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The Audit Commission’s role is to protect the public purse. 
 
We do this by appointing auditors to a range of local public bodies in 
England. We set the standards we expect auditors to meet and oversee 
their work. Our aim is to secure high-quality audits at the best price 
possible. 
 
We use information from auditors and published data to provide 
authoritative, evidence-based analysis. This helps local public services to 
learn from one another and manage the financial challenges they face. 
 
We also compare data across the public sector to identify where services 
could be open to abuse and help organisations fight fraud. 
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Summary 

1 This report examines best practice tariffs (BPTs) in the NHS. BPTs aim 
to reduce unexplained variation in clinical quality and ensure that best 
practice is widespread. The Department of Health (DH) seeks to structure 
and price BPTs so that they adequately reimburse and incentivise high 
quality and cost-effective care. The DH introduced BPTs in 2010/11 and has 
gradually expanded their range. The DH's policy intention is to continue to 
increase the number of BPTs. 

2 Our aim was to assess the local impact of BPTs, to identify how 
implementation could be improved and, from that, to draw out any lessons 
for national tariff setters. We looked in detail at the BPTs for day case 
surgery, fragility hip fractures (fractures due to bone weakness) and acute 
stroke. Total payments to providers for these procedures were £532 million 
in 2011/12, with the best practice element amounting to £71 million. We 
analysed performance and discussed with both clinicians and managers 
their views of BPTs and how they had affected service delivery. 

3 We also commissioned a separate review of the quality of the data 
underpinning BPT payments as part of the Payment by Results (PbR) 
assurance framework. This review sought to test the quality of national 
mandated, national non-mandated, and local data sets. 

4 We have summarised our data analysis in a data pack accompanying 
this briefing, so providers can benchmark their achievement of best practice 
against other trusts and can potentially identify how much income they could 
earn by improving their performance. This resource is available from the 
Audit Commission's website at www.audit-commission.gov.uk/bptdata 

5 BPTs have had a variable impact. Although we found the concept has 
strong support, NHS organisations told us that BPTs were not themselves 
the driving force for local improvement. Providers in particular consider that 
they do not provide much financial incentive. But they can focus attention on 
an area of clinical practice and, when aligned with a strong clinical drive 
nationally and locally, can help bring about significant improvement as 
shown by progress on fragility hip fractures.  

6 We identified some common themes across the three areas we 
researched.  
■ In general, the NHS organisations we spoke to found the detail of the 

BPT payment models difficult to understand and sometimes complex to 
implement. We also found providers and commissioners do not 
perceive BPTs in the same way. Achieving greater understanding and, 
if possible, greater simplicity should improve the incentive effect and 
could potentially have more impact on the quality of care.  
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■ Providers and commissioners sometimes adapted the national rules in 
deciding when a trust had achieved best practice and so triggering the 
payment of the BPT. In some cases, commissioners simply declined to 
pay the BPT element because of budget constraints, even when the 
care met best practice.  

■ Few providers we spoke to had the level of financial information 
necessary to make informed decisions about changing services to 
respond to BPTs. They focused on making improvements for the sake 
of quality rather than because of the money available. For the individual 
provider or specialty, the actual amount is often immaterial, particularly 
for day cases, and may not match the effort and costs of changing 
practice. 

Day cases 
7 BPTs were introduced for one procedure in 2010/11; in 2012/13 they 
cover 15. They aim to encourage a move from inpatient to day case 
surgery. We found the following. 
■ Overall day case surgery rates continued to rise in 2010/11 and 

2011/12, but this is not the case for all day case procedures with BPTs.  
■ For most providers, the value of the day case BPT payments is not 

significant enough to provide an incentive to increase day case rates. 
However, there are other reasons for increasing day case rates apart 
from improving the quality of care, including savings from more efficient 
bed use.  

■ The main reasons trusts cited for not increasing day case rates more 
quickly were the confidence of surgeons to carry out the procedure as a 
day case and not having specialist day case facilities. 

■ We audited the data supporting payment for the cholecystectomy (gall 
bladder removal) BPT and found it to be of good quality. 

Fragility hip fractures 
8 The fragility hip fracture BPT was introduced alongside a national 
clinical audit. Together they aimed to improve the level of compliance with 
defined elements of evidence-based best practice care. We found the 
following. 
■ There is a clear and steady increase in care meeting the fragility hip 

fracture BPT criteria. The steady rate of increase was maintained 
following a significant increase in the BPT element of the tariff in 
2011/12. However, in 2011/12, trusts delivered the complete package of 
best practice care required by the BPT to 49 per cent of patients eligible 
for it.  

■ Consistency in achieving all of the measures in every case is the main 
stumbling block to delivering both high quality care and claiming the 
BPT payment. 

■ Data quality is an issue. In the sample we reviewed, the auditors found 
that primary care trusts (PCTs) made 61 per cent of payments without 
proper evidence of compliance, but trusts also underclaimed on 
payments to which they were entitled. 
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■ We also struggled to reconcile Secondary Uses Service (SUS) data with 
the National Hip Fragility Database (NHFD) data. 

Acute stroke 
9 The acute stroke BPT makes a proportion of payment dependent on 
achieving defined elements of best practice care. We found the following. 
■ The guidance on this BPT is complex and many commissioners and 

providers had difficulty interpreting it. Because of this there may be 
some inconsistency in achievement rates locally. 

■ In 2011/12 PCTs paid the BPT where providers admitted 56 per cent of 
patients directly to a stroke unit and scanned 32 per cent of patients 
within one hour, rising to 88 per cent within 24 hours. There was little 
change in the rates of achievement throughout the year. 

■ We found good levels of data quality to support the acute stroke BPT. 

Recommendations 
10 The following recommendations are for the DH, the NHS 
Commissioning Board and Monitor and for local providers and 
commissioners.  

For the DH, NHS Commissioning Board and Monitor 
■ The impact of BPTs varies. Tariff setters need to consider further the 

best approach for each one, including whether some are adding 
unnecessary complexity to the tariff and whether some can be more 
clearly aligned to other clinical objectives.  

■ Where BPTs are used, tariff setters need to provide simpler, clearer and 
more transparent explanations of the payment models used to assist 
the NHS (providers and commissioners) in understanding their intent 
and financial impact. 

■ Earlier notification of, and greater involvement in, significant additions to 
and developments of BPTs, in order to model the financial impact and 
implement major service changes, would be welcomed by the NHS. 

■ BPTs should be accompanied by public reporting that focuses on the 
quality of care they are intended to improve, in order to increase their 
effectiveness. Quality accounts could provide a mechanism for this. 

For Providers 
■ Providers need to understand their own circumstances better in relation 

to BPTs, including income and costs, as well as wider clinical and 
financial benefits. 

■ Providers need to assure themselves that they have properly 
understood the clinical guidance contained in BPTs and measure their 
performance accurately. 

