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Executive summary 

Financially incentivising quality improvement (QI) activity is a novel approach that was introduced into the 

English general practice Quality and Outcomes Framework (QOF) in 2019. It was not fully implemented until 

2022/3 because QOF income was protected during the COVID-19 pandemic. The key novelty is that practices 

receive financial reward for carrying out quality improvement activities, rather than for delivering specific 

processes of care or clinical outcomes. 

In practice, quality improvement in the QOF means that practices are financially incentivised for carrying out 

Plan-Do-Study-Act cycles according to guidance on topics set by NHS England. There is no requirement for 

general practices to demonstrate that any improvement activity led to a change in clinical practice or 

outcome to receive the reward.  

We reviewed the international published literature on processes and outcomes of financial incentivisation of 

QI activity in primary care. We identified five interventions that had been evaluated. The evaluations found  

• very limited evidence that financially incentivising QI improves patient care 

• modest evidence that financial incentivisation of QI is valued by practitioners: it is widely taken up, 

but so is QI that is not financially incentivised 

• very limited evidence that it is a better investment than other options or approaches for improving 

care 

Evaluation of the Australian Primary Care Collaborative Program (2004-2011), the intervention implemented 

for the longest and in the largest number of practices, showed promising engagement from primary care and 

some evidence of improvement in clinical measures.  

The evidence that QI activity that is not financially incentivised improves patient care, professional 

outcomes, and organisation and system function is much larger and more reliable but shows mixed results. 

This reflects the challenges of evaluating this kind of intervention: identifying appropriate outcome 

measures of behaviour and culture change at a variety of levels (patient, practitioner, organisation and 

system); sustaining intervention for long enough to evaluate them; and generalising results from one study 

to another context. 

We noted that the development of QI programmes, whether or not financially incentivised, had often not 

followed best practice for the development of complex interventions. In all the studies reviewed, reporting 

of the components of the interventions was limited, meaning that scaling and reproducing interventions is 

challenging.  
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The review led us to examine the literature on enablers of effective QI. These included upfront resourcing, 

professional engagement, local flexibility, leadership, shared team purpose, training and patient and public 

involvement. 

We recommend that quality improvement activity in primary care is designed and evaluated in line with 

published complex interventions guidance with an articulated theory of change and outcome measures. If 

the aim is to improve patient care, we suggest that appropriate overall resourcing and consideration of non-

financial incentives may be more appropriate than financial incentivisation that is narrowly-targeted on 

either clinical activities and outcomes or specific improvement activities. We recommend that QI 

interventions focus on developing informed leadership; shared team purpose and skills; and allow topic and 

scope flexibility to ensure local relevance and ownership. Evaluation of QI activity must encompass multiple 

levels of change needed, at patient, practitioner, organisation and system levels, and have realistic 

expectations of the duration of intervention need to achieve change.  
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Introduction 

Background 

Quality improvement (QI) activity in English general practice has been financially incentivised since 2019 as 

part the Quality and Outcomes Framework (QOF), the pay-for-performance scheme introduced in 2004.1 

Before 2019, QOF rewarded recording of specific clinical activities (e.g. vaccinations, tests or referrals) and 

clinical outcomes (e.g. blood pressure). During the years leading up to 2019, QOF provided around 8% of 

practice income.2 Offering financial reward for performing activities aiming to improve the quality of care, 

regardless of whether there is evidence of changed practice or outcome as a result, is a novel approach. It is 

conceptually different from the conventional pay-for-performance model in which “(1) performance of 

providers is monitored in relation to pre-specified quality indicators and (2) a monetary transfer is made 

conditional on the (achievement or improvement of) measured quality of care”.3 

Incentivising QI activity rather than clinical outcomes or activities in the QOF came about in response to 

recommendations in the 2018 review highlighting the limited evidence that QOF improved the quality of 

care overall (rather than specific elements of care that were incentivised) and the growing evidence of its 

unintended effects.4 The review recommended that the scheme should encourage more holistic, person-

centered care and ongoing improvement rather than one-off attainment of unidimensional, biomedical 

outcomes. The review also suggested promoting professional judgement in delivering person-centered care 

and supporting practices to work together to reduce demand on secondary services. It has been argued that 

QOF did not sufficiently incentivise (and may have even disincentivised) high quality whole-person care of 

patients with complex or multiple conditions, where professional judgement, patient partnership in decision-

making, continuity and access are important elements of quality of care.5 Measuring single activities or 

biomedical outcomes is more straightforward than defining and measuring good practice or outcomes 

relevant to people with complex or multiple conditions. 

What is quality improvement activity? 

QI has been broadly defined as a systematic approach to improving quality of care comprising a set of 

principles and methods.6 While the approach been widely adopted by health care organisations,7 there is no 

universally accepted definition of what the term means in practice. Quality improvement activities may 

include using specific tools such as audit and feedback,8 the ‘Plan-Do-Study-Act’ cycle (a structured approach 

to identify and analyse areas for improvement, plan activities to address the problems, measure their effects 
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and reflect on the findings to generate change, iteratively),9 10 educational meetings and outreach,11,12 

clinical champions,13 development of and adherence to processes for patient review,14 and root cause 

analysis of adverse events.15 While these practical tools are useful, the need for organisational and system 

commitment and support for quality improvement has been highlighted as critical to success, whatever 

model is used.16,17,18,19,20  One example of a system-wide approach is the Quality Improvement Collaborative, 

which brings together groups of practitioners from different organisations to share experiences about 

making changes to promote quality, with coaching and support to carry out quality improvement cycles.21  

While QI is generally thought to be a positive activity in health care, the evidence that it does actually 

improve quality of care is mixed and inconclusive.8-15,19,21,22 Interventions that have been shown to be most 

consistently effective (although often modestly) are those that are relatively small scale and measure 

outcomes that focus only on the narrow target of the specific QI activity. The weak evidence for the 

effectiveness of QI interventions at improving health care quality most likely reflects the wide scope and 

difficulties of conceptualising and measuring quality of health care; this is particularly challenging in general 

practice. Evaluations of QI activities rarely examine the effects on overall quality of care and all its 

dimensions e.g., effects on untargeted activities, outcomes for patients, staff morale and retention and 

organisational and system effectiveness or sustainability. Another difficulty is that QI interventions are 

heterogeneously applied, probably because of the need for contextual flexibility, which reduces the power 

to find positive effects.9,10 

At the same time, few must doubt that improving quality in primary care is important and that quality 

improvement activities are likely to be a valid way of doing that. What is challenging is how to implement 

quality improvement activities and show that improvement in quality has occurred.23 

What is high quality general practice? 

Quality of health care is often conceptualised using the three domains set out in the Darzi report of 2008: 

effectiveness, safety and patient experience.24 While this marked a move forward from the traditional 

approach of simply focusing on numbers of patients receiving care as a measure of performance, 

operationalising the framework into dimensions of care that can be measured in general practice is 

challenging. One of the key issues is that primary care does not have a clearly defined endpoint, unlike most 

secondary care events. Rather it is a complex, dynamic process with many interlinked strands delivered over 

a lifetime.25 What ‘high quality’ means is also dependent on the context, and will vary according to the 

perspectives of providers, commissioners, the public and patients.26 In addition, measurement and recording 

of quality measures will have opportunity cost. 
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The US academic Bodenheimer set out building blocks of high performing primary care.27 These include:  

• Starfield’s four pillars of primary care: first contact, continuity, comprehensiveness and 

coordination27,28 

• the role of the practice rather than the individual practitioner: strong leadership, team-based care, 

‘empanelment’ (registration with a care team), practice-level monitoring of needs and performance 

• the patient experience and partnership with the patient: prompt access; a range of options for 

delivering care; shared decision-making; support for self-management. 

Measuring performance on many of these elements is challenging. This is especially the case for patient 

experience and partnership. There are number of patient experience measures currently in use.29 Prominent 

in the UK is the GP patient experience survey.30 This is an annual national survey of a large sample of people 

registered with UK GPs, asking for patients’ views on a range of topics including ease of getting a timely 

appointment, confidence and trust in health professionals and perceptions of being involved in decisions. 

How well this measures the quality of shared decision making, patient partnership, access and continuity of 

care is not clear; these are complex constructs that are difficult to operationalise.31-33 Satisfaction scales have 

traditionally been used as measures of quality, but achieving satisfied patients may threaten safety and 

effectiveness: there is evidence that high patient satisfaction is associated with increased prescribing, 

increased costs and higher mortality.25,34,35 

In summary, to date there is no universally accepted single conceptualisation of what constitutes high 

quality general practice or a valid and comprehensive set of metrics for measuring it that is independent of 

context or perspective.  

