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Abstract

Commissioning describes the process of contracting appropriate care services to address pre-identified needs through pre-

agreed payment structures. Outcomes-based commissioning (i.e., paying services for pre-agreed outcomes) shares a common 

goal with economic evaluation: achieving value for money for relevant outcomes (e.g., health) achieved from a finite budget. 

We describe considerations and challenges as to the practical role of relevant outcomes for evaluation and commissioning, 

seeking to bridge a gap between economic evaluation evidence and care commissioning. We describe conceptual (e.g., 

what are ‘relevant’ outcomes) alongside practical considerations (e.g., quantifying and using relevant endpoint or surrogate 

outcomes) and pertinent issues when linking outcomes to commissioning-based payment mechanisms, using England as a 

case study. Economic evaluation often focuses on a single endpoint health-focused maximand, e.g., quality-adjusted life-

years (QALYs), whereas commissioning often focuses on activity-based surrogate outcomes (e.g., health monitoring), as 

easier-to-measure key performance indicators that are more acceptable (e.g., by clinicians) and amenable to being linked with 

payment structures. However, payments linked to endpoint and/or surrogate outcomes can lead to market inefficiencies; for 

example, when surrogates do not have the intended causal effect on endpoint outcomes or when service activity focuses on 

only people who can achieve prespecified payment-linked outcomes. Accounting for and explaining direct links from com-

missioners’ payment structures to surrogate and then endpoint economic outcomes is a vital step to bridging a gap between 

economic evaluation approaches and commissioning. Decision-analytic models could aid this but they must be designed to 

account for relevant surrogate and endpoint outcomes, the payments assigned to such outcomes, and their interaction with 

the system commissioners purport to influence.

1 Introduction

Commissioning describes the process of assessing the needs 

of people in an area then contracting appropriate care ser-

vices to address these needs through pre-agreed payment 

structures. Commissioning of care services is commonly 

achieved at local/regional levels rather than national levels. 

In England, the Health and Care Act 2022 embedded joint 

working between the health and social care systems, with 

the centrepiece being integrated care systems (ICSs), i.e., 

geographical area-based agencies responsible for planning 

local services to improve health and reduce inequalities [4, 

5]. Although this is one example of evolving government 

infrastructure, the role of local government and associ-

ated commissioning practices to address achieving relevant 
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Key Points for Decision Makers 

Much has been written regarding how outcomes-based 

commissioning fits with a value-based healthcare frame-

work, however little relates to economic evaluation, 

despite it being a key method for judging the value for 

money of care interventions.

The commissioning landscape involves outcome frame-

works for monitoring and evaluating services but these 

are often not the basis by which services are prospec-

tively commissioned. Instead, activity tends to be the 

main commissioning focus to which service payments 

are linked. This is seemingly at odds with how patient-

centred value is quantified within economic evaluation 

that focuses on a health maximand typically quantified 

using quality-adjusted life-years.

Care commissioners tend to link payment structures to 

surrogate outcomes (often based on healthcare activity) 

as an expenditure-based policy instrument to influence 

the system within their jurisdiction, and then rely on 

causal mechanisms to achieve the relevant (health) out-

come that economic evaluations can quantify and report 

on explicitly.

Those conducting economic evaluation need to develop 

better ways to account for and communicate links from 

commissioning payment structures to surrogates and 

endpoint outcomes in their analyses (e.g., via decision-

analytic models).

outcomes (e.g., health) and reducing associated inequalities 

has long been recognised as important internationally [6–8].

Outcomes-based commissioning is a set of arrangements 

whereby a service is defined and remunerated based on pre-

agreed outcomes, associated with similar concepts such as 

outcomes-based ‘reimbursement’ or ‘contracts’ proposed for 

medicine implementation [9–13]. Outcomes-based commis-

sioning is akin to ‘payment by results’ (PbR), which gained 

traction in National Health Service (NHS) England follow-

ing the 2011 ‘Open Public Services: white paper’ [14]. PbR 

is a system for paying NHS healthcare providers a standard 

national price/tariff for each patient seen or treated; how-

ever, this scheme pays for activity undertaken rather than 

outcomes achieved [14–17]. Thus, outcomes-based com-

missioning requires shifting from a framework by which 

services are purchased and resources allocated for units of 

activity (e.g., hours/days/weeks of service provision) for 

predefined needs to what is needed to ensure service users’ 

predefined outcomes are achieved [10–13].

Economic evaluation frameworks quantify the difference 

in both costs and outcomes between two or more alterna-

tive courses of action. All forms of economic evaluation 

are related to value for money, with costs representing an 

integral aspect of the evaluation process owing to the result-

ant opportunity costs from resources not being available for 

other purposes [18]. Cost-effectiveness analysis (CEA) as 

a form of economic evaluation is operationalised with the 

normative stance that a relevant outcome from healthcare 

should be health, often quantified using quality-adjusted 

life-years (QALYs) [Appendix S1 describes other frame-

works]. Incremental cost-per-QALY comparisons is the 

basis by which health technology assessment (HTA) agen-

cies internationally, such as the National Institute for Health 

and Care Excellence (NICE) for England and Wales, suggest 

whether a new health technology is cost effective relative to 

any alternative(s) [19, 20]. As such, outcomes-based com-

missioning shares a common goal with economic evalua-

tion and HTA processes, i.e., achieving value for money 

for relevant outcomes (e.g., health) achieved from a finite 

budget. However, even though HTA guidance for conducting 

economic evaluation seeks to be transparent and accessible, 

focus on HTA guidance for conducting economic evaluation 

may not be appropriate in all circumstances [7, 8, 19, 21]. 

For example, as commissioning is often based on activity 

undertaken not outcomes achieved, a disconnect potentially 

emerges between the evidence produced to inform HTA pro-

cesses and that to inform commissioning, leading to poten-

tially inefficient use of finite finances when trying to achieve 

differential outcomes [7, 8, 22, 23].

The current article is part of a trilogy of articles pub-

lished in Applied Health Economics and Health Policy. Each 

article has explored the potential disconnect between eco-

nomic evaluation processes and evidence, which have often 

been driven by guidance developed for HTA processes at 

a national level, compared with the needs and objectives 

of local and national government agents [7, 8, 19]. Our 

previous article by Howdon et al. [8] focused particularly 

on costs, whereas the article by Hinde et al. [7] focused on 

(health) inequality. The current article focuses specifically 

on outcomes, as although much has been written in regard to 

how outcomes-based commissioning fits with a value-based 

healthcare framework, less has been written on how it relates 

to economic evaluation [24]. As such, our aim is to describe 

considerations and challenges as to the practical role of rele-

vant outcomes for economic evaluation and commissioning, 

to bridge a gap between the evidence generated and required 

in the two settings, using England as a case study.
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2  Outcomes and Activity‑Based 
Commissioning: An Overview Using 
England as a Case Study

In the UK under the New Labour government from 1997 

to 2010, local commissioners were tasked with imple-

menting priorities set by central government and comply-

ing with national standards, enforced through the setting 

of targets and use of performance management frame-

works [25]. Subsequently, key performance management 

systems and associated standards became increasingly 

focused on outcomes and outcomes-based commissioning 

[12, 25]. Different test beds of outcomes-based commis-

sioning have occurred across public services; for exam-

ple, programmes to support troubled families and to help 

people who are long-term unemployed back into work 

[12, 26, 27]. These concepts fed into health and social 

care, with some local areas introducing outcomes-based 

contracts across physical and mental health services, and 

adult social care [13, 16]; however, often such contracts 

are linked with activity (e.g., PbR) rather than outcomes. 

For example, the NHS’s Quality Outcomes Framework 

(QOF; see Box 1) refers to ‘outcomes’, but its dominant 

focus is activity associated with good quality care which 

can also be considered on the causal pathway to better 

outcomes; that is, healthcare activity as a surrogate for 

achieving health outcomes (Sect. 4 describes the nature 

and use of surrogates) [1, 3].

Outcome frameworks have been developed for ser-

vices that could form the basis of outcomes-based com-

missioning, but have not been operationalised as such; 

for example, the Adult Social Care Outcomes Frame-

work (ASCOF) in England (see Box 2). In spite of the 

ASCOF’s use both locally and nationally to set priorities 

for care and support, alongside measuring progress and 

strengthening transparency and accountability, it has not 

gained traction for outcomes-based commissioning [2]. 

