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Summary

Background. Due to the growing increase in the needs of health 
systems in the field of financial and human resources manage-
ment, performance-based payment has been the subject of atten-
tion by health and welfare policymakers. This study aimed to com-
pare the components of performance-based payment in selected 
countries.
Methods. This comparative study was conducted in 2021. The 
selection of countries was based on three measures: the type of 
health insurance system, the development of the performance-
based payment system, and the state of economic development 
of the countries. The findings were organized using comparative 
analysis tables. The general framework of performance-based 
payment systems, including goals, activities and actions, people 
involved in the program, and the way of encouraging and punish-
ing, was used for analysis.

Results. The findings of the study showed that in most of the pro-
grams, aspect of clinical quality has the highest weight. Other 
dimensions include patient experience and satisfaction, physi-
cian financial performance, and patients’ access to services. In 
most programs, various risk adjustment methods such as excep-
tion reporting, combined payments, payment according to demo-
graphic characteristics, were used to reduce provider risk, and 
clinical service providers were actively involved in the program 
design progressive.
Conclusions. Despite the widespread use of performance-based 
payment programs in most countries, these programs face limita-
tions and shortcomings. By linking incentives to individual, team, 
and organizational performance, a performance-based payment 
program can improve teamwork, and create integrated health 
care.

Introduction
Health organizations have a special position in the 
society due to their duties in the field of prevention, care, 
treatment and rehabilitation, and any weak performance 
in their management causes a delay in timely treatment 
and disease progression or death  [2, 1]. Given that in 
hospitals, human resources play a main role as the core 
of the organization, inefficient payment systems and 
insufficient salary or wage has led to some problems, 
such as absence at work, employee dissatisfaction, 
conflicts between employees, quitting the job, strike, and 
complaints  [3, 4]. Having a motivated and competent 
workforce and a performance evaluation system 
increases the effectiveness and efficiency of services in 
health care delivery [5, 6]. Performance appraisal seeks 
to find the most accurate and cost-effective methods for 
measuring job performance and job satisfaction  [7, 8]. 
Considering that financial incentives are one of the most 
important factors affecting individual and organizational 

behavior in the health sector and have many effects 
on the health system and the quality and quantity of 
services, health sector managers should consider the 
powerful effects of motivation on employees’ behavior 
in designing a payment system  [9, 10]. According to 
Steven’s study, giving employees 10% more bonuses 
can be motivated them [11]. Pay for Performance (P4P) 
is a payment model that attempts to reward measured 
dimensions of performance and incentivize health service 
providers to achieve predetermined goals by financial 
incentives [12, 13]. P4P was created in order to improve 
quality and efficiency and reduce additional costs by 
providing financial incentives to payers and service 
providers to establish a relationship between economic 
incentives and the quality of their performance  [14]. 
P4P is different from other traditional payment methods. 
Traditional methods relate income to workload and do 
not consider paying for quality, while P4P explicitly 
addresses efficiency and effectiveness  [15]. The most 
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important advantage of P4P is that they significantly 
improve the organization’s performance without 
putting additional financial pressure on it  [16]. P4P 
programs intend to improve the system performance 
and accountability by motivating health workers and 
increasing their independence in employing available 
resources [17]. Based on the principal-agent theory, P4P is 
expected to align payers’ and providers’ motivations [18]. 
Motivation, defined as an individual’s willingness to try 
and act towards organizational goals [19]. Other benefits 
of P4P system include attracting potential job seekers, 
retaining employees, motivating employees, paying 
according to legal regulations, curbing organizational 
costs, and simplifying strategic goal  [20-22].The P4P 
in different countries has different results. For example, 
implementing this system in the UK, which has one of 
the most comprehensive P4P programs at the primary 
care level in the world, has improved uterine screening 
tests and immunization, as well as improving the quality 
of the services provided before the introduction of the 
program [23]. In Turkey, P4P has also led to an increase in 
the productivity of doctors and a decrease in the number 
of patients per physician [24]. In general, implementing 
this system in Turkey has been satisfactory and has led to 
an increase in the quality of health services [25]. Contrary 
to the successful experiences in the implementation of 
this system, in some countries, the implementation of 
this system has faced problems, the main reasons for 
this are the costly and time-consuming implementation 
of the program, the resistance of healthcare workers to 
change, and the lack of Adequate infrastructure prior to 
implementation [26, 27]. For example, in Canada, due to 
the lack of an accurate performance evaluation system in 
many healthcare organizations, these organizations were 
not successful in applying performance-based payment 
methods  [28].P4P has been widely implemented in 
developing countries over the past decade and has shown 
favorable results despite the existence of little evidence. 
Evidence has shown that P4P has led to improve 
chronic disease care  [29], reduced hospitalization and 
mortality [30], improve documented care processes [31] 
and cost savings  [32]. Insurance organizations, as 
service buyers and custodians of the payment lever in 
the health system, are obliged to move in the direction 
of connecting payments with performance quality. If an 
important reward such as payment cannot be linked with 
results, it will lead to a decrease in motivation and a drop 
in performance  [33]. On the other hand, deterrents for 
violators should be designed large enough to encourage 
providers to invest in order to achieve performance 
goals  [34].Without financial penalties and punitive 
options (for non-compliant and delinquent providers), 
P4P will only increase health costs [35]. Considering that 
P4P is a step towards achieving quality [36], this study was 
conducted with the aim of comparing the components of 
the P4P system in selected countries. This study has tried 
to identify the organization of P4P systems in selected 
countries to help planners and policy makers in designing 
a sustainable and effective P4P system.

