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ABSTRACT
Background  In the UK, the National Health Service has 
various incentivisation schemes in place to improve the 
provision of high-quality care. The Quality Outcomes 
Framework (QOF) and other Pay for Performance (P4P) 
schemes are incentive frameworks that focus on meeting 
predetermined clinical outcomes. However, the ability of 
these schemes to meet their aims is debated.
Objectives  (1) To explore current incentive schemes 
available in general practice in the UK, their impact 
and effectiveness in improving quality of care and (2) 
To identify other types of incentives discussed in the 
literature.
Methods  This systematic literature review was conducted 
using the Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses guidelines. Six databases 
were searched: Cochrane, PubMed, National Institute for 
Health and Care Excellence Evidence, Health Management 
Information Consortium, Embase and Health Management. 
Articles were screened according to the selection criteria, 
evaluated against critical appraisal checklists and 
categorised into themes.
Results  35 articles were included from an initial search 
result of 22087. Articles were categorised into the 
following three overarching themes: financial incentives, 
non-financial incentives and competition.
Discussion  The majority of the literature focused on 
QOF. Its positive effects included reduced mortality rates, 
better data recording and improved sociodemographic 
inequalities. However, limitations involved decreased 
quality of care in non-incentivised activities, poor patient 
experiences due to tick-box exercises and increased 
pressure to meet non-specific targets. Findings 
surrounding competition were mixed, with limited evidence 
found on the use of non-financial incentives in primary 
care.
Conclusion  Current research looks extensively into 
financial incentives, however, we propose more research 
into the effects of intrinsic motivation alongside existing 
P4P schemes to enhance motivation and improve quality 
of care.

INTRODUCTION
WHO defines quality of care as ‘the extent 
to which healthcare services provided to 
individuals and patient populations improve 
desired health outcomes. In order to achieve 
this, healthcare must be safe, effective, timely, 

efficient, equitable and people centred.’1 
However, the subjective nature of ‘quality’ 
has made measuring and improving care 
difficult.

Primary care within the National Health 
Service (NHS) in the UK has various incen-
tivisation schemes in place to improve the 
provision of high-quality care. The Quality 
Outcomes Framework (QOF) and other Pay 
for Performance (P4P) schemes are financial 
incentive frameworks that focus on meeting 
predetermined clinical outcomes.

QOF was introduced in April 2004 as part 
of wider contract reforms in general prac-
tice and is one of the P4P schemes globally. 
QOF’s key aims were to reduce the quality 
gap between practices, increase primary care 
funding and improve staff recruitment.2

While QOF is voluntary, over 95% of prac-
tices participate.3 Points are awarded for 
achieving outcomes based on National Insti-
tute for Health and Care Excellence (NICE) 
evidence-based indicators, with a monetary 
reward per point.4 A total of ‘559 points 
are available across 77 indicators; with each 
worth an average of £179.26 in 2018/2019’.3 
In England, most practices receive between 
10% and 15% of practice income from the 
scheme.2

In addition to financial incentive schemes, 
economists cite competition as being essen-
tial to driving improved standards and effi-
ciency. Competition was first established in 
the NHS in 1991 with the formation of the 
internal market and today, the NHS operates 
in a quasi-market.5 For example, patients can 
choose to change practice, directly impacting 
the practice register and consequently prac-
tice’s capitation payment. Practices can 
also bid for local services which are directly 
commissioned by CCGs for the delivery of 
care for a condition, for example, dementia.6

However, the ability of these methods to 
incentivise general practitioners (GPs) and 
improve the quality of care is debated.3 This 
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systematic literature review (SLR) conducted an in-depth 
analysis into the available literature surrounding this 
topic, aggregated the findings and discussed the overar-
ching arguments and evidence.

OBJECTIVES
1.	 To explore current incentive schemes available in gen-

eral practice in the UK, their impact and effectiveness 
in improving quality of care.

2.	 To identify other types of incentives discussed in the 
literature.

METHODS
This SLR was conducted to investigate the proposed 
research question using the Preferred Reporting Items 
for Systematic Reviews and Meta-Analyses guidelines. 
The following six databases were searched: Cochrane, 
PubMed, NICE Evidence, Health Management Informa-
tion Consortium, Embase and Health Management.

The search terms in table  1 were generated by iden-
tifying relevant synonyms for the term ‘incentives’ and 
selecting commonly used tags in literature, which were 
then finalised after review by the six researchers.

Articles were screened according to the selection 
criteria in table 2 by all members of the research team. 
Two rounds of inclusion and exclusion criteria were 
applied to select papers: the first round to titles and 

abstracts with removal of duplicates and the second round 
after examining full texts. These articles were then snow-
balled to ensure extensive coverage of grey literature. Any 
ambiguous papers were reviewed by two independent 
researchers. Selected articles after the screening stages 
were then summarised independently by researchers into 
a standardised reporting template which were then cate-
gorised into themes.

Quality assessment
Articles were evaluated against the Mixed Methods 
Appraisal tool, A Measurement Tool to Assess Systematic 
Reviews, a Generic Appraisal Tool for Epidemiology and 
Critical Appraisal Skills Programme checklists according 
to their study type.

Justification of selection criteria
Initial scope for our search included: articles to widen 
understanding, studies conducted in the UK, available in 
full text and published from 2009. This provides a 10-year 
domain and offers a time-horizon wide enough to allow 
effects of policy changes to be measured. Only UK-based 
studies were included to substantiate relevance to the 
NHS specifically, though disease-specific results were 
excluded due to their lack of generalisability.

RESULTS
Of the 35 studies included in this review (figure 1), 29 
were exclusive to the UK and the remaining 6included 
data from other countries as well as the UK.7–12

DISCUSSION
The findings from this SLR (figure 2) are summarised as 
follows:

Financial methods for incentivising care
The impact of P4P schemes
P4P schemes were introduced in the NHS as financial 
incentives for healthcare providers to improve quality 
care, motivating them to increase standards. QOF is one 
of the largest, most-well known P4P schemes.

Financial incentives can be classified under different 
categories, due to different payment systems in health-
care. An international systematic review of payment 
methods by Flodgren et al, found capitation, fee-for-
service and target payment as the most effective methods 
to motivate healthcare professionals (HCPs), improving 
48/69, 7/10 and 17/20 outcome measures respectively.7 
Although these payment methods were found to motivate 
GPs, they were limited in their effect in improving patient 
outcomes overall. However, this study evaluates different 
HCPs including dentists and nurses, so generalisability to 
GPs is limited.

Peckham and Gousia conducted a literature review 
which argued that fee-for-service instigated supplier 
induced demand.8 This resulted in over provision of 
treatments by doctors, causing overconsumption of 

Table 1  Search terms for the SLR

Search terms

GP Enticement

Motivation

Incentives

Reward

General practice Enticement

Motivation

Incentives

Reward

Primary care Enticement

Motivation

Incentives

Reward

GP, general practitioner; SLR, systematic literature review.

Table 2  Inclusion and exclusion criteria

Inclusion criteria Exclusion criteria

Timeframe between 2009 and 
2019

Disease specific

Study includes the UK or 
England

No UK studies included

Articles Non-healthcare related

English language Opinion articles
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unnecessary treatments by patients. However, this poten-
tially unloads the burden from secondary care as GPs 
reduce referrals to specialists, opting to do more them-
selves. Capitation and salary-based payment methods 
were found to lower both activity and effort from physi-
cians, and instigate ‘cream-skimming’ patients. This is 
where practices predominantly take on healthy patients 
who require fewer resources and are therefore cheaper 
to manage. In practicality, a combination of payment 
models are used to pay GPs. However, evaluating each 
payment method individually is still beneficial as it deter-
mines the most favourable and most effective combina-
tion. This review, however, has limited relevance as only 1 
of the 38 studies was conducted in the UK. Primary care 
in the UK uses a restricted supply model and open patient 

registration with little interpractice patient transfer which 
limits the impact of financial payment systems compared 
with other countries.

