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ABSTRACT

This paper outlines how the quality and outcomes framework (QOF) has done little to close the
health inequality gap, and proposes possible ways in which future iterations of QOF could do

more to address this crucial public health problem.
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| feel the quality and outcomes framework (QOF) has been under-utilised as a tool to tackle health inequality in the UK.
Now, following the abolition of QOF in Scotland,[1] it finds itself under intense scrutiny. Stimulating debate about QOF’s
role in our future NHS, and how this might impact health inequality, is important.

Key messages

- The latest evidence suggests QOF has not had any significant effect on the health outcome inequality gap
- The process of exception reporting arguably disadvantages those in lower socioeconomic groups

+ QOF has shifted focus away from patients and reduced their autonomy

- QOF's future is in question and debate about its role is of crucial importance

+ Modifying QOF to give it more focus on inequality could lead to wide-ranging public health benefits

QOF under threat

QOF is a primary care payment-for-performance scheme
which was launched in 2004.[2] Although it has evolved
in the 12 years since, its essence remains the same. It
incentivises health care by paying practices for their
performance against national evidence-based quality
standards in two main areas (clinical and public health).
[2] For example, practices receive money according to
the percentage of patients over 45 who have had their
blood pressure measured in the last five years.

The future of QOF is undeniably uncertain. Since
its introduction, the number of clinical indicators has
reduced significantly,[3] and across the UK there is
steadily growing scrutiny over its role. As of April 2016,
QOF is no longer used in Scotland.[4] This follows the
Scottish government labelling it as outdated and
over-bureaucratic.[1] To ensure quality is maintained,
GPs will be expected to work in integrated ‘clusters’[4]
These locally agreed groupings will ensure that every
GP is actively involved in collecting data and ensuring
quality. This will extend to social and secondary care,
and be led by practice and cluster leads. In this system,

quality will not be tied directly to funding as it is in
QOF. The outcome of this new scheme is certain to
have knock-on effects on future iterations of QOF in
the rest of the UK.

In England, GPs in Somerset are already working
under a locally agreed alternative to QOF.[5] Nationally,
the General Practitioners Committee has announced
that it is working with the government to look at
removing QOF as it stands from a new GP contract.
[5] These shifts in the medico-political landscape are
against the backdrop of two important and rigorous
quantitative analyses. Both have shed considerable
doubt on the benefit of QOF. The first, published in
the BMJ in 2015, revealed that QOF had not directly
led to any decrease in premature mortality rates.[6]
The second, published in the Lancet in 2016, found
that QOF had not been associated with any significant
changes in population-level mortality.[7]

The uncertainty about the future role of QOF in England
is important. The potential opportunity for change may
provide scope for policy-makers to tackle significant pub-
lic health problems, such as health inequality.
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QOF’s relationship with health inequality

Spanning from the 1980 Black Report,[8] to the 2010
Marmot Review,[9] evidence showed a widening gap
in life-expectancy between the poorest and richest in
the UK. Although this gap has narrowed recently,[10]
academics have suggested that austerity may undo any
positive effects on health inequality.[10] QOF was not
introduced with the explicit aim of reducing health ine-
quality.[11] However, there has been much debate on
how it may have influenced it.

Looking at the early quantitative evidence, two sub-
stantial 2008 studies found QOF to be reducing the
health inequality gap.[12,13] However, a more recent
and robust analysis from the King's Fund [11] is useful
here. It showed that although practices in areas of var-
ying socioeconomic status score similarly in QOF, there
is no evidence that QOF has narrowed the gap in health
outcomes. It is possible that the result of the 2008 studies
can be explained by the inverse equity hypothesis, which
was mentioned by both sets of authors in 2008.