Methods

Search strategy and selection process
This comparative study was conducted in 2021. In 
this study, a five-step protocol including determining 
the countries to be studied, searching for relevant 
documents, selecting documents, extracting data, and 
reporting, was used to conduct this comparative review. 
Searching for electronic resources based on the keywords 
of “Performance-based payment”, “Quality-based 
payment”, “Outcome-based payment”, “Value-based 
payment”, “Performance evaluation indicators” and 
“Quality evaluation indicators” and selected countries 
was conducted. These keywords were combined with 
Scopus and PubMed databases, Google Scholar, Google 
search engine, as well as the websites of the Ministry 
of Health, the World Bank, OECD, and WHO. The 
inclusion measures for the study included all articles and 
documents published between 2000 and 2021, relating 
to performance - based pay in selected countries.
The measures for entering the countries into the study 
included the type of health insurance system, the extent 
of using the performance-based payment system, and 
the economic development status of the countries. 
Also, having successful experiences and policies in 
implementing the performance-based payment system 
and having valid evidence in the selection of countries 
were considered. Finally, eight countries, including 
England (two programs), Taiwan, the United States of 
America, Canada, Germany, Turkey, France, and Iran, 
were selected to compare the components of the P4P 
system.

Comparative review of programs
The selected programs have been examined based on 
three main questions in accordance with the purpose of 
the research. In the first question (what is encouraged?), 
programs were evaluated in terms of performance 
dimensions and measures, measurement of indicators, 
provider participation, data collection, and methods used 
to adjust the risk of providers. In the second question 
(who is encouraged?), the programs were evaluated in 
terms of individuals or groups, the characteristics of the 
providers and the type of their participation (voluntary 
or non-voluntary). In the third question, in addition to 
evaluating the basic payments, the type (positive and 
negative), the amount, the period and the method of 
calculating the incentive and punitive payments were 
reviewed.
After reviewing the literature, the P4P system 
variables were identified, and the data were gathered 
using a researcher-made checklist based on the P4P 
framework. The researcher-made checklist contained 
all the information related to the objectives of the study. 
The extracted data were classified according to the 
components of the analysis and were then organized 
into comparative tables. Three comparative table 
was completed for the eight selected countries (nine 
programs). The comparative tables included components 
such as performance indicators, providers and financing 
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methods in selected countries. For this purpose, 
similarities and differences between the countries were 
compared based on the information extracted from the 
comparative tables. Framework analysis was used to 
analyze the data, and the data analysis was performed 
using comparative analysis tables, which compare the 
components of P4P system.

Results

In this research, nine programs were selected among 
the P4P programs in the world, which are: Quality and 
Outcomes Framework (QOF) and Advancing Quality 
(AQ) in England, National Health Insurance_Pay for 
performance (NHI-P4P) in Taiwan, Integrated healthcare 
association-physician incentive program (IHA-PIP) 
in the California of US state, Physician Integrated 
Network (PIN) in Canada, Ergebnis Orientierte 
Vergütung (ERGOV) in Germany, Family medicine 
performance based contracting scheme (FM PBC) in 
Turkey, Rémunération sur Objectifs de Santé Publique 
(ROSP) in France, and Payment guidelines based on 
the performance of medical practitioners and faculty 
members working in university-affiliated hospitals 
(P&FM-P4P) in Iran.

What is encouraged?
Six programs were initiated by a public purchaser and 
three by private insurers responsible for managing the 
care for their enrollees. In the programs targeting multiple 
dimensions, clinical quality has the highest weight and 
the most scales were included. Other dimensions include 
financial performance, patient satisfaction/experience, 
capacity and access (for example, structural measures 
referring to administrative and organizational aspects 
of performance such as receiving training/providing 
and record keeping). Clinical aspects typically relate to 
chronic and preventive care, However attention to acute 
care is considered in some programs such as AQ, FM-
PBC, NHI-P4P, QOF and P&FM-P4P. Four programs 
adopted a set of measures including at least 30 measures 
pertaining to clinical quality and patient satisfaction/ 
experience or access. 
Various other risk-mitigation methods are used 
across the programs. Risk adjustment is used in AQ, 
ERGOV and ROSP for financial purposes. Especially 
in AQ and ERGOV, risk adjustment appears to be 
relatively complex, controlling for sociodemographic 
and morbidity-based risk factors. Not all programs 
that include outcomes apply risk adjustment. Various 
other risk mitigation methods are used throughout the 
programs. For example, in IHA-PIP, performance targets 
are differentiated based on how current performance is 
influenced by case mix and population characteristics. 
In general, although the documents provide limited 
information on the use of risk-mitigating measures, 
the results raise doubts about whether differences in 
risk are sufficiently equalized, especially in PIN and 
NHI-P4P. In P&FM-P4P, hospitals with low financial 

performance, add 5% of the hospital’s income (Institute 
share) or the institution’s aid from 5% of other hospitals, 
to the physicians’ contribution limit. In most programs, 
providers actively participate in program design and 
implementation. The participation of the provider is 
considered as a critical success factor(37), and is being 
realized in various ways, including delegating authority 
to providers (QOF, FM PBC), consensus meetings 
(AQ, IHA-PIP) and using feedback from providers 
(QOF, NHI-P4P, FM PBC). Table I evaluate the various 
performance programs and what is encouraged.

Who are encouraged or punished?
In most programs, payments are mostly provided at the 
group level. “Targeted groups” vary in structure and 
size, ranging from hospitals (AQ, FM PBC) to large 
multispecialty organizations (IHA-PIP) to primary care 
efforts (QOF, ROSP). In ROSP, payment is provided to 
the primary care practice for measures for which this 
does not seem to hold. For example, GPs receive more 
money for each Pap smear, but if a specified percentage 
of patients are screened, the physicians receives a fixed 
amount per patient  [67]. In the NHI-P4P, payment 
is provided to hospitals for cancer and diabetes, but 
directly to physicians for TB and asthma. However, 
for many measures included in these program, sample 
sizes may not be sufficient to generate reliable profiles, 
particularly for outcomes and resource use [68].This also 
seems relevant for PIN and QOF, as many physicians still 
work in small group-practices. For several programs, 
data state that measures are only included if they are 
adequately under providers’ control and/or if sample 
size is adequate. However, it is not clear when this is 
the case. Some programs (e.g., AQ, P&FM-P4P, ROSP) 
aggregate individual measures into composites, which 
can increase reliability [69, 70]. In ROSP this resulted 
in fair reliability, despite that many physicians were 
duo or solo practices. Although it is difficult to draw 
conclusions, there are concerns about whether providers 
can be sufficiently discriminated from each other, and 
thus whether payment allocation occurs sufficiently. In 
P&FM-P4P, the performance of each doctor is calculated 
and paid individually. Participation in this program is 
non-voluntary and the calculation and payment of the 
performance of all doctors who have contracts with 
government health insurances is done under the terms 
of this plan [71]. 
In five programs (AQ, FM PBC, ROSP, QOF, P&FM-
P4P) the participation rate is virtually 100 percent. In 
PIN, IHA-PIP and NHI-P4P participation is more than 
50%. Low participation in ERGOV may be problematic. 
In ERGOV, clinics participating in the scheme are known 
as preferred providers. This may be a strong incentive 
for clinics to participate, especially if receiving care 
from unlicensed providers requires large out-of-pocket 
payments. But participation may still be unattractive 
because it involves a considerable administrative burden 
while financial consequences are highly uncertain. To 
achieve meaningful differences, participation must be 
increase  [54]. Also in NHI-P4P for breast cancer, low 
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Tab. I. What are the details of the various P4P programs and what is encouraged?

Name of the 
program/

country/year 
of commence 
/number of 
measures

Performance 
dimensions (weight)

Performance measures
Development and 

evaluation method

Methods used to 
mitigate providers’ 

risk

QOF
United Kingdom
2004
134 measures
(23, 38-40)

• Clinical (69.6%)
• Organizational (16.7%)
• Patient experience 
(9.3%)
• Additional services 
(4.4%)

• Clinical: 86 measures, 
20 areas (chronic, acute, 
prevention, psychological)
• Organizational: 36 measures
• Patient experience: 3 
measures
• Additional services: 9 
measures

• Evaluation, review 
and development of 
Measures by professional 
organizations
• Selection/weights based 
on negotiations between 
the government and the 
British Medical Association
• Data collection: uniform 
electronic medical record 
managed by General 
Practitioners, extracted to 
national database

• Annual inspections 
by primary care 
centers, big penalties 
for fraud
• Rejection of some 
patients by general 
practitioners. 
Exception reporting

AQ
United Kingdom
2008
At least 30 
measures
(30, 39, 41)

• Clinical (60%) 
• Patient experience 
(20%)
• Patient-reported 
outcome measures 
(PROMs) (20%) 

• Clinical: 27 processes, 3 final 
outcomes; divided over 5 
acute care areas
• PROMs: quality of life 
before and after medical 
services

• Measures developed 
within the framework 
of CMS/Premier Hospital 
Quality Incentive 
Demonstration in the US 
• Self-collected data; goals 
for completeness/accuracy; 
centralized support
• Endorsed by royal colleges 
and clinicians.

• Risk-adjustment: 
survival index for acute 
myocardial infarction, 
PROMs
• Composite score for 
each therapeutic and 
clinical domain

NHI-P4P
Taiwan
2004
At least 22 
measures
(42-46)

• Clinical (100%)
Diabetes mellitus, 
breast/cervical cancer, 
asthma, tuberculosis
• In order to add clinical 
outcomes, hepatitis B/ 
C, schizophrenia, and 
hypertension

• Diabetes mellitus: 2 
structures, several processes, 
2 intermediate outcomes
• BC: 4 structures, processes, 
2 outcomes
• Asthma: 2 structures, 
several processes
• TB: 4 structures
• CC: 2 processes, several 
processes, 1 final outcome

• Data self-reported by 
providers and automatically 
entered into the database
• Measures are selected 
based on disease burden 
• Intention to increase 
participation of providers in 
program development and 
measure selection

• Requires sample size.
• Providers decide 
which patients to 
admit. Government 
increases the number 
of patients physicians 
have to admit (in 
2010 for DM: 33% 
of population, ≥ 55 
patients)

IHA-PIP
America-California
2003
Four main 
dimensions 
with at least 25 
measures
(47-50)

• Clinical quality (50 
percent)
• Patient experience (20 
percent)
• Effective use of health 
information technology 
(30%)
• Appropriate use of 
resources (without 
percentage)

• Clinical quality: 
preventive care, childbirth, 
cardiovascular, diabetes, 
musculoskeletal and 
respiratory
• Patient experience: 
communication with the 
doctor, coordination of care, 
timely access, privacy, respect 
and quality of service delivery,
• Appropriate use of 
resources: utilization of 
outpatient and inpatient 
services, referral to the 
emergency room and 
prescription of generic drugs

• Measures developed/
negotiated at the national 
level; Doctors are consulted
• The provider payment 
formula is developed 
through negotiation with 
the government and 
physicians
• Separate storage of 
patient records

75% of payments are 
determined according 
to the age and gender 
of the patient

PIN
Canada, Manitoba
2004
37-40 measures
(51-53)

• Clinical (100%)
• Intention to add 
ongoing care, access, 
mental health, and 
coordination

• 24 processes and 6 areas 
for chronic care
• 14 processes for preventive 
care
• 2 additional processes for 
depression care

• Selection: expert opinion, 
consensus meetings
• Data system populated via 
clinics’ electronic records

• Measures included 
if “specific” to clinics 
and data are valid and 
Reliable
• Checks with registry 
• Measures adjusted 
based on feedback
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participation appears to be a result of the additional 
financial risk that participation involves and the fact that 
hospitals experience survival rates, which determine 
whether or not they receive a reward, to be largely 
beyond their control [45].Table II provides more detail 
on “who is encouraged or punished”.

How is encouragement and punishment done?
In AQ, there were no penalties for poor performers, but 
hospitals that failed to meet targets for data accuracy 
and completeness received a penalty or were removed 
from the program. (The current version of AQ involves 
withholding of payments rather than rewards)  [41]. 
Compared with ERGOV, the financial risk of 
participation was lower. Also, there was less uncertainty 
because payments were fixed. Due to the size of the 
payment, there is much variation across programs. 
In AQ, in addition to payments for patient-reported 
outcomes, hospitals could receive a 4 percent add-on 
to the national tariff for the associated activity. In FM 

PBC, bonus potential is 5 to 10 percent of the average 
DRG price. In NHI-P4P, payments per patient are often 
maximized per year. For cervical cancer, fees may be 
increased by up to 55 percent. For patients with breast 
cancer, qualified hospitals receive a bundled payment, 
which is higher than the regular payments. Hospitals also 
meeting targets for disease-free survival are qualify for a 
bonus of up to 8 percent of the bundled payment [44]. In 
ERGOV, clinics are judged based on their performance 
relative to the mean. In addition, only three clinics in 
each of the five clinics that best achieve their own target 
receive a bonus proportional to the degree of target 
attainment. Five programs use three or more targets or 
a sliding scale [55]. FM PBC typically uses five targets 
per measure with a large difference between levels. 
A similar approach is used in ROSP, which may well 
have contributed to the finding that improvements in 
incentivized measures were typically largest among GPs 
with medium or low baseline performance [72]. QOF and 
P&FM-P4P use a sliding scale. Providers in QOF earn 

Tab. I (follows). What are the details of the various P4P programs and what is encouraged?

Name of the 
program/

country/year 
of commence 

/number of 
measures

Performance 
dimensions (weight)

Performance measures
Development and 

evaluation method

Methods used to 
mitigate providers’ 

risk

ERGOV
Germany, regional
2001
20 item tool
(54, 55)

• Patients’ ability to 
perform daily life 
activities
• Quality of outcome of 
rehabilitation care for 
stroke patients

• Self-care (7 items), mobility 
(4), communication skills (4), 
cognitive activity (5)
• 6 types of help in each case

• A quality assessment tool 
combining items from 
widely used measurement 
tools with good 
psychometric properties
• Approved by clinics

• Data is reported 
online. Checks using 
self-assessment
• Rejection of the 
patient
• ≥100 patients

FM PBC
Turkey
2006
35 measures
(56-59)

• Clinical (55%)
• Services (25%)
• Management 
evaluation (20%)

35 performance measures 
including: 19 clinical cases
Services: 9 items and 
management evaluation: 7 
items

Selection based on 
experience from other 
countries, clinical 
communication and 
data collection through 
electronic health records is 
possible

Creating follow-up 
or reminder lists for 
family physician staff 
as a decision support 
system

ROSP
France
2012
29 measures
(60-62)

• Clinical (58%)
• Appropriate and 
efficient versions (24%)
• Quality management 
(17%)

• Chronic disease 
management and follow-up 
(9 measures)
• Prevention (8 measures)
• Appropriate and efficient 
versions (7 measures)
• Office organization and 
quality of care (5 measures)

• Selection based on disease 
burden, consensus and 
available evidence
• Development by clinical 
networks and verification 
of information by quality 
measurement.
• Information was collected 
by clinical units

• Actions are only 
taken if they are 
sufficiently within the 
providers’ control

P&FM-P4P
Iran
2013
27 measures
(63-66)

• Clinical measures 
(46.4%)
• Patient satisfaction 
(32.2%)
• Organizational 
measures (21.4%)

• 13 performance measures 
for specialist doctors
• 9 measures to measure 
the performance of general 
practitioners
• 6 measures to measure 
patient satisfaction

• Choosing the weights 
based on the decisions of 
Council for planning and 
supervising the distribution 
of special income
• Data collection: electronic 
medical records extracted in 
the database

• Measurements are 
explicitly selected 
based on sufficient 
sample size in each 
treatment center.
• The fixed part of the 
fee of the program to 
support the longevity 
of doctors in deprived 
areas is not included 
in the calculation 
of the professional 
component
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more bonus for a larger percentage improvement from 
baseline to the goal. In QOF, each measure has upper 
and lower targets delineating the scale. Performance 
improvement were most pronounced for GPs with low 
scores at baseline, which could have been a result of 
the sliding scale on which practices are scored [73]. In 
P&FM-P4P, each performance measure has low and 
high targets that define the scale [74].
. Providers receive additional revenue for increasing a 
higher percentage of baseline to service delivery goals. 
In NHI-P4P provides piece rates for process quality. For 
example, for breast cancer, hospitals are rewarded for 
each patient completing recommended cure. This may 
well have contributed to observed improvements in 
process quality and the result [45].
Although the performance goals in most programs are 
different, they follow one or more common goals, including 
“improving the quality of care”, “increasing patient 
satisfaction” and “improving processes”. For example, 
the main goal in P&FM-P4P, IHA-PIP, QOF and ERGOV 
programs is to improve the quality of service coverage and 
improve the individual and team performance of providers. 
In the NHI-P4P program, ROSP, PIN, improving preventive 
care is a major goal. Table III provides more details on 
“how to encourage and punish”.

Discussion

The present study provides an international overview 
of P4P initiatives in health care. The nine identified 
programs have similar design in several respects. All 
encourage clinical quality and most of them only use 
positive incentives, actively involve providers in design, 
and based on performance, they pay monthly, quarterly 
or annually. However, there is also considerable 
heterogeneity regarding the breadth of measure sets, use 
of risk-mitigating measures, number and type of targets 
and payment size. there seems to be ample room In most 
programs to increase incentives for desired behavior 
and to mitigate incentives for undesired behavior. In 
particular, shortcomings pertain to number and type 
of included performance measures, risk adjustment 
of outcomes and resource use, payment frequency, 
reliability of measurements, and number of targets.
Different P4P programs in the world consider different 
dimensions of performance and include different 
indicators in the program. Experts believe that the 
indicators of the P4P program should be valid and 
consider the areas of process and outcome together with 
each other [75].
Modification seems relevant mainly for ERGOV, FM 
PBC, and NHI-P4P, but also for other programs there is 

Tab. II. Who are encouraged or punished in the performance-based payment program of selected countries?

Program name Characteristics of providers Individual or group?
Type of 

participation

QOF
• 8,600 primary care practices (almost 100%)
• On average 5,500 patients, 3.6 physicians
• Gatekeeping and patient enrolment are mandatory

Mostly group, but individual activity 
is also possible (6% of total in 2008)

Voluntarily

AQ
• All 24 hospitals in the Northwest region of England that 
provide emergency care
• Hospitals can be public or private

• Group
• Payments allocated to clinical 
teams to invest in patient care

Voluntary

NHI-P4P

• Diabetes: Hospitals. (Physicians’ participation: 47 
percent)
• Asthma: pediatricians, internists and general 
practitioners
• Breast/cervical cancer: hospitals
• Tuberculosis: hospitals (43% participated in 2006),

• Diabetes, breast/cervical cancer: 
in groups
• Asthma: individual
• Tuberculosis: both

Voluntary

IHA-PIP All 1500 health care clinics Medical groups Voluntary

PIN

• Phase 1: typically 15 to 30 physicians (mostly general 
practitioners, but also specialized physicians and other 
practitioners)
• Currently (phase 2): 14 primary care groups
• Measures to participate: electronic medical record, ≥5 
GPs, 6,600 patients, access for other general practitioners

• Group, but payment often divided 
over participating physicians
• Primary care groups receive 
funding from member clinics
• Free budget allocation by clinics

Voluntary

ERGOV
• 13 rehabilitation clinics (pilot).
• Project with the financial support of clinics
• Clinics assess patients at admission and at discharge

• Group Voluntary

FM PBC Family doctor units • Family doctor team Voluntary

ROSP 72 general practitioners (1.7% of all doctors)
• Individual
• Group
• Organizational

Voluntary

P&FM-P4P 

General and specialist doctors, medical fellowships, 
dentists, faculty members and assistants included in this 
directive in the hospital and special clinic affiliated to 
the university/faculties of medical sciences and health 
services of the Ministry of Health, Treatment and Medical 
Education

• Individual
• Group

Not voluntary
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room for improvement, notably regarding measure sets, 
payment size and risk-mitigating methods [76, 77]. For 
some aspects design seems sufficient in most programs. 
These include provider involvement in design (seven 
programs), voluntary participation (eight programs), 

and type of targets (absolute targets or piece-rates 
in eight programs). QOF and AQ seem to have been 
designed particularly well. The effectiveness of QOF 
has been evaluated in several studies [40, 78]. The most 
comprehensive program is QOF, which includes more 

Tab. III. How to encourage and punish in the performance-based payment program in selected countries?

Program 
name

Performance 
goals

Encouragement 
or punishment

Incentive size Basic payments
Payment 

calculation
Payment 

frequency

QOF

For each measure: 
sliding scale within 
absolute targets 
(typically 45% and 
90%)

Just 
encouragement

Up to 30% of 
practice income

Risk-adjusted 
capitation

• Scores converted 
into points and then 
summed (up to 1000 
points)
• Fixed amount 
per point (£120), 
fixed no. Points per 
measurement

Annually

AQ

• 1st year, clinical: 
relative, +4% or +2% 
for reaching top 
or 2nd quartile of 
achievement
• 2nd year, clinical: