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Abstract
Starting in 2002, the UK Labour government of 1997–2010 introduced a series of changes to
the National Health Service (NHS) in England designed to increase individual patients’
choices of the place of elective hospital care and encourage competition among public and
private providers of elective hospital services for NHS-funded patients. In 2006, the
Department of Health initiated the Health Reform Evaluation Programme (HREP) to assess
the impact of the changes. In June 2008, the White Paper, High quality care for all, was
published. It represented the Government’s desire to focus the next phase of health care
system reform in England as much on the quality of care as on improving its responsiveness
and efficiency.

The 2008 White Paper led to the commissioning of a further wave of evaluative research
under the auspices of HREP, as follows:
•

an evaluation of the implementation and outcomes of care planning for people with
long term conditions;

•

an evaluation of the personal health budget pilots;

•

an evaluation of the implementation and outcomes of the commissioning for quality
and innovation (CQUIN) framework; and

•

an evaluation of cultural and behavioural change in the NHS focused on ensuring high
quality care for all.

This Supplement includes papers from each project.

The evaluations present a mixed picture of the impact and success of the 2008 reforms. All
the studies identify some limitations of the policies in the White Paper. The introduction of
personal health budgets appears to have been the least problematic and, depending on
assumptions, likely to be cost-effective for the sorts of patients involved in the pilot. For the
rest of the changes, impacts ranged from little or none (CQUIN and care planning for people
with chronic conditions) to patchy and highly variable (instilling a culture of quality in acute
hospitals) in the three years following the publication of the White Paper. On the other hand,
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each of the studies identifies important insights relevant to modifying and improving the
policies. These findings have continuing relevance since both the 2008 White Paper’s
policies, and the issues they were focused on remedying, remain central to the current
coalition Government’s reform agenda.
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Evaluating the Labour Government’s Health System Reforms: the 2008
Darzi reforms

The Health Reform Evaluation Programme and Labour’s English NHS market reforms
Starting in 2002, the United Kingdom Labour government of 1997-2010 introduced a series
of changes to the National Health Service (NHS) in England designed to increase individual
patients’ choices of the place of elective hospital care and encourage competition among
public and private providers of elective hospital services for NHS-funded patients. In 2006,
the Department of Health initiated a Health Reform Evaluation Programme (HREP) to assess
the impact of these changes. The main findings from the HREP projects commissioned to
evaluate the market-related reforms were reported in a previous Journal of Health Services
Research & Policy supplement published in January 20121 and in a book published by the
King’s Fund.2 Taken together, the HREP studies showed that the changes had had the effects
that proponents had predicted, but the effects were mostly modest.3 Most of the undesirable
impacts feared by critics appeared not to have materialized to any discernible extent, at least
by early in 2010 when the projects in this wave of HREP came to an end. Labour’s market
appeared to have generated stronger incentives for quality and efficiency than its 1990s
predecessor with no obvious detriment to equity of access.
The market-related reforms that began in the early 2000s had been a response to the
perceived policy imperatives of the time, namely, to increase output, efficiency and quality in
elective care. While these aspects of NHS performance will always be important, it became
increasingly apparent to policy makers from the mid-2000s that any further NHS changes
needed to contribute more directly to improving the ability of an increasingly constrained
Service to support the needs of people with multiple, long term (i.e. chronic) conditions.
Competition between suppliers of discrete health services to meet the demands of patient
choice may have been appropriate when the focus was on increasing the volume and
responsiveness of providers of elective surgery, but would have little to offer when the
challenge was how to provide better services for people with long term conditions whose
needs required joining up the efforts of diverse providers.
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For example, the so called ‘payment by results’ (PbR) diagnosis-related group (DRG)-style
payment system for NHS hospital care was increasingly seen as frustrating the effective
management of people with complex, long term conditions by reimbursing individual
providers for episodes of care rather paying for integrated ‘care pathways’ (i.e. ‘seamless’
patterns of care that span primary, community and acute sectors). The solution was seen as
the introduction of more ‘bundled’ payments for whole pathways of care to reward providers
for delivering more integrated forms of care as well as ‘unbundling’ some payments (e.g. to
isolate the diagnostic element so that it could be provided without the need for a hospital
visit) so as to allow services to be tendered individually or to allow new pathways to be
created for tendering.
There was also a desire on the part of the Government to make it plain that NHS reform in
England was as much about improving the quality of the Service as about improving its
responsiveness and efficiency using business management techniques, patient choice and
supplier competition. Consistent with this, while the NHS Plan of 2000 that had led to the
market reforms of the earlier 2000s had been inspired by the then Secretary of State, career
politician Alan Milburn,4 the NHS Review of 2007-08 was led hands-on by Ara Darzi, a
prominent academic surgeon and clinical innovator from Imperial College medical school in
London. Darzi was more than an expert adviser, as he was given a life peerage and appointed
a health Minister in the House of Lord’s in order to lead the Review from within
Government.

The Darzi White Paper: High quality care for all
The June 2008 White Paper, High quality care for all (HQCFA) was presented as the third
official stage in Labour’s strategy for reforming the English NHS.5 Stage 1 had been the
large investment in increasing the capacity of the NHS that followed the NHS Plan of 2000
and stage 2, the reintroduction of supply side competition after 2002. High quality care for
all argued that the English NHS had been improving for the previous decade under the
Labour Government, particularly in terms of access to treatment and responsiveness (e.g.
shorter waiting times for planned treatment), but that it now needed to emphasise improving
three other equally important aspects of quality: patient safety; patient experience (i.e. the
humanity of care); and the effectiveness of care. In the rest of this essay, following Darzi’s
definition of quality, ‘quality’ is taken to include safety of care.
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There was also to be a focus on reducing the well known clinical variations in how care was
delivered across the country by deploying the best evidence of what constituted the most
effective care. Part of this would involve giving people more information about the quality of
the different sources of care available and continuing to offer them more scope to exercise
choice between providers. However, the aspiration in the White Paper was to go further and
enable people increasingly to shape the nature of the services they received more directly.
The White Paper advocated the ‘personalisation’ of services for people with long term
conditions, as a way of extending market thinking to long term condition care, just as the
earlier market-oriented reforms had focused on responding to those needing quicker
diagnosis and elective treatment. The commitment to ‘personalisation’ in the 2008 White
Paper took a number of forms. For example, everyone with a long term condition was to
have a dedicated care plan focused on shared decision making between the patient and a
named professional. It would provide the basis for both NHS and non-NHS providers to
organise services around the needs of individuals. None of this was entirely new to the NHS.
In practice, as in a number of other areas, the Darzi White Paper simply reinforced the
existing aspiration towards more ‘personalised’ care for people with long term conditions.
Although care planning had long been a desired feature of systems for managing care of
people with long term conditions, the Darzi Report gave it renewed impetus.
‘Personalisation’ was also to be extended, on a pilot basis, in the form of personal health
budgets for people with selected long term conditions, based on the recent experience of
piloting personal budgets for people requiring social care (e.g. paid help in their own homes
with aspects of daily living). The aspiration was to offer individuals, and their families,
greater control over their own health care, including permitting them to pay directly for care
in specific circumstances from funds provided by the NHS and placed in their own bank
accounts. The White Paper also introduced ways of increasing patients’ ability to choose a
general practice and included a new ‘right to choice’ to be set out in the first ‘NHS
Constitution’, a new national statement of patients’ and staff rights and responsibilities in
relation to the NHS in England.
The White Paper also included a range of measures designed to signal that the NHS should
become much more of a health promoting Service, including a requirement that every
primary care trust (PCT), the then principal commissioners of NHS services, should
commission comprehensive well-being and preventive services in partnership with local
government. This can now be seen as the start of the process that led to the decision to shift
6

all public health responsibilities from the NHS to local authorities that took place in April
2013 following the Health and Social Care Act of 2012.
It is interesting to note that the White Paper additionally proposed a ‘Coalition for Better
Health’, which was to be a set of voluntary agreements between the Government, business
and Third sectors focused on increasing the availability of healthier food, the level of
physical activity in the population and the level of investment by employers in a healthier
workforce. This proposal echoes almost exactly the plans that Andrew Lansley was
developing with the private sector at about the same time while still in opposition that were to
lead to the controversial Public Health Responsibility Deal introduced in March 2011 by the
successor Coalition Government.6
Despite the presence of proposals relating to public health and health promotion outside the
NHS, the core of the White Paper lay in the commitment to put ‘quality at the heart of the
NHS’ for all patients. Consistent with this, there was a wide-ranging series of proposals
focused on health care delivery, including:
•

improvements in patient safety and hospital infection control regimes, including new
enforcement powers for the external quality regulator;