This hypothesis suggests that public health policies
are normally accessed first by the rich.[14] There is then
an initial widening of the inequality gap before it nar-
rows. One set of researchers argued that this explained
why the gap in QOF scores between practices in areas
of varying deprivation improved from 6.1% of total QOF
score after year 1to 2.9% after year 2.[12] However, there
was a large body of evidence arguing that the benefits
seen following QOF may have been due to a pre-existing
public health policy.[15] For example, perhaps the rich
were already closer to achieving QOF thresholds, leav-
ing more room for improvement in lower socioeconomic
groups.[16]

The'structural’theory of health inequality can be used
as a framework to analyse this issue. This then helps to
understand the more recent quantitative evidence
that QOF has not reduced health inequality. This the-
ory attributes health inequality to the latent socioeco-
nomic differences that exist between population groups
throughout life.[17]

Firstly, QOF standards do not vary according to the
socioeconomic status of the surrounding population.[11]
This has led to persistence of the inverse care law,[18]
which theorises that health care services are often poor-
est where most needed.[19] For example, in a thorough
analysis, McLean et al. [18] found that QOF did not rec-
ognise the extra effort involved in reaching uniform care
standards in deprived communities. It was theorised
that exception reporting, of challenging or dissenting
patients,[20] had contributed to this. This argument
is strengthened by recent compelling evidence that
deprived patients are more likely to be excluded [21]
and that the GP funding system disadvantages patients
in deprived areas.[22]

There are also arguments that QOF has shifted focus
away from patients and made GPs more paternalistic.

LONDON JOURNAL OF PRIMARY CARE ‘ 81

Some have suggested that consultations are becoming
less holistic and biopsychosocial, and more biomedi-
cal.[23] In-depth, qualitative research in primary care
has shown that this can lead to a reduction in patient
autonomy.[24] Arguably, this further disadvantages
those in lower socioeconomic groups who tend to be
less engaged in the care process.[25] Evidence that
the quality of care for non-incentivised conditions has
not improved [26] suggests that those with multiple
co-morbidities are likely to be most disadvantaged. As
people living in more deprived areas tend to have more
co-morbidities,[27] once again it is those in lower socio-
economic groups that may lose out.

QOF’s structure also does little to incentivise GPs to
engage in primary prevention.[11] This is likely to most
impact deprived communities where there is usually
a higher prevalence of chronic disease.[11] Analysing
how QOF has impacted the doctor-patient relationship
in these ways only strengthens the case that QOF has
not improved health inequality.

How could QOF be re-structured to do more to
flatten the social gradient in health?

Although QOF must be recognised for improving per-
formance measurement and data collection, it is now
important to think about what it may evolve into, or
be replaced by. An important part of this process is to
consider how a new GP contract might work as a policy
lever against health inequality. Many of the measures
outlined below align closely with the NHS Outcomes
Framework 2015/16.[28] This framework reflects what
the Department of Health feel should lie at the heart of
the health system.

Changing QOF standards for each practice according
to the socioeconomic status of the surrounding popula-
tion may help tackle these problems. Authors have pro-
posed systems which reward practices forimprovement
above an established baseline,[11] or offer differential
pricing according to local deprivation rates.[29] This
would recognise the extra-effort that is required by prac-
tices in deprived areas to meet the same quality stand-
ards.[18] This could be tied into future modifications to
the global sum allocation (Carr-Hill) formula.[30] This
formula is currently under review by NHS England and
is also thought to under-represent the needs of deprived
populations.[30] Future changes might help to address
the problem that working as a GP in a deprived area is
harder for a multitude of reasons,[31] many of which
cannot be assessed through targets or incentivisation.

QOF’s framework has perhaps been under-utilised
as a way to directly reduce health inequality. Effects
on inequality have been unintentional rather than a
specified aim. To remedy this, QOF could encourage
practices to carry out location-specific public health
interventions. These include proactive case finding and
primary prevention.[11,32] Examples of the latter include
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incentivising interventions relating to exercise or alcohol
intake. This is important due to the higher prevalence of
multi-morbidity and unhealthy behaviours in deprived
areas.[9] Furthermore, as evidence has shown no link
between the size of financial reward and the related
health gain,[33] redirecting more funding from process
measures towards public health measures may be fruit-
ful. Given the amount of data that is now routinely avail-
able to practices,[11] co-ordinating this new approach to
target those patients most in need should be achievable.

