each part of the research was handled separately, but the approach was
similar in each case. Analysis began with reading the transcripts or tape-recordings and additional
fieldnotes, and arrangement of material under key headings, reflecting the main topics for enquiry
and additionalthemesemerging from thedata. A seriesof thematicchartswasdrawn up, for each set
of transcripts, and data from each transcript summarised under the appropriate heading.

The method has been developed and refined within SPRU over many years, alongside the
‘Framework’ approach (Ritchie and Spencer, 1994) initiated by Social and Community Planning
Research, now the National Centre for Social Research, which takesa similar analyticapproach in the
context of conducting applied qualitative research.

Ordering data in thisway means that, in the case of interviews with individuals, the accounts of all
respondentscan be explored within acommon thematicframework, grounded in the data collected.
It helpsto highlight the fullrange of perceptions, beliefs, experiencesand behavioursdescribed bythe
respondents, and enables exploration of the factors which underpin them. The method enables
within-case and between-case analysis, essential for drawing out afullinterpretation of the data. The
final stage of the analysis involves reviewing the data mapped in the thematic matrix; comparing
accounts from individuals, and identifying patterns and explanations within the data. A similar
approach wastaken with analysisof transcriptsfrom group discussions, w hich identified contributions
from individual members of the groups.






TOPICGUIDE

Interview swith participating GPs

Interviewer’sintroduction

You were invited to take part in this research because youlyour practice are participating in the
Department for Work and Pensions trial to test a new way of collecting information for deciding
whether people are eligible for incapacity benefits. We would like to hear about your views and
experience of the trial.

« Remind about SPRU

+ Explain the issues to be covered

« Discussion will last around one hour

« Explain confidentiality, and how the material will be used
« Ask for permission to use tape-recorder

« Any questions or concerns?

« Give money gift.

1. Employment history, information about practice
« Time asGP

« Time in this practice

« Number of GP sessions/week

(Ask multi GP practices only)

« ‘Personal list’ of patients or ‘shared practice list’

« Number of patients (practice, self)

L

Know ledge of trial

+ How did you learn about the trial?

+ How wasrationale for trial explained?
+ How isthe trial being conducted?
what gets sent, to whom

what happens to information

how quickly are notes returned

« Views about patients’ notes being used in thisway

3.

Reasonsfor taking part in the trial

Initial view
How was it decided?
involvement of colleagues, practice staff
Decision to send case files or photocopies
Explore
Effectsof trial
On workload
On administration of the practice
extra work? for whom?
costs?

Any impact on patient care and on ability to do own job

sopinb o1dog

On relations with patients who are claiming a state benefit

Have they been contacted by Medical Servicesdoctorsin Leeds/Sheffield to discuss administrative
aspects of the trial, or individual patients in the trial?

reason? views.

Are arrangements for transporting notes and returning them working smoothly?
how could difficulties be overcome?

Any feedback from individual patients?

Experience of usual arrangements
[NB GPs will still be filling in some IB 113sfor claimantswho opted out of the trial]

How many medical statements (e.g. Med 3) do you usually issue each week? How many of these
are for people with ongoing disabling conditions?

How many (or what proportion) of your patients do you think are currently in receipt of a state
incapacity benefit?

Overall how much work does benefit related work usually amount to for you each week (on
medical statements, medical reports and related appointments with patients)?

What is the process of completing IB113?
dealing with IB113 in practice
any guidance available/used
Views about filling in form 1B113
time taken per week
any questions that GPs find particularly difficult to answer

Probe: what is difficult

q Xipuaddy




Does more information go into the IB113 than is accessible in the patient’s notes? Probe

How far do you think the information you provide on the IB113 can influence the outcomes of
claims?

Do you form a view about whether patients should receive IB?

Are there any advantages or disadvantages in completing a statement that is handed to the
patient, like a Med4, compared with an IB113 which the patient does not see?

. Comparison with similar arrangements
Usually, in your practice, are patients’ notes used by anyone else outside the practice?
who? for what purpose?
views about patient notes being used in thisway
. Improving collection and use of medical information for deciding incapacity benefits
Knowing what you know now, would you have participated in the trial?
Probe for reasons

How would you feel about it being introduced across the country as the new way of collecting
clinical information on all patients who are on a state incapacity benefit?

Probe
Are new arrangements appropriate for all incapacity benefit claimants or some only?
Probe

How best do you think factual information about your patient’s condition could be obtained to
inform benefit assessments?

TOPICGUIDE

Interview swith office staff of participating GPs

Interview er’sintroduction

You were invited to take part in this research because youlyour practice are participating in the
Department for Work and Pensions trial to test a new way of collecting information for deciding
whether people are eligible for incapacity benefits. We would like to hear about your views and
experience of the trial.