•

an ‘independent’ quality standards and clinical priority setting role for the National
Institute for Health and Clinical Excellence (NICE), including identifying new quality
indicators to use to pay general practices under the Quality and Outcomes Framework
(QOF) element in the national general practice contract;

•

a new National Quality Board in the Department of Health to advise Ministers,
supported by Quality Boards in each region, and more local quality improvement
activity, including in primary and ambulatory care, with a key role for NHS trust
medical directors in quality improvement;

•

systematic measurement and publication of information on the quality of care from
the ‘frontline’ upwards, including the mandatory use of patient reported outcome
measures (PROMs) for some common elective surgical procedures;

•

all providers to publish annual Quality Accounts for their local populations in the
same way that they published financial accounts;

•

adapting hospital payment methods to recognise the quality of care rather than just
activity, through the Commissioning for Quality and Innovation (CQUIN) scheme in
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which the national, average cost PbR tariff would be adjusted upwards where ‘best
practice’ was provided in areas of service needing improvement;
•

A range of initiatives relating to encouraging and embedding a culture of innovation
in the NHS such as funds and prizes, more horizon scanning and new industry-NHSuniversity partnerships;

•

A commitment to strengthen the involvement of front-line clinicians in leading and
managing organisations so that decision-making at every level in the NHS would
involve clinical staff.

The breadth of the White Paper and the sheer number of proposals is overwhelming. It part
this was because at least some of the initiatives included were already in train or had already
been signalled in other ways. However, in other respects, the level of ambition was a
reflection of Lord Darzi’s insight that deep cultural change at all levels of the NHS would be
needed if the entire system were to become organised around the principle of high quality
care. As a result, the range of proposals and the nature of the change envisaged meant that it
was challenging to frame and commission a programme of evaluation that would coherently
cover the main themes and initiatives in the White Paper, many of which are still the focus of
NHS policy in 2013.

Evaluating the Darzi White Paper: the commissioned projects
The invitation to tender for evaluative research on the Darzi reforms was published in April
2009 and stated that, ‘At its core will be an assessment of the extent to which mindsets are
changing and resulting in behavioural and cultural change.’ This required a very broad
approach to research looking at how the NHS was altering as a whole. However, the
evaluation programme was also planned to include projects looking at specific policy
initiatives set out in HQCFA with a view to informing the modification of either the content
of policy or processes of implementation (‘formative’ evaluation) in the short to medium
term, as well as providing summative findings. In the event, it did not prove possible to
commission research on all the chosen aspects of the White Paper, but the following projects
were funded:
•

an evaluation of the implementation and outcomes of care planning for people with
long term conditions, led by Peter Bower;

8

•

an evaluation of the personal health budget pilots, led by Julien Forder;

•

an evaluation of the implementation and outcomes of the CQUIN framework, led by
Ruth McDonald; and

•

an evaluation of cultural and behavioural change in the NHS focused on ensuring high
quality care for all, led by Michael West.

No proposals were funded looking at the different aspects of the new NHS Quality
Framework, such as Quality Accounts and the collection of PROMs data from patients before
and after common elective surgical procedures, though some attempts to evaluate these have
been undertaken7-11. An evaluation of a national programme of integrated care pilots led
jointly by Ernst and Young and RAND Europe had been separately commissioned before
April 2009.12

There are papers in this supplement from the projects led by Bower, Forder, McDonald and
West.

There were a number of proposals in HQCFA that continued the process of change that had
been going on in primary care since the early 2000s, such as making it easier for patients to
change their general practice and widening the range of different types of primary and first
contact care available in the NHS. Though the Health Reform Evaluation Programme did
not include a project looking specifically at changes in primary care, this supplement contains
a paper by Sheaff from a project funded by the National Institute for Health Research (NIHR)
that surveys trends affecting primary care in the period from 2002 when Labour’s market
reforms began, through the Darzi reforms to the period of the Coalition Government after
2010.