Removing exception reporting might be a possible
step towards health equality, as doctors would be encour-
aged to adhere to evidence-based guidelines with previ-
ously excluded patients.[32] However, the workload and
costs of such a move would be extensive. It is also possi-
ble that forcing performance measurement of challeng-
ing cases would impose unnecessary strain on doctors
and patients.[32] Roland [34] has argued that exception
reporting is vital, as it allows GPs to exert a degree of
personal judgement in the care of patients. A possi-
ble solution, recommended in the Marmot Review,[9]
is extending QOF thresholds to 100% of patients. This
may result in a system whereby deprived patients are less
likely to be neglected from QOF registers. This could be a
positive step-forward in tackling inequality.

Future iterations of QOF could do more to shift the
focus of the consultation back towards the patient. This
could be done through incentivising a person-cen-
tred approach, with outcome measures meaningful to
patients.[35] It has also been suggested that QOF could
respond to the needs of local populations through intro-
ducing self-reported measures such as quality of life.[3]

QOF could also do more to encourage self-care [6] by
moving away from its reductionist approach in managing
chronic conditions.[29] This would be especially beneficial
for those with multi-morbidity.[36] Changes such as these
may improve continuity of care, something that was shown
to be damaged by QOF.[37] These factors may also restore
high-quality, person-centred care to those most in need.
An example of this in action is the proposal for QOF to
incentivise a single annual review for patients with multi-
ple conditions.[38] Diverting such focus away from current
QOF measures should not overly worry GPs. There is evi-
dence showing that levels of performance do not drop sig-
nificantly after relevant clinical indicators are removed.[39]

McShane and Mitchell [3] have gone one-step fur-
ther in proposing a scheme that spans all sectors of the
health and social care system.This would give the ability
to incentivise every step of the care-process. Such a sys-
tem would have an unquestionable capacity to influence
health inequality nationwide. In addition, the availability
and abundancy of data makes this option more plausible
than it has been in the past.

On 1 April 2016, Greater Manchester Combined
Authority took control of its £6 billion budget, with
an explicit aim of reducing health inequality.[40] This

will be done through aligning the structures and pro-
cesses of health and social care with other parts of the
public sector such as education and housing. As with
the ongoing nationwide trend towards GP federations
and super-partnerships,[41] this type of joined-up
care and multi-sectoral collaboration could allow pay-
ment-for-performance to be managed and controlled
more efficiently on a wider scale. This is likely to reduce
the bureaucratic burden on overwhelmed GPs, and
allow time and resources for positive new approaches
to improving health.

Some have advocated abolishing QOF as a way to
restore professional independence and re-orientate
consultations fully towards patients.[42] Monitoring
what happens in Scotland is likely to be helpful in such
a debate. Although the fine details of the contract are yet
to be announced, the Scottish Government has revealed
it will not include tick-box medicine.[43] The new sys-
tem will instead reward ‘values based quality’[44] This
may encourage GPs to move away from the biomedical
nature of QOF, instead relating to ‘issues such as access,
continuity, relationship forming over many years, and
a holistic approach to all issues impacting on physical,
mental and social health’[44]

In the context of health inequality, this focus on the
wider determinants of health at a community level
aligns with the visions of the Marmot Review.[9] It will be
important to assess how these new measures in Scotland
impact health care quality and health inequality. This
may help policy-makers when making decisions about
the future of QOF in England.

Importantly, it should be recognised that QOF
needs to be part of a broader strategy for tackling
health inequality and improving whole society health.
Incentivisation schemes, like QOF, struggle to recognise
diffuse collaborative working that often occurs outside
of normal practice boundaries.[36] Adapting QOF in the
ways discussed above whilst retaining its framework for
data collection and measuring outcomes might be sig-
nificant. In tandem with complex community-level initi-
atives such as those underway in Manchester, this could
bridge the gap that exists between individual interven-
tions and wider population health. One example could
be enhancing the social networks of people in deprived
areas to reduce isolation and improve quality of life.

Unfortunately, such changes are unlikely to be prob-
lem-free. Issues surrounding who would receive incen-
tivisation payments and who is truly responsible for
population-level health may arise. For example, whether
the future role of the GP lies more in the consulting room
or the community.