Alongside financial incentives from QOF, there are 
reputational incentives. These are perceptions of the 
provider from competitors and the public using published 
performance data. Evidence from an observational study 
including 8929 practices carried out by Allen et al showed 
providers are more sensitive to reputational incentives of 
QOF scores than financial, resulting in increased perfor-
mance and longer effectiveness.13 However, difficulty 
measuring reputational incentives could affect the accu-
racy of the results.

In conclusion, P4P schemes have been found to have 
mixed effects. They have been shown to increase the 

Figure 1  PRISMA flow diagram. PRISMA, Preferred Reporting Items for Systematic Reviews and Meta-Analyses.
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number of services available and effectively motivate GPs, 
however, there are limited data on the direct effects on 
patient outcomes.7 8 Moving forward, current and future 
P4P schemes could be evaluated using a performance-
based finance framework.9 This framework is split into 
five domains: the environment prior to implementation, 
the ability of the P4P scheme to meet local needs, the 
use of appropriate performance criteria, implementation 
and the effects of the scheme. This can be applied to any 
P4P scheme and can be used to identify key issues and set 
future targets.

The impact of local P4P schemes
A study by Hackkett et al was conducted in socioeconom-
ically deprived areas.14 It elicited four key themes related 
to local P4P schemes: ownership, credibility of the indica-
tors, influences on behaviour, and exacerbated tensions. 
Ownership was mentioned by primary care professionals 
as the measure of relevance of targets to the local popula-
tion. Results found local targets to be similarly tailored to 
the needs of the local population compared with national 
ones. Credibility of the local indicators was deemed to be 
high as they were evidence based. However, there were 
doubts surrounding indicators focusing on health promo-
tion which required patient action, for example, alcohol 
or weight loss. The study also highlighted that GPs in 
lower socioeconomic areas were motivated by financial 
incentives whereas those in higher socioeconomic areas 
were motivated by patient benefit, an intrinsic moti-
vator. This study shed light on the effectiveness of local 
schemes, however, the influences of social desirability bias 
may have reduced the reliability of these accounts. Partic-
ipants were also under-represented in poorer performing 
practices due to lower participant involvement so this may 
be unrepresentative and of limited relevance nationally.

The impact of QOF
The many reforms QOF has undergone since its introduc-
tion paves way for a lot of scrutiny from practitioners and 
commissioners alike. While some studies report distinct 
positive and negative effects of the scheme on general 
practice, many remain unclear regarding its effects.

A study conducted by Roland and Campbell gave an 
overview of the different clinical indicators created by 
QOF, using 20 systematic reviews.15 The indicators were 
split into three domains: clinical, organisational and 
patient experience, taken from clinician and patient 
perspectives. This SLR follows a similar format.

Positive effects of QOF
Patient experience
Patient satisfaction as a measure of quality of care was 
observed in the study conducted by Raleigh and Frosini 
which identified that practices with higher patient satis-
faction tended to have higher QOF scores, particularly 
in terms of accessibility.16 QOF has been shown by this 
study to improve patient experience in some areas. 
This paper analysed data from 8042 practices which 
increases its reliability however, the sample may still be 
biased. The researchers identified a ‘London effect’ in 
that Londoners respond more negatively across all NHS 
surveys, suggesting a more skewed view on quality of care, 
reflecting the unique challenges of diversity, infrastruc-
ture, smaller practices and urban lifestyles.