* Remind about SPRU
« Explain the issues to be covered
« Discussion will last 10-15 minutes
« Explain confidentiality, and how the material will be used.
« Ask for permission to use tape-recorder.
« Any questions or concerns?
1. Background information
« Position/job title
« Other office staff
« Roughly, how many cases have been dealt with under trial arrangements?
« Ispractice (a) sending case notes; (b) sending photocopies; (c) sending notes electronically?
« were staff involved in the decision of the practice to take part in the pilot?
2. Effectsof trial
Interview note: adapt questions accordingly for different means of supplying information.
+ What is the procedure for handling requests for notes?
how does request come to you?
who doeswhat?
do you have to make any decisions/judgments about what to send?
Probe
how quickly can request be dealt with? Isit a priority task?
are GPsinvolved in any way?
+ How do you keep track of notes?
explore manual/computer systems
how quickly are notes returned?

do you chase (late) returns?

ve
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Are arrangements for transporting notes and returning them working smoothly?
how could difficulties be overcome?

Has trial had any effect on patients? Probe

Has trial created any problems for you? Probe

Overall, has the trial created much extra work? Probe

Views about sending only a portion of the casenotes

Any issues of confidentiality arising from pilot arrangements?

Any suggestions for improving trial arrangements?

TOPICGUIDE

Interview swith participating clients

Interview er’sintroduction

You were invited to take part in this research because you have recently made a claim for incapacity
benefits in the Sheffield/Rotherham area. In this area the Department for Work and Pensions is trying
a new way of collecting information for deciding whether people are eligible for incapacity benefits.
We would like to hear what you think about this.

1

Remind about SPRU
Explain the issues to be covered

- about you and your household

about your recent (or continuing) claim for incapacity benefit (for which a decision is still
aw aited)

- thoughts about the trial (whether you are taking part or not)

experiences of claiming incapacity benefit in the past

views about medical examinations (whether or not you have had one)

- your ideas about how to improve how your claim isdealt with (might want to bear thisin mind
as we proceed)

Discussion will last around one hour — check need for breaks
Explain confidentiality, and how the material will be used

Explain discussion will have no effect on current claim, on any other benefits, or dealings with
DWP, Inland Revenue, Employment Service, Child Support Agency etc., or any dealingswith your
own GP

Ask for permission to use tape-recorder
Any questions or concerns?

Give money gift.

. Personal circumstances, employment history, claimshistory

Details of household

household members; age
responsibility for children

tenure
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Employment/benefit history

(to explore experience of paid work and sickness/incapacity benefits, focusing on last two to three
years)

periods of employment; type of work

claims for sickness/incapacity benefit

- route onto IB (including type of illness/impairment)

receipt of other benefits

attemptsto try/return to paid work

current situation in respect of work and health
2. Awarenessof taking part in the trial

[Interviewer note: Ask following question about awareness of being in the trial and route to
appropriate set of questions. Refer to claim form if necessary to remind claimant how agreement to
take part was sought.]

Are you taking part in the trial testing the new way of collecting medical information for
benefit claimsusing GP medical records?

« If yes—go to section 3a
+ If no —go to section 3b

« If don’t know —go to section 4

3. Experience before taking part in the trial

3a. Askparticipants
Wasit clear to you w hat taking part in the trial would mean?
+ understanding what the trial involved

- aware that participation was voluntary?

aware that GPinvolvement was voluntary?

views on GP participation

- usefulness of DWPinformation (leaflet/letters/claim forms)

perception of impact for self

- did you think it would affect decision on claim?

perception of impact for GP; administrative staff

feelings about taking part — interest/curiosity; positive/negative feelings
Overall, what made you decide to agree to take part in the trial?

Now go to Section 4.

3b. Ask non-participants
Wasit clear to you what taking part in the trial would mean?
« understanding what the trial involved
- aware that participation was voluntary?
- aware that GPinvolvement was voluntary?
- viewson GP participation
- usefulness of DWP information leaflet?
« perception of impact for self
- did you think it would affect decision on claim?
« perception of impact for GP; administrative staff
- feelings about taking part —interest/curiosity; positive/negative feelings
Overall, what made you decide NOT to take part in the trial?
Now go to Section 4.
4. Understanding of decision-making processesfor recent claim/medical assessment

[Interviewer note: refer to trial arrangements for respondents who have answered Section 3. Do not
mention trial for others.]

We are interested to know w hether it’sclear to people how their entitlement to incapacity

benefit is dealt with. Thinking about your [most] recent dealings with DWP about your
incapacity benefit, can you tell me what happened [after you sent in your claim form]/
[when your claim form waslooked at again]?

Seek unprompted answers and observations first. If necessary, prompt:
+ How do you think GP has been involved?
- what sort of information has he/she provided to DWP?
+ How have local benefit office been involved?
« Anyone else (e.g. special doctors, advisors) involved? How ?