Operationalisation of QI for the QOF 

Operationalisation of QI in English general practice has been led by the Royal College of General 

Practitioners.36 The guidance sets out the elements of QI as follows: 

• continuous organisational and system commitment to improving patient outcomes 

• a set of enablers, including culture of reflection, teamwork, learning and leadership 

• implementation of the QI cycle, in particular the Plan-Do-Study-Act cycle.  

In 2017, most general practices in the UK reported that they carried out QI activities,37 although the extent 

to which these followed the model set out above is not clear. The finding is not unsurprising: GP appraisals, 

which are needed for revalidation by the General Medical Council, require evidence of QI activity, although 
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some of this activity may be relatively straightforward audits of care without all the elements of QI as set out 

by the Royal College of General Practitioners.   

For the purposes of financially incentivising QI in the QOF, NHS England has, each year since 2019, set out 

guidance for practices38 based on the Royal College of General Practitioners model.36 The guidance has 

focused on only the third of the three elements listed above – Plan-Do-Study-Act cycles – not on 

organisational QI commitment and enablers. Each year, the guidance has comprised detailed instructions for 

Plan-Do-Study-Act cycles in two specific topic areas (see Box 1). Practices were originally required to report 

completing cycles in both topic areas to get full remuneration, although, because of the COVID-19 pandemic, 

requirement to do so was suspended from 2019/20 to 2021/2. The modules required practices to 

• identify areas for improvement (within each topic area) 

• identify QI activities and set improvement goals 

• implement the resulting QI plan 

• participate in at least two primary care network QI peer review meetings 

Up to 74 QOF points may be earned each year for QI from a potential total of 635 points from the entire QOF 

scheme. Each QI module earns 37 QOF points: 27 for reporting that the QI activity had taken place and 10 for 

reporting that peer review meetings had taken place. No further evidence of the content of the activities 

was required.  One QOF point is worth about £200 to a practice, so the maximum overall payment 

achievable for an average practice is in the region of £130,000 for QOF and £15,000 per year for QI, 

equivalent to the cost of employing a practice nurse for about 1.5 days a week. On average, in 2021, the 

payment to each practice from the NHS was around £1.5 million per year (with large variations for number 

of registered patients and other adjustments), meaning that incentivized QI provides about 1% of practice 

income on average.  

 

Box 1. Topics covered by the QI modules in the QOF 

Year  Topics Incentivisation 
2019/20 Prescribing Safety 

End of Life Care1 
Incentivisation suspended in early 2020 – QI income guaranteed 

2020/21 Early Cancer Diagnosis  
Learning Disability39,40 41 

Incentivisation suspended – QI income guaranteed 

2021/22 Early Cancer Diagnosis 
Learning Disability 

Incentivisation suspended –  QI income guaranteed42 

2022/23 Prescription Drug Dependency  
Optimising Access to General 
Practice43 

Incentivisation suspended and income guaranteed in some parts of England in 
late 2022 (https://www.gponline.com/devon-gps-declare-first-ever-black-alert-
agree-groundbreaking-income-protection-plan/article/1808418) 
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Context of this report 

The Policy Research Unit in Health and Social Care Systems and Commissioning was asked to carry out a 

responsive research project to evaluate QI in the QOF. Our starting point was the intentions for evaluation of 

QI in the QOF set out in the five year framework for general practice contract reform in 201944: 

• Is it improving patient care? 

• Is it valued by practitioners? 

• Is it a smart investment, given other opportunities? 

• Should QI investment continue to be channelled through QOF, or would a different approach be 

better? 

We carried out preliminary qualitative research with primary care professionals in 2019/20.45 Our findings 

suggested that practices have received the introduction of financial incentivisation of QI favourably but 

considered that greater practice involvement in choice of topic could make it more effective and highlighted 

the potential for unintended effects on quality in other areas.  

Our research was stalled by the COVID-19 pandemic, which also led to the suspension of requirements to 

achieve all targets linked to financial incentivisation of QOF, as described above, meaning that the 

intervention to be evaluated was not implemented. We are currently (winter 2022/3) carrying out further 

primary research with primary care professionals and members of the public to gain greater insight into the 

answers to the questions raised in the Five Year Framework.  