Conclusions

QOF could have done more to reduce the health ine-
quality gap. Now, as QOF nears a crucial juncture,



policy-makers could consider using it as a tool to reduce
this gap. Measures such as those outlined above may
do this and also yield population-level health benefits.
Using an updated QOF more efficiently across multi-sec-
toral working groups, like the one in Manchester, could
facilitate this. Consequently, QOF might evolve from per-
formance measurement of individual patients towards
having a more complex population-level impact.

Acknowledgements

The author would like to thank Prof. Juan Baeza and Prof. Paul
Thomas for their guidance in writing this piece.

Disclosure statement

No potential conflict of interest was reported by the author.

References

(1]

(2]

(10]

(11l

[12]

[13]

BBC News.‘Outdated’QOF GP payment system scrapped in
Scotland. [cited 2016 Mar 12]. Available from: http://www.
bbc.co.uk/news/uk-scotland-scotland-politics-34419123
Health and Social Care Information Centre (HSCIC). Quality
and outcomes framework - prevalence, achievements
and exceptions report: England, 2014-15. [cited 2016 Jan
04]. Available from: http://www.hscic.gov.uk/catalogue/
PUB18887/qof-1415-Report%20v1.1.pdf

McShane M, Mitchell E. Person centred coordinated care:
where does the QOF point us? BMJ. 2015;350:h2540-
h2540.

British Medical Association. GP contract agreement
Scotland. [cited 2016 Jul 05]. Available from: https://
www.bma.org.uk/collective-voice/committees/general-
practitioners-committee/gp-contract-negotiations/
contract-agreement-scotland

Matthews-King A. QOF could be scrapped ‘in its entirety’
by next year. [cited 2016 Mar 12]. Available from: http://
www.pulsetoday.co.uk/hot-topics/gp-contract-2016/17/
qof-could-be-scrapped-in-its-entirety-by-next-
year/20031182.article

Kontopantelis E, Springate D, Ashworth M, et al.
Investigating the relationship between quality of primary
care and premature mortality in England: a spatial whole-
population study. BMJ. 2015;350:h904-h904.

Ryan A, Krinsky S, Kontopantelis E, et al. Long-term
evidence for the effect of pay-for-performance in primary
care on mortality in the UK: a population study. The
Lancet. 2016;388:268-274.

Black D, Townsend P, Davidson N. Inequalities in health.
Harmondsworth: Penguin Books; 1982.

Marmot M. Fair society, healthy lives. London: Marmot
Review; 2010.

Buck D, Maguire D. Inequalities in life expectancy: changes
over time and implications for policy. The King’s Fund.
2015.ISBN: 9781909029545.

Dixon A, Khachatryan A, Wallace A, et al. Impact of quality
and outcomes framework on health inequalities. The
King's Fund. 2011. ISBN: 9781857176186.

Ashworth M, Medina J, Morgan M. Effect of social
deprivation on blood pressure monitoring and control in
England: a survey of data from the quality and outcomes
framework. BMJ. 2008;337:a2030-a2030.

Doran T, Fullwood C, Kontopantelis E, et al. Effect of
financial incentives on inequalities in the delivery of

N4

=

—_
N
—_

—

[22

—

[23

[l

[24

=

[27

—

[28]

LONDON JOURNAL OF PRIMARY CARE . 83

primary clinical care in England: analysis of clinical activity
indicators for the quality and outcomes framework. The
Lancet. 2008;372:728-736.

Victora C, Vaughan J, Barros F, et al. Explaining trends in
inequities: evidence from Brazilian child health studies.
The Lancet. 2000;356:1093-1098.

Lester H. The UK quality and outcomes framework. BMJ.
2008;337:a2095-a2095.

Calvert M, Shankar A, McManus R, et al. Effect of the
quality and outcomes framework on diabetes care in
the United Kingdom: retrospective cohort study. BMJ.
2009;338:b1870-b1870.

Krieger N. Theories for social epidemiology in the 21st
century: an ecosocial perspective. Int. J. Epidemiol.
2001;30:668-677.

McLean G, Sutton M, Guthrie B. Deprivation and quality
of primary care services: evidence for persistence of
the inverse care law from the UK quality and outcomes
framework. J. Epidemiol. Community Health. 2006;60:917-
922.