■ Providers need to improve their recording and reporting of clinical 
activity in areas relevant to BPTs. 

■ There is significant variation in performance and scope for improvement 
in each BPT area we reviewed. The higher-performing trusts were 
associated with: 
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−  strong clinical engagement, understanding and support; 
−  senior management and board involvement; 
−  frequent accurate reporting of finance and activity data; and 
−  follow up of individual cases where best practice had not been 

delivered. 

For Commissioners 
■ Commissioners need to understand their own circumstances better in 

relation to BPTs, including costs and savings, as well as wider clinical 
and financial benefits. 

■ Commissioners should abide by the PbR rules and pay providers when 
they have fulfilled the clinical criteria. 

■ Commissioners should assure themselves that the BPT clinical 
performance data they receive from their providers is complete and 
accurate. 

■ Commissioners should use the available data on BPTs to benchmark 
the performance of their providers and challenge them to improve 
further, faster – partly by learning from those that are already more 
advanced. 
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Introduction 

National policy 
11 The DH announced its intention to introduce BPTs to incentivise 
improvements in the quality of acute hospital care in High Quality Care for 
All: NHS Next Stage Review Final Report (Ref. 1) in 2008. 

12 The DH seeks to structure and price BPTs so that they adequately 
reimburse high-quality and cost-effective care and also remove any barrier 
in the tariff to its delivery. However, by linking payment for achieving specific 
performance measures, BPTs create a series of financial incentives for 
trusts to move from where they are, to where they should be in providing 
best practice care. 

13 The DH has implemented BPTs incrementally since 2010/11. Different 
BPTs have different aims, designed to either: 
■ change the setting of care, for example from inpatient to day case; 
■ streamline the pathway of care, for example by reducing the number of 

outpatient appointments following surgery; or 
■ increase the provision of high-quality care based on the best evidence 

available, for example by encouraging trusts to treat patients in a 
designated stroke unit so as to increase the prospects of recovery. 

14 The table in Appendix 1 shows the BPTs introduced between 2010/11 
and 2012/13. The DH has signalled there will be further changes and an 
expansion of BPTs in 2013/14.  

Design of best practice tariffs 
15 The DH set BPTs to reflect the costs of delivering best practice. But the 
financial incentives depend not just on how the BPT relates to providers’ 
own costs (which will vary but which should be the most important factor) 
but also how they perceive the payment in relation to previous income and 
the consequences of not achieving the best practice payment. Viewed from 
this perspective, we have identified four different models as shown in figure 
1:  
■ differential tariffs – where the BPT is higher than the base (non-BPT) 

and usually (but not always) lower than the standard tariff;  
■ additional payments – where the BPT is higher than the standard tariff 

and the standard tariff is a similar value to the previous year; 
■ withhold payments – where the BPT payment forms a conditional part of 

the standard tariff; and 
■ bundled tariffs – where the BPT is the sum of the tariffs for a specified 

number of spells in the pathway and is a maximum payment. 
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Figure 1: Best practice tariff payment models 

 

Source: Audit Commission 

16 Table 1 shows the 2011/12 BPTs (excluding interventional radiology 
and primary hip and knee replacements) split by payment model and aim.i 
Most BPTs aim to change the care setting or improve evidence-based care.  

Table 1: Best practice tariffs grouped by aim and payment model 

 Changing the 
care setting 

Streamlining the 
pathway of care 

Improving evidence-
based care 

Differential 
tariffs  

Selected day 
case procedures 

 

 

 

 

Bundled  
tariffs 

 

 

Cataracts  

 

Additional 
payments 

 

 

 

 
Paediatric diabetesii 
Transient ischemic 
attacki i  

Withhold 
payments 

 

 

 

 

Acute stroke 

Fragility hip fractures 

 

i Interventional radiology and the primary hip and knee replacement BPTs 
both introduced a single, new price, rather than a price differential. 

ii   Paediatric diabetes and transient ischemic attack could be placed in the 
bundled tariff category but, because they offer payments in excess of the 
sum of the individual spell payments, we have placed them in the 
additional payments category. 
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Source: Audit Commission 

17 There is further complexity. For some BPTs there are separate 
payments for each element of the care (acute stroke), in others all elements 
of the best practice must take place to receive the additional payment 
(fragility hip fracture).  

18 The value of BPT payments varies. For example, the additional amount 
providers receive for carrying out a day case instead of inpatient surgery 
was commonly £300 per spell in 2011/12. The payment for achieving the 
best practice criteria for fragility hip fractures was £890 per spell in 2011/12. 

19 Looking at differences between the BPT and the non-BPT payment in 
2011/12: 
■ the tariff differential for sentinel node mapping and resection was 28 per 

cent of the non-BPT payment; 
■ the tariff differential for resection of prostate by laser was 10 per cent of 

the non-BPT payment; 
■ the withhold payment for fragile hip fractures was 19 per cent, on 

average, of the overall payment; and 
■ the combined value of the withhold payments for acute stroke was 26 

per cent on average of the overall payment. 

20 However, although the differences may look large the total absolute 
values are relatively small. The total value of the payment at risk for 
selected day case, fragility hip fracture and acute stroke spells eligible for a 
BPT in 2011/12 amounted to £71 million nationally, and total payments to 
providers for these procedures were £532 million. This is against the total 
tariff costs for acute care amounting to some £30 billion. For the individual 
provider or specialty, the actual amount is often immaterial, particularly for 
day cases, and may not match the effort and costs of changing practice. 

Our research approach 
21 We combined quantitative and qualitative analyses to assess providers’ 
clinical and financial performance as well as to explore the reasons for 
better and worse performance in providers. We also looked at the quality of 
the data that underpins BPTs in a sample of providers and interviewed 
commissioners about their arrangement for BPTs through the Commission's 
PbR data assurance framework. Twenty-five NHS organisations (including 
NHS trusts, NHS foundation trusts and PCTs) were directly involved in our 
work. 

22 We selected day cases, fragility hip fractures and acute stroke as the 
BPTs on which to focus our research because of:  
■ the availability of data; 
■ the desire to look at BPTs with different aims and payment models; and  
■ the desire to test the data quality of national mandated data sets 

(cholecystectomy, as a day case example), national non-mandated data 
sets (fragility hip fractures) and local data sets (acute stroke). 
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23 Alongside this report, we have published a data pack that contains 
clinical performance and financial modelling data for all NHS service 
providers, this is available on the Audit Commission’s website at www.audit-
commission.gov.uk/bptdata 

24 More details of our research approach are at Appendix 2.  
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Cross-cutting themes  

This chapter considers the cross-cutting themes that 
consistently emerged across the three BPTs we 
reviewed in detail 

Governance and leadership 
25 Delivering better quality care was important for all trusts we spoke to, 
but the achievement of BPTs on its own was not. BPTs were often 
discussed at directorate level, but only a small minority of organisations 
reported performance at board level. This is perhaps unsurprising given the 
relatively low levels of money involved. Performance against specific clinical 
targets, such as for stroke care, were more likely to be reported rather than 
attainment of the BPT itself.  