Aims of this review 

This literature review aims to inform policy development on incentivised QI activities in England alongside 

our primary research. The objectives were to synthesise the existing evidence of the effects of financially 

incentivised QI activities in general medical practice on targeted activities, other activities, quality of care 

overall and outcomes for practitioners and practices, and to highlight other evidence that NHS England could 

consider when developing policy.  
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Methods 

We carried out a narrative review of the literature, with the overall aim of synthesising current thinking and 

evidence to inform policy development.  

Inclusion and exclusion criteria 

Study population 

We included studies conducted in organisations delivering primary general medical care in middle and high 

income countries where primary care delivery was based on registered populations and was paid for mainly 

through a capitation-based payment or state insurance, rather than fee-for-service. The purpose of this was 

to ensure incentivisation contexts as similar as possible to that in England.  

Interventions 

We included studies of financial incentivisation schemes that involved primary care practitioners or 

organisations receiving financial reward for carrying out QI activities. We included studies of QI activities of 

any kind, including specific tools e.g., audit and feedback, ‘Plan-Do-Study-Act’ cycles, root cause analysis of 

adverse events, but also wider organisational commitment and culture change.   

We excluded studies of effectiveness of pay for performance interventions alone – i.e., that financially 

incentivised attainment of clinical outcomes or reporting of clinical activities rather than QI activities (e.g., 

QOF and other similar pay for performance schemes).  

We excluded studies in which QI activities were a component of a broad range of other organisational 

interventions such that the effect of the QI activities could not be distinguished from the effects of others.  

Comparators 

We included studies whether or not there was a comparator group, which could be 

• Historical - in the same setting (i.e., before and after studies examining implementation of 

incentivised QI schemes where none previously were in place) 

• Concurrent – other areas where there is no incentive savings scheme is in place, or where other 

incentivisation schemes are in place 
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Outcomes 

We included studies that examined any of these outcomes: 

• Implementation of QI 

• Changes in performance of clinical activities or outcomes targeted by the QI activity 

• Changes in performance of clinical activities or outcomes not targeted by the QI activity 

• Patient perspectives/experience of QI 

• Professional perspectives including effects of QI on partner or staff retention, morale, workload, 

freeing up of clinical time 

• System or organisational culture, effectiveness, or sustainability in relation to QI 

• Effect of QI activities on overall health service costs and costs incurred in primary care 

Study design 

We included empirical studies, meaning that we excluded opinion pieces and commentaries.  Otherwise, we 

imposed no restrictions. 

Search strategy 

We carried out bibliographic searches between 3rd March 2022 and 26th May 2022. We searched for articles 

published in English from the year 2000 using CINAHL, Web of Science, Embase, PubMed using search terms 

combining (‘general practice’ OR ‘primary care’) AND (‘quality improvement’) AND (incent$ OR reward$ OR 

financ$ OR motivat$) in the title or abstract.  

We also asked colleagues working in academic general practice to supplement our searches from their 

knowledge other interventions and reports.  

One reviewer selected articles based on title and abstract, and this was checked by a second reviewer. We 

then obtained full text of the selected articles.  We also searched for relevant reports cited in selected 

articles.  

One reviewer read and prepared a summary of contextual and content details including: population, setting, 

intervention characteristics including duration, outcomes, study design and study results from full text 

articles and discussed these with the second reviewer to decide on whether they met the inclusion criteria. A 

third reviewer made the final decision where there was disagreement. We did not formally assess quality, 

nor did we exclude any articles based on low quality (this was because we found very few relevant studies 

that met the inclusion criteria.   



 

 

           11 

 

 

Results 

Description of studies 

We found 65 articles that, based upon the title and abstract, appeared to contain relevant data. We 

excluded 25 articles because, while the reports were about incentivisation in health care, they either  

• did not include the primary care setting (n=1)46  

• examined incentivisation of interventions other than QI (n=20)3,47-65 

• examined QI embedded within a range of other initiatives (n=3)66-68 

• did not examine outcomes separately for interventions in primary and secondary care (n=1).69 

We excluded 25 further articles because they were reports of studies of QI that did not appear to be 

financially incentivised, and a further seven because they were not empirical, that is, they were narrative 

reviews or commentary pieces.70-76 The eight remaining articles described the effects of five QI 

interventions.77-84 In addition, we found policy documentation online about a novel intervention in Australia, 

the Practice Incentive Program QI, but no published evaluations of it.85 Table 1 briefly describes the 

interventions and the payment mechanisms, although the data available were limited.  We noted that the 

reporting of the content of these interventions was not as rigorous as we would expect from reporting of 

complex clinical interventions.86  

Results of evaluations 

Five of the interventions summarized in Table 1 have been evaluated.  

