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ABSTRACT
Since its inception in 2004 the Quality and Outcomes Framework (QOF) has become embedded in
the fabric of day-to-day general practice. Yet despite
some of its tangible successes, the QOF’s vulnerability to gaming poses challenges to its applicability
as the dominant quality improvement framework
in primary care. This paper questions whether high
QOF scores amount to better care or simply the

illusory eﬀects of better data recording. Suggestions
for developing QOF are made in the light of its
limitations as a public health improvement initiative.
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How this ﬁts in with quality in primary care
What do we know?
The Quality Outcomes Framework (QOF) is the largest pay-for-performance (P4P) quality improvement
initiative in primary care in the UK. Since its inception in 2004, general practice QOF scores have continued
to rise, indicating improvements in, for instance, the management of diabetes and control of cardiovascular
risk factors in diabetic patients.
What does this paper add?
This paper explores the successes of the QOF, as well as its shortcomings as the dominant method for
capturing quality in primary care, arguing that some of the QOF’s achievements may be illusory. The QOF’s
vulnerability to data distortion and gaming is discussed and its consequent limited applicability as a public
health improvement initiative is highlighted.

Introduction
The QOF has in many ways been a triumph. A
triumph of hope, because hopes have been high about
the potential of the QOF to promote the quality
agenda in primary care; and a triumph of expectation,
as this revolutionary change in working practices for
primary care teams has been incorporated into the
everyday routine of practice life. It is hard now to
imagine consultations with patients and strategies for
practice management without the ever present spectre

of the QOF. Whether it is QOF ‘alerts’ (reminders)
appearing unbidden on the computer screen during
the consultation, motivational presentations about
QOF targets within reach, or the more general acceptance in primary care that the QOF strengthens our
public health role, it seems that QOF has succeeded in
becoming part of the fabric of general practice. Yet to
what extent do these apparent successes of the QOF
merely represent a smokescreen masking the real picture
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within primary care? Despite its tangible successes,
assumptions about the QOF’s power to capture and
improve quality in primary care need to be revisited.

Key successes of P4P
The performance of primary care against the QOF
proved to be far higher than was expected at the time
the QOF was introduced.1 The Department of Health
based calculations around pay on an expected QOF
score of 750 at the end of the ﬁrst year (2004–2005). In
fact, the 8600 general practices in England had a mean
QOF score of 958.7 (out of a maximum possible score
of 1050 points) which represented 91.3% of available
points.2 Two hundred and twenty-two (2.6%) of these
practices achieved the maximum score. In spite of
several annual revisions to the QOF, revising targets
upwards and adding indicators, the 2008 to 2009 mean
QOF score achievement was 954.2 of available points
(the maximum is currently 1000 points) with 2.0% of
practices achieving the maximum score.3
Achievement of high QOF scores brought with it
higher performance-related pay than expected. Higher
pay and a sense of professional pride have translated
into better morale for general practitioners (GPs).4
This, in turn, has oﬀered some easing to the recruitment crisis of the early 2000s, when international
recruitment drives in Europe seemed to be the only
way of ﬁlling GP vacancies.
These gains have also translated into public health
gains, albeit on a rather piecemeal basis. The weighting
of QOF points, since they reﬂect a pay deal for GPs, is
driven by the assumed workload attached to achieving
each indicator and not by the likely beneﬁt to patients.
Thus, for example, the indicator DM23 (at least 50%
achievement of an HbA1c target of 7.0 or less for
diabetics) is awarded 17 points whereas DM18 (inﬂuenza vaccination target of 85% for diabetics) merely
attracts three points. Moreover, many of the public
health indicators within the QOF such as blood pressure,
cholesterol and HbA1c control were improving before
the arrival of the QOF. Nevertheless, there has been
evidence of public health gain, with substantial improvements in, for instance, the management of diabetes
and control of cardiovascular risk factors in diabetic
patients.5
A further public health success has been the drive to
reduce health inequalities. The diﬀerences in QOF
achievement between deprived and prosperous areas
have been small and, over time, there is evidence that
these diﬀerences have diminished.6 The narrowing of
target diﬀerences between rich and poor communities
has been part of an overall trend of improved performance, with slightly greater improvements seen in
more deprived communities.7