26 One exception to this was a foundation trust that reported BPT 
performance to the board and had made achievement of BPTs part of the 
medical director’s objectives. As a result he stated ‘I know BPTs inside out 
and back to front. I know every single operation I lose the BPT on’. Another 
organisation ensured that proper attention was paid to BPTs by making the 
chief operating officer the BPT champion as part of his role in managing 
divisional performance.  

27 Detailed knowledge of BPTs was not the norm among the clinicians we 
spoke to. Most were aware of the existence of the BPT and what was 
required to receive the payment, but not the supporting detail and the 
impact on the organisation’s income. A difference in views existed about 
whether making junior clinicians aware of BPTs was helpful, as they were 
more likely to be swayed by medical evidence and concerns for the quality 
of care, rather than the financial incentives.  

28 What was clear was that clinical engagement was essential to the 
delivery of BPTs. BPTs are successful at an operational level when they are 
driven by clear clinical support and a correct understanding of the financial 
incentives. Specifically where there:  
■ is clear and accepted clinical evidence to support the change in 

practice; 
■ are unambiguous and universally accepted measures of performance; 

and  
■ are well-established methods of collecting, sharing and benchmarking 

data. 

29 We found the quality of information available can have an impact on the 
achievement of BPTs. For activity data this includes the detail reported and 
its timeliness. For financial data this includes whether the income gained 
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from BPTs is separately identified. For example, trusts failed to claim for 
some eligible spells that met best practice measures of fragility hip fractures 
and acute stroke (the venous thrombolysis element of payment). 

30 The higher-performing organisations among those we spoke to report 
frequently, typically weekly, and combine activity and financial data. These 
organisations used this information to identify why individual patients did not 
receive best practice care and enable corrective action to be taken. 

Providers' financial approach 
31 The trusts we spoke to use the DH's annual PbR guidance to carry out 
an income analysis, both for the next financial year’s forecast and a before 
and after comparison on prior year income. This, and the updated guidance, 
is then circulated to service managers to inform their business planning. 
Many said that it would be helpful for the guidance to be published earlier 
because the service changes underpinning the achievement of BPTs took 
time to set up. Our research participants also said that BPTs can add to a 
wider problem of significant year-on-year variation in tariff prices – 'tariff 
volatility' – making investment decisions more difficult. 

32 We found that BPT income is not often devolved directly to trust 
specialties or directorates, except for those using service line reporting. 
Income was not reported as flowing through to clinical support services such 
as theatres and diagnostic services. 

33 Improving the quality of data recording can be an important by-product 
of focusing payment on an area and was a specific aim of the fragility hip 
fracture BPT. Finance directors sometimes reported their trust was 
achieving best practice in the relevant areas already but not recording it. 
Improving the quality of data recording has enabled some trusts to claim 
BPT income they would not otherwise have received. 

34 Most of the trusts we spoke to did not generally have a good 
understanding of their costs in relation to BPTs. For most trusts, service line 
reporting and patient level costing systems are not well developed enough 
to provide data at the HRG, let alone at the more detailed procedure leveli. 

35 Trusts told us that it was important to have a strong business case to 
support investment in services. However, the relative lack of robust income 
and cost data means that most trusts have not carried out detailed financial 
analysis of the costs of changing services to achieve BPTs. This means that 
they will also not have been in a position to be able to consider whether it 
was financially worthwhile, or whether there was a payback for the 
investment. Trusts told us there was more of a notional assumption that the 
income from BPTs was enough to cover the investment required to 
implement the best practice. However, finance staff reported that 
investments to achieve best practice care were mainly matched against the 
 

i  HRGs are units of activity that require similar levels of healthcare 
resources and are determined by the patient's diagnosis and any 
procedures carried out. A procedure can be grouped to different HRGs 
dependent on factors such as severity and co-morbidities. 
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potential benefits to patient care and the trust's reputation rather than 
financial return. One finance director noted that he did not view the tariff as 
direct repayment for the investment.  

36 Providers consistently told us that BPT income is not of significant value 
to them, even at the service line level, although this is not always true given 
the variation in performance illustrated later. Consequently, when 
developing cost improvement programmes (CIPs), the income is not 
normally factored in as an alternative to achieving a saving. One trust we 
spoke to included the extra income received from increasing its day case 
activity within the CIP. But the main factor for them was that increasing day 
surgery rates more generally led to cost reductions from using beds more 
efficiently. This in itself provides a significant incentive to move to day case 
surgery. 

Commissioners' financial approach 
37 Commissioners’ interest in BPTs is mainly in financial modelling for 
budget planning purposes and ongoing contract monitoring. The 
commissioners we spoke to did not see BPTs as a strong lever for 
incentivising best practice, nor did they share providers’ views that the 
money available is not the primary driver for carrying out best practice.  

38 All commissioners said they try to follow the PbR guidance. Some felt 
that the BPT guidance could be more specific and clear. However, PCTs 
were willing to take a pragmatic approach and negotiate local arrangements 
where there were difficulties in monitoring activity. However, three providers 
we spoke to reported that their commissioners had decided not to pay BPTs 
for financial reasons. 

39 We found that PCTs are beginning to question the data provided by 
trusts, but data quality audits highlight there is still non-compliance among 
providers in some areas, fragility hip fractures, for example. Most PCTs, 
however, now have a dedicated analyst who can provide management 
information and assess data quality monthly. These are positive 
developments. 

Different perceptions and understanding  
40 Few commissioners and providers understand the true financial 
implications of BPTs. There has been a rapid increase in the BPT 
component for fragility hip fractures between 2010/11 and 2012/13 and a 
similarly rapid increase in the BPT component for acute stroke between 
2011/12 and 2012/13. Figure 2 illustrates this. 
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Figure 2: Changes in best practice tariffs, 2010/11 to 2012/13 
 

 
Source: Audit Commission using DH PbR tariff data 

41 The commissioners we spoke to interpreted this rise in BPT payments 
as potential additional income for providers and a cost pressure on 
themselves. One PCT commissioner we spoke to said 'the implementation 
of BPTs would result in an increase of expenditure for commissioners where 
it is achieved'. Others believed that the BPTs provide enough additional 
income to fund any extra investment required to deliver best practice. 

42 The providers we interviewed tended to take a different view. In general, 
they viewed BPTs as 'recognition for doing the right thing', rather than 
'compensation for the costs of higher-quality care'. Few felt that BPTs were 
providing much additional money and some commented that BPTs were 
simply a way of shifting money around the system. 