Who do you think might be involved in the next few weeks or months? How will they be
involved?

Prompt again for GP and others’ involvement

What sort of information do you think benefits staff need about your iliness or condition
and how it affects your working?

» Kind of information
« Source of information

« How isinformation collected? Forms/letters, medical examinations
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How sensible does that way of collecting and using information about you seem, for
deciding your entitlement to incapacity benefit?

« Perceptions
+ Beliefs and feelings
+ Concerns and anxieties

5. Check for previousclaims/medical assessmentsto decide Incapacity Benefit entitlement

We have talked about your recent claim, but can | check whether you have put in a claim
for Incapacity Benefit in the past?

If yes—go to Section 6
If no — go to Section 7

If don’t know —go to Section 7

6. Previousexperience of [claiming/having an assessment for] Incapacity Benefit

[Interviewer note: Some respondents will be re-referral claimants. We are interested in their views on
how their medical test was dealt with on the most recent occasion before the trial started. Other
respondents will be talking about medlical tests in respect of separate past claims.]

Can | check about when you last had a medical assessment(s) for incapacity benefit?
Can you say how last time was different to thistime?
how was GP involved?
how was local benefit office involved?
how was anyone else (e.g. special doctors, advisors) involved?
What sort of information was collected that time?
kind of information
source of information
how was information collected? forms/letters, medical examinations
In your view, how sensible was that way of collecting and using information?
perceptions
beliefs and feelings

concerns and anxieties

7. Deciding entitlement under the trial arrangements

I now want to ask (more) questions about the new arrangements for collecting medical
information under trial in the Sheffield/Rotherham area.

May I just run through what is happening in the trial? Interviewer explain.
Do you know w hat information is kept in GP records?
Seek unprompted answers first. If necessary, prompt:

GP'sown notes

hospital letters

test results

Do you think there are advantagesin using the actual medical notesin deciding your
entitlement to incapacity benefit?

Probe for:
perceived advantages for self
better decisions
speed/ease of process
Do you think there are any disadvantages?
Probe for:
perceived disadvantages for self
concern about what information notes contain
not such good decisions
speed/ease of process

We want to talk about the way in which the new arrangements affect GPs, but can | first
ask about you and your GP?

Explore:
length of time with GP
recent contact; nature and extent of GP involvement; same/different GPs
other medical treatment
attendance at hospital/clinic
awaiting treatment?
generally good/not good relations with GP
confidence in GP

extent to which GP knows about their work aspirations
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Do you think that if the new arrangements were introduced for all claims your relations
with your GP would be affected in any way?

Explore:
improving relations
increased pressures/tensions

8. Medical examinations

Some people are asked to go for a medical examination aspart of deciding their entitlement
for incapacity benefits. Have you had a medical examination for your new, recent claim?

If yes, probe for experiencesand views

+ Knowledge of information available to examining doctor

+ Extent of doctor's knowledge about condition, and its effects on daily living and ability to work
+ Did doctor refer to medical records?

- Differences from other medicals, i.e. for other benefits?

+ Views on whether doctor should have report from GP, or extracts from notes made by DWP
doctor.

Probe for reasons.

Now ask all

View s on medical examinations

+ What kinds of people are asked to go for a medical examination

+ What kinds of circumstances
Appropriateness for finding out how illness/condition affects ability to work
Probe for reasons

« Appropriate role for GP notes in medical examinations
Probe for reasons

+ Should every claimant have an examination?

Respondent’s preferences

Ask claimants who have NOT had an examination (yet)

+ Would you like to have a medical examination in connection with your claim?
Probe for reasons

Ask claimants who HAVE had an examination

+ Would you have preferred NOT to have had a medical examination?

Probe for reasons

9. Improving collection and use of medical information for deciding incapacity benefits
Now that we have talked about thistrial in detail, do you think it isa good idea?

« Perceived advantages

« Perceived disadvantages

« Remaining concerns/anxieties

Knowing what you know now, would you have participated/not participated in the trial?
Probe for reasons

How would you feel about it being introduced across the country as the new way for
dealing with everybody’s applications for incapacity benefits?

Probe for reasons

Have you any suggestions for better ways of deciding people’s entitlement to incapacity
benefit?

Thank you for taking part.
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TOPICGUIDE

Group Discussion with Jobcentre processing staff

Interviewer’sintroduction

You were invited to take part in this research because you play a central role in the Department for
Work and Pensions’ pilot to test a new way of collecting information for deciding whether people are
eligible for incapacity benefits. We would like to hear about your views and experience of the pilot
arrangements. We are particularly interested in any comparisons you can make between the pilot
arrangements and the ‘usual’ arrangements you are still using where GPs or claimants have opted out
of the pilot.