Tudor Hart J. The
1971;297:405-412.
Health and Social Care Information Centre (HSCIC). Quality
and outcomes framework — prevalence, achievements
and exceptions report. [cited 2016 Jan 04]. Available from:
http://www.hscic.gov.uk/catalogue/PUB18887/qof-1415-
Report%20v1.1.pdf

Kontopantelis E, Springate D, Ashcroft D, et al.
Associations  between exemption and survival
outcomes in the UK's primary care pay-for-performance
programme: a retrospective cohort study. BMJ Qual. Saf.
2015;bmjqgs-2015-004602.

McLean G, Guthrie B, Mercer S, et al. General practice
funding underpins the persistence of the inverse care
law: cross-sectional study in Scotland. British J. General
Pract. 2015;65:€799-e805.

Mangin D, Toop L. The quality and outcomes framework:
what have you done to yourselves? British J. General Pract.
2007;57:435-437.

Chew-Graham C, Hunter C, Langer S, et al. How QOF is
shaping primary care review consultations: a longitudinal
qualitative study. BMC Family Pract. 2013;14:103.
Longtin Y, Sax H, Leape L, et al. Patient participation:
current knowledge and applicability to patient safety.
Mayo Clin. Proc. 2010;85:53-62.

Steel N, Maisey S, Clark A, et al. Quality of clinical primary
care and targeted incentive payments: an observational
study. British J. General Pract. 2007;57:449-454.

Barnett K, Mercer S, Norbury M, et al. Epidemiology of
multimorbidity and implications for health care, research,
and medical education: a cross-sectional study. The
Lancet. 2012;380:37-43.

Department of Health. NHS outcomes framework 2015/16.
[cited 2016 Jan 04]. Available from: https://www.gov.uk/
government/uploads/system/uploads/attachment_data/
file/385749/NHS_Outcomes_Framework.pdf

Gillam S, Steel N. The quality and outcomes framework-
where next? BMJ. 2013;346:f659-f659.

British Medical Association. Focus on the global sum
allocation formula (Carr-Hill Formula). [cited 2016 Jul
12]. Available from: https://www.bma.org.uk/-/media/
files/pdfs/practical%20advice%20at%20work/contracts/
gps/focus%200n%20global%20sum%20allocation%20
formula.pdf?la=en

Carlisle R, Avery A, Marsh P. Primary care teams work
harder in deprived areas. J. Public Health. 2002;24:43-48.
Hutt P, Gilmour S.Tackling inequalities in general practice.
The King’s Fund. 2010.

inverse care law. The Lancet.


http://www.hscic.gov.uk/catalogue/PUB18887/qof-1415-Report%20v1.1.pdf
http://www.hscic.gov.uk/catalogue/PUB18887/qof-1415-Report%20v1.1.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/385749/NHS_Outcomes_Framework.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/385749/NHS_Outcomes_Framework.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/385749/NHS_Outcomes_Framework.pdf
https://www.bma.org.uk/-/media/files/pdfs/practical%20advice%20at%20work/contracts/gps/focus%20on%20global%20sum%20allocation%20formula.pdf?la=en
https://www.bma.org.uk/-/media/files/pdfs/practical%20advice%20at%20work/contracts/gps/focus%20on%20global%20sum%20allocation%20formula.pdf?la=en
https://www.bma.org.uk/-/media/files/pdfs/practical%20advice%20at%20work/contracts/gps/focus%20on%20global%20sum%20allocation%20formula.pdf?la=en
https://www.bma.org.uk/-/media/files/pdfs/practical%20advice%20at%20work/contracts/gps/focus%20on%20global%20sum%20allocation%20formula.pdf?la=en
http://www.bbc.co.uk/news/uk-scotland-scotland-politics-34419123
http://www.bbc.co.uk/news/uk-scotland-scotland-politics-34419123
http://www.hscic.gov.uk/catalogue/PUB18887/qof-1415-Report%20v1.1.pdf
http://www.hscic.gov.uk/catalogue/PUB18887/qof-1415-Report%20v1.1.pdf
https://www.bma.org.uk/collective-voice/committees/general-practitioners-committee/gp-contract-negotiations/contract-agreement-scotland
https://www.bma.org.uk/collective-voice/committees/general-practitioners-committee/gp-contract-negotiations/contract-agreement-scotland
https://www.bma.org.uk/collective-voice/committees/general-practitioners-committee/gp-contract-negotiations/contract-agreement-scotland
https://www.bma.org.uk/collective-voice/committees/general-practitioners-committee/gp-contract-negotiations/contract-agreement-scotland
http://www.pulsetoday.co.uk/hot-topics/gp-contract-2016/17/qof-could-be-scrapped-in-its-entirety-by-next-year/20031182.article
http://www.pulsetoday.co.uk/hot-topics/gp-contract-2016/17/qof-could-be-scrapped-in-its-entirety-by-next-year/20031182.article
http://www.pulsetoday.co.uk/hot-topics/gp-contract-2016/17/qof-could-be-scrapped-in-its-entirety-by-next-year/20031182.article
http://www.pulsetoday.co.uk/hot-topics/gp-contract-2016/17/qof-could-be-scrapped-in-its-entirety-by-next-year/20031182.article

84 (&) T.THORNE

[33] FleetcroftR, Steel N, Cookson R, et al. Incentive payments
are not related to expected health gain in the pay for
performance scheme for UK primary care: cross-sectional
analysis. BMC Health Serv. Res. 2012;12:94.

[34] Roland M. Should doctors be able to exclude patients
from pay-for-performance schemes?. BMJ Qual. Saf.
2015;bmjgs-2015-005003.

[35] Parish E. BMJ roundtable debate: how can we get better
at providing patient centred care?. BMJ. 2015;350:h412-
h412.

[36] Raleigh V, Klazinga N. Future proofing the quality and
outcomes framework. BMJ. 2013;346:f1942-f1942.

[37] Maisey S, Steel N, Marsh R, et al. Effects of payment for
performance in primary care: qualitative interview study.
J. Health Serv. Res. Policy. 2008;13:133-139.f

[38] Bostock N. QOF overhaul can simplify GP care for long-
term conditions, say MPs. [cited 2016 Jul 11]. Available
from: http://www.gponline.com/qof-overhaul-simplify-
gp-care-long-term-conditions-say-mps/article/1391973

[

—

[39] Kontopantelis E, Springate D, Reeves D, et al. Withdrawing

performance indicators: retrospective analysis of general
practice performance under UK quality and outcomes
framework. BMJ. 2014;348:9g330-9g330.

Greater Manchester Health and Social Care. Devolution:
what it means. [cited 2016 Mar 12]. Available from: http://
www.gmhsc.org.uk/devolution-what-it-means/
Addicott R, Ham C. Commissioning and funding general
practice — making the case for family networks. The King’s
Fund 2014. ISBN: 9781909029255.

Howie J. General practice: a better way forward? British J.
General Pract. 2015;65:305-305.

Roberts N. Scottish government unveils £20 m GP funding
package. [cited 2016 Mar 12]. Available from: http://www.
gponline.com/scottish-government-unveils-20m-gp-
funding-package/article/1387056

The Scottish Government. A national clinical strategy for
Scotland. [cited 2016 Mar 21]. Available from: http://www.
gov.scot/Resource/0049/00494144.pdf


http://www.gmhsc.org.uk/devolution-what-it-means/
http://www.gmhsc.org.uk/devolution-what-it-means/
http://www.gponline.com/scottish-government-unveils-20m-gp-funding-package/article/1387056
http://www.gponline.com/scottish-government-unveils-20m-gp-funding-package/article/1387056
http://www.gponline.com/scottish-government-unveils-20m-gp-funding-package/article/1387056
http://www.gov.scot/Resource/0049/00494144.pdf
http://www.gov.scot/Resource/0049/00494144.pdf
http://www.gponline.com/qof-overhaul-simplify-gp-care-long-term-conditions-say-mps/article/1391973
http://www.gponline.com/qof-overhaul-simplify-gp-care-long-term-conditions-say-mps/article/1391973

	Abstract
	Anchor 2
	QOF under threat
	QOF’s relationship with health inequality
	How could QOF be re-structured to do more to flatten the social gradient in health?

	Conclusions
	Acknowledgements
	Disclosure statement
	References
	Key messages