The effects of QOF on clinical outcomes
Efficiency in QOF can be measured by the number of 
hospital admissions avoided, healthcare prevention or 
mortality rates. Fleetcroft et al conducted a cross-sectional 
study which observed a decrease in mortality rates when 
QOF was introduced in 2004.17 The results showed 

Figure 2  Summary of findings. GP, general practitioner; P4P, Pay for Performance; QOF, Quality Outcomes Framework.
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evidence of reduced mortality for 25 out of 80 indicators, 
saving approximately 11/100 000 lives a year, that is, 6600 
additional lives saved. However, the study found that the 
estimated maximum effect was not reached, particularly 
after the 2006 changes. This may be due to practices 
not being incentivised to reach 100% for remuneration. 
A limitation of this study was the use of 80 indicators, 
which puts it at risk of ‘multiple hypothesis testing’ due 
to a higher chance of accidental discovery from multiple 
inaccurate inferences being made. Furthermore, with 
trends showing improvement prior to the introduction 
of QOF, it is difficult to ascertain whether QOF alone was 
responsible for reducing mortality. Kontopantelis et al 
refute the findings from Fleetcroft et al and conclude no 
associated immediate reduction in premature mortality 
rates. Instead, they suggest that QOF could be associated 
with a reduction in morbidity incidence and improved 
quality of life, which may allow for long-term mortality 
reductions.18

Fleetcroft et al showed that quality-adjusted life years 
were gained for 28 indicators, resulting in an esti-
mated 22 additional deaths prevented in 1 year for an 
average sized practice.19 Another study also provided 
evidence in support of specific indicators of QOF such 
as primary prevention for hypertension and influenza 
immunisation.17

Doran et al measured quality of care by the achieve-
ment rates of practices in a longitudinal analysis.20 It 
compared the predicted and actual rates, and found a 
37.7% increase in achievement across 42 indicators. QOF 
was shown to have a positive association between changes 
to care and greater achievement in incentivised activities.

A systematic review by Mandavia et al analysed 28 papers 
on the use of P4P in the NHS.21 QOF had mixed results 
with some conditions seeing improved outcomes over 
others. Several studies agree with these findings.10 22 One 
example cited initial improvements in clinical outcomes 
for asthma and diabetes but no change in coronary heart 
disease (CHD). However, there were still discrepancies 
within the same disease. For instance, it was found that 
patients with diabetes with comorbidities benefited from 
QOF while those without comorbidities were negatively 
impacted.21 22

Dixon et al aimed to understand the differences in 
health inequalities involving statistical modelling and 
qualitative analysis.23 The study concluded that QOF 
reduced the gap between the least and most deprived 
practices and was a good incentive for poorly performing 
practices to improve. Gillam et al quantified the reduction 
of sociodemographic inequalities from 4% to 0.8%.24

Organisational effect
NHS England conducted an in depth analysis of the liter-
ature and qualitative interviews with key stakeholders 
and concluded that QOF supports advancements in 
the management of long term conditions.3 Further-
more, there is a consensus that QOF has improved data 
recording.23 25 This can be shown in a review by Mandavia 

et al where the implementation of QOF had a 19.9% 
increase in annual recording rates of 5 health indicators.21

GP experience
A study of over 2000 doctors by Fichera and Pezzino used 
linear regression models to display the effect of QOF on 
contractual agreement.26 It found that doctors working 
in better performing practices were less likely to move 
practice and more ‘efficient’ doctors were more likely 
to become partners, up to the age of 35, after which the 
probability decreases. However, a major assumption made 
in the study design was that ‘efficiency’ in terms of QOF 
performance was attributed solely to doctors’ efforts.

Summary
In conclusion, key positives identified include decreased 
health inequalities relating to social deprivation, improved 
data recording and increased awareness to previously 
neglected areas. It must be noted that the papers used in 
this SLR measured the effectiveness of multiple indica-
tors of QOF simultaneously. This is useful in determining 
the overall effectiveness but also increases likelihood of 
bias from multiple hypothesis testing.