Findings from studies evaluating the Darzi White Paper
Cultural and behavioural change in relation to quality of care
Perhaps the most ambitious project relating to the core goals of the White Paper of 2008, was
that by Michael West and colleagues from which the paper by McKee et al. in this
supplement is drawn. The project used interviews, surveys and ethnographic case studies to
assess the state of quality practice in NHS acute hospitals in England before and after the
Darzi White Paper.13 The study began after the failure of care at Mid-Staffordshire NHS
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Foundation Trust, 2005-08, had become public knowledge and was undertaken in parallel to
the various inquiries into the Mid-Staffs case by the Healthcare Commission published in
2009, by Robert Francis QC in 2010 and again in 2013.14-16 In contrast to these analyses,
focused on a single poor performer, West and colleagues attempted to provide a wider picture
of the English NHS in relation to many of the same issues. The picture they paint suggests
that many of the failings identified at Mid-Staffs had the potential to have occurred elsewhere
in the NHS.17

They identified a near universal desire to provide the best possible quality of care and found
many outstanding examples of staff commitment, innovative approaches to improvement and
excellent management approaches to quality and safety. However, the stated values and
commitments did not always translate into good practice and positive action. As a result, the
researchers found variable quality of care in that not all patients were treated with care,
courtesy, civility and compassion. There were examples of vulnerable patients being
neglected, staff preoccupied with administrative functions that eroded their time for patient
care, and pressures of workload translating into lapses in the humanity of care very similar to
those found at Mid-Staffs though these did not necessarily affect safety and effectiveness of
care. Poor interfaces between teams were seen as posing particular risks to the quality of
care.

Using the NHS national staff survey data, West and his colleagues found that the strongest
predictor of hospital mortality was the percentage of staff working in well structured teams.
Yet only 40% of NHS staff were found to be working in that way. Working in poorly
structured teams is associated with higher hospital mortality, more errors that could harm
staff or patients, and higher levels of injuries to staff. Good staff support and management
were directly related to better patient experience, and safer and more effective care, yet were
found to be highly variable across the NHS.

Shifting attention from the clinical to the organisational level, the study showed how local
reorganisations and alterations in responsibility for quality at the national level had resulted
in a perceived lack of leadership among the staff directly involved in patient care. Confusion
and overlapping responsibilities for leading, monitoring and improving quality among
multiple national level organisations was creating challenges for local NHS organisations
10

which faced multiple lines of accountability and misaligned performance measures. The
researchers also observed disagreements between senior managerial staff and clinical staff on
the nature of quality issues, and the appropriate solutions to these, which undermined a sense
of shared purpose.

Few Trust Boards had clear, agreed upon and measurable, quality objectives. Clarity of aims
relating to quality was not assisted by a multiplicity of poorly coordinated externally imposed
targets, standards and incentives at that time in the NHS. A preoccupation with financial
issues and performance targets was evident from surveys of Trust Boards and analysis of
Board minutes, while a number of key scores in the National Staff Survey and Acute
Inpatient Experience Survey, which had improved steadily in the years up to 2009, stagnated
or deteriorated in the ensuing years.

Furthermore, there was wide variation in NHS organisations’ ability to understand, monitor
and act upon their quality performance. Some organisations struggled to collect and interpret
valid data on the quality of the care they provided. Others were using data collection as a
means of reassurance rather than to detect and act on problems. In contrast, more proactive
organisations used data to challenge themselves and provided an environment in which
quality concerns were in the consciousness of staff at every level. Poor organisational and
information systems sometimes meant that staff struggled to deliver high quality care and
disempowered staff from initiating improvements.

There were rich examples of innovations at the senior and clinical levels of NHS
organisations, including clinical, administrative and managerial, service delivery and
technological innovations. However, there was a decline in the amount of innovation over
time at both Trust Board and clinical levels. Furthermore, relatively few innovations by
Boards related to quality; most related to crude measures of efficiency and productivity.
Taken in the round, the study suggests that it was taking time for the various initiatives set
out in HQCFA in 2008 to have a detectable positive impact.
The paper by McKee and colleagues in this supplement18 focuses specifically on the type of
leadership perceived by a large number of key participants at all levels in the system as likely
to be the most effective for ensuring good quality of care and guarding against quality
failures such as those seen at Mid-Staffordshire NHS Foundation Trust. Participants saw a
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crucial role for leadership at all levels, and distinguished between two main types: traditional,
hierarchical, ‘concentrated’ leadership associated with those in explicit managerial positions;
and ‘distributed’ leadership involving people with particular skills and abilities operating
throughout the system at all levels, irrespective of their formal job descriptions. While they
saw an important role for distributed leadership, particularly where it led to strong coalitions
between managers and clinicians, they were concerned lest an excessive reliance on
distributed leadership lead to confusion and a vacuum of authority at national level. They
argued that hierarchical leadership was needed to complement distributed leadership.