Instead, what is generally observed in the commission-

ing landscape is an interest in outcomes and outcome 

frameworks for monitoring and evaluating services, but 

such outcomes are not the basis by which services are 

prospectively commissioned. There are however good 

reasons why commissioning remains focused on activity 

rather than directly based on endpoint outcomes, which 

includes defining and quantifying relevant outcomes 

(Sect. 3); use of activity-based surrogate outcomes com-

pared with endpoint outcomes (Sect. 4); and issues when 

linking outcomes to commissioning payment structures 

(Sect. 5).

 Box 1 National Health Service’s Quality Outcomes 
Framework for general medical services: 
an overview

The NHS’s QOF, introduced as part of the GMS con-

tract in 2004, is a pay-for-performance scheme designed 

to remunerate GP practices for providing good quality 

patient care and to fund further work to improve the qual-

ity of care delivered. Although the QOF was part of a 

revised contract for GPs, participation in the QOF is vol-

untary and NHS Digital states that QOF “… is not about 

performance management but resourcing and reward-

ing good practice” [1]. The QOF is based on the use of 

indicators across five domains: Clinical, Public Health, 

Public Health—Additional Services, Public Health—

Vaccination and Immunisation, and Quality Improve-

ment. Indicators are agreed as part of yearly GP contract 

negotiations, with indicators having associated points that 

can be rewarded to GP practices based on the activity-

related indicators, for which there is published guidance, 

e.g., for 2021/2022 [3]. Furthermore, as the QOF is a 

voluntary ‘reward and incentive’ scheme, it is not the 

basis by which the service is commissioned compared 

with a voluntary extra; however, under the GPs’ contract, 

the QOF is a key area where GPs can make a difference 

to their income.

NHS National Health Service, QOF Quality Outcomes 

Framework, GMS general medical services, GP General 

Practitioner

 Box 2 The Adult Social Care Outcomes Framework 
in England: four key outcomes

The ASCOF in England, published in 2011, specified 

four key outcomes [2]:

1. enhancing the quality of life for people with care and 

support needs;

2. delaying and reducing the need for care and support;

3. ensuring that people have a positive experience of 

care and support;

4. safeguarding adults whose circumstances make them 

vulnerable and protecting them from avoidable harm.

In spite of the ASCOF’s use both locally and nation-

ally to set priorities for care and support, alongside 

measuring progress and strengthening transparency and 

accountability, the ASCOF has not gained traction for 

outcomes-based commissioning [2].

ASCOF Adult Social Care Outcomes Framework
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3  Defining and Quantifying Relevant 
Outcomes from Healthcare

While reflecting on health expenditure and equity, Culyer 

[28] suggests that a key outcome of healthcare is health, 

thus health should be a relevant outcome of interest for 

policymakers. Undoubtedly there are other complementary 

perspectives to this normative stance, e.g., the capability 

approach [29], and health and social care systems also try to 

achieve other complementary objectives, such as improving 

clinical care, service management, patient focus, and exter-

nal focus [30]. However, an issue is how to quantify ‘health’ 

and use that quantification to inform decision making [31].

Health, among other constructs, can be defined and 

quantified in different ways, which has in part been done 

using patient-reported outcome measures (PROMs) [32]. 

Health-focused PROMs can have a generic (e.g., EQ-5D) or 

condition-specific (e.g., Patient Health Questionnaire-9 for 

depression [PHQ-9]) health focus [31, 33–35]. PROMs have 

also been developed to capture other relevant outcomes and 

for specific uses within or outside of healthcare, such as the 

capability-based ICECAP or Adult Social Care Outcomes 

Toolkit (ASCOT) measures [36–39]. However, PROMs will 

always be a necessarily restricted perspective of the con-

struct it purports to represent, e.g., health or other relevant 

constructs. Despite limitations associated with the use of 

PROMs, there has been an evolution in their development 

and use; for example, to capture key performance metrics 

for health services such as the NHS’s national PROMs ini-

tiative (which used the EQ-5D) and mental health services 

such as NHS England’s Talking Therapies for anxiety and 

depression services (which uses the PHQ-9, among other 

PROMs) [40–42]. As such, perhaps routinely collected 

PROMs could form the basis of outcomes frameworks to 

support outcomes-based commissioning. For example, Por-

ter’s value-based healthcare arguments stress a focus on an 

increase in patient-centred outcomes, with value defined 

as the health outcomes achieved for each dollar spent [43]. 

