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Summary of talk

• Research shows there is variation in quality of care 

• Payment systems affect the delivery of healthcare (and all 
payment systems can have perverse outcomes)

• UK experience of P4P in primary care (QOF – the Quality and 
Outcomes Framework). Initial introduction, impact and more 
recent history.

• Consider how P4P can be introduced with maximum likely 
benefits and minimum adverse outcomes

• If not P4P, then what….? Other approaches to quality 
improvement
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“In acute diseases, 
doctors differ so much 
among themselves that 
those treatments which 
one gives thinking the 
best that can be given, 
another holds to be bad
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“In acute diseases, 
doctors differ so much 
among themselves that 
those treatments which 
one gives thinking the 
best that can be given, 
another holds to be bad

…… and similar 
differences are to be 
found in the examination 
of entrails.”

Hippocrates 460-377BC



Variation in medical practice is ubiquitous

1980s 

Demonstration of variation in medical practice 
(Wennberg, Dartmouth)

1990s

Demonstration of variation in quality of care
(McGlynn, RAND)



Quality of care for 30 conditions + preventive care: 439 quality indicators 
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If you accept that:

• Quality is variable

• Quality needs to be improved

Why would you choose ‘pay for performance’ as a 
mechanism?

1. It may cost more to provide high quality care

2. To provide an incentive to doctors
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Four methods of paying doctors: intended and 
unintended consequences

Payment method Intended outcomes Potential unintended 
consequences

Salary: pay independent of 
workload or quality

Provides a basic secure income, 
may be especially important in hard 
to serve areas.

Provides no incentive to provide 
population coverage, improve 
access, provide high quality care 
or work beyond contracted 
hours / duties.

Capitation: pay according to 
the number of people on a 
doctor’s list

Provides coverage for the whole 
population: promotes equity.

Provides no incentive to provide 
good access if patients are 
technically registered, or to 
improve quality of care.

Fee for service: pay for 
individual items of care

Prioritises meeting demand Tendency to over-provide, 
whether or not care / procedure 
is needed

Pay for performance: pay for 
meeting quality targets

Improvement in quality of care Neglect of aspects of care not 
measured / incentivised.

Roland M, Olesen F. Can pay for performance be used to improve the quality of primary care? 
Quality and Outcomes Framework. BMJ 2016; 354: i4058 
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The UK’s Pay for Performance scheme 
(the Quality and Outcomes Framework, 
or ‘QOF’)

• What did the scheme involve?

• What impact did it have?

• Did anything go wrong?



Structure of primary care in the UK 
National Health Service (NHS)

• GPs work in groups, commonly 4-10 
doctors + nurses and other staff

• ‘Independent contractors’ but derive 
90+% of practice income from the 
national NHS GP contract

• Registered list of patients, typically 
1500-2000 per full time GP



King Hammurabi  B.C.1795-1750 







“If a doctor has treated 
an abscess of the eye 
and has cured the eye, 
he shall take ten shekels 
of silver”



“If a doctor has opened 
an abscess of the eye 
and has caused the loss 
of the eye, the doctor’s 
fingers shall be cut off”



UK’s Quality and Outcomes Framework (QOF)

Incentives linked to a complex set of quality indicators

£2 billion (20bn HKD) additional funding per annum

The quality indicators related to:

• Clinical care

• Practice organisation

• Patient experience



• Coronary heart disease and heart failure (15)
• Stroke and transient ischaemic attack (10)
• Hypertension (5)
• Diabetes (18)
• Epilepsy (4)
• Hypothyroidism (2)
• Mental health (5)
• Asthma (7)
• Chronic obstructive pulmonary disease (8)
• Cancer (2)

Initial clinical indicators (2004)



The list of clinical indicators expanded…..

• Coronary heart disease –
secondary prevention 

• Cardiovascular disease –
primary prevention 

• Heart failure 
• Stroke and TIA
• Hypertension 
• Diabetes mellitus 
• Chronic obstructive pulmonary 

disease 
• Epilepsy 
• Hypothyroid 
• Cancer 

• Palliative care 
• Mental health 
• Asthma
• Dementia 
• Depression 
• Chronic kidney disease 
• Atrial fibrillation 
• Obesity 
• Learning disabilities 
• Smoking



Example of clinical indicators

The percentage of registered patients aged 45 or over 
who have a record of blood pressure in the preceding 5 
years.

• Point score: from 1 point (50%) to 15 points (90%)

The percentage of patients with diabetes whose last total 
cholesterol (measured in the last 12 months) is 5 mmol/l 
or less. 

• Point score: from 1 point (40%) to 6 points (75%)



• All data extracted automatically from electronic GP 
records

• Diagnoses etc have to be coded by GPs or by nurses

• There is no restriction on who carries out the tasks

• Data drives payments

• Information on quality of care publicly available



Exception reporting for clinical indicators

• Patient refused

• Not clinically appropriate

• Newly diagnosed or recently registered 

• Already on maximum doses of medication 
Roland M. NEJM 2004; 351: 1448-54.



What difference did QOF make?

• Reorganisation 

• Increased computerisation (electronic records:  
40% before, 100% after)

• More nurses – more systematic care for chronic 
diseases

• Increased administrative costs
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Modest impact of P4P on quality of care

55

60

65

70

75

80

85

90

1998 1999 2000 2001 2002 2003 2004 2005 2006 2007Pe
rc

en
ta

ge
 o

f m
ax

im
um

 q
ua

lit
y 

sc
or

e

Asthma Heart disease Diabetes
















Campbell S et al. NEJM 2009; 361: 368-78

QOF



Did QOF influence outcomes?

Harrison et al BMJ 2014; 349: g6423



What was the impact on inequalities?

Concern: 

Practices in areas which were socio-
demographically more affluent would find it 
easier to meet the targets

Inequalities in health would widen

(Victora’s inverse equity hypothesis: Lancet   
2000; 356: 1093–98.)
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• Modest impact in improving quality of care

• Inequalities in the delivery of care may have reduced 

Lessons from QOF



• Modest impact in improving quality of care

• Inequalities in the delivery of care may have reduced 

Lessons from QOF

• Some negative effects on unincentivised
aspects of care

• Some unintended consequences



What about conditions which were not incentivised?

Incentivised 
treatment 
indicators

Non-
incentivised 

treatment 
indicators

p value of 
difference

Year 1 +4.3% -0.9% <0.001

Year 3 +2.9% -1.7% <0.001

Doran et al. BMJ 2011; 342: d3590

Comparison is with trends in quality from 2001 to 2007 before and 
after QOF was introduced (n=653,500 patients from the General 
Practice Research Database)



Example of an unintended outcome

Indicator: Patients should be able to make an 
appointment to see a doctor within 48 hours

Response: Advanced Access – offer unlimited 
appointments ‘on the day’

Consequence: Patients are unable to book ahead, 
and can only book on the day. The ‘target’ had been 
met but patients found it harder to make an 
appointment



More recent history

• Introduction of indicators which had a poor evidence base

• Introduction of indicators which appeared to serve a managerial 
rather than a professional agenda

• Increasing workload burden in primary care, leading to 
resentment of administrative burden in QOF

• Sustained reductions in FPs’ income, so QOF no longer seemed 
like a ‘reward’

• Decision to change QOF in Scotland from 2016, being replaced 
with incentives for other quality improvement activities. QOF 
likely to be substantially reviewed in England in 2017.
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Guidelines for designing financial incentives

• Allow clinicians to design the programme

• Integrate P4P into other quality improvement programs

• Consider the organisational structure into which incentives are 
introduced – are they for individuals or organisations?

• Reward each process / outcome achieved; avoid thresholds, 
tournaments and complicated formulae

• Offer multi-year plans, add new measures but cautiously

• Monitor continuously for unintended consequences

• Consider what public reporting on its own might produce

• Don’t expect too much!

Roland M, Dudley RA. http://onlinelibrary.wiley.com/doi/10.1111/1475-6773.12419/epdf
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Modest impact of P4P on quality of care
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Patients with 
CHD

1998 2007

% with blood 
pressure            
≤ 150/90

48% 83%

% with total 
cholesterol        
≤ 5mmol/l

17% 80%

Quality improvement has been substantial

Campbell S et al. NEJM 2009; 361: 368-78



Patients with 
CHD

1998 2007

% with blood 
pressure            
≤ 150/90

48% 83%

% with total 
cholesterol        
≤ 5mmol/l

17% 80%

Quality improvement has been substantial

‘Clinical governance’

National guidelines
Annual appraisal
Clinical audit
Public reporting
External inspection

Campbell S et al. NEJM 2009; 361: 368-78



Other UK initiatives: 1 – National guidelines

National Institute for Clinical Excellence (NICE) –
www.nice.org.uk

• Established 1999

• ~200 guidelines, regularly updated

• Guidelines are available for doctors and also for 
the public

• ‘NICE International’ supports guideline 
development around the world, including China

http://www.nice.org.uk/




Other UK initiatives: 2 – Appraisal and revalidation



Other UK initiatives: 2 – Appraisal and revalidation

• All NHS doctors have an annual ‘appraisal’

• They produce a portfolio of training that they have 
done in the previous year and evidence that they are 
providing high quality care

• This is reviewed with an experienced GP – normally 
1-2 hour meeting when they set their ‘learning 
objectives’ for the next year

• To keep their medical licence, they need satisfactory 
appraisals (every five years = ‘revalidation’)



Other UK initiatives: 3 - Clinical audit



Other UK initiatives: 3 - Clinical audit

Clinical audit means measuring the quality of care against 
defined standards. 

The UK has had many audit initiatives in the past 25 years 
including:
• Audit is a part of all clinical training
• An annual appraisal meeting with all doctors in the NHS 

during which they produce audit results showing the 
quality of their care

• National Clinical Audits (28 major conditions 
www.hqip.org.uk/national-programmes/a-z-of-nca/) 

http://www.hqip.org.uk/national-programmes/a-z-of-nca/


Other UK initiatives: 4 - Public release of data on 
quality of care



UK initiatives: 4 - Public release of data on quality of 
care

Why make information on quality of care public?

• Increase patient choice

• Stimulate healthcare providers to improve









Other UK initiatives: 5 - external inspection

Every hospital, GP surgery and care home 

for older people is inspected by the “Care 

Quality Commission”





There is no simple way to improve quality of care

You need
*  Multiple interventions
*  Sustained over time

No silver bullet!



What is the place of pay for performance in 
healthcare: the UK’s experience of the Quality 
and Outcomes Framework (QOF)

Martin Roland
Emeritus Professor of Health Services Research
University of Cambridge

Getting GPs to do things is just like herding cats!
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