-

Remind about SPRU; remind about earlier visit to Sheffield Jobcentre in May
Explain the issues to be covered

Discussion will last around one hour

Explain confidentiality, and how the material will be used

Ask for permission to use tape-recorder

Any questions or concerns?

. Identifying differencesin practice under the pilot arrangements

We want first to identify the differencesin what you actually do in processing claims under the
pilot arrangements compared with the ‘usual’ arrangements. At this stage we are not trying to
assess whether these have had positive or negative effects. That will be the next task.

Interviewer note: try to identify and distinguish (a) new activities they do, (b) things they do not do
under the pilot arrangements, and (c) things they do differently.

2. Impact of pilot arrangements

Now we want to talk about what effects these changes have had, for example how they have
made your job easier (or not), and what problems (if any) have arisen.

Interviewer note: use prompts if required.

Prompt: Have you had to deal with any major difficulties/bottlenecksin processing claims? How did
you respond?

Prompt: Has there been an impact on

- speed of processing?

- number/type of appeals

Prompt: How have contacts with other key actors been affected?
- other Jobcentre staff
- Medical Services doctors
- GPs
- claimants
- others?
Prompt: Has anyone from the above groups raised any concerns about the pilot arrangements?
Prompt: Do processing staff have any concerns?
3. Follow up pf pointsfrom early site visit in May 2002

« It wasvery early dayswhen we visited in May, but some pointswere raised that we would like to
follow up.

- ITsupport
- apparent simplicity of pilot, compared with actual experience

- effect of performance targets

4. Lessonsfrom pilot

« What are the main strengths? Probe fully (compare with usual arrangements)

» What are the main weaknesses/area of concern? Probe fully (compare with usual arrangements)

« Suggestions for improving process?
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TOPICGUIDE

Interview with Medical Services Operation Manager

Interview er’sintroduction

You were invited to take part in this research because youlyour practice are participating in the
Department for Work and Pensions trial to test a new way of collecting information for deciding
whether people are eligible for incapacity benefits. We would like to hear about your views and
experience of the trial.

* Remind about SPRU

Explain the issues to be covered

Discussion will last around one hour

Explain confidentiality, and how the material will be used

Ask for permission to use tape-recorder

Any questions or concerns?

Y

. Impact of pilot arrangements

What have been the main differences in processing pilot and non-pilot cases?

probe: speed

What determines the flow of work to the doctors?
- are certain types of case reserved for particular doctors?

- impact? e.g. speed of processing

How has Tracker system of case control worked? Have any useful lessons emerged?

Do you organise the collection of additional information when requested by approved doctors?
probe: who, how often, response rate, timing

2. Lessonslearned from the pilot

What have been the main strengths and weaknesses of the pilot arrangements?

How could processing of cases be quicker?

TOPICGUIDE

Interviews with approved doctors

Interview er’sintroduction

You were invited to take part in this research because you play a role in the Department for Work and
Pensions trial to test a new way of collecting information for deciding whether people are eligible for
incapacity benefits. We would like to hear about your views and experience of the trial.

* Remind about SPRU

« Explain the issues to be covered

« Discussion will last around one hour.

« Explain confidentiality, and how the material will be used.
« Ask for permission to use tape-recorder.

« Any questions or concerns?

Interviewer note:

Medical practitioners play a variety of roles in the administration of incapacity benefit. These are
referred to in this report as approved doctors. The key role of the approved doctor in the Medical
Evidence Gathering Pilot included

« preparing a data extract from GP case files (on form SB2),
« advising decision makers on paper evidence for exemption/scrutiny cases,

« advising decision makersfollowing an examination of the claimant (when they act asan Examining
Medical Officer (EMO).

Ask questions in Sections 2 and 3 accordingly.
1. Background/medical experience
« Current role
« Number of sessions
« Other (concurrent/previous) employment
- Experience of General Practice (no. of years; years since working as GP)

- Specialisms/areas of expertise

06
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3.

. Extracting information from GPnotes

Isthe process of extraction the same for (a) exemption stage and (b) scrutiny stage?
Probe for differences

How do you identify ‘relevant information’ as defined in the context of a claim for incapacity
benefit for (a) pilot and (b) non-pilot cases? Probe for differences.

- how do you decide what to include/exclude on the SB2 form?
How easy/difficult isit to extract relevant information?

- what makes a case ‘easy’ or ‘difficult’

How variable are GP notes?

- do they contain relevant information of value to the issues for which an approved doctor has
to provide advice ?

- what information, if any, is missing?

Do you ever need further information other than what isin GP notes?

- What do you do in such circumstances?

Any comments on design of form SB2?
Probe

Isthere a difference between handwritten and computerised GP notes?
Probe for differences and impact/legibility

How long does extracting information take? Probe for range of times

- isthisa problem? Probe

Experience of exemption and scrutiny

(a) Exemptions

Experience of EXEMPTION cases in the pilot (no. of cases; frequency)
Experience of NON pilot cases (no. of cases; frequency)

Comparison between pilot and ‘usual’ arrangements

- what information is available under ‘usual’ arrangements?

