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ABSTRACT
PURPOSE We conducted an in-depth exploration of family physicians’ and
nurses’ beliefs and concerns about changes to the family health care service as
a result of the new pay-for-performance scheme in the United Kingdom (Quality
and Outcomes Framework [QOF]).
METHODS Using a semistructured interview format, we interviewed 21 family

doctors and 20 nurses in 22 nationally representative practices across England
between February and August 2007.
RESULTS Participants believed the financial incentives had been sufficient to
change behavior and to achieve targets. The findings suggest that it is not necessary to align targets to professional priorities and values to obtain behavior
change, although doing so enhances enthusiasm and understanding. Participants
agreed that the aims of the pay-for-performance scheme had been met in terms
of improvements in disease-specific processes of patient care and physician
income, as well as improved data capture. It also led to unintended effects, such
as the emergence of a dual QOF-patient agenda within consultations, potential
deskilling of doctors as a result of the enhanced role for nurses in managing
long-term conditions, a decline in personal/relational continuity of care between
doctors and patients, resentment by team members not benefiting financially
from payments, and concerns about an ongoing culture of performance monitoring in the United Kingdom.
CONCLUSIONS The QOF scheme may have achieved its declared objectives of

improving disease-specific processes of patient care through the achievement of
clinical and organizational targets and increased physician income, but our findings suggest that it has changed the dynamic between doctors and nurses and
the nature of the practitioner-patient consultation.
Ann Fam Med 2008;6:228-234. DOI: 10.1370/afm.844.
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n April 2004 the United Kingdom government introduced a new General Medical Services Contract incorporating a pay-for-performance
scheme (the Quality and Outcomes Framework, or QOF) for family
doctors. The scheme attached ﬁnancial rewards for meeting 146 quality targets in relation to clinical, organizational, and patient experience
indicators,1 and in 2006 it was modiﬁed to 135 indicators.2 The intended
consequences of the new contractual arrangements were to reward quality
of care rather than numbers of registered patients, to improve data capture
and care processes, and to improve patient outcomes and doctors’ working
conditions.1
The potential unintended consequences of such schemes are argued
to include deleterious effects on clinician behavior and service provision.
For example, the new scheme might have a negative effect on continuity of care and result in care fragmentation and a less holistic approach
to patient care by doctors, as well as reduced quality for nonincentivized
conditions and damage to doctors’ professional motivation.1,3
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The impact of pay-for-performance schemes is also
likely to be inﬂuenced by a number of other factors.4-11
Such factors include levels of physician understanding
of the purpose and involvement in the development of
the scheme; the nature, appropriateness, and adequacy
of measures used; the feasibility of implementation; and
the magnitude of an incentive necessary to produce
the behavioral change required to achieve targets.
Other factors include the balance between team and
individual incentives and the extent to which behavioral changes required to achieve targets are aligned to
physician priorities and values.
Most research into the impact of the QOF has
used quantitative methods and focused on associations between target achievement and, for example,
practice characteristics,12-15 population characteristics,16
or the effect on quality for individual conditions, such
as diabetes.17 There have been higher than expected
achievement rates14 and a modest accelerated improvement in patient-level outcomes with some conditions.18
QOF has cost the UK economy approximately £1 billion each year in payments to practices.
In contrast with most published work in this area,
this study used a qualitative methodology. Although
pay-for-performance schemes are being implemented
in many countries, little is known about the views of
health care clinicians of the intended and unintended
effects of the incentives on their behavior, motivation,
and daily working life. We describe an in depth-exploration of family physicians’ and nurses’ ideas, beliefs,
and concerns about changes to the family health service in the United Kingdom.