Value-based healthcare incentives have become an area 

where PROMs have been suggested to have a role, although 

not all value-based incentives focus on patient-reported out-

comes or, when they do, capture outcomes that are important 

to all patients [44].

However, despite the growing and sustained use of 

PROMs to capture relevant endpoint outcomes, there is 

sparce evidence of outcome measures being directly used 

to inform localised commissioning decisions. A key restrict-

ing consideration around outcomes-based commissioning is 

if the approach will alleviate pressures on the finite budg-

ets of localised commissioners or increase costs due to the 

additional resources required to quantify and monitor the 

relevant predefined outcomes [16]. As such, data collection 

itself presents an opportunity cost and poor data quality 

could have negative impacts/consequences for outcomes-

based commissioning. Therefore, due to the resources 

required to constantly and appropriately capture such end-

points, this has in part lead to the requirement of using sur-

rogate outcomes [45].

4  Surrogate and Endpoint Outcomes: 
Conceptual and Practical Considerations

Surrogate outcomes are those that may correlate, predict, or 

causally impact the endpoint outcome, typically occur earlier 

than the endpoint outcome of interest (e.g., at intermediate 

points), and tend to be easier to observe/quantify than the 

endpoint outcome of interest [45–47]. An issue with sur-

rogate outcomes is that they do not have a guaranteed rela-

tionship with the endpoint outcome and therefore there are 

risks associated with their use [48, 49]. However, when an 

appropriate relationship is evidence-based, using surrogate 

outcomes have many benefits, including for commissioning 

and economic evaluation, e.g., see Box 3 [50–52].

Adopting easier-to-capture surrogate measures from 

health and care administrative data (e.g., as key perfor-

mance indicators) has practical benefits and may be better 

understood or accepted by the clinical teams who collect 

this information as part of ‘service as usual’, e.g., meas-

ures of service uptake, activity, and/or disease incidence/

prevalence. For example, capturing prescription activity for 

statins is relatively easy (Box 3) in comparison with cap-

turing cholesterol levels (which requires a blood test) and 

change to cardiovascular events (which has challenges in 

terms of defining relevant events and potential longevity of 

the impact).

The use of surrogate outcomes can also form the basis 

of decision-analytic modelling approaches, which have 

been used to inform decision-making processes [53, 54]. 

Decision-analytic modelling involves mathematical analysis 

to define the potential consequences of a set of alternative 

options (e.g., treatments or policies), drawing on estimates 

of transition probabilities among other parameters (e.g., 

costs or utilities) from a range of potential sources [55]. 

Compared with statistical analysis of direct endpoints (e.g., 

PROMs), decision-analytic modelling building on surrogates 

to estimate endpoint outcomes can be populated based on 

existing evidence, as well as allowing an extrapolation to 

the longer-term, e.g., what prescribing statins now could 

mean to reduced cardiovascular events and death rates in 

the future [55].

Importantly, surrogates do not necessarily have intrinsic 

value, but rather their importance is due to their associated 

or causal impact on patient-centred outcomes and longer-

term endpoints. As such, their use relies on commissioners 
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understanding and having suitable evidence as to the antici-

pated effect of their chosen surrogate on the actual outcomes 

of interest, and also retaining an overall understanding that 

such surrogates are distinct from the endpoint of interest.

 Box 3 Example use of surrogate outcomes: 
prescribing statins and body mass index 
monitoring

Prescribing statins: A sufficient evidence-base suggests 

that the activity of prescribing statins reduces blood cho-

lesterol, which subsequently reduces the risk of associ-

ated cardiovascular events in those with cardiovascular 

risk factors [2]. This does not mean that every individual 

prescribed a statin will avoid a cardiovascular event, as 

this depends on a range of behavioural (e.g., adhering to 

taking the prescribed statins) and biological (i.e., statins 

and their impact on low-density lipoprotein cholesterol 

in the blood) factors; however, on average, prescribing 

statins reduces the risk of cardiovascular events because 

people (often) adhere to their use, and biologically they 

work well [2].