43 In fact, neither view is entirely accurate; although providers’ views are 
closer to reality. Figure 3 shows that for the fragility hip fracture BPT, 
increases in the BPT component have come at the expense of 
corresponding and sometimes larger decreases in the base tariff. This was 
the DH's intention, making the base tariff increasingly punitive as a way of 
pushing trusts to improve. At the same time, overall payment for fragility hip 
fractures has been falling faster than general tariff deflation. The result is 
that the tariff, including the best practice element, is now lower than it was in 
2009/10. The same is also true for acute stroke. 
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Figure 3: Movements in fragility hip fracture base tariffs, 2009/10 
to 2013/14i 

 
Source: Audit Commission 

Issues and perverse incentives 
44 Few people we spoke to thought that BPTs introduced any perverse 
incentives to clinical care. However, interviewees did raise several issues 
with BPTs. 

45 BPTs and the clinical guidelines that underpin them need regular review 
to reflect changing evidence and practice. For example, some stroke 
clinicians we spoke to said they no longer felt that an imaging target time of 
24 hours represented best practice in treating acute stroke patients. The 
Royal College of Physicians has recently reduced their recommended 
maximum time from 24 hours to 12 hours for all patients (Ref. 2).  

46 BPTs need to reflect widely held views around what is clinically best for 
patients. Some clinicians we spoke to did not accept the British Association 
of Day Surgery (BADS) recommended day surgery rates. This was 
particularly true for breast surgery, because it is a significant surgical 
procedure with marked psychological implications. 

47 Some providers we spoke to felt that some BPT measures were too 
tightly defined and focused on input. One example cited was the 
 

i  We have used an unweighted average in calculating the base tariff, 
including the relevant HRGs in each year. In adjusting prices to make 
them comparable between years, we have used the general tariff change 
figure given in the Operating Framework and applied it to the tariffs but 
not the BPT payments.   



 

 

Audit Commission Best practice tariffs and their impact 15 
 

requirement for orthogeriatrician care as part of the fragility hip fracture 
pathway. One trust wanted to provide orthogeriatric input using a specialist 
nurse but this would not result in the BPT payment. Flexibility in the 
guidance could be of real benefit to providers, although it would need to be 
on the basis of achieving similar quality of care and/or outcomes if a single 
national payment system were to remain valid. 

48 The next three sections of the report focus on the three specific BPTs 
we reviewed in detail. 
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Day cases  

The aim of day case BPTs is to incentivise providers to 
both plan and carry out more surgical procedures as 
day cases 
49 The day case BPTs aim to ‘incentivise providers to increase their day 
case rates while ensuring that best practice does not cost commissioners 
more’ (Ref. 3). Payment is triggered when a patient is both booked and 
treated as a day case. Table 2 gives details of the target day case rates and 
how well trusts performed in 2011/12. The DH derived target day case rates 
for the BPTs from the relevant BADS recommended day case rates. 

Table 2: Day case BPT clinical performance and financial impact 
2011/12 

Surgical 
subspecialty 

Procedure Target day 
case rate 
(%) 

All trust 
day case 
rate (%) 

Difference 
(% points) 

Average £ 
increase in 
income if 
procedure 
target met  

Average % 
increase in 
income if 
procedure 
target met 

Sentinel node mapping 
and resection 

80 38 42 9,622 13 Breast 
surgery 

Simple mastectomy 15 6 9 1,614 2 
Repair of umbilical 
hernia 

85 70 15 4,190 5 

Primary repair of 
inguinal hernia 

95 67 28 26,538 9 

Repair of recurrent 
inguinal hernia 

70 53 17 1,685 6 

Primary repair of 
femoral hernia 

90 66 24 832 9 

General 
surgery 

Cholecystectomy 60 41 19 15,892 5 
Gynaecology
/ urology 

Operations to manage 
female incontinence 

80 41 39 5,165 19 

Therapeutic 
arthroscopy of shoulder 

80 69 11 1,222 2 

Bunion operations 85 61 24 1,358 5 

Orthopaedic 
surgery 

Dupuytren’s 
fasciectomy 

95 80 15 1,102 2 

Endoscopic resection 
of prostate 

15 2 13 2,873 1 Urology 

Resection of prostate 
by laser 

90 16 74 3,615 17 

Source: Audit Commission 
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50 Judging by the distance from target, resection of prostate by laser, 
sentinel node mapping and resection and operations to manage female 
incontinence are the most challenging areas for trusts. However, it is 
primary repair of inguinal hernia, cholecystectomy and sentinel node 
mapping and resection that offer greatest opportunities for increasing 
income. This suggests that opportunities for improvement and financial 
incentives are not yet fully aligned.  

51 While clinicians we spoke to supported the move to day case for most 
of the procedures listed, some questioned the validity of some of the target 
day case rates, given that so few providers were achieving them. The 
providers we spoke to also highlighted the difficulties in monitoring clinical 
and financial performance at the individual procedure level, rather than at 
the HRG or subspecialty level because standard data collection systems are 
not set up in this way.  

52 Table 3 shows the all trust percentage day case rates at the beginning 
and end of 2011/12 for each of the 13 day case BPTs procedures. Some 
procedures, such as sentinel node mapping and resection, improved 
rapidly; others, such as endoscopic resection of prostate, improved more 
slowly. One procedure (recurrent inguinal hernia repair) did not improve at 
all. Over the same period, day case rates overall (which cover many other 
procedures) improved by just over one percentage point, reflecting a 
continuing rising trend. (Ref. 4)  

 



 

 

Audit Commission Best practice tariffs and their impact 18 
 

Table 3: Day case BPT improvement during 2011/12 

Procedure name 

Q1 
2011/12 
day case 
rate 

Q4 
2011/12 
day case 
rate 

Improvement 
in day case 
rate in 
2011/12 

Target day 
case rate 

Cholecystectomy, BP02 41% 44% 3% 60% 

Umbilical hernia, BP10 69% 72% 3% 85% 

Repair of inguinal hernia, BP11 67% 69% 2% 95% 

Recurrent inguinal hernia, BP12 55% 55% 0% 70% 

Femoral hernia, BP13 65% 70% 5% 90% 

Gynae-urology, BP14 39% 45% 6% 80% 

Arthroscopy of shoulder, BP15 66% 72% 6% 80% 

Bunions, BP16 54% 66% 8% 85% 

Dupuytren's fasciectomy, BP17 79% 83% 4% 95% 

Endoscopic prostate, BP18 1% 2% 1% 15% 

Prostate by laser, BP19 13% 15% 2% 90% 

Sentinel node, BP08 34% 44% 10% 80% 

Simple mastectomy, BP09 5% 8% 3% 15% 

Source: Audit Commission 

53 Despite the improvement, most of the BPT day case procedures remain 
a long way from the rate considered possible by BADS. Performance 
between trusts also varies as shown in the data pack, which is available on 
the Audit Commission's website at: www.audit-commission.gov.uk/bptdata 

54 Figure 4 shows the actual and additional income available to providers if 
they had met the day case targets for all 13 day case BPT procedures.  
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Figure 4: Total potential income if all day case BPT targets met 
 

Source: Audit Commission 

55 In both proportional and absolute terms, the total size of the potential 
BPT income is small, around £66,000 per provider. This is because the tariff 
differentials are small – approximately £300 per spell – and because most 
day case BPTs are for individual procedures, resulting in small volumes of 
eligible spells. For most providers, the value of the day case BPT payments 
is not significant enough to provide much of an incentive to increase day 
case rates. 