read by at least 2 of the research team independently,
and a preliminary coding frame was constructed. We
used a constant comparative method to interpret the
data,20 identifying key concepts using an open-coding
method. Once coding was completed, the codes that
had common elements were merged to form categories.
All authors were involved in this process, and disagreements were discussed until a consensus was achieved.
We actively sought disconﬁrming evidence and deviant
case analyses throughout.21 Data analysis also took into
account the different professional backgrounds of the
participants. We decided early on in the data collection process not to use qualitative software, because all
authors were responsible for collecting and analyzing
the entire data set, and we felt sufﬁciently immersed
in the data to code and interpret appropriately. All
transcripts were kept intact to interpret responses in
the context of the practice. All quotations have been
chosen on grounds of representativeness.
One author (H.L.) is a primary care physician, and
2 (S.C., R.M.) are nonclinical health services researchers. All authors have a research interest in the quality
of care within family medicine. The study had full
ethical committee and research governance approval.

RESULTS

Participants
We carried out semistructured interviews with family doctors and nurses in practices across England
between February and August 2007. The practices
were drawn from a nationally representative cohort
of practices,18,19 based on number of doctors working
in the practice and the socioeconomic deprivation of
the locality. The topic guide (Supplemental Appendix,
available online-only at http://www.annfammed.
org/cgi/content/full/6/3/228/DC1) was developed
from the team’s a priori questions and issues identiﬁed in previous work with the same practices undertaken by the study team.1,3

We invited 43 health professionals in the 22 practices
to participate (22 physicians and 21 nurses). In 1 practice the practice nurse was on long-term sick leave.
Forty-one of these family practice professionals (95%)
agreed to be interviewed (21 physicians and 20 nurses).
Five of the physicians were female (aged between 46
and 64 years), and 16 were male (aged between 40
and 64 years). Only 1 physician worked part-time. All
nurses were female; 17 worked part-time and 3 worked
full-time (aged between 35 and 60 years). Overall,
169,000 patients were registered with the 42 practices,
and practice sizes ranged from 1,773 to 18,700 registered patients. The 42 practices employed 110 physicians and 71 nurses. Physicians had also been interviewed in 22 of the same practices in 2004, with 60%
of doctors taking part in both years.3 In this article,
we report the 4 major themes identiﬁed: the effects of
implementing a pay-for-performance scheme; consultation process and agendas; performance monitoring and
competition; and new indicators introduced in to the
pay-for-performance scheme in 2006.

Data Analyses
We digitally recorded and fully transcribed all interviews. Data collection and analysis were concurrent
and continued until the study team believed that theoretical saturation was complete. All transcripts were

Effects of Implementing
a Pay-for-Performance Scheme
Most physicians believed that the quality targets had
improved patient care by focusing attention on necessary clinical activities that might have been being

METHODS
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neglected. Moreover, the targets had prompted staff to
contact patients who were reluctant to attend, encouraged preventive work and chronic disease management, and promoted a sense of pride in achievement.
Most doctors and nurses acknowledged that nurses
had become the primary provider of health care for
patients with chronic conditions.
It is more likely that nurses could manage without family
physicians than we could manage without nurses (General
practitioner [GP]8).

Although most doctors welcomed the added value
of this role, some doctors believed they had become
deskilled in areas previously seen as a core part of
their role.
There’s a little bit of deskilling there. I mean, we have a
respiratory nurse, and so she sees all the asthmatics and does
all the routine checks on them.… But a lot of the asthmatics tend not (to see a GP) which is a good thing, because it
means they’ll be better controlled. But on the other hand,
I feel like, “Oh, an asthmatic patient! What do I do?” you
know. ”Oh, I’ll send them to X,” you know. It’s like, that was
a thing that I would have dealt with on my own before. But
now it is better (GP10).

All interviewees recognized that QOF had led
to considerable extra income at the practice level.
Although the new contract is a practice contract, and
targets had been achieved by teams of doctors, nurses,
and administrative staff, most of additional money
became part of the doctors’ income as employers and
owners of practices, regardless of the nurses’ contribution to achieving the targets. One doctor described
this additional money as like “having 5 year’s pay rise in
one go.” Some doctors believed they had already been
working to a high standard, and the extra money was
an acknowledgment of this previously unpaid work.
And I think practices that were doing well anyway are still
doing stuff above and beyond what’s in the new contract, as
they always have, and are perhaps now getting rewarded for
work that they were doing (GP4).