Illusory successes?
There can be no doubt about the concrete improvements since the QOF was instituted in terms of overall
quality improvement and ‘intermediate outcomes’ such
as blood pressure and cholesterol control. However,
the successes of QOF have been tempered by concerns
that some of the achievements might not be as substantial as they appear.
One reason for questioning the success of P4P in its
incarnation as QOF is that three technical features of
QOF may have diminished the reach of performance
targets.
First, the process of ‘exception reporting’ necessarily allows certain patients, deemed ‘unsuitable’, to be
excluded from the overall target for patients registered
at the practice.8 Patients may understandably be excluded
if they are terminally ill or if they do not agree (after
three written requests) to attend an appointment at
the surgery for the management of their chronic disease.
The overall exception reporting rate for 2008 to 2009
was 6.88% for indicators measuring an outcome and
1.70% for indicators measuring a process. So, on
average, almost 7% of patients in England are excluded
from public health targets such as achievement of a
serum cholesterol of < 5mmol/l.
Second, the targets are not set at 100%. Again this
is understandable given the practical diﬃculties of
achieving clinical targets. These targets are rarely
achieved in research trial conditions, let alone in routine
practice, even with often large ﬁnancial incentives to
spur on the team. However, targets set at 70% for
blood pressure control or cholesterol control in coronary heart disease (CHD6 and CHD8) exclude 30%
of patients from these public health targets. Thus, in
combination with exception reporting, targets set
below 100% may shift the focus of the practice away
from harder to reach patients, in exchange for more
eﬃcient achievement of results.
Third, the prevalence of each of the 19 chronic
diseases currently included in the QOF is not independently veriﬁed. A practice may simply have lacked
vigour in building up their disease registers; patients
who, for one reason or another, have not been coded
or have been incorrectly coded will not be on the
disease register. They will therefore be invisible to
QOF targets and again the public health eﬀectiveness
of population targets will be further reduced.
The success of the QOF may be tempered in other
respects. Performance may have improved in domains
covered by performance indicators but remain static
in areas out of the spotlight, such as rheumatological
and gastrointestinal disease. Increasingly, there are suggestions that performance against current criteria has
now reached a ceiling and that other approaches are
needed to coax further improvements out of primary care.
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Gaming and P4P
The subject of gaming and manipulation of target
achievement is controversial. Gaming is not unique to
the QOF and is probably a feature of all P4P systems.
The National Audit Oﬃce report on the 2004 contract
for GPs suggested that QOF income could be inappropriately boosted by deliberately removing patients
from disease registers or by increasing levels of exception reporting.9 Although all general practices are
given an inspection-type visit annually by representatives from their primary care trust, this may be insuﬃcient to detect evidence at case level of inappropriate
exception reporting or exclusion from disease registers.
Gaming may generate overlarge ﬁnancial rewards in
just a few practices. But how widespread a phenomenon is it? Some have suggested that gaming is endemic,
but a more balanced perspective has emerged from the
Centre of Health Economics which concluded that
practices could have treated 12.5% fewer patients
without falling below upper QOF thresholds.10 This
suggests that GPs have not taken the opportunity to
produce a threshold gaming eﬀect, whereby the quantity and quality of work can be reduced to the minimum needed to meet the target. In other words, GP
practices had overshot targets to a much greater extent
than the likely level of exception reporting.

Better care or better recorded
care
Practices with more highly developed management
infrastructures and a shared ethos of coding every
possible QOF-related activity will inevitably have
higher QOF scores at the end of the accounting year.
Many apparent improvements in care amount to little
more than increased conscientious coding. For example,
a practice failing to reach the 90% target for retinopathy screening in diabetes (DM21) may ﬁnd that
this target is achievable simply by searching through
scanned correspondence from the hospital diabetic
clinic or local optometrist reported retinopathy ﬁndings.
Practices may be making economic decisions based
on workload, time and the type of professional needed
to reach the target. On this basis, a practice may make
one of three decisions. It may decide that it is not cost
eﬀective to chase the ﬁnal QOF point (achieving the
90% target for DM21 is worth ﬁve points) and remain
below the top target. Or it may invest in additional
data input staﬀ to ﬁnd and code missing clinical data.
Or, and most expensively, it may invest in additional
medical personnel to examine, say, an additional ten