- do you need to contact GP for any reason? Probe

- in pilot, how much of GP notes do you need to refer to? (e.g. no. of years)

is it easier to decide exemptions under pilot? Probe for reasons

have you made more exemption decisions in the pilot?

do you find that the evidence from the GPnoteshas helped to increase your level of confidence
in the advice given (to exempt or not)? Probe

- time needed for exemption cases

- hastask changed for some types of case more than others? (e.g. type of disability)? Probe for
examples

How would you summarise the relative pros and cons of using GP notes compared with ‘usual’
arrangements? Probe fully

(b) Scrutiny

Experience of SCRUTINY cases in the pilot (no. of cases; frequency)
Experience of scrutiny of NON pilot cases (no. of cases; frequency)
Comparison between pilot and ‘usual’ arrangements

- what information is available under ‘usual’ arrangements?

- do you need to contact GP for any reason? Probe

- how much of GP notes do you usually need to refer to? (e.g. no. of years)

are there cases where five years is not enough? Probe

is it easier to give clear/unambiguous advice (i.e. to pass or not pass the case) under pilot?
Probe for reasons

- Compared with non-pilot cases where an IB 113 or Med 4 is available, has number of cases
where there is insufficient information to decide fallen?

Using the information from the GP notes, are you more confident about the advice you give
(to accept or call for exam)? Probe

- how long does process take? any preference compared with standard scrutiny work?

has scrutiny task changed for some types of case more than others? (e.g. type of disability)?
Probe for examples

How would you summarise the relative pros and cons of using GPnotes compared with using (a)
IB113s and (b) Med4s? Probe fully

‘Rework’ claims - has pilot affected number, type, content of ‘rework claims? Probe fully.

Views about practice staff being used to draft IB113s.

. Medical examinations

What has been the effect on the task of examining claimants of replacing the IB113 or Med 4
with the SB2?

In what way is information in SB2 different to information in non-pilot cases? Probe fully for
advantages and disadvantages of differences.

How is information on SB2/IB113/Med4 used? Probe for differences
- before the examination (in preparing to see claimant)

- during the examination (e.g. discussing contents with claimant)

- afterwardsin completing the IB85?

Views on having copied extracts from GP notes in SB2 Probe for pros/cons. Compare with
information from scrutiny doctors.

Explore perceptions of:
- differencesin content/depth of information on IB85

- confidence in their advice recorded on IB85, e.g. on functional ability and re-referral period
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Explore perceptions of differences in type of case being referred for examination. Prompt:

- more/fewer cases seen at examination that are clear exemptions?

- more/fewer cases seen at examination that are ‘obvious’ allowances or disallowances?
Preference for new or ‘usual’ arrangements?

How could the pilot arrangements be changed to be more useful?

How could the ‘usual’ arrangements be changed to be more useful?

Improving collection and use of medical information for deciding inacapacity benefits

What isthe most suitable time period for GP notes (to balance need for all relevant information,
administrative efficiency, and client confidentiality)? Probe

- any difference for referral and re-referral cases?

Are GPcase notesor current arrangements more likely to enable Medical Service doctorsto gain
aclear and accurate picture of a claimant’s level of incapacity?

How would you feel about arrangements to use GP case notes being introduced across the
country as the new way of collecting clinical information on incapacity benefit claimants?

Probe for reasons
Are new arrangements appropriate for all incapacity benefit claimants or some only?
Probe

How best do you think factual clinical information about the claimant/ patient’s condition could
be obtained to inform benefit assessments?

TOPICGUIDE

Interview s with Jobcentre Plus decision makers

Interview er’sintroduction

You were invited to take part in this research because you play a central role in the Department for
Work and Pensions’ pilot to test a new way of collecting information for deciding whether people are
eligible for incapacity benefits. We would like to hear about your views and experience of the pilot
arrangements. We are particularly interested in any comparisons you can make between the pilot
arrangements and the ‘usual’ arrangements you are still using where GPs or claimants have opted out
of the pilot.

+ Remind about SPRU

« Explain the issues to be covered

« Discussion will last around one hour

« Explain confidentiality, and how the material will be used
« Ask for permission to use tape-recorder

« Any questions or concerns?

-

. Role of decision maker

+ What is your role in deciding:

exemption cases,

cases passed on scrutiny,
- medical examination cases?
- Who else isinvolved?
+ Roughly how many cases have you dealt with under the pilot arrangements?

« In general, how easy is it to make decisions on Personal Capability Assessments? What are the
main issues and areas of concern/difficulty?

« How frequently do you find yourself coming to a different conclusion to an approved doctor on
a case?

- under what circumstances is that most likely to happen?

c6
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2.