The ﬁnancial reward in return for extra work was
also seen as helpful in raising morale within the profession and improving physician work-life balance. A
minority of doctors, however, expressed concern about
losing future control of patient care to the government
because of, or perceived negative public opinion generated by, the increased family doctor income.
Well it’s certainly improved my income. Probably increased
my workload, not to the same degree as it increased my
income. But I’m a bit worried that we’ve sold our soul to
the devil to some degree, because they can change the goal
posts later (GP39).
ANNALS O F FAMILY MEDICINE
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I don’t think the £250,000 (media) headlines help much. I
had an interesting discussion last week with a young man, a
man my age—a 36-year-old guy—who was having a hard
time of it at work, and he was talking about stress, and I said,
“Oh yes, tell me about it,” and he said, “Och, stress, look at
this, this is a cushy number you’ve got … you are getting
plenty of money for it” (GP49).

That only a small ﬁnancial bonus had been paid
to nursing staff in some (but not all) practices created
a sense of resentment among a considerable minority
of the nurses. These nurses perceived their increased
autonomy, hard work, and chronic disease management
roles as critical in achieving QOF targets.
I’m sure the doctors appreciate what the nurses do, but I’m
sure that we haven’t had our salary updated as much as we
should, for the money that they’re probably getting from
QOF. And that’s, all 3 of us agree that. All the 3 nurses, we
agree that we’re doing a lot more of their work for them, and
not much in the way of money recognition, yeah (Practice
nurse [PN] 47).

Continuity of care was claimed as a central
feature of both doctor and practice nurse roles. For
most nurses, interpersonal continuity was described
as a relatively new feature as they assumed responsibility for patients with chronic conditions. Doctors
were far more likely to stress the importance of their
longitudinal relationship with patients, but some also
stressed that the contract had helped to accelerate
a preexisting decline in interpersonal continuity
of care.
In the sense that it’s still a patient presenting to a doctor
with a problem, yes, it is the same as it always was. The difference is that it’s more likely that the patient and the doctor
won’t know each other (GP25).
… with the asthma, the patients are beginning to see the
same nurse, you know, rather than a different GP.… I will
see the diabetics, and they know that I’ve been trying to say
to them, “can you come, you know you can always come
back,” and I always try and make it so that there is open
access for them if they have got a problem (PN49).

Consultation Process and Agendas
All doctors reported that there had been no change to
the essence of the face-to-face doctor-patient interaction within routine consultations, which are booked at
10-minute intervals. Addressing a number of agendas
within a single consultation was seen by many doctors as a key skill of good family practice and reﬂected
a long-standing acknowledgment that a consultation
could include acute and chronic problems, health promotion, and health prevention advice as appropriate to
that consultation.
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point of apologizing or explaining to a patient why they
were focusing on the targets as well as the patient’s issues.

In some respects my role hasn’t changed and never will do,
as far as I can see, and not in my lifetime anyway. A person
comes in the door, sits down and I ask them what’s wrong
and you try and ﬁ x it. That hasn’t changed (GP21).

The context and consequences of the doctorpatient interaction, however, were perceived by all
doctors as having changed as a direct result of the
pay-for-performance scheme. All participants acknowledged that the QOF had inﬂuenced their agenda.
Although not raised directly by interviewers, many
participants used the concept and the term agenda
spontaneously when describing the consultation.
… so it’s made the 2 agendas a little bit clearer, and I guess
you’ve always had a health agenda, which, I said before, if
you come with a cold, your agenda and mine is probably
never been the same, but now that mine is encapsulated by
QOF … it’s a bit more blatantly not the same. So I think
there is an intrusion there, and it’s not an entirely patient-led
agenda, because you’ve got things that you want to do that
you think are more important (GP2).
So there is all this going on that he, the patient’s agenda is
one thing and yours is another … your brain’s working twice
isn’t it, at the same time (GP38).

The use of computerized chronic disease templates
in consultations had been part of primary care in the
United Kingdom for some years. Although many
doctors and nurses believed the templates played a
positive role in prompting them to take action, such
as measuring blood pressure, others believed the templates introduced a new element into the consultation
and threatened to shift the balance away from the
patient’s immediate agenda. Some doctors commented
on how pursuing QOF targets within a consultation could create a potentially conﬂicting doctor and
patient dual agenda. Others described incorporating
the QOF agenda while attempting to deal with the
patient’s agenda, despite having reservations about the
value of QOF work, whereas still others stated that
this double agenda added to the workload of consultations and risked doctors being distracted from the
patient’s agenda.
… in terms of asking them additional questions to ﬁt with
QOF information that is required, I think that has altered,
yes … at times I feel uncomfortable with consultations
where I have to include certain things related to that that I
might not normally have deemed relevant at that particular
point in time (GP52).
And there have been 1 or 2 occasions where I went through
the cholesterol, the depression, the CHD, and everything else,
and “Oh, that’s wonderful, I’m ﬁnished now,” and the patient
said “Well, what about my foot then?” “What foot” (GP39)?

Some doctors and nurses stated they had made a
ANNALS O F FAMILY MEDICINE

✦

I feel actually I’m looking at the patient less than I used to,
which is a shame.… I have to say to them, “I’m sorry, I’ve got
to look at the computer as well and type in while you’re talking to me” (PN38).

All were keen, however, to emphasize that the
patient’s agenda came ﬁrst and that QOF reminders
ﬂashed up on the computer would be bypassed if there
was insufﬁcient time to address both. Most doctors
also stated that they would not pursue a target incentive if it might be detrimental to the patient.
If their [HbA1c] is 8, better leave them there because the
quality of life is good, instead of giving them high doses and
all that, and getting it lower (GP7).
I tend to deal with the problem patients come with ﬁrst. And
then if it’s appropriate to ask questions, you know, ticking
the boxes, I will do at the end of the consultation (GP10).

There was, however, an interesting tension for a
considerable minority of doctors. These physicians
described how the generally accepted desire to meet
target levels and provide better chronic disease management also meant that at times they felt they might
be too proactive in following up patients to meet targets or attend appointments, reﬂecting a physician-centered, rather than a patient-centered, approach to care.
… it makes it much more likely that we put pressure on
those patients to come and have regular checks and to take
the treatments that we offer them (GP25).
And in some respects I feel we’re less willing to accept them
declining treatment (GP52).
I think we’re very sort of hung up on ﬁgures and numbers
and whatever, and not actually looking at what people want
or giving them what they want sometimes (PN15).

There was no consensus about whether addressing
targeted areas had led to neglecting those areas within
the consultation that are not incentivized. Whereas
most doctors believed that they treated all patients and
patient conditions equally, a minority wondered whether
there had been a subtle downgrading of conditions not
incentivized in the QOF, as well as the social aspect of
family medicine, through changes to available education
and increased time pressures within consultations.
I suppose that I, I have less time to attend to social issues
and unhappy patients. I tend to try and be sympathetic but
within a shorter time period (GP20).
So maybe other data is not sort of recorded quite as well.
There’s never as much training and education available for
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non-QOF areas as there are for QOF areas, so you don’t get
the same updating, the same perhaps advice about managing
those area (GP1).

Performance Monitoring and Competition
The interviews highlighted a sense of underlying
uncertainty about the future of family medicine in the
United Kingdom. Many doctors were worried that
there was “no grand plan” within the NHS underpinning the raft of recent reforms. This uncertainty was
further aggravated by a negative perception that the
new targets formed part of an ever-increasing performance-monitoring and surveillance culture by government agencies.
My honest feeling is that actually nobody has a grand plan,
or that there may be several different grand plans which
actually don’t interrelate with each other, and that people
have started initiatives on the basis of one idea and then
another initiative on the basis of another idea, and there isn’t
actually a grand plan (GP49).
There is an environment and ethos of increased surveillance
and performance monitoring (GP1).
I suppose it feels more like I’m being watched. It’s a little bit
like big brother—you’ve not ticked these boxes (PN2).

There was general agreement that irrespective of
the physician’s own personal views of the relevance
and legitimacy of targets, physicians felt motivated to
achieve the highest achievement rate possible for their
practice and their own income.
I think that GPs, and doctors by nature, are competitive,
and so one wants to get all the brownie points that one
can … (GP20).
The workload has gone up, but then there’s more reward if
we achieve certain goals, the reward is there. If you don’t
achieve the reward, you don’t get it (GP32).

New Indicators Introduced in 2006
All doctors and nurses stated that they could see the
purpose of most of the indicators in the 2004 iteration
of the QOF. More concern was expressed about the
relevance to patients of, and work required for achieving, targets introduced in the revised QOF in 2006.
These new indicators relate to setting up registers of
patients with newly diagnosed chronic kidney disease
and obesity and measuring the severity of depression in people with a new diagnosis, which one doctor referred to as “not a family practice way of doing
things.” No interviewee challenged the importance of
these issues or stated their intention not to attempt to
meet the targets. A minority of doctors and nurses,
however, queried whether these targets were aligned
ANNALS O F FAMILY MEDICINE
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with clear primary health professional objectives and
were a core part of family practice and whether they
would result in improved patient outcomes.
… the ones where you seem to be collecting data purely
for the fact of collecting the data. So I mean initially, for
instance, when the renal targets came in and things, it was a
case of have a register of people and what stage of chronic
kidney disease they were. But there was very little guidance
as to what we were supposed to do with them having identiﬁed that (GP52).
You know that depression screening ones, because I think
someone comes to you, you do a check on them, you immediately, you’ve known them for a long time and then you
think, ”Oh, I’ve got to ask those 2 questions.” You get these
questions and you feel a bit of a fool because you, you just
know by common sense how they are so I don’t think that
was a great thing to put in (N25).

DISCUSSION
Strengths and Weaknesses of the Study
This in-depth qualitative study reports the views of 41
family doctors and nurses working in 22 representative
practices across England 3 years after implementation
of the pay-for-performance scheme within the new
General Medical Services Contract. The study has
some limitations. It does not include a patient’s perspective, which would have been useful in exploring
perceptions of changes in dual consultation agendas.
Moreover, the pay-for-performance scheme is evolving, and our study presents a snapshot at a particular
point in time. The study did not intend to measure or
evaluate actual changes in practice; instead, we relied
on physicians’ and nurses’ accounts of changes. Future
research needs to evaluate actual change.
Implications for Practice and Policy
To obtain active commitment rather than a grudging
compliance,4 previous research suggests it is important
to align quality targets to professional priorities9,22 and
to ensure the underlying goals of quality targets are
understood by those undertaking them. Our ﬁndings,
however, suggest that these issues are not necessarily
relevant when targets are incentivized. Physicians in
this study emphasized their commitment to pursuing
ﬁnancially incentivized targets irrespective of whether
they agreed with the underlying relevance or goal of
the target or whether they thought that targets related
to low-yield clinical activities. Almost all physicians in
this study had understood the underlying objectives
of the indicators included in the original 2004 QOF.1,3
There was less enthusiasm, however, for the indicators
in the revised 2006 version of the QOF relating to
patients with newly diagnosed depression and registers
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of patients with newly diagnosed obesity and chronic
kidney disease. These new indicators were perceived
as not to be aligned with either a clear objective (eg,
a clinical procedure or package of care) or the culture
of family medicine (eg, a managing a whole-person
rather than simply diagnosing a single condition or
risk factor). Despite this lack of enthusiasm, even those
who criticized these new indicators were motivated to
achieve the targets
Previous research has suggested that ﬁnancial incentives are effective when they are deemed sufﬁcient
to change the behavior necessary to meet the target
and when they are used as bonus rewards in addition
to existing income.9 Professional motivation, while an
important component of delivering quality improvement, is not always sufﬁcient on its own.23 This nationally representative sample of doctors and nurses believed
that the ﬁnancial incentives had been sufﬁcient to
change behavior and to motivate achievement of QOF
indicator targets. The QOF was perceived by our study
physicians to have increased their income in relation to
an increased workload, and the extra income was justiﬁed for achieving quality targets rather than as a substitute for existing income. Our ﬁndings show, however,
that even though achieving the targets required a team
effort, the doctors who owned the practice received the
target payments themselves, which led to resentment by
the other team members (in this case nurses). The study
therefore corroborates previous research suggesting that
the new contract has had a negative impact on nurses’
internal motivation24 and may have altered nurse-patient
consultations and job satisfaction.25
This sample of doctors still believed, as in 2004,
that the QOF will have a positive impact on patient
health. We found little evidence that nonincentivized
conditions were neglected or that doctors’ internal
motivation was damaged, outcomes feared by the same
sample of doctors in 2004.3 Our ﬁndings conﬁrm, however, some of the predicted unintended consequences
of the QOF, including reduced continuity of care and
care fragmentation.1,3,11 This decline in the opportunity
for personal continuity of care is further aggravated by
increasing numbers of part-time doctors, which rose
from 10% in 1997 to 25% in 2007.27
Enhancing the role of nurses in the delivery of
chronic disease management reinforces the trend in
the United Kingdom toward services being provided
by a team rather than by an individual physician.
Practice nurses have taken on many tasks performed
previously by doctors. Although this subspecialization
by nurses enables family doctors to focus on assessing
and managing poorly differentiated symptoms,26 our
ﬁndings suggest there may be subsequent deskilling of
some doctors.
ANNALS O F FAMILY MEDICINE
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Our respondents reported changes in the context
within which services are offered, including the existence of dual patient and QOF agendas in routine
10-minute consultations. Evidence reported before
2004 suggested that patients found it difﬁcult to voice
aspects of their agenda in the consultation,28 making
patient-centered consultations difﬁcult to achieve. It
has also been argued that the QOF has undermined
patient-centered care within consultations.29 In its
current form, the QOF focuses predominately on
clinical issues rather than on the personal qualities of
physicians and patient-centered care, which have been
advocated by some in the United States.6,7 We found
that the QOF is perceived as changing the clinicians’
agenda within consultations by encouraging physicians
and nurses to focus on targets in addition to addressing patients’ concerns. The concept of 2 (potentially
competing) agendas was frequently raised by our
study participants. Even though physicians and nurses
described how they would give patients’ concerns
priority, our ﬁndings suggest that the QOF might
make shared decision making between doctors and
patients more difﬁcult to achieve within the limited
time constraints of a 10-minute consultation. Despite
espousal of support for shared decision making among
doctors,30 studies indicate that it is an aspiration rather
than a reality and that behavioral change is needed
by doctors if patients’ agendas28 are to be heard in the
consultation.
In conclusion, a new family medicine pay-for-performance scheme in the United Kingdom may have
achieved its declared objectives of improving diseasespeciﬁc processes of patient care through reaching a
series of speciﬁc evidence-based targets. Our ﬁndings,
however, suggest that QOF has changed the way doctors and nurses work together and the nature of clinician-patient consultations. While acknowledging the
positive impact of the QOF on patient outcomes and
physician income, many physicians expressed concerns
about the future role of UK family practitioners, as
well as worries about the consequences of a performance-monitoring culture. Further research is planned
to observe the evolution and multiple effects of this
dynamic pay-for-performance scheme.
To read or post commentaries in response to this article, see it
online at http://www.annfammed.org/cgi/content/full/6/3/228.
Submitted November 1, 2007; submitted, revised, February 14, 2008;
accepted February 16, 2008.
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