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Primary care has long been recognised as being cen-
tral to the delivery of effective, efficient, equitable and
safe care necessary for improved population health;1,2

however, it is vulnerable to variation in performance
across providers. In an attempt to reduce this vari-
ation a pioneering national pay-for-performance
scheme was implemented in the UK in 2004.3 The
aim of the Quality and Outcomes Framework was
to incentivise practices to deliver structured care
orientated to the achievement of evidence-based qual-
ity targets for patients with predominantly chronic
conditions. The ‘Next steps towards primary care
co-commissioning’ policy document signals a
move towards greater devolution of the development
of pay-for-performance schemes to Clinical
Commissioning Groups by giving them the freedom
to develop alternatives to the national Quality
and Outcomes Framework.4 Any Clinical
Commissioning Group-developed incentive schemes
will need to ‘ . . . be able to demonstrate improved
outcomes, reduced inequalities and value for
money’ (p. 14). At this point, it is worth reflecting
upon the extent to which the Quality and Outcomes
Framework demonstrates these characteristics; and it
also raises two critical questions. First, are there any
key lessons from the national Quality and Outcomes
Framework for local scheme developers? And second,
what is the future of the Quality and Outcomes
Framework as a national framework?

First, the impact of the Quality and Outcomes
Framework upon improved outcomes and quality
of care. There is some observational evidence of
modest short-term improvements in quality of care
demonstrated through a reduction in the variation
of practice performance.5 The effects have been on
process of care indicators, and real hard outcome
data on mortality are lacking even though one can
argue that improved management or reduction of
process indicators such as hypertension and smoking

have contributed to reduced ischaemic heart disease
mortality.6,7

There is also some evidence that the Quality and
Outcomes Framework is having an impact upon
patient outcomes in terms of reductions in emergency
admissions related to incentivised conditions.8

Second, the impact upon inequalities. Observational
data show that there has been a narrowing of achieve-
ment between practices in the most and least deprived
quintiles which does not appear to be reliant upon
exception reporting or the ability to exclude patients
from achievement calculations.9 Despite the ongoing
political concerns about the ‘gaming’ of exception
reporting to maximise practice income, its use has not
been widespread.10,11 Rates of exception reporting are
also comparable across deprivation quintiles suggesting
that the Quality and Outcomes Framework, to some
extent, has been an equitable intervention.9 However,
exception reporting rates are variable across both indi-
cators and practices, so the possibility remains that this
may impact disproportionately upon the more margin-
alised and vulnerable population groups.12

Third, is there evidence that the Quality and
Outcomes Framework demonstrates value for
money? The National Audit Office defines value for
money as ‘the optimal use of resources to achieve the
intended outcomes’.13 They use three criteria to assess
this: spending less, spending well and spending wisely.
While this is challenging to assess in relation to the
Quality and Outcomes Framework, there is some evi-
dence from a health economics perspective that, for
those indicators amenable to evaluation, the Quality
and Outcomes Framework incentive payments are
likely to be a cost-effective use of resources for most
primary care practices.14 However, there is variation
between indicators in the extent of improvement
(in terms of additional numbers of patients treated)
required for the Quality and Outcomes Framework
incentive payments to be cost-effective.
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Other benefits include the widespread adoption of
electronic medical records which has increased the
range and quality of research possible using GP rec-
ords.15 However, some unintended consequences
include loss of patient continuity of care and loss of
holistic approach to care.16 The significant costs asso-
ciated with developing and maintaining an incentive
scheme should also not be ignored.

So how should local incentive scheme developers
proceed? Quality and Outcomes Framework indica-
tors have been most successful, in terms of profes-
sional acceptability and achievement, when they
focus upon the structures and processes necessary
for quality care,17 and it may be here that developers
are best advised to focus their efforts, despite the
criticisms levelled at the Quality and Outcomes
Framework of the quality targets being too easy
for practices to achieve and that therefore the focus
of the incentive should shift towards patient out-
comes. While this has obvious intuitive appeal,
incentivising outcomes at general practice level is
far from straightforward with the challenge of attri-
buting changes in patient outcomes to healthcare
being well documented and compromised by a high
‘noise to signal’ ratio requiring complex and uncer-
tain case-mix adjustment.18 Commissioners should
also be cognisant of the fact that many outcomes
frameworks are, on closer inspection, heavily reliant
upon process measures, e.g. the GP Outcomes
Standards.

However, Clinical Commissioning Groups may
wish to vary payment thresholds of national Quality
and Outcomes Framework indicators in order to
better reflect the variation in their local achievement.
Likewise, they may wish to consider an alternative
incentive payment, perhaps rewarding improvement
rather than absolute achievement.

NHS England and Clinical Commissioning
Groups also need to be cognisant of the costs asso-
ciated with indicator development and the potential
for duplication of effort across Clinical
Commissioning Groups given the shared priorities
for improving population health. Since 2009, indica-
tor development has been the responsibility of NICE.
Their process involves a period of indicator testing,
implementation evaluation, cost-effectiveness assess-
ment and public consultation.19 Replication of this
process across multiple Clinical Commissioning
Groups is unlikely in itself to demonstrate value for
money. A key consideration for local Quality and
Outcomes Framework developers therefore should
be how they maximise their influence upon the
NICE guideline recommendations identified for indi-
cator development.
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