This is reinforced elsewhere in the findings from the project. West et al. concluded that clear
national level direction-setting is crucial to maintain a coherent focus on quality improvement
in acute hospitals, and that responsibility and accountability for quality should not be
dispersed to avoid creating confusion for service providers. 13 They argue that within NHS
organisations, high quality leadership that sets clear, challenging objectives is needed. Trust
Boards must make quality of care their over-riding focus, setting clear objectives and shaping
organisational environments that facilitate improvement, and committing themselves to
innovating for quality. This supports the current proposals for each Board to have a chief
quality officer or director responsible for quality of care throughout the organisation.

The implementation and outcomes of care planning for people with long term conditions
While the project of West and colleagues focused on the systems, culture and behaviour
supporting quality, primarily in hospitals providing NHS services, the evaluation led by
Bower of the commitment to universal care planning for people with long term conditions set
out in the HQCFA White Paper focused at the micro-level of care planning for individuals
with long term conditions. Among other things, care plans are about linking the support and
services provided by multiple providers and professionals across different organisations in
contrast to West et al.’s concentration on hospitals alone.
A paper by Burt and colleagues19 from the same evaluation published in the previous HREP
Supplement in January 2012 provided baseline information on the prevalence of care
planning and care plans in England in 2009/10, the year after the Darzi report, among patients
reporting a long term condition. It showed that 84% of people reported having had a care
planning discussion of some sort in the previous 12 months, but only 12% of these patients
reported being told that they had a ‘care plan’. Only 40% of patients with a long term
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condition reported ‘definite’ benefits from care planning discussions. The most important
factor associated with care planning, and care plans, was reported to be good interpersonal
care. These findings indicated that the policy goal that everyone with a long term condition
should have a written care plan related to a structured, comprehensive process of care
planning was far from being realised. While care planning discussions were common, key
elements such as goal setting and action planning were rarely present.20 Indeed, patients were
unfamiliar with the term ‘care planning’. It may be that this reflected professional
uncertainty about the benefits of formal care plans. In the absence of specific incentives for
the adoption of care planning and production of formal care plans, it seems scarcely
surprising that take up was modest.

