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Summary 

• What are we doing in England now?

• What does the evidence tell us about the effectiveness of 

financial incentives?

• What is our experience within the context of a national COPD 

programme?

• What are the likely next steps in England?



Systems in place in England note not in the UK

• Quality Outcomes Framework (QOF)

• Best Practice Tariff (BPT)

• Locally Enhanced Schemes (LES)

• Commissioning for Quality Improvement and Innovation 

(CQUIN)

All underpinning the payment by results system



The effect of financial incentives on the quality of health care 
provided by primary care physicians (Review)

Scott A, Sivey P, Ait Ouakrim D, et al. 
TheCochraneLibrary 2011, Issue 9

• The use of financial incentives to reward PCPs for improving the quality of primary 

healthcare services is growing. However, there is insufficient evidence to support or 

not support the use of financial incentives to improve the quality of primary health 

care. Implementation should proceed with caution and incentive schemes should 

be more carefully designed before implementation.

• The one scheme with a significant improvement in quality was referral to a smoking 

cessation service with payments at both a threshold and per capita above the 

threshold no detail on distribution were given



Systematic Review of the Quality outcomes Framework

• The use of financial incentives to help improve health outcomes: is the 

quality and outcomes framework fit for purpose? A systematic review 

• Carwyn Langdown, Stephen Peckham 
• Journal of Public Health, Volume 36, Issue 2, June 2014, Pages 251–258, 

https://doi.org/10.1093/pubmed/fdt077

• The QOF has limited impact on improving health outcomes due to its focus 

on process-based indicators and the indicators' ceiling thresholds. 

https://doi.org/10.1093/pubmed/fdt077


Acceptability of financial incentives to improve health outcomes in UK 

and US samples Marianne Promberger,1 Rebecca C H Brown,2 Richard 

E Ashcroft,2 Theresa M Marteau1 

J Med Ethics 2011;37:682e687. doi:10.1136/jme.2010.039347

• >1000 participants on line survey US and UK

• Financial incentives vs penalties

• Medical interventions vs financial incentives

• Participants favoured medical interventions over financial 

incentives

• And financial rewards over financial penalties



Issues  
• Medical staff do not naturally accept financial manipulation

• The effects on process rather than outcomes are more likely as 
more direct link to payment and it’s a quicker process

• There is a limit on how much can be achieved without system 
change so embed improvements

• The impact can be negative on non incentivised conditions there 
is a limited capacity in the system to improve

• There needs to be system change to support the changes 
promoted by the finance



Case Studies: QOF Questions
• Is it an outcome or a process (surrogate for an outcome?)

• Is it within the control of the potential recipient?

• Is it the right measure?

• How is it tiered?

• Eg Spirometry to confirm the diagnosis of COPD or

• Post bronchodilator spirometry with an FEV1/FVC ratio <0.7 to 
confirm the diagnosis
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Patient questions to ask 



National Levers 

Incentives

• Best practice tariff

• Quality Outcomes 
framework

• Light touch CQC inspections

Penalties 
• Notification to the Care 

Quality Commission
• Notification to the 

Commissioner
• Outlier reporting





Learning 

• Empowers clinical teams to negotiate

• Aligning to a mutual clinical priority is key

• There is a limit to what can be achieved by working harder

• Maintaining improvement is difficulty without system change



What’s Next?

• Critical hour of care initiative 

• Primary Care Network incentivisation 

• Block contracting outcomes model with integrated care 
partnerships



An outcomes-based contract has three core components
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Which outcomes and how measured?

Which patients are covered?

Who are contracting parties?

Contract  terms
How is contract value divided 

between parties?

Contract design – i.e. 
How are you paying? 

Expected value of contract

How is payment linked to outcomes?

Are all providers responsible 

for all outcomes?

Other contract terms

Is outcome element 

symmetric up and down?

Proportion of payment linked 

to outcomes

Are all outcomes 

included/equally weighted?

How are metrics calibrated 

with payment?

Step-in rights

Contract parties –
i.e. Who will 

participate in this 
contract?

Contract coverage –
i.e. What services will 

be under the 
contract?

Which healthcare costs are covered?
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Contract duration?

Legal structure?



Lead provider model gives clear accountability where 
one provider acts as strong integrator



Linking payment to outcomes is complex, with large 
number of components – this example is purely illustrative



Possible metrics for determining outcomes-based payments



Agreement on allocation of future risks between ACP 
and Commissioner

• For the ACP to Commissioner risk, the list of future key risks, both endogenous 
and exogeneous, needs to be identified and analysed.

• There is likely to be some residual risks which will need to either be allocated on a 
case by case basis or using backstop risk agreements.

Risk Type Responsibility

Cohort is larger than expected / other demographic 
changes from exogenous factors (e.g. migration)

Commissioners

People within the cohort are healthier than expected Providers for future risk (provided that baseline health level 
is accurate and preventative services are in the ACP)

Unexpected extreme events, e.g.
• Severe flu outbreak
• Regulatory and legislative risk – including changes to 

NICE guideance
• Changes to primary care contracts

Commissioner and Providers

Average cost per unit of care is higher than planned Provider

• Although the above focuses on financial risk, clinical and operational risks also 
need to be identified and analysed before it can sit within a contract



For more information please contact:

www.uclpartners.com
@uclpartners
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Professor Mike Roberts 
Mike.Roberts@uclpartners.com