Impact of pilot arrangements

[Interviewer note: Explore differences between pilot and ‘usual” arrangements on the following
aspects of decision makers’ work. Probe responses fully.]

speed and efficiency of processing

- time needed

- number of cases returned to Medical Services for ‘rework’

process of decision making

- need to contact others (e.g. other Jobcentre staff; approved doctors; GPs; claimants; others)
- need to consult guidance/reference material

- are pilot arrangements particularly suitable or unsuitable for certain kinds of case? Probe for
type of case where GP notes/SB2 particularly useful

quality of medical evidence

- changesin content/depth/clarity of medical advice from approved doctor

- hasquality of the examining doctor’s advice improved on the IB85?

- do you agree or disagree more with the approved doctor’s advice on the IB85 report? Why?
quality of own decisions

- are your decisions ‘better’ in any way? Probe

- do you have more confidence in own decisions? Probe for reasons

- isnew approach to evidence gathering likely to have any impact at the appeal or re-consideration
stage?

- issupporting advice/guidance material sufficient? Probe for gaps/weaknesses

Has the impact of the pilot been different for new and re-referral claims? Probe fully.
Overall view of pilot arrangements

What are main strengths? Probe fully (compare with usual arrangements).

What are main weaknesses/area of concern? Probe fully (compare with usual arrangements).

Suggestions for improving process

sapinboido] —sadipuaddy
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Our address Social Research Branch

DWP Department for
Work and Pensions Department for Work and Pensions
4™ Hoor
The Adelphi

1-11 John Adam Street
London WC2N 6HT

Our phone number 0207 962 8003

Our fax number 0207 962 8542

Email jo.bacon@dwp.gsi.gov.uk
Website www.dwp.gov.uk/asd/
Date 4 October 2002
Reference

Dear
Evaluation of Medical Evidence Gathering for Incapacity Benefit pilot
lam writing to ask for your help with thisimportant research study.

Asyou may know, the Department for Work and Pensions (DWP) is piloting a scheme with GPs and
benefit clients in the Sheffield and Rotherham areas that involves collecting medical evidence for
Incapacity Benefit claimsdirectly from patients’ case notes.

In order to evaluate the pilot, the Department hasappointed the Social Policy Research Unit (SPRU) at
York University to undertake qualitative research with the variousgroupsof people who were invited
to take part in the scheme, including those General Practices w hich decided not to take part. These
face-to-face qualitative depth interviewswill allow the researchersto fully explore the views of non-
participating practices, which willbeimportant in helping usto gain afullyrounded assessment of the
pilot.

Thevalue of theresearch dependson thewillingnessof practicesand individualsto take part. So, Ivery
much hope that you or one of your colleagueswill be able to spare the time to speak to aresearcher
from SPRU. Everything that issaid to the researcherswill be treated in strict confidence. Their report
willnot identifyindividualsor practicesand detailsof these will not be passed to anyone outside of the
research team.

You will find enclosed a letter from SPRU setting out how they would like your practice to participate
in theresearch and a summary sheet explaining the full range of work they are carrying out for DWP.

If you would like to know more about thisresearch, please call me, Jo Bacon, on 020 7962 8003 or
either of the two principal researchers at SPRU, Dr Roy Sainsbury and Anne Corden, on 01904
433608. We will be happy to answer any queries you may have.

Yourssincerely

Jo Bacon
Senior Research Officer
Department for Work and Pensions
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RS'RD

Title

Address
Email: rds2@york.ac.uk
Date

Dear

Evaluation of Medical Evidence Gathering for Incapacity Benefit pilot

Asexplained in the letter from Jo Bacon, the Department for Work and Pensions has commissioned
the Social Policy Research Unit at the University of York to conduct research on the pilot project on
Medical Evidence Gathering for Incapacity Benefit.

It isimportant that we seek the views of thisway of supplying evidence among General Practitioners
not only from those who have been participating in the pilot but also from those who have decided
notto participate. One of theresearch team willbe telephoning you shortly, and we hope that you will
agree to meet and take part in aresearch interview, at atime and place convenient to you.

Topicsfor discussion in the interview include:

+ your reasons for declining to take part in the evidence gathering pilot
» your experiences of existing processes
» your views about using patients’ case notesin thisway

« your suggestions for improving medical evidence gathering arrangements more widely.

Thediscussion will take about 45 minutesto one hour,and we are ableto offeran honorarium of £75.
Everything discussed will, of course, be dealt with in confidence.

We thought it would be helpful to enclose here a summary of the overall research design.

We hope that you will be interested in taking part in this research and will be able to offer us an
appointment.

Yourssincerely

Dr Roy Sainsbury
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Information about research on the M edical Evidence Gathering pilot
The Medical Evidence Gathering pilot

The aim of the pilot isto test alternative arrangements designed to provide Jobcentre Plus Decision
Makersand Medical Servicesdoctorswith better evidence on which to base decisionsabout eligibility
for Incapacity Benefit and to reduce benefit related paperwork for GPs.