56 The day case BPT could be made simpler and potentially more effective 
if it were applied at the HRG – rather than the procedure level – with 
appropriate adjustments to the target rates. This would increase the volume 
activity eligible for the BPT and so increase the absolute size of the financial 
incentive. 

57 However, there are already strong drivers for providers to increase day 
case rates. Increasing day case surgery can provide a higher quality of care 
as well as savings from better bed use. Given the continued variation in 
performance and the need to find efficiency savings, trusts should be 
looking to maximise day surgery.  

58 Some providers mentioned cultural and structural barriers. On the 
cultural side, clinician confidence, competence and consistency across 
clinical teams and hospital sites were factors. On the structural side, the 
existence of dedicated day case facilities and managing elective and non-
elective work also had an impact. However, these factors have existed since 
the Audit Commission first reviewed day case surgery and challenged trusts 
to improve in the 1990s.   
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59 In our data assurance work we found good levels of data accuracy (96 
per cent) across all the cholecystectomy spells audited. The day case BPTs 
are based on national mandated data sets and the information is submitted 
through the Admitted Patient Care Commissioning Data Set, which 
distinguishes them from the fragility hip fracture and acute stroke BPTs. 

60 The main errors we found were in the coding of intended management, 
where this was recorded in the medical record as a day case, but was 
coded as an ordinary elective. This meant that trusts missed out on BPT 
income they were entitled to. For cholecystectomy, providers were therefore 
slightly under claiming the number of BPT payments they were entitled to. 
The results are consistent with our wider PbR assurance work where we 
have not found examples of deliberate overclaiming to increase income. 
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Fragility hip fractures 

The fragility hip fracture BPT is intended to improve the 
delivery of evidence-based care to patients over 60 
admitted as an emergency with a hip fracture 
61 The fragility hip fracture BPT was first introduced in 2010/11. It was 
aligned with a national clinical audit introduced at the same time. It was 
designed by clinicians from the service based on the evidence available and 
consensus about the key interventions that would change practice. It was 
preceded by a year's worth of regional workshops involving provider 
clinicians and managers and commissioners.  

62 The BPT has been developed since its introduction following feedback 
from the service. The National Institute for Health and Clinical Excellence 
(NICE) has issued clinical guidelines for the care of fragility hip fractures 
(Ref. 5). Providers had to comply with six measures in order to receive the 
fragility hip fracture BPT in 2011/12: 
■ time to surgery within 36 hours of arrival in A&E or following diagnosis, 

if an inpatient; 
■ admitted under the joint care of a consultant geriatrician and a 

consultant orthopaedic surgeon; 
■ admitted using an assessment protocol agreed by geriatric medicine, 

orthopaedic surgery and anaesthesia; 
■ assessed by a geriatrician within 72 hours of admission; 
■ postoperative multi-professional rehabilitation; and 
■ fracture prevention assessment. 

63 In 2012/13, a further criterion was introduced: two abbreviated mental 
tests to be performed before and after surgery, and recorded. 

64 The delivery of each of these aspects of care is recorded in the NHFDi. 
The NHFD is a national clinical audit funded by the Health Quality 
Improvement Partnership. Unlike the Admitted Patient Care Commissioning 
Data Set, it is not mandated. The NHFD was established before the BPT 
was introduced and is primarily a clinical and not a managerial tool. 

65 As for most day case BPTs, the fragility hip fracture BPT is applied at 
the procedure rather than the HRG level. In SUS a BPT flag is generated to 
identify all potentially eligible spells – the denominator. Performance is 
based on what is reported in the NHFD as the number of spells achieving all 
of the criteria – the numerator.  

66 Commissioners are expected to link SUS data to the NHFD data using 
each patient's NHS number. However, our data quality work suggests that 
 

i  www.nhfd.co.uk 
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PCTs have only been working from NHFD data. In conducting our research, 
we struggled to reconcile the activity levels between the SUS and the 
NHFD. We found no clear explanation for this. Neither was systematically 
higher or lower than the other.  

67 Figure 5 shows trusts' 2011/12 performance on the fragility hip fracture 
BPT. The 'all trust' figure includes NHS trusts and NHS foundation trusts 
and is based on the total activity across them all. The all trust figure was 49 
per cent with a relatively smooth distribution of trusts between zero per cent 
and 88 per cent. All but one of the fourteen trusts that had an attainment of 
zero per cent had a significant number of spells that were eligible for the 
BPT. There remains, therefore, considerable variation in attainment 
between trusts and room for potential further improvement. 

 

Figure 5: Fragility hip fracture BPT attainment in 2011/12 

 

 
Source: Audit Commission using NHFD data 

68 The DH did not set an achievement target for the fragility hip fracture 
BPT. However, 90 per cent was used in the PbR guidance as an estimate of 
the potential eligible cases (Ref. 6). Among the trusts we spoke to, many 
assumed there was a target, although some mentioned an 85 per cent 
figure and some a 90 per cent figure. We have used the 90 per cent figure 
for the purposes of financial modelling. 

69 Figure 6 is taken from the NHFD National Report 2012 (Ref. 7). It 
shows strong and sustained improvement across all six measures and for 
the BPT as a whole. Time to theatre and geriatrician input were the two 
criteria that providers initially struggled with most. While orthogeriatrician 
input has been the fastest improving measure, time to theatre has been the 
slowest. This suggests that the hardest measures to improve are not 
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necessarily the ones that require additional investment but those that 
require wider changes to hospital processes. 

70 It is also noteworthy that achievement against the individual measures 
is high, with 90 per cent compliance for four of the six measures and over 
70 per cent for the other two. Consistency in achieving all of the measures 
in every case is the main stumbling block to delivering both high quality care 
and claiming the BPT payment. 

 

Figure 6: Fragility hip fracture BPT measure compliance, 2010/11 
to 2011/12 

Source: National Hip Fracture Database 

71 The final set of columns in Figure 6 shows steady, quarter on quarter 
improvement in fragility hip fracture BPT performance, from 24 per cent in 
quarter one of 2010/11 to 55 per cent in quarter four of 2011/12. It is 
reasonable to assume that this is due to the focus placed on fragility hip 
fracture as a result of the national clinical audit – the NHFD – and the BPT. 
The BPT component of the total payment was increased from £445 in 
2010/11 to £890 in 2011/12. At the same time the base tariff was cut by a 
similar amount. This was intended to put more pressure on trusts to 
improve. The steady increase in achievement has been maintained.  