129

diabetic patients in order to gain all ﬁve available QOF
points.
It is these pragmatic decisions, based on perceptions of workload and reward, that have resulted in
some commentators describing the QOF as not so
much a P4P system, but a ‘pay-for-reporting’ system.11
Better recording undoubtedly results in higher QOF
points but arguably may not represent better care.
Equally, low scoring practices may be less skilled at
handling large data volumes and may not necessarily
be providing poorer care. The care provided by low
scoring practices has not been evaluated in peer reviewed
studies and we need research information on whether
these practices do oﬀer high quality care (which is
inadequately recorded) or whether care falls below
acceptable standards.
The QOF can only measure a small proportion of all
primary care or GP activity and it is possible that low
scoring practices display excellence in other domains
not captured by QOF, such as continuity of care,
patient-centred consultation skills, diagnostic skills
and the care of illnesses not included in the QOF.

The QOF – ﬁne tuning a force
for good?
Increasingly, proposals for strengthening the QOF are
focusing on aligning the indicators and the associated
QOF points with public health gains. Now that NICE
has taken overall responsibility for QOF development,
the expectation is that the QOF will develop along
the lines of NICE guidelines and continue to favour
clinical indicators with a strong evidence base.
In an evaluation of the QOF in its original incarnation, Fleetcroft et al concluded that there was ‘no
relationship between pay and health gain’, at least for
the eight public health and preventative interventions
which were included in their study.12 This is perhaps
unsurprising because the level of P4P ﬁnancial reward
was based on estimates of likely GP workload rather
than on health gain for patients. However, if QOF
continues to be generously funded, it has to be able to
demonstrate that the money is well spent given that
the opportunity costs of tying up healthcare funding
in the QOF are considerable.
Professionalism is one driver of quality which is in
danger of being ignored by the QOF. And yet it is a
sense of professionalism, the accumulation of a body
of specialist knowledge and wisdom placed at the
service of society, and a public service ethos which in
the longer term probably motivate GPs more than a
ﬁnancially driven P4P system. It is hard to see how any
P4P system could reward the components of professionalism, as expounded by Downie.13
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Finally, greater inclusion of feedback from patients
in the overall spread of P4P indicators is being
explored. Prior to 2008 to 2009, GPs simply gave out
questionnaires to a selection of patients and ‘patient
experience’ points were awarded on the basis of completed surveys and reﬂection on the results of these
surveys. Since then a more rigorous approach has been
adopted, with independent patient surveys conducted
by polling organisations. GPs are now rewarded on the
basis of responses to two questions about time taken to
access an appropriate health professional (PE7 and
PE8). The questions asked have been criticised as being
politically driven; they do not ask about the consultation or perceived standards of care. Yet their inclusion does mark a new emphasis on rewarding GPs
on the basis of patient feedback. One danger of this
approach is the unintended consequence of less satisﬁed responses from patients in deprived communities
which may result in more funding being directed toward
practices serving populations with lower healthcare
needs.

Conclusion
So is the QOF all smoke and mirrors, or has it
produced real improvements in patient care? We
have discussed evidence of its successes in the management of long-term conditions and of improved
ﬁnancial rewards linked to GP workload. However, we
have also shown that the QOF is not immune from
gaming behaviours and the opportunity for data
manipulation through, for instance, reporting as exceptions patients who are harder to engage. Bold
statements about the QOF’s power to reduce health
inequalities ignore the subtleties of organisational
behaviour change in the face of ﬁnancial rewards.
There is no doubt that the underlying essence of
good primary care lies in soft data and therefore is
unlikely ever to be fully captured through P4P initiatives – rapport, interpersonal skills, continuity of care
(passion and compassion, even!) to name but a few.
Yet with greater patient involvement in the primary
care agenda, there is likely to be a move beyond QOF
based targets to targets based on indicators which hold
meaning for the patient. The challenge will be to
ensure that these new indicators do not become a
smokescreen.
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