The pilot hasbeen running in the Sheffield/Rotherham area since January 2002. People applying for
Incapacity Benefit who agree to take part, and whose GPshave also agreed to take part, are assessed
for eligibility on the basis of evidence taken directly from medical case notes.

What is the Social Policy Research Unit?

The Social Policy Research Unit is an independent research unit within the University of York. It is
known for high quality research to inform social policy in areasincluding health and social care, family
policy, employment, and disability. Funding comes from a variety of sources, including major
government departments.

The research team for this qualitative enquiry into the Medical Evidence Gathering pilot are Dr Roy
Sainsbury, Anne Corden, Professor Peter Kemp, and Hanif Ismail, who between them have
considerably experience in evaluative research on the administration and delivery of services and
benefits.

Qualitative Research on the Medical Evidence Gathering pilot

The aim of SPRU’sresearch isto evaluate the pilot in relation to:

« theimpact on GPs

« quality of medical evidence given to Benefits Agency Decision Makers
+ the impact on decision-making

» the overall effectiveness of the new procedures.

SPRU will seek view s and experiences of the pilot among the key groups of people:
+ GPstaking part in the pilot

« GPschoosing not to take part in the pilot

» GP practice staff involved at a procedural level

» applicants for Incapacity Benefit who are taking part in the pilot

» applicants for Incapacity Benefit choosing not to take part

+ Benefits Agency processing staff and Decision Makers

» Medical Services doctors.

Information willbe soughtin personalinterview sand group discussions, and dealt with in confidence.
A draft report of the findingswill be passed to the Department for Work and Pensionsin early 2003,
and afinal report agreed by March 2003. Resultswill be published, and made available in summary
form to people who contributed to the research.

Further information about the pilot is available from Jo Bacon at the Department for Work and
Pensionson 020 7962 8003.
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DWP Department for Our address Social Research Branch
Work and Pensions Analytical Services Directorate
4™ Hoor Adelphi
1-11 John Adam Street

Name and Address London WC2N 6HT

Our phone number 0207 962 8003

Our fax number 0207 962 8542

Email jo.bacon@dwp.gsi.gov.uk
Website www.dwp.gov.uk/asd/
Date 19 dune 2002

Reference

Dear
Benefitsand medical records

lam writing to ask for your help with some important research that isbeing carried out among people
who have recently made a new claim for incapacity benefit or whose claim isbeing reassessed. The
Department for Work and Pensionsistesting anew way of collecting medical information for benefit
claims by using GP medical records, and we would like to find out what people think about it. The
research isbeing carried out on behalf of the Department by an independent research organisation,
the Social Policy Research Unit at the University of York.

Aresearcher from the Social Policy Research Unit may contact you soon to seewhetheryou arewilling
to be interviewed as part of the study, and if so to arrange a time to meet with you. The interview
would last about an hour. Anything you say to the researcher will be strictly confidential; your name
and personal detailswill not be passed to any government department or anyone else. Everyone who
isinterviewed will be given £15 asa small token of thanksfor their help. Taking part in this study will
not affect any benefit you receive, or any dealings you may have with any government department or
agency.

When the researcher gets in touch they will tell you more about the research and answer any
questionsyou might have. Please let usknow if there isanything we can do to make it easier for you
to take part. The researcher who contacts you will also be glad to talk about any requirements you
may have or arrangementsthat would be helpful.

I do hope you decide to take part in the study — the value of the research depends on people’s
willingnessto help. If, however, you do not wish to take part, please let usknow by Thursday 4 July
quoting the reference number at the top of thisletter. You can either write to us at the FREEPOST
address above, or telephone the research team secretary, Sally Pulleyn on 01904 432626. If you
would like to know more about the research, you can also call me, Jo Bacon, on 0207 962 8003.

Thank you for your help. lhope you will be able to take part in thisimportant study and enjoy talking
to the researcher.

Yourssincerely

Jo Bacon
Senior Research Officer






Appendix D
Administrative context of
Incapacity Benefit decision
making

D.1 Incapacity benefits

State incapacity benefitsprovide areplacement incometo people below state pension agewho have
to stop working or looking for work as aresult of sickness or disability.

People gain entitlement to one of the incapacity benefitsdepending on whether they have:

(a)paid enough National Insurance contributions on their earnings, and

(b)satisfied the relevant medical test.

D.1.1 National Insurance Contributions

If aperson haspaid or been credited with aminimum level of National Insurance contributions (NICs)
and they satisfy the relevant medical test (see below) they will be entitled to contributory Incapacity
Benefit (IB).