Negative effects of QOF
Patient experience
Cripps, the NHS director for NHS ‘Right care’, splits 
value into three domains.27 Allocative value, to distribute 
assets evenly based on population need. Technical 
value, health outcomes divided by the cost. Personal 
value; subdivided into objective value, to improve health 
outcomes and subjective value, alignment of outcomes 
with patient values. It can be argued by the studies 
described in ‘Positive effects of QOF’ that QOF increases 
both technical and allocative value as it improves health 
outcomes.17 However, QOF subsequently drives down 
personal value as patient experience and subjective 
needs are ignored. Norman et al described this as frag-
menting care by putting a price on each activity, causing 
care to become population-centred and less about the 
individual.28

Another example was found in a longitudinal qual-
itative study by Chew-Graham et al which looked at the 
effect of QOF on the consultation style of patients with 
chronic illnesses.29 The results showed that from a total 
of 34 interviews, consultations focusing on QOF resulted 
in patient needs and concerns not being met. Roland 
and Campbell highlighted this reduction in holistic care 
as an unintended consequence of QOF whereby clini-
cians were incentivised to focus on measurable aspects 
of care with less time for unmeasured aspects such as 
the patient-doctor relationship, thus reducing personal 
value.15 Kramer also argues that QOF assumes its targets 
align with patient interests which is not always the case, as 
subjective value and technical value can still differ.30

In summary, this misalignment of QOF with patients' 
interests can be used to argue against its effectiveness. 
The trade-off between allocative and technical against 
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personal value begs the question, ‘does QOF produce a 
health benefit and is the trade-off worthwhile?’

The effects of QOF on clinical outcomes
A limitation of QOF described by Fleetcroft et al was that 
positive changes in performance may be attributed to 
external factors other than QOF itself.19 For example, 
QOF has been criticised for being a mere extrapolation 
of pre-existing trends, thus making its impact on clinical 
outcomes difficult to determine.3 16 17 20–22 25 27 31

Secondly, QOF outcomes are actually indirect measures 
of health.22 It is difficult to directly measure the control of a 
condition, making clinical judgement essential. QOF tends 
to measure non-specific indicators such as blood pressure 
(BP) as a proxy measure for cardiovascular health. A BP 
within range may give the illusion of good health, despite the 
possibility of a patient being symptomatic or at a high risk.

Furthermore, according to Dixon et al, QOF has not 
encouraged nor is it tailored to primary disease prevention.23 
It is argued that when devising clinically effective targets 
that can be both appropriately measured and incentivised, 
certain obstacles cause a focus on proxy measures which 
involve mainly recording and prescribing. This paves way for 
heightened focus on the treatment and secondary preven-
tion of chronic diseases over primary prevention and leads to 
the marginalisation of conditions that are perhaps harder to 
measure or quantify clinically. This view is supported by NHS 
England.3

QOF was implemented as part of total quality manage-
ment (TQM) with the goal to increase the overall standards 
of care.32 Although QOF has been able to fulfil this aim, a key 
part of TQM is continuous quality improvement and ques-
tions remain around the extent to which QOF can further 
contribute to this. For example, Langdown and Peckham 
and Ashworth and Kordowicz showed the presence of a 
ceiling effect once practices had reached high thresholds 
and achieved maximum remuneration, despite potential for 
additional quality improvement.22 25

Organisational effect
‘Exception reporting’ is used to exempt patients from indi-
vidual indicators for various reasons, for example, being 
newly diagnosed or newly registered to the practice.33 Camp-
bell et al found that exception reporting was mainly used 
at the end of the payment year to meet unmet targets and 
prevent the practice being penalised financially.31 Although 
studies have noted that QOF leads to higher reporting, it has 
been argued that this only benefits ‘compliant’ patients or 
those with fewer comorbidities who are less likely to be excep-
tion reported.21 23

A review by Langdown and Peckham highlighted that the 
use of disproportionately weighted points allows for practices 
to gain maximum scores without true coverage of the entire 
population.22 Practices may focus on indicators they can 
perform better at to reach maximum scores while ignoring 
others despite their relevance.

Fleetcroft et al conducted a cross-sectional analysis 
exploring the relationship between the size of the financial 

incentive and expected health gain.17 They found no asso-
ciation and highlighted this could be demotivating as GPs 
were being incentivised to reach targets that did not have the 
highest health benefits.