BMI monitoring: The NHS England’s Health Checks 

for all 40- to 74-year-olds included BMI monitoring as 

a means of reducing health risks, not because the health 

service is interested in a person’s body fat per se but 

rather because of the extensive body of empirical lit-

erature that suggests BMI is used as a surrogate of body 

fat-related disease risk (e.g., heart disease and diabetes) 

such that monitoring BMI is a logical and evidence-based 

activity [5, 6].

BMI body mass index, NHS National Health Service

5  Linking Outcomes to Payment Structures: 
A Major Challenge

A key issue for commissioning is at what point in the care 

pathway should payments be linked, e.g., should payments 

be linked to endpoint outcomes achieved, as may be pre-

ferred for outcomes-based commissioning, or at an inter-

mediate point in the pathway, such as healthcare activity 

(i.e., as a surrogate). Linking payments to non-activity-based 

outcomes, such as a reduction in body mass index (BMI; 

rather than just the activity of monitoring BMI) for example 

(see Box 3), can lead to ‘gaming the system’, where clini-

cians may be more likely to take on patients they consider 

more likely to achieve this outcome. There is evidence that 

this has occurred in other parts of the system, such as when 

PbR was introduced into drug treatment services in pilot 

sites in England [56]. Linking payments to health outcomes 

may also perpetuate inequalities in health outcomes, as 

poorer outcomes are often linked with patients from lower 

socioeconomic areas, and hence services with a higher con-

centration of these patients may struggle to achieve the same 

outcomes. However, there is the potential for risk-adjusted 

payment and performance schemes, e.g., risk-adjusted PbR 

[57, 58]. For example, using bundled base payments that 

allow for efficient resource allocation as an objective of tra-

ditional PbR schemes, but alongside bonus payments that 

can directly discourage low-value services and encourage 

activities that promote clinical quality, patient well-being, 

and satisfaction [57, 58]. Such bonus ‘risk adjustment’ pay-

ments can avoid potential negative consequences associated 

with traditional PbR schemes, but with additional data col-

lection and monitoring costs [57, 58].

There are situations that even when evidence-based treat-

ment is provided, the patient’s final endpoint outcome is 

outside the control of the health system; thus, focusing on 

surrogate outcomes can be preferred to focusing on end-

point outcomes. For example, a clinician presented with 

two identical stroke patients to whom they provide the same 

evidence-based treatment may end up with a disparate set 

of outcomes. Although results can and will be averaged 

out over patients, clinicians may feel unfairly penalised 

for things that are beyond their control when undertaking 

evidence-based activities. There is evidence that clinicians 

are resistant to payment systems linked to endpoint (health) 

outcomes compared with payments for undertaking the rec-

ommended, evidence-based activity [24].

There are also clinical areas where patients are unlikely 

to achieve a change in a measurable outcome or one that 

can be linked to payment structures. Mental health services 

are one area where efforts have been made to link payments 

with outcomes, with most countries focusing on using the 

Health of the Nation Outcome Scales (HoNOS) to cluster 

patients and hence link patient complexity with costs. How-

ever, studies have found that there is limited evidence for 

HoNOS scores predicting changes in activity and associated 

costs within secondary care services [59]. Mental health rep-

resents a tricky patient group, as many patients may never 

see an improvement in outcomes, or current outcomes are 

not sensitive to the ‘needs’ of the patients, thus linking pay-

ments to such outcomes represents a complex consideration. 

Linking payments to relevant outcomes that are unlikely to 

be wholly quantifiable is a complex area (with mental health 

being one example), alongside working out a reasonable 

price/payment for that outcome; however, there is ongoing 

work to better facilitate dynamic pricing of pharmaceuti-

cal innovations when we cannot observe the outcome(s) in 

time that perhaps could inform dynamic payment models for 

commissioned services in the future [60].