The remainder of the evaluation attempted to tease out what the benefits of care plans might
be and who might be most likely to obtain them. It did this by comparing two groups of
patients who were similar in demographic and clinical characteristics, but who had different
levels of exposure to written care plans and care planning practices (‘high’ and ‘low’ care
planning groups). There was no sign that the level and nature of care planning found in
England at the time had any demonstrable impact on patients’ health outcomes after six or 12
months of follow up.21
The paper in this Supplement by Bower and colleagues from that evaluation22 focuses on the
sub-group with multiple long term conditions who, it was hypothesised would report poorer
experience of care and less ability to self-manage their conditions than people with a single
long term condition. The implication was that this sub-group would pose particular problems
for effective care planning and would require specific attention, but might benefit particularly
from structured care planning. In fact, Bower and colleagues show that people with multiple
long term conditions do not appear to be at greater risk of reporting poorer experience of care
or a lower ability to self-manage their conditions, even including those with four or more
conditions, possible depression, or a combination.22 They conclude that if there are
particularly vulnerable sub-groups among people with long term conditions, they cannot be
identified simply from counts of their conditions. Inevitably, the response rate for this part of
Bower’s study was low, in line with other similar studies in this sort of population. Despite
this, the findings suggest, perhaps encouragingly, that the English NHS was able, in this
period, to provide care for people with multiple long term conditions which was at least no
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worse than that for patients with single conditions, even if structured care planning did not
seem be a major contributor to this result.
The overall conclusion of the evaluation was that while care planning may have some
potential to contribute to care for people with long term conditions, there is scant evidence
that the sort of care planning that currently occurs in the English NHS makes a measurable
difference to patient outcomes. This is consistent with other evaluations, in part, because
care planning has many aspects and is thus difficult to evaluate as a single intervention. The
researchers argue that rather than promoting care planning in general in the face of
professional scepticism, in future it might be more sensible to try to identify sub-groups of
people with long term conditions that are more likely to benefit appreciably.21 They suggest
that care planning and a formal care plan might particularly benefit patients in need of end of
life care and those managing a personal health budget. In the latter group, the care plan
would have the advantage of linking directly to the resources needed to bring about service
change which would be under the control of patients themselves. In this regard, the
evaluation of the personal health budget pilot programme was able to shed some light on this
and related issues since people with personal health budgets in the pilot were encouraged to
develop a care plan showing how their budgets were to be used to meet their needs.
Evaluation of the personal health budget (PHB) pilot programme
If care planning has been promoted as a means to encourage dialogue and joint deliberation
between patients and professionals on packages of care, personal health budgets are
associated with a more consumerist model in which patients themselves choose and exercise
control over how their health care is managed and delivered. Building on the experience of
personal budgets for social care, the pilot programme launched in 2009 allowed patients with
a range of long-term conditions to decide to take: a notional budget (held by the
commissioner, but where the patient is aware of the available services and their costs); a
budget managed by a third party; or a direct payment into their bank account. The
evaluation, from which the papers by Jones et al. 23 and Davidson et al.24 in this supplement
are drawn, focused on 20 out of 64 pilot sites and on patients with chronic obstructive
pulmonary disease (COPD), diabetes, long-term neurological conditions, mental health
problems and stroke, plus patients eligible for NHS Continuing Healthcare, and their
respective carers. The evaluation consisted of a controlled trial that compared outcomes in
equal numbers of people (n=1000) offered personal health budgets with those receiving
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conventional care, in terms of health status, health-related quality of life, care-related quality
of life (covering dimensions such as personal care, social participation, usual activities,
anxiety), life satisfaction, psychological well-being, mortality, service use and cost. Some of
the participants were randomised between personal budget and conventional care, but this
was not possible in all the pilot sites. Sub-samples of budget holders and carers were
interviewed in depth twice during the pilot about their experiences of being offered, receiving
and using a budget.25 Staff in the 20 evaluation PCTs were also interviewed at month 3 and
month 24 of the evaluation about their experience of implementation of personal health
budgets.
People with personal health budgets had significantly better care-related quality of life and
psychological well-being, but no better health status, or health-related quality of life after 12
months. There was no significant difference in mortality or costs between the two groups.
Personal health budgets were estimated to be cost-effective at current NHS thresholds in
terms of care-related quality of life net benefits.23
Although improved care planning was not the main aim of the personal health budget pilots,
the study suggests that care planning in the context of personal health budgets may well be
worthwhile for some patients with long term conditions. This broadly supports the
Government’s decision to extend personal health budgets beyond the pilot programme as an
option available to all people in receipt of NHS Continuing Healthcare from April 2014,
despite the fact that the decision was first announced about a year before the end of data
collection in the evaluation.
The in-depth interviews with budget-holders and carers corroborated some of the positive
outcome results from the quantitative analysis, but are probably even more useful for the
insights they provide into how personal health budgets can best be implemented in future and
for whom.24 For example, there were some practical difficulties with defining what should
go into the budget and setting its level; getting information and advice on possible uses of the
budget; obtaining approval for expenditure; and the supply of some PCT-procured items. An
important finding was that people recently diagnosed and/or with a sudden onset condition
appeared to have greater difficulty in identifying outcomes that could benefit from the use of
a personal health budget.

It seems that the more experience people have of their long term

conditions and associated needs, the more they can use a personal health budget to improve
their well-being. On the other hand, budget-holders and carers from all patient groups
15

reported that improvements in health and well-being extended well beyond the specific
condition for which the budget had originally been offered.

Evaluation of the Commissioning for Quality and Innovation (CQUIN) scheme
While the Darzi White Paper made much of the importance of improving intrinsic motivation
among health care professions with its emphasis on embedding a new culture of high quality
care throughout the NHS, there were also proposals in HQCFA that resonated more directly
with Labour’s previous market-related reforms and focused more explicitly on altering the
extrinsic motivation of health care providers by offering new financial incentives. One such
was the CQUIN payment scheme designed to shape commissioner-provider negotiations and
to respond to the criticism of the PbR prospective payment system for hospitals that it
rewarded activity regardless of its contribution to outcomes.