Checkland and Harrison conducted a qualitative study on 
QOF’s effect on practice organisation.34 Due to the added 
workload, many practices recruited additional support staff 
which was counterintuitive to the financial gain they received. 
Practices felt they were already putting in the work clinically 
therefore QOF had not implemented any change to practise.

GP experience
In multiple studies, GPs have expressed negative views of 
QOF due to impersonalisation of medicine, fragmenta-
tion of holistic care, undermining clinical leadership and 
an unfair distribution of finances.15

Prior to QOF, there was an uneven distribution of health-
care across the UK. QOF has since achieved a level of stan-
dardisation. Despite this, Kramer found that GPs in areas of 
socioeconomic deprivation struggled to meet QOF targets 
due to a lack of resources.30 In turn, they receive less finan-
cial compensation creating a negative cycle with even less 
resources to improve quality of care.

It is important to note that QOF indicators cover a large 
proportion of conditions, however, it does not cover every 
condition seen in general practice. Therefore, the possibility 
of neglecting non-incentivised conditions remains. Doran et 
al supported this in a longitudinal analysis to show improve-
ments in targets attached to financial incentives at the cost 
of non-incentivised care.20 However, the specific study 
criteria biases results towards large practices, indicating more 
research is needed for smaller practices to analyse repeat-
ability of the trend.

Furthermore, Norman et al found that QOF forces GPs to 
assess conditions using a standardised method.28 It may serve 
as a good baseline, however, it impinges on their ability to 
use specialist knowledge, tailor guidance to patients and may 
create pressure to diagnose and give pharmacological treat-
ment immediately. This increases the number of unnecessary 
resources used therefore reducing efficiency, allocative and 
technical value.27

Summary
In conclusion, QOF has previously been able to create 
standardised care throughout primary care. However, with 
issues such as poor patient and GP experiences and limited 
evidence towards the real effect of QOF on patient health, 
the use of a disease-specific QOF in the future of the NHS 
is under question. Marshall and Roland state that ‘there is 
little empirical evidence that QOF has a negative impact 
on the coordination or integration of care, provision of 
holistic care, or patient experience; but little sign of benefit 
either’.35

Withdrawal of QOF Indicators
In order to identify the true effects of QOF, comparisons 
between performance indicators before and after the 
scheme’s introduction have been measured.
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Minchin et al used data from over 20 million patients 
in 2819 English practices, and compared results against 
six indicators for which incentives were maintained.36 
Moderate to large reductions for 12 indicators were 
found a year after incentive removal (ranging from 5.8% 
for documentation of smoking status, to 62.3% for docu-
mentation of lifestyle counselling in patients with hyper-
tension). When compared with expected values based on 
previous trends, these reductions continued for all indi-
cators 3 years postincentive removal. However, a number 
of indicators are process rather than outcome measures 
therefore the decline in recording may not reflect wors-
ening patient care.

Kontopantelis et al also examined the effects of with-
drawal of eight indicators for patients with asthma, CHD, 
diabetes, stroke and psychosis.37 The study found that 
for the two indicators removed in April 2006, levels in 
2011/2012 were very close to 2005/2006 levels. However, 
for five of the six indicators withdrawn from April 2011, 
no significant effect on performance was seen, and differ-
ences between predicted and observed scores were small. 
It must be highlighted that all aspects of care investigated 
in this study remained indirectly or partly incentivised 
in other areas. This study was robust due to the large 
nationwide sample size of 644 practices from 2004/2005 
to 2011/2012 from a Clinical Practice Research Datalink 
of 13 772 992 patients.

A number of explanations behind these effects were 
offered, including the habituation of activities by staff 
and higher expectations of patients who had become 
accustomed to earlier experiences in clinic. Other expla-
nations included reductions postwithdrawal being in 
response to updated evidence-based medicine, or due 
to alterations in the documentation of clinical activity in 
records. Incentives may increase the perceived priority of 
activities, and aid establishment of quality improvement 
infrastructures and practices.

Summary
It is difficult to establish whether the effects of QOF can 
be attributed to the scheme’s implementation and its 
long-lasting effects on behaviours in primary care despite 
withdrawal of indicators or due to pre-2004 trends.