Although payment systems do exist and are being used, 

there is mixed evidence about the effectiveness of such 

pay-for-performance schemes; e.g., long-running schemes 

such as the QOF have limited cost-effectiveness evidence 
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supporting their use [61]. There are also lessons that can 

and need to be learnt before introducing payment structures 

linked to surrogate or endpoint outcomes, including careful 

consideration as to what happens if such payment schemes 

were ever removed [62]. Overall, if payments are to be 

linked to surrogate or endpoint outcomes, care needs to be 

taken when choosing which outcomes to measure and subse-

quently link to payments, as there are potentially unintended 

consequences. For example, commissioning based on sur-

rogate or endpoint outcomes may unintentionally exacerbate 

inequalities [63]. Given these complexities, both commis-

sioners and economic evaluation must attempt to account for 

the influence of payments on both surrogate and endpoint 

outcomes to enable an efficient (and potentially equitable) 

use of finite resources.

6  Better Alignment of Economic Evaluation 
and Care Commissioning: Accounting 
for Outcome Payments

As commissioners deal with complex systems that often 

necessitate short-termism, a focus on payments at interme-

diate points along the system as surrogates to influence the 

endpoint outcome is perhaps inevitable [8]. As such, if eco-

nomic evaluation is to be useful for commissioners, it must 

account for surrogate and endpoint outcomes, alongside 

any associated resource use and costs, including payments 

for achieving such outcomes; decision-analytic models can 

aid with this aspect. Decision-analytic models can directly 

represent the surrogates (e.g., activity) commissioners are 

focused on and how this relates to the economic evaluation, 

and also allows commissioners to see a quantification of how 

such surrogates are leading to potentially (in)efficient and/or 

(in)equitable changes in endpoint outcomes. By extension, 

this also facilitates an assessment of the potential suitability 

of that surrogate for achieving endpoint outcomes of interest.

However, decision-analytic tools for HTA often focus 

on cohort-based disease and/or care pathway models (e.g., 

whole-disease models) that are not necessarily sufficient to 

represent the complex systems within which commission-

ing decisions occur [64, 65]. In comparison, more complex 

models such as discrete event simulations (DES) and agent-

based models can better represent individuals and the system 

within which they reside, but require additional knowledge 

and data to develop [66, 67]. Despite their complexity, DES 

and agent-based models are growing in use [66–69].

Additionally, decision-analytic models and economic 

evaluations in general need to better account for commis-

sioning payment structures. Such payment structures are 

expenditure-based policy instruments that are within com-

missioners’ control to influence the system within their 

jurisdiction [70]. As such, not accounting for the cost and 

nature of such payments is in essence missing a key aspect 

of keen interest to such local decision makers [8]. As such, 

we propose four key considerations for accounting for these 

payment structures within an economic evaluation:

1. the monetary value of the total payment (e.g., the addi-

tional activity-based payment, not just the cost of the 

activity);

2. the influence that payment has on the surrogate and/

or endpoint outcome and if the outcome is done as 

‘needed’ rather than just to gain the payment, e.g., by 

gaming the system;

3. the elasticity of the payment’s influence on the outcome 

(e.g., how an increase/decrease in payment has an influ-

ence on the activity);

4. the subsequent influence on the transition probabilities 

of a patient moving onto the next step (e.g., next sur-

rogate outcome) up to the endpoint outcome.

Accounting for these aspects will not only better quantify 

how commissioning payment structures are influential in the 

economic evaluation but also to what extent payments linked 

to such surrogates are appropriate when also accounting 

for endpoint outcomes (e.g., population health). Although 

such considerations are accounted for in some public health 

policy models, such as those focused on the minimum unit 

price for alcohol (albeit focusing on the publics’ actions to 

such cost changes, not commissioning payment structures), 

the relevance of such aspects have not been considered as 

relevant for all commissioner-focused modelling activities 

[71, 72]. For example, limited work has been done in cal-

culating willingness-to-accept when estimating a suitable 

monetary value for the potential reimbursement payment, 

with one German study finding that a tenfold increase in 

payment almost doubled potential participation in a pay-for-

performance scheme (from 28 to 50%); whether this addi-

tional payment is an efficient use of finite resources though 

would be a necessary next-step before implementing such a 

higher payment [73].