Under CQUIN, a proportion of a provider’s income is made conditional on achieving a set of
measurable quality-related goals set each year. The intention is to improve safety,
effectiveness and patient experience through innovative services. Unlike much policymaking under Labour, the Government explicitly decided to make the scheme almost entirely
locally determined so that the goals and indicators would reflect local priorities and thus be
more likely to be enthusiastically pursued than if a set of national indicators had been
imposed. The overall maximum size of the financial incentive in CQUIN was increased from
0.5% of total contract value in 2009/10 to 1.5% in 2010/11 and 2.5% in 2012/13, and applies
to acute hospital and, ambulance, community and learning disability service providers. For
hospitals, the CQUIN approach was inspired by the Advancing Quality (AQ) initiative
implemented in North West England’s 24 NHS hospital trusts starting from 2008. There
were encouraging early, informal reports from the North West and these proved influential in
encouraging the setting up of CQUIN. AQ was based on the US Hospital Quality Incentive
Demonstration (HQID), but with larger financial incentives and more emphasis on hospital
quality improvement activities. Subsequent formal evaluation published in 2012, well after
CQUIN had been instituted, showed that AQ was associated with a statistically and clinically
significant reduction in mortality in the conditions included in the scheme (a 1.3% percentage
reduction in the combined mortality for the three conditions studied).26 However, the study
did not compare the North West with trends in other regions of the country.
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The CQUIN evaluation in the Health Reform Evaluation Programme was led by Ruth
McDonald with colleagues (a number of whom were also involved in the previous AQ
evaluation) and used a mix of qualitative (documentary analysis of schemes, observation of
meetings in 12 sites and interviews) and quantitative (costs and impacts of schemes, e.g. on
outcomes such as mortality) methods to look at the way in which local CQUIN schemes were
developed (e.g. the choice of goals and indicators). Unlike the AQ evaluation, this allowed a
more rigorous comparison of places in which providers had selected a CQUIN goal with
those that had not. 27 In contrast to AQ, the results were described by the evaluators as
‘disappointing’, principally because of the way that the idea behind CQUIN was
implemented through a series of divergent local schemes.
The paper by Kristensen and colleagues in this supplement28 focuses on the extent to which
the local design of CQUIN schemes enabled or hindered the realisation of the expectations
set out in the HQCFA White Paper5 and related guidance (a focus on outcomes and processes
with a clear link to quality, use of established indicators where possible and coverage of the
three domains of quality – safety, effectiveness and patient experience, plus innovation).
They show that the expectations of national policy makers were mostly not met in that the
337 locally negotiated schemes included in their analysis covered more than 100 clinical
topics and relied on more than 3000 different indicators (in total, in 2010/11, 5000 indicators
appeared in the local schemes). There was no sign of any trend towards greater
standardisation of indicators across schemes. Furthermore, the indicators were mostly
focused on processes of care and rarely covered all four of the quality domains. It appears
that there was a mismatch between the expectations set nationally and the decision to
encourage extensive local variation in schemes with little attempt to assure the quality of
what came out of local development processes. For example, many locally agreed indicators
were not only based on structure and processes of care rather than outcomes, but tended to
lack precision and be based on weak evidence of likely effectiveness. It was also a struggle
to engage local clinicians in CQUIN in contrast with schemes such as AQ and Best Practice
Tariffs, the latter also introduced as part of the Darzi White Paper.
The contrast with the design and implementation of AQ in the North West is instructive,
further reinforcing the knowledge that the details of the design of payment for performance
schemes are extremely important for their (cost) effectiveness.29 Although there was very
extensive emphasis on strong local involvement in the implementation of AQ, the latter was
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based on clearly identified clinical issues and a set of carefully selected, consistent indicators.
The financial incentive programme covered five clinical areas only which were relevant to all
participating organisations: acute myocardial infarction (AMI); heart failure; coronary artery
bypass grafting (CABG); pneumonia; and hip and knee replacements. Furthermore, unlike
CQUIN, the indicators did not change annually, allowing implementers to take a longer term
approach to quality improvement. As a result, it was possible for organisations and staff to
compare directly how their peers in the region were engaging on the same issues and with
what results. The CQUIN assumption, that clinicians would only engage in incentivised
quality improvement activities if they were entirely locally derived, does not seem to have
been borne out in reality in AQ because of other features of its design and implementation.
Given the way that the CQUIN schemes were developed locally, as described by Kristensen
et al.28, it is hardly surprising that the evaluators struggled to identify any impact of the
content of local CQUIN schemes on performance improvement with the exception of hip
fracture. None of the other estimated effects was statistically significant. Non-significant
quality effects were both negative and positive.27
Building directly on their findings, McDonald and her colleagues make a number of telling
recommendations in the final report of the evaluation for improving payment for performance
schemes in future. In particular, they emphasise the need to recognise that while quality
improvement priorities and/or goals can feasibly be identified locally, the technical design
work (e.g. defining valid indicators, setting thresholds, determining the financial rewards and
standardising reporting) should be undertaken separately by experts. They also recommend
that schemes focus on a small number of sustained indicators linked to high impact changes
rather than a large number of indicators covering a wide range of conditions that change
frequently.

Trends in the provision of primary medical care, 2002-12
While the encouragement by successive governments of greater diversity among providers of
NHS hospital services in England during the first decade of the 21st century has been widely
discussed,30 much less attention has been given to related trends in ambulatory care,
particularly the changing nature of the provision of primary medical care in the NHS. In part,
this may be because since the inception of the NHS in 1948, the vast majority of general
practices have remained in private ownership on contract to the NHS whereas the reverse is
true of the acute hospitals.
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The final paper in the Supplement, by Sheaff, drawn from a NIHR-funded project outside the
Health Reform Evaluation Programme, examines how the range of organisational forms and
ownership types among primary care providers changed during the period of Labour’s
market-led reforms and identifies some of the implications of these trends.31 He shows that
existing providers (mostly the traditional, privately owned partnership general practices)
changed at the margins to become larger, with more salaried GPs and providing a wider range
of services, in response to a greater choice of contractual forms with the NHS. The entry of
new types of providers in NHS primary medical care was far more limited, though by 2011
there was at least one limited company providing care on contract in most primary care trust
areas. The vast majority of primary medical care contracts (97%) remained with standard GP
partnerships. New providers appeared to make greater use of nurses for case management
than traditional general practices.

The effects of existing providers providing some different services and/or changing their
identity, and entirely new types of providers entering the NHS on the cost and quality of care
were hard to discern and there was no systematic bias in favour of ‘new’ versus ‘old’
providers. This was, in part, due to a lack of research because primary medical care was not
specifically included within the Health Reform Evaluation Programme as the principal focus
of market-led reforms in the mid-2000s when the Programme was initiated had been on the
hospital sector and elective care in particular. Another difficulty in comparing performance
between incomers and incumbents lay in the fact that new providers tended to enter either to
provide new services for which there was no previous equivalent (e.g. walk-in centres) or to
replace poorly performing providers.

Conclusions from the evaluations of elements of the 2008 Darzi reforms

The Health Reform Evaluation Programme endeavoured to fund evaluative research on most
of the novel elements in the High quality care for all White Paper.5 In the event, it was only
possible to commission high quality work in some of the priority areas identified in the
research brief.

Unsurprisingly perhaps, taken together, the evaluations present a mixed

picture of the impact and success of the reforms. All the studies identify some limitations of
the policies. The introduction of personal health budgets appears to have been the least
problematic and, depending on assumptions, likely to be cost-effective for the sorts of
19

patients involved in the pilot. For the rest of the changes, impacts ranged from little or none
(CQUIN and care planning for people with chronic conditions) to patchy and highly variable
(instilling a culture of quality in acute hospitals) in the three years following the publication
of the White Paper. On the other hand, each of the studies identifies important insights
relevant to modifying and improving the policies. For instance, the CQUIN evaluation
highlighted the importance for successful implementation of distinguishing between local
control over the priority goals of payment for performance schemes and the technical
knowledge required to design schemes in detail. Both the evaluation of care planning for
people with long term conditions and the personal budget pilot evaluation identified subgroups of the patient population more and less likely to benefit from the intervention, and
thus ways of improving targeting and increasing the (cost) effectiveness of the policy
initiatives. These findings have continuing relevance since both the White Paper’s policies
and the issues they were focused on remedying remain central to the current Government’s
reform agenda.

The papers in this Supplement show that good policy evaluations should not only attempt to
provide summative conclusions about whether, and to what extent, a policy is ‘working’ as
intended, but also identify the unanticipated consequences and the ways in which the policy
can be modified to produce better results in future.
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