Effects of competition as an incentive
There were only four studies discussing the impact of 
competition on quality of care that met the selection 
criteria. Gravelle et al studied 8000 practices over 8 years 
and observed that increased local competition, defined 
as the number of rival GPs within a given radius, resulted 
in improved quality of care, as measured by QOF indi-
cators and patient satisfaction.38 However, the increased 
number of GPs does not necessarily imply an increase in 
competition if there is a concomitant increase in demand 
due to greater population density. Furthermore, the 
overall effect of competition was concluded to be small 
in comparison to the impact of both financial and non-
financial incentives. Negative effects of competition were 

also identified, with the study outlining that increased 
competition could lead to practices avoiding areas with 
existing high-quality GPs.

A study by Santos et al found similar results, with 
patients more likely to choose practices with higher 
quality.39 An increase of 10 QOF points resulted in 
a probability of a practice being chosen by 0.0013. 
However, it was found that patients often trade-off 
quality for conveniently located practices.40 Despite 
the small increase in the probability of being chosen, 
it was observed that a 1 SD increase in measured clin-
ical quality drew in an estimated 15% more patients. 
However, a lack of available data comparing practices 
affects patient choice.41

Non-financial methods of incentivising care
Chauhan et al investigated methods of improving 
quality of care beyond financial incentives.11 The study 
was an overview of reviews which used the Behaviour 
Change Wheel to categorise interventions. Educa-
tion, enablement (by removing barriers and creating 
opportunities) and persuasion (the use of commu-
nication to stimulate action) were the most effec-
tive in initiating behaviour changes in physicians. In 
contrast, they found financial incentives ‘do not influ-
ence long-term behaviour and practice change’.12 
This study highlights that behaviour change interven-
tions are more effective in creating a sustained posi-
tive impact on patient outcomes.

Given the evidence in favour of non-financial incen-
tives, it is unclear whether the lack of literature on 
this topic reflects a gap in research or an oversight 
in interventions that align with professional values 
despite evidence supporting it in other industries and 
countries.

LIMITATIONS
A limitation of this SLR was restriction to the UK alone 
as it may have benefitted from studies conducted in 
other countries with similar NHS-like primary care 
systems to provide a deeper insight. As this SLR mainly 
focused on medical databases, it may have missed 
economic based literature on policy rationale and 
implementation. While this review aimed to provide 
an overview of incentive schemes and their effective-
ness, the exclusion of disease-specific studies may 
have led to gaps in the data, and so a more granular 
view may be warranted. Another limitation was that 
most of the literature focused on QOF as an incen-
tive scheme and often lacked opinions from front 
line GPs. As this review encompassed results from 
other studies of differing sizes, methodology, criteria 
and confounding variables; the ability to draw direct 
conclusions is limited.

CONCLUSION
In conclusion, P4P schemes are widely used throughout 
the NHS with QOF being the largest. The literature 
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on QOF found mixed results. Positive effects such as 
improved chronic condition management, increased 
patient satisfaction and improved sociodemographic 
inequalities were identified. However, limitations 
involved decreased quality of care in non-incentivised 
activities, poor patient experiences due to tick-box 
exercises and increased pressure on practices to meet 
non-specific targets. The mixture of both positive and 
negative effects creates a lot of scrutiny for practi-
tioners and commissioners alike.

Findings surrounding competition were mixed with 
limited evidence found on the use of non-financial 
incentives. Current research looks extensively into 
financial incentives, however, we propose more 
research into non-financial methods as drivers for 
quality improvement. Furthermore, research into the 
use of P4P schemes in conjunction with non-financial 
schemes to improve quality of care would be valuable 
additions to the literature.

While this study primarily focuses on general prac-
tice in the UK, similar incentive schemes have been 
implemented in healthcare settings worldwide. This 
review can be used to help policy-makers, particu-
larly in publicly funded healthcare systems, better 
understand the positive and negative consequences of 
incentives as quality improvement tools.
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