The Somerset Practice Quality Scheme 

Articles about this scheme reported that 55 of the 75 practices in the county of Somerset opted to take part 

in the scheme. Early qualitative evaluation suggested some evidence of organisational change, including 

stronger links with other practices, increased multidisciplinary team working and reallocation of resources.80 

Later evaluation showed that over half the participating practices reported clinical and administrative time 

savings.81   

A before and after study comparing outcomes with a small number of volunteer control practices 

implementing QOF as usual over the same time period showed no difference in change in patient or 

practitioner experience  or hospital emergency admission rates, and no sustained deterioration in QOF 

indicator achievement (which continued to be reported, while not incentivised).81 The control group was  
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Table 1: Incentivised QI interventions 

First author, 
date of 
publication  

Name, country, 
intervention 
period 

Brief description of intervention Payment mechanism 

Close, 201981 
Lloyd, 201580 

Somerset 
Practice Quality 
Scheme, 
England 
2015-17 

• Opt out of QOF 
• Specific interventions locally agreed by general 

practices: included Health Coaches, peripatetic 
multidisciplinary team for frail people, social 
prescribing, self-management support. 

• Focus on person-centred care for patients with 
multimorbidity 

• Practices had to show ‘participation in a Quality 
Improvement Network’ 

• Training and service design support provided by 
Clinical Commissioning Group 

Same payment to practices as 
would have been received 
through based on QOF 
achievement in 2012/3 

Fernholm, 
201983 

Stockholm 
project, Sweden 
2016-2017 

• 4 hour course in QI offered although not compulsory 
to receive payment 

• Reporting of improvement projects to healthcare 
administration system 

• Feedback to practices on their activities 

0.5 Euro per patient per year 
to practices that provided 
reports of QI activities 

Knight, 201278 
Knight, 201277 
Brown, 201479 

Primary Care 
Collaboratives 
Programme, 
Australia 
2004-2011 

• Quality Improvement Collaborative methods21 
• Collaborative programme managers 
• Learning workshops  
• Protected time for clinicians to plan QI 
• Feedback to practices from programme managers 
• Focus on chronic disease management 

Funding for programme 
managers, protected clinical 
time for planning and 
learning, additional financial 
incentives for practices, but 
not clear how administered 

Gabel, 201984 Quality 
Improvement 
Framework, 
Staffordshire, 
UK,   
2009-2015  
 

• Incentivisation in addition to QOF 
• Focus on patients with long term conditions 
• TIDieR framework published 
• Rewards based on a mix of clinical and QI indicators 
• Intervention included feedback on achievement of 

locally agreed standards, an educational programme 
(supported by bursaries), learning events, practice 
visits from clinical leaders 

Up to £6 per registered 
patient based on level of 
achievement based on 
assessment by a panel of 
stakeholders including 
patients.  

Smith, 201982 North West 
England 
Scheme, 
England 
2016-2018 

• Incentivisation in addition to QOF 
• Focus on atrial fibrillation and hypertension diagnosis 

and management 
• Participation in 3-monthly quality improvement 

workshops 
• Clinical interventions for patients with atrial fibrillation 

and hypertension 

Payment on capitation basis 
for patients identified and 
managed according to 
protocol 

Royal 
Australian 
College of 
General 
Practitioners, 
202085 

Practice 
Incentive 
Program QI 
2019- 

• Work with local Primary Health Network to participate 
in ‘continuous quality improvement’ activities 

• Submission of achievement data on specified 
indicators, but no targets set to be reached to receive 
payment 

~AUS$5 per patient per year 
to practices 
Not clear whether Primary 
Health Networks receive 
funding for their participation 
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small and may not have been representative and the implementation period was short. Thus, we cannot be 

sure that the intervention would not have demonstrated improvement with a larger control group or over 

the longer term. The outcome measures were meaningful in the sense that the researchers attempted to 

capture organisational, professional and patient outcomes above and beyond simple clinical measures.  

The Staffordshire Quality Improvement Framework 

The evaluation took place in Stoke on Trent and involved all 55 practices in the city over a period of 7 years. 