72 Figure 7 shows the additional income providers would receive if they 
were to achieve the 90 per cent figure for the fragility hip fracture BPT. It is 
important to remember that this represents not only lost income in-year but 
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also lost income compared to previous years, before the BPT was 
introduced, given the reduction in the base tariff as shown in Figure 3. 

Figure 7: 2011/12 Fragility hip fracture BPT income lost  

 
Source: Audit Commission 

73 On average, each provider lost £139,000 of income in 2011/12 by not 
meeting all of the BPT measures for 90 per cent of their eligible patients. 
This is 7 per cent of income for this group of patients. In some cases trusts 
lost significantly more, which would have been material for the specialty or 
at the service line level.  

74 The BPT and the national clinical audit were intended to improve the 
amount of information available about the quality of care – providing data on 
new, more relevant, quality metrics, so enabling clinicians better to 
benchmark and judge their performance. Much more relevant, information is 
now available but new data sets inevitably take time to settle.  

75 Our sample audit looked at the data for payment purposes. In terms of 
data quality, 46 per cent of spells audited were supported by valid 
documentation. However, trusts did not claim all the payments they were 
entitled to, meaning only 39 per cent of the spells actually claimed for could 
be fully validated. The measures that providers struggled most to evidence 
were falls and bone health assessments, along with the abbreviated mental 
tests in 2012/13. However, after speaking to lead clinicians, our PbR 
auditors believe this is an issue with the completeness of recording in the 
clinical record, rather than a clinical practice issue. 

76 In our sample, the completeness of the medical record and pathway 
documentation varied between trusts and from consultant to consultant, and 
differences were noted between normal office hours, compared to evenings 
and weekends. Trusts need to improve the completeness and consistency 
of their documentation to assure commissioners that they are making 
accurate payments for best practice care. 
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77 The NHFD website has supplemented the documentation distributed by 
the DH with examples of documents that trusts may find useful in ensuring 
that there is local agreement on the collection of data and that the trust’s 
income from BPT reflects the actual delivery of care at patient leveli.  

 

i  www.nhfd.co.uk 
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Acute stroke  

The stroke BPT is intended to improve the delivery of 
evidence-based care to patients suffering an acute 
stroke 
78 The acute stroke BPT was introduced in 2010/11. It is designed to 
support improvements in clinical quality in the acute part of the patient 
pathway. The intention is to incentivise key components of the clinical 
practice set out in the National Stroke Strategy and NICE clinical guidelines. 

79 The acute stroke BPT consists of a base tariff for non-elective 
admissions, with a diagnosis of stroke and two additional payments for: 
■ care provided to patients directly admitted to an acute stroke unit; and 
■ timely delivery of initial brain imaging. 

There is also a separate payment for treatment of blood clots 
(thrombolysis). 

80 The stroke BPT denominator is set by routinely collected national data 
on diagnosis. This determines the number of spells potentially eligible for 
the payment. Local systems are used to identify which patients received one 
or both elements of best practice – the numerator. 

81 We found great variation in the local arrangements for data recording 
and payment for the acute stroke BPT. However, providers are increasingly 
using the Stroke Improvement National Audit Programme (SINAP) 
databasei. SINAP is about to be replaced by the Sentinel Stroke National 
Audit Programmeii. We have used both SINAP and local data for our 
research. 

82 In speaking to providers, we found there were some differences in 
providers’ interpretations of both quality measures for acute stroke. The 
PbR Guidance for 2010/11 uses the headline criteria of: 
■ urgent brain imaging for all suitable patients; and 
■ stroke care delivered within a stroke unit. 

 

i  www.rcplondon.ac.uk/projects/stroke-improvement-national-audit-
programme-sinap 

ii  www.rcplondon.ac.uk/projects/sentinel-stroke-national-audit-programme 
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83 The imaging criteria is further defined as: 

‘Patients with indications for immediate brain imaging 
should be scanned immediately, ideally within the next 
slot and definitely within one hour of arrival in hospital. 
For those without indications for an urgent scan, 
scanning should be performed as soon as possible, but 
within a maximum of 24 hours of presentation to 
hospital.’ (Ref. 6) 

84 Our interpretation of the guidance is that patients should be divided into 
two groups and achievement of the appropriate imaging time should be 
reported separately. However, it appears that providers have been reporting 
one-hour scans as part of the total number of patients. 

85 One provider raised this as a particular concern, highlighting: the lack of 
knowledge of the relevant clinical criteria among junior medical staff making 
imaging requests; the lack of appropriate IT systems and database 
structures to record the urgency of the imaging request; and the potential for 
being financially penalised because the wrong patient group was used as 
the denominator when reporting performance to the commissioner. 

86 Few providers were able to tell us how they were paid by their 
commissioners for the timely imaging measure. However, six out of seven 
commissioners we spoke to said they paid based on the 24-hour target. 

87 Providers also had different interpretations of the second acute stroke 
measure. Again, the guidance is reasonably clear: 

‘All stroke patients should have prompt access to a 
high-quality stroke unit and spend the majority of their 
time [in that unit]. [And] patients should not be admitted 
to a Medical Assessment Unit, but to the acute stroke 
unit either directly by the ambulance service, from A&E 
or via brain imaging.' (Ref. 6)  

88 However, some trusts used only direct admission to the stroke unit as 
the quality measure. Others used the '80/90' rule that 80 per cent of stroke 
patients should spend 90 per cent of their time on the stroke unit. Two 
providers also misinterpreted the guidance on how to calculate ward stays, 
using percentage of total days, rather than hours and minutes. Some 
providers also failed on the direct admission measure by admitting patients 
to the medical assessment unit from A&E, before they went to the stroke 
unit.  

89 The confusion seems to have come from the multiple sources of stroke 
key performance indicators. For example: NICE guidance; the National 
Stroke Strategy; the Royal College of Physicians guidance; SINAP; and 
other locally defined measures. Each of these can require recording of 
slightly different data. 
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90 We used a time series analysis to look at quarter-on-quarter 
improvement in the direct admission and two imaging measures during 
2011/12 (Figure 8). 

 

Figure 8: All trusts, quarter-on-quarter acute stroke BPT 
performance, 2011/12 

 

Source: Audit Commission using SINAP data 

91 Figure 8 shows some small improvement during 2011/12 for both the 
imaging measures but a more mixed picture of admission to a stroke unit. 
Our analysis of the SINAP databasei suggests that, across all trusts in 
2011/12, 56 per cent of patients were directly admitted to a stroke unit; 32 
per cent of patients had their imaging within one hour, rising to 88 per cent 
within 24 hours. 

92 Of the provider trusts we spoke to, none said that the BPT was the main 
driver for improving stroke services. Providers more commonly mentioned 
the National Stroke Strategy or local work to become a designated stroke 
centre as the main drivers for improvement. 

93 Figure 9 shows trusts' 2011/12 performance on the direct admission 
measure of the acute stroke BPT. The 'all trust' figure was 56 per cent. The 
all trust figure is based on the total activity across all trusts. 

 

i  The SINAP database has known gaps in coverage of trusts, recording 
periods and, potentially, the data itself. 
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94 If providers were to achieve a nominal 90 per cent target for direct 
admissions then they would each receive an average increase in income of 
around £84,000 per annum at 2011/12 prices. Like the fragility hip fracture 
BPT, the missed income figure represent a loss both in-year and in 
comparison to previous years. Unlike the fragility hip fracture BPT, this lost 
income should be easier for providers to make up because the acute stroke 
BPT has separate payments for each quality measure.  

 

Figure 9: Acute stroke BPT direct admissions attainment in 
2011/12 

 

 
Audit Commission using SINAP data 

95 Talking to providers, the key to the successful achievement of the acute 
stroke BPT quality measures seems to be: 
■ sufficient scanner capacity with direct access from A&E and by 

paramedics; 
■ adequate training for A&E staff in identifying and dealing with stroke 

patients; 
■ stroke unit staff who proactively pull stroke patients from A&E; and  
■ a stroke unit with sufficient, protected bed capacity. In some providers 

this was achieved by combining stroke care with neurosciences. 

96 Our data assurance work found generally good levels of data accuracy, 
although there were inconsistencies between providers. This underlines the 
inherent weaknesses in using local systems to support payments. The main 
weakness in data quality was the recording of the direct admissions and 
ward stays, due to the variable admission methods. Only 75 per cent of the 
spells were validated to have been admitted directly to the stroke ward from 
A&E. The data capture for the time of admission of stroke patients was 
found to be accurate overall with a 95 per cent accuracy rate.  
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97 The accuracy rate of one-hour scans was skewed to 94 per cent by the 
low rates of two trusts, where the other five trusts had 100 per cent 
accuracy rates. The 24-hour scan had a very high accuracy rate of 99 per 
cent demonstrating that data capture and reporting for scans is not an area 
of concern. 
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Conclusions  

98 BPTs have had variable impact. NHS organisations told us that BPTs 
were not themselves the driving force for improvement locally. But the 
development of BPTs and the financial incentives inherent in them can 
focus attention on an area of clinical practice and, when aligned with a 
strong clinical drive nationally and locally, can help bring about significant 
improvement, as shown by progress on fragility hip fractures.  

99 Our data analysis, audits and interviews with providers and 
commissioners show how improvement can be made locally, particularly in 
terms of the scope for achievement and the example shown by some trusts, 
of clinical engagement, internal reporting and data recording. But there are 
also some points for consideration nationally, particularly on how providers 
and commissioners understand and perceive the tariffs and how they 
therefore respond to them. These are set out in more detail below. 

Tariff setting 
100 Understanding how providers respond to financial incentives is crucial 
to designing more effective incentive structures. Our research suggests that 
most providers have responded to BPTs behaviourally, accepting that best 
practice is a positive thing to aim for. But there was often poor or limited 
understanding of the design of the financial incentive structures and how 
they worked financially, and some mistakes in interpretation of the 
performance measures. 

101 Meanwhile, commissioners have responded to BPTs economically, 
assuming that they contain sufficient additional income to support 
investment and redesign. Again, this is based on a lack of understanding of 
the financial incentive structures. 

102 Tariff setters need to decide and then clearly communicate the way in 
which BPTs are intended to work. To do this they need to collect the right 
data and share their analysis. Otherwise, as our research shows, providers 
and commissioners will create their own interpretations of the incentives.  

103 NHS organisations find the financial aspects of BPTs difficult to 
understand and complex to implement. As BPTs are extended and other, 
wider changes introduced, the tariff system is in danger of becoming over 
complex and unclear in its purpose to providers and commissioners as it 
seeks to meet different objectives.  

104 Both providers and commissioners raised with us the issue of having 
adequate time to understand the implications of new BPTs. Where new 
BPTs, such as fragility hip fractures or the outpatient procedures introduced 
in 2012/13, require significant structural changes or pathway redesign early 
notification is even more important. In addition, those providers who have 
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early 'inside knowledge' of new BPTs were considered to be at an 
advantage over other providers. Tariff setters should seek to widen 
involvement and knowledge about intentions as they go through the 
processes of devising a BPT. 

105 BPTs have rarely involved giving trusts extra money for achieving 
higher quality compared with the previous year's tariff. The practical effect of 
the introduction of BPTs has therefore been to reduce providers’ income 
compared to previous years almost across the board, even while they are 
making some progress on clinical quality. Although the aim is to reimburse 
the cost of best practice (which may cost less than the previous tariff) 
providers may not interpret the payment in that way and there may be 
additional costs and effort in making the change that makes providers less 
responsive. Tariff setters need to become better at matching the degree of 
change necessary to improve quality with a payment model that provides 
appropriate incentives to deliver more rapid improvement. 

Combining financial and non-financial incentives 
106 BPTs seek to combine the motivations of health care professionals and 
organisations to give their patients the best care they can, with financial 
incentives that reward them for doing so. However, BPTs may be missing 
out on further synergies to be gained from combining financial and non-
financial incentives. 

107 Improvements in care have been brought about by publication and 
sharing of data on performance. Research indicates that where financial 
incentives and public reporting are combined, they have a greater impact on 
quality than if used alone (Ref. 8).  

108 Easily accessible data comparing BPT performance is limited, although 
the NHFD and SINAP provide a start. Including public reporting as part 
BPTs should not increase their complexity. Rather, it is about enabling valid 
comparisons and benchmarking between providers in order to harness the 
non-financial incentives of professional and organisational reputation to 
bring about faster improvement.  

109 From our research, trusts do not always report their performance to 
their board, which is often a necessary step to achieving progress within the 
trust as well as publishing the information more widely. The inclusion of key 
BPT measures or overall BPT performance in quality accounts may be one 
way to achieve both public reporting and routine reporting to the board, as 
the latter must approve their quality accounts. 
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Appendix 1 Introduction of best practice tariffs, 
2010/11 to 2012/13 

 
Source: Adapted from the DH's PbR Guidance 2012/13 

BPT 2010/11 2011/12 2012/13 

 

Acute stroke Introduced Increased price 
differential 

Further increase in price 
differential 

Cataracts Introduced and maintained 

Fragility hip fracture Introduced Increased price 
differential 

Further increase in price 
differential and expansion of 
best practice characteristics 

Day case procedures Cholecystectomy 12 further procedures 
added 

Two further procedures added; 
breast surgery procedures 
amended and revision to some 
day case rates 

Adult renal dialysis  Vascular access for 
haemodialysis 

Home therapies incentivised 

Paediatric diabetes  Optional follow-up 
outpatient best practice 
criteria introduced  

Mandatory criteria for a year of 
outpatient care introduced 

Transient ischemic 
attack  

 Introduced and maintained 

Primary total hip and 
knee replacements 

 Introduced and maintained 

Interventional 
radiology 

 Two procedures 
introduced 

Five more procedures added 

Procedures in 
outpatients 

  Three procedures introduced 

Same day emergency 
care – for example, 
patient treated and 
discharged on the 
same day 

  12 clinical conditions 
introduced  

Major trauma care   Introduced 
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Appendix 2: Research methods 

Our research approach combined quantitative and qualitative analysis to 
assess providers’ clinical and financial performance as well as to explore 
the reasons for better and worse performance.  

Quantitative analysis 
We analysed a selection of 2011/12 BPT activity for all English trusts (NHS 
trusts, NHS foundation trusts and PCTs). This included the data for several 
day case procedures, fragility hip fractures and acute stroke. The analysis 
focused on the extent to which clinical activity eligible for BPTs met the 
criteria; how this compares to target attainment and the financial impact. 
The financial impact was calculated by applying the BPT tariff for the activity 
meeting best practice and the base tariff for all other eligible spells. We 
calculated the achieved levels of BPT attainment and what it would have 
been if the target had been achieved. 

Data sources 
The data for day case specialties was sourced from the SUS and focused 
on the eligible BPT spells with flags.  

The fragility hip fracture data was provided by the NHFDi. This is a joint 
venture of the British Geriatrics Society and the British Orthopaedic 
Association and is designed to facilitate improvements in the quality and 
cost-effectiveness of hip fracture care. It sets out performance against the 
six evidence-based standards of the care of patients with fragility hip 
fracture and enables local health economies to benchmark their 
performance in hip fracture care against national data. For our analysis 
eligible spells meeting all six standards of care were counted as having met 
best practice. 

Stroke data was sourced from SINAPii. This is a national clinical audit, run 
by the Stroke Programme at the Royal College of Physicians. SINAP 
includes information from hospitals about the care provided to stroke 
patients in their first three days in hospital. For the analysis we used the 
following measures: 
■ Key Indicator 1 – number of patients scanned within 1 hour of arrival at 

hospital; 
■ Key Indicator 2 – number of patients scanned within 24 hours of arrival 

at hospital; and 

 

i  www.nhfd.co.uk 
ii  www.rcplondon.ac.uk/projects/stroke-improvement-national-audit-

programme-sinap 
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■ Key Indicator 11– bundle 3: patient's first ward of admission was stroke 
unit and they arrived there within four hours of hospital arrival. 

The denominator used for the stroke BPT analysis is the total number of 
stroke patients on the SINAP database. 

Accompanying data pack 
An Excel-based interactive data pack to go with this report, containing 
2011/12 BPT data for all English NHS trusts, is available on the Audit 
Commission’s website at www.audit-commission.gov.uk/bptdata 

The data pack provides for each trust: 
■ a summary report showing clinical and financial performance against 

the BPT targets; 
■ quarterly time series charts for BPT attainment; 
■ charts highlighting the trust’s position compared with other trusts for 

percentage BPT attainment and the potential income if the target was 
achieved; and 

■ the facility to model changes in BPT performance according to 
increased spells meeting BPT or increase in income. 

Further details are contained within the data pack.  

 

Qualitative analysis 
We used the results of the quantitative analysis to help identify fieldwork 
sites for the interview stage of the research. The interview sites were 
selected to cover a range of best practice achievement and a geographical 
spread of NHS trusts, foundation trusts and commissioners.  

The purpose of the interviews with providers was to explore in more depth 
the reasons for the variation in BPT achievement and to identify any good 
practice. We conducted 35 semi-structured interviews with lead clinicians, 
general managers and senior finance staff. 

We are grateful to the following organisations that took part in our fieldwork: 
■ Basildon and Thurrock NHS Foundation Trust 
■ Birmingham and Solihull PCT Cluster 
■ Buckinghamshire Healthcare NHS Trust 
■ Coventry PCT 
■ Derby Hospitals NHS Foundation Trust 
■ Derby PCT 
■ Kent and Medway PCT Cluster 
■ Knowsley PCT 
■ Leeds Teaching Hospitals NHS Trust 
■ NHS Leeds 
■ Norfolk and Norwich University Hospitals NHS Foundation Trust 
■ North Bristol NHS Trust 
■ Northern Devon Healthcare NHS Trust 
■ Plymouth Hospitals NHS Trust 
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■ Plymouth PCT 
■ Portsmouth Hospitals NHS Trust 
■ Salford Royal NHS Foundation Trust 
■ Sheffield PCT 
■ Sheffield Teaching Hospitals NHS Foundation Trust 
■ South East Essex PCT 
■ Southend University Hospital NHS Foundation Trust 
■ St Helens and Knowsley NHS Trust 
■ University College London Hospitals NHS Foundation Trust 
■ University Hospitals of Coventry and Warwickshire NHS Trust 
■ Wirral University Hospital NHS Foundation Trust 
 

Data assurance 
We looked at the quality of the data that underpins BPTs through the 
Commission's PbR data assurance framework. Capita undertook this work 
on our behalf. As part of this work, Capita also interviewed commissioners 
to gain an understanding of how they prioritise BPTs and their approach to 
commissioning them. 
 
Audits were undertaken to verify the BPT payments at 11 trusts between 
July 2012 and September 2012, in the following areas: 
■ day case laparoscopic cholecystectomy – seven trusts; 
■ fragility hip fracture – eight trusts; and 
■ stroke – six trusts. 
 

The audits verified the claims made by the trusts for the different criteria of 
each BPT against the patient record and/or the PAS systems and radiology 
systems. The three areas were chosen because they represent three 
different types of data collection that underpin BPT.  
■ Day case laparoscopic cholecystectomies BPT – nationally mandated 

data. This is collected in the admitted patient care commissioning 
dataset. 

■ Fragility hip fracture BPT – national dataset that is not mandated. This 
is collected in the NHFD. The NHFD is managed and collected through 
a joint venture of the British Geriatrics Society and the British 
Orthopaedic Association. Trusts submit activity with the additional data 
items required by the NFHD and commissioners determine compliance 
with best practice using reports compiled from data submitted. 

■ Stroke BPT– a dataset where the information on key targets is sent to 
commissioners to support reimbursement. Organisations link flagged 
activity from SUS PbR with clinical data to determine compliance and 
make the necessary financial adjustments. 
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If you require a copy of this document in an alternative 
format or in a language other than English, please call: 
0844 798 7070 

We welcome your feedback. If you have any comments on this report or 
are intending to implement any of the recommendations, please email: 
nationalstudies@audit-commission.gov.uk 
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