Even if an appropriate model is designed, and the appro-

priate payments and their influence accounted for, the adop-

tion of economic evaluation into local decision making 

still requires accessibility and acceptability of what is pro-

duced [74]. There is always a trade-off between simplicity/

understandability and complexity/accuracy, with the mid-

dle ground perhaps being sufficiency: what is sufficient to 

guide decision making? Arguably, a simpler model that can 

be used by commissioners is better than a more complex 

model that commissioners cannot or do not use; however, if 

decision-analytic models become common to inform com-

missioners, this will aid with broader understanding of the 

use of models and facilitate the use of more complex models 

over time. Although decision-analytic models are often used 
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to guide local and national decision makers, the extent to 

which they are designed appropriately and understood with 

certainty is still questionable. The negative consequence 

though is that if local decisions are focused on surrogates 

with little consideration of their influence on the endpoint 

outcome, such decisions are potentially leading to inefficien-

cies and inequalities. Even a simple model can aid commis-

sioners understand links from surrogates/activity to endpoint 

outcomes, but striving for more complexity can potentially 

improve precision and accuracy with public benefits.

7  Discussion

Within this article, we have described the idea and basis of 

what are or could be considered relevant endpoint or sur-

rogate outcomes for economic evaluation that are consist-

ent with care commissioning. Although commissioners and 

those who conduct economic evaluations would agree that a 

relevant outcome from the healthcare system is an endpoint 

outcome associated with health, which is often the key head-

line result presented as part of the HTA-focused economic 

evaluation evidence-base (e.g., the cost per QALY was £×); 

a key difference is that whereas economic evaluations explic-

itly quantify the relevant outcome of health, often in the 

form of QALYs, healthcare commissioners are faced with a 

complicated task, which often means that activity-based sur-

rogates are the actual key focus for commissioners compared 

with the endpoint outcome of health. It would be unreason-

able to suggest that it is possible or even beneficial to fully 

align economic evaluation with commissioning processes, 

such as by having both processes focus on a single QALY 

outcome as a means of outcomes-based commissioning, for 

example. However, if the two do not align then choices made 

concerning what interventions/services should be funded 

based on HTA-focused economic evaluation evidence may 

conflict with what commissioners may choose based on 

their objectives, which may not necessarily align; thus, this 

has the potential to result in inefficient commissioning of 

services relative to the outcomes achieved. Therefore, we 

need to consider more carefully what needs to change to 

better align care commissioning with economic evaluation, 

and if there are methods/approaches that already exist that 

can bridge this gap. Debatably, such methods do exist (e.g., 

appropriate decision-analytic modelling techniques) and 

economic evaluation methods are particularly apt at linking 

costs (e.g., commissioning payment structures) with out-

comes (e.g., surrogates up to endpoint outcomes); therefore, 

there is the potential to bridge this gap between current eco-

nomic evaluation evidence that has often focused on HTA 

requirements, and the needs of commissioners whose focus 

on surrogate outcomes need to be better accounted for to 

understand if an efficient and equitable endpoint outcome 

(e.g., population health) can be better achieved in a way that 

is value for money.

7.1  International and Generalisable Considerations 
Beyond our English Case Studies

The notion of ‘local-level economic evaluation’ is a con-

sideration internationally, such as suggested within a recent 

publication that sought to describe the nature, value, and 

sustainability of local-level economic evaluation in the con-

text of Australia [75]. Internationally, local governing agents 

(e.g., commissioners) have their own names, roles, struc-

tures, and nuances between countries and even within coun-

tries. The institutional context of healthcare at the local level 

is more diverse and complex than the concept of the national 

healthcare state [70]. However, all health systems need to 

identify ways that payments into the healthcare system can 

lead to efficient (and, where desirable, equitable) outcomes 

by aligning such payments with endpoint outcomes directly 

or through the use of surrogates.

Without fully accounting for healthcare system and 

payment structure nuances internationally, a key con-

sideration for those conducting economic evaluations 

to inform resource allocation within those systems is 

that payments into the care system should be seen as 

an expenditure-based policy instrument that should be 

accounted for in the economic evaluation [76]. If an eco-

nomic evaluation is not accounting for such payments 

and their influence, then the economic evaluation is 

potentially missing a key part of the system it purports 

to represent. These payments are key aspects care com-

missioners are particularly interested in understanding, 

given they directly relate to their budgetary spending and 

agent-based objectives such as achieving better popu-

lation health (i.e., an endpoint outcome) through influ-

encing activity within the system (i.e., as a surrogate 

outcome) [7, 8].

7.2  Other Considerations

We have purposely chosen to ignore other relevant con-

siderations within this article, such as the broader role of 

costs and (health) inequality, as we have addressed these 

relevant considerations elsewhere [7, 8], although it is 

worth (re)stating that the economic evaluation frame-

works described in this article and Appendix S1 focus 

on efficiency rather than equality or equity considera-

tions. While framework extensions are possible to incor-

porate equity considerations, such as distributional CEA 

(DCEA), the relevance of these approaches to the com-

missioning landscape have been discussed elsewhere [7, 

77, 78]. In essence, maximising health outcomes comes 

with a trade-off with balancing equality or improving 
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equity [79, 80]. With health inequalities a recurring 

theme as a barometer for a well-functioning healthcare 

system, and equitable access a dominant aim of many 

health settings, there are pressures for commissioning 

to address such imbalances [81–84]. Thus, a future dis-

connect to bridge may be that between DCEA (and its 

associated evidence-base) and commissioning.

An additional disconnect between commissioning and 

HTA-focused economic evaluation is that of the relevant 

opportunity costs, i.e., what is being displaced for some-

thing else. For HTA, the opportunity cost is in relation to 

a new health technology compared with current/standard 

care, with the QALY-based cost-effectiveness threshold 

and associated monetary value of health also being a 

related (and debated) consideration [85–88]. The oppor-

tunity cost when commissioning services is different, as 

commissioners are trying to allocate their budgets across 

currently existing services, resulting in investment/dis-

investment decisions potentially across sectors (e.g., 

for ICSs across health and social care) when something 

new is to be introduced, thus the relevant comparison 

might be quite different. In the case of disinvestment 

decisions for example, the decision might not just be an 

enhanced mental health service compared with current 

mental health service only, whereby we are displacing 

the current and potentially less efficient service for the 

newer more efficient but more expensive service; rather, 

due to finite and fixed budgets, the broader decision is if 

we spend more money on a new, more expensive, albeit 

more efficient, enhanced mental health service at all, we 

have to disinvest in an existing service beyond that men-

tal health service to balance the budget, e.g., partial or 

complete disinvestment in a drugs rehabilitation service, 

in order to balance the decision-makers’ budget across 

their jurisdiction. This disinvestment decision represents 

a broader consideration of disinvestment than current 

HTA processes directly account for within an economic 

evaluation, although the issue of disinvestment compared 

with investment has been discussed and debated also in 

relation to HTA [89–91].

8  Conclusion

It is our perspective that economic evaluations and care 

commissioners are not necessarily focused on achiev-

ing different outcomes, e.g., from the healthcare system 

perspective, the maximisation of health. However, care 

commissioners must necessarily use surrogate outcomes 

(often based on activity) and rely on causal mechanisms 

to achieve the relevant outcome that economic evalu-

ations can quantify and report on explicitly. One way 

to bridge the gap could be to instate outcomes-based 

commissioning based on the QALY: QALYs as a metric 

of health-related quality and length of life is almost cer-

tainly an outcome of interest to the healthcare system and 

therefore could be the basis of commissioning services if 

the system was amenable to its use. However, the com-

missioning landscape seems to have issues/concerns with 

outcomes-based commissioning (not just if there was an 

attempt to link payments to QALYs gained), such that 

linking payments to endpoint outcomes compared with 

activity-based surrogates can lead to inefficiencies and 

inequalities rather than enabling commissioning of cost-

effective care.

Overall, it seems necessary for economic evaluations 

and commissioning to be focused on different primary 

outcomes (i.e., health compared with healthcare activ-

ity), but commissioners and researchers need to have a 

shared understanding that this is for practical reasons. 

Fundamentally, those conducting economic evaluations, 

as well as care commissioners, are all interested in trying 

to improve health outcomes from a constrained budget. 

However, we need to develop better ways to account for 

and communicate the link from commissioning payment 

structures to surrogate and endpoint outcomes to achieve 

a shared understanding of how economic evaluation evi-

dence is relevant to care commissioning, when properly 

designed and conducted, alongside the influence that 

focusing on surrogates has on endpoint outcomes, such 

as when the overall relevant endpoint outcome is health.
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