The published evaluation was a longitudinal differences-in-differences analysis of mortality, which found 

evidence of an additional effect of the Quality Improvement Framework on reducing mortality from 

cardiovascular disease including stroke.84 No system, organisational or professional outcomes were 

reported. 

The North West England Scheme 

The scheme, implemented in East Lancashire, has been evaluated in a quantitative before and after 

evaluation comparing outcomes with other practices in North West England.82 The outcome measures were 

QOF indicators related to diagnosis and management of hypertension and atrial fibrillation. Participating 

practices increased their rates of diagnosed hypertension compared with control practices but there were 

no other differences in indicator achievement. Fifty eight practices took part in the scheme and the control 

group comprised about 1000 practices. The outcome measures were limited in scope, with no attempt to 

capture organisational, professional or patient outcomes.  

The Australian Primary Care Collaboratives Program 

This program was widely taken up in Australian general practices, with over 1000 practices taking part, each 

practice on average submitting over 20 Plan-Do-Study-Act reports (on topics of the practice’s choice over a 

5-year period, suggesting significant engagement.77 There was no formal attempt otherwise to assess 

organisational or professional change. Certain clinical measures showed improvement over the period (e.g., 

cholesterol levels in people with cardiovascular disease and glycosylated haemoglobin levels in people with 

diabetes), although there were no control groups in the evaluations. 

The Stockholm Project  

Out of all the practices who were invited to take part, 166 (80%) submitted quality improvement reports in 

the first year of implementation and 164 in the second year, representing a very large increase from the year 

before implementation. There was no formal attempt otherwise to assess organisational or professional 
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change. The study was uncontrolled so, although the increase was very large, it is not possible to sure that it 

is attributable to the intervention.  

Summary of evaluation findings 

In the studies described here, significant system support and flexibility was incorporated into each QI 

intervention, often with protected time for to implement QI activities including for design, reflection, report 

review and feedback. There is some evidence that incentivised quality improvement activity independent of 

clinical indicator achievement is accepted by general practice. However, most interventions that have been 

evaluated have assessed outcomes with a limited scope and have not fully addressed patient, professional, 

organisational or system level measures of functioning, or have been too small or short-lived to allow a 

rigorous assessment of impact.   

Discussion 

Summary 

Evaluations of incentivised quality improvement activities show that take-up by practices is high. All the 

schemes evaluated have included a degree of professional flexibility and system support. There is very 

limited evidence that incentivised quality improvement schemes can improve system or organisation 

function, professional or patient experience, or clinical outcomes. This is because the interventions have not 

been evaluated using designs that allow this kind of assessment.    

Limitations of this review 

Identifying research about incentivised QI interventions was challenging in this review because the term 

‘quality improvement’ is used widely and often loosely in health service literature narrative. Incentives are 

commonly paid to general practice for participation in ‘pay for performance’ programmes, that is for 

achieving specific clinical outcomes or performing specific clinical activities, rather than participating in QI 

activities; it was often difficult when reading reports of evaluations to understand the nature of the 

interventions and clearly distinguish between ‘pay for performance’ and ‘pay for QI’. It is therefore possible 

that we have missed reports of incentivised QI interventions where these were not described as such.  
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Issues emerging from the review 

What are the challenges of evaluating QI interventions (whether or not financially incentivised)? 

We found very limited evidence that financially incentivising QI activity is effective. This is perhaps not 

surprising, given that previous research has found mixed evidence that QI interventions in primary care or 

elsewhere (where they are not financially incentivised) work to improve quality – for patients, primary care 

organisations, or health systems – although this is likely to be at least partly because of the difficulties of 

evaluating QI.8-15,19,21,22 These difficulties are: 

• Lack of valid and practicable measures of quality of primary care: to demonstrate improvement in 

quality of primary care, valid outcome measures of quality are required; these need to cover the 

many different dimensions of quality and need to be primary care-specific.87  

• Wide scope of outcomes are needed: evaluations need to examine not simply quality of individual 

interactions between patient and primary health care professional but also the opportunity costs of 

improving quality in one area of clinical practice versus another and of measurement and reporting, 

unintended consequences for individual patients, the practice (and its health professionals) and the 

system within which it operates.  

• Variation in context: what works in one practice context many not work in another – results of a 

promising QI intervention in one area may not be applicable to the context in another.88 Realist 

methods have rarely been used.89 

• The need to intervene over a long period of time: understanding whether QI works needs long term 

intervention as it is about stimulating and embedding behaviour and culture change, which cannot 

be achieved quickly.90 The beneficial effects for patients, in particular, may not be seen for decades.  