If aperson hasnot paid enough NICsbut satisfiesthe relevant medical test, he or she can get National
Insurance Credits. If they have alow income, then they can claim Income Support (IS on the grounds
of incapacity. People may also be able to get ISto top-up their IBwhere they have no other income.

If aperson hasnot paid enough NICs, but hasbeen treated asincapable of work for at least 196 days
and that period of time began before the age of 20 (25 for those in education or training before age
20) he or sheisnow able to claim IB. Before April 2001 they would have claimed Severe Disablement
Allowance (SDA) as would others who satisfy the 196 day test and were classified as 80 per cent
disabled. SDA wasabolished from April2001 for new casesbut existing recipientscontinueto receive
it.
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D.1.2 Relevant medical test

There aretwo different testsof incapacity that apply in different circumstancesthe Own Occupation

Test and the Personal Capability Assessment.

People who have been working recently need to satisfy the Own Occupation Test. Thisis a test that
looksat whether ill-health or disability stopsa person from doing their normaljob (with adjustments
where necessary). A certificate from a medical practitioner, usually the person’s GP, is normally

sufficient to satisfy thistest.

Employeesneed to satisfy an own occupation test to get Statutory Sick Pay (SSP). SSPispaid forup to
28 weeks. However some people who have been in employment are able to claim IB straightaway
because they cannot get SSP. Thisgroup ismade up of the self-employed, employed earnersgetting
lessthan £75 per week, and people who have only recently become unemployed or whose contracts
ended whiletheyweresick. Thisgroup needsto satisfythe own occupation test fortheir first 28 weeks

on benefit.

After 28 weekson an incapacity benefit the groupsaffected by the Own Occupation Test arerequired
to satisfy a different test, the Personal Capability Assessment (PCA). All other clients are required to
satisfy the PCA from the outset of their claim. This includes those who have been unemployed or

otherwise out of work and those moving across after 28 weekson SSP.

The PCA (previouslyknown asthe ‘All Work Test’) isthe medical test that isused to decide entitlement
to longer-term state incapacity benefits. In contrast to the Own Occupation Test, it looks beyond
ability to perform the normal occupation to look at the extent to which a person’s condition affects

their ability to do arange of everyday work-related activities covering:

+ physical functions such aswalking, bending and kneeling, sitting in a chair;
» sensory functions such as ability to speak, hear or see; and

+ mental functions such asinteracting with others and coping with pressure.

Approved doctors working for Medical Services on behalf of DWP assess the extent to which a
person’shealth conditionimpairstheir ability to perform any of these key activities. They then provide
advice to abenefit decision maker. A person satisfiesthe PCA if their ability to perform any individual
activity isseriously curtailed (for example they cannot walk morethan 50 metreswithout stopping, or
they cannot turn the pagesof abook). Alternatively the PCA can be satisfied if thereisalesser degree
of impairment across a number of activities (for example a person cannot stand up without holding
onto something and cannot see well enough to recognise someone at 15 metres). It can also take

account of the combined effect of mental and physical health problems.

Importantly, the PCA is not a test that distinguishes between people who can and cannot work.
Rather it drawsaline between people who should not be expected to seek work in return for benefit
(those satisfying the PCA who stay on IB) and those who can be expected to do so (who can attempt

to move back to work or claim JSA).

Around 20-25 per cent of people on IB have very severe medical problems and are exempt from the
PCA process. Thisgroup includes, for example, those who are already in receipt of highest rate care
component of Disability Living Allowance, those with terminal illnesses and those with severe

conditionslike tetraplegia, chronic degenerative disease and schizophrenia.
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The PCA processrequiresthe collection of evidence to inform the advice which the approved doctor
providesto the decision maker and will involve some or all of:

» arequest for information from the doctor issuing sickness certificates;

+ in most cases, the completion of a detailed questionnaire by the customer about the impact of
their condition on the work-related activities;

» consideration of the paper evidence by an approved doctor to advise whether the customer’s
self-assessment is supported by the medical evidence (paper scrutiny);

+ in about athird of cases, where further evidence isrequired, a face-to-face medical examination
with an approved doctor.

Approved doctors provide medical advice in relation to the PCA to a Jobcentre Plus decision maker
who makesthedecision on benefit entitlement. Because of the need to collect sufficient evidence, the
entire PCA processcan take some time to complete. In the meantime, incapacity benefitscan be put
into payment supported by evidence from the patient’sown doctor.

Where a person doessatisfy the test, adate will be set on medical advice for afurther PCA to identify
whetheraperson’scondition hasimproved. Usually thisisat an interval of between 3 and 18 months,
depending when a change might be expected. Even where significant change is unlikely, cases are
checked periodically. Procedureswere standardised in May 2001 so that all casesgoing through the
PCA are scheduled for consideration of a further test at least after 3 or 5 years (except for a small
number of people with severe conditionswhere thiswould clearly be inappropriate).
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