How have QI interventions been designed and how are they described in the literature? 

QI interventions are complex interventions, yet most do not appear to have been developed according to 

standard complex intervention development guidance involving wide engagement and construction of a 

robust theory of change and logic model.91-93 We also noted that patient and public involvement was rarely 

reported in the development of incentivised QI interventions. Rarely are their components reported with the 

rigour expected of complex clinical interventions, whether or not they are financially incentivised.94 Not 

having a manual for implementation makes it difficult to replicate studies or scale interventions.94  



 

 

           16 

 

 

To what extent does financial incentivisation influence behaviour in primary care?  

The international evidence that financial incentivisation through ‘pay for performance’ interventions such as 

QOF improves health and primary health care quality is limited,5,95 although in the short term after 

implementation, the QOF did appear to improve some elements of performance in primary care, although it 

may be argued simply that measuring and recording of these improved.51,96 This may be at least partly 

because financial incentives are not the only way of motivating behaviour change among health care 

professionals. Many reports have suggested that intrinsic motivators (revalidation, reputation, commitment 

to patient care, professional self-esteem) are more important drivers of behaviour to improve quality of 

care.47,63,72,76,97-100  

There is evidence from a recent study in the UK that most general practices will carry out QI activities even 

when not financially incentivised.101 This may be because of the intrinsic motivators, and also because 

general practitioners need to demonstrate involvement in QI activity during appraisals leading to 

revalidation by the General Medical Council (https://www.gpappraisals.uk/quality-improvement-

activity.html). Another review found that financial incentivisation in primary care was most likely to be 

successful when it was clearly aligned with professional values.102  

What are the key enablers of QI? 

Resource 

QI needs upfront resource, including protected time for practitioners to be involved in identifying and 

designing QI initiatives, implementing them, analysing the results and reflecting on change in practice.97,101 

QI also requires resourced support from the wider system to support reflection and feedback activities. 

External facilitation may also be needed to help deal with conflict.103 

Professional engagement, ownership and flexibility 

Involving local clinicians in designing the QI programme, or at least choosing which elements to implement, 

may be more likely to engender behaviour change than nationally imposed topics.70,76 A realist systematic 

review of the influence of context on QI initiatives found that empowerment, ownership and engagement 

were key mechanisms of effective QI.88 In addition, it found that ‘misalignment of QI programme goals to 

local conditions/priorities’ was a key challenge to successful implementation. Practice circumstances vary 

and what may seem an important area for QI in one practice may not be seen by local practitioners as such 

in another. 

https://www.gpappraisals.uk/quality-improvement-activity.html
https://www.gpappraisals.uk/quality-improvement-activity.html
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Leadership, teamwork and sense of community and shared purpose 

The realist systematic review identified enthusiastic and motivating leadership as a key context for 

successful QI,88 as did a survey of UK primary care in 2017.101 By its very nature, QI activity in primary care is  

a team-based activity. Ensuring a sense of shared purpose, sense of community and understanding of the 

issue (not just the clinical issues but what QI culture means) is also considered important for achieving 

effective implementation.103  

Training 

QI activities require training (the clinical time for which also needs to be resourced).101 It has been argued 

that social and political training are required, in relation to culture change, leadership development, 

reflection and dealing with resistance and conflict as well as technical training in the tools of quality 

improvement.103 

Patient and public engagement 

Experienced QI practitioners in primary care have noted that patient and public involvement in the design of 

QI has been useful in deciding on appropriate topics and improvement goals.97 

Recommendations  

• Ensure that QI in general practice is resourced (rather than incentivised) to support general practices 

to engage in QI activities leading to meaningful impact for patients, professionals, organisations and 

systems.  

• Promote organisational commitment and culture change in general practice for QI rather than 

focusing on clinical outcomes 

• Use the complex intervention approach to design and evaluate QI interventions (including pay for QI 

interventions) in general practice, considering theory of change and logic model to steer these 

• Evaluate effects on patients, primary care professionals, primary care organisations and health 

systems over the long term for sustainability, including assessing culture change. 

• Involve public, patients and practitioners in design and evaluation of QI interventions in general 

practice. 

• Promote local flexibility about topics and scope in design of QI interventions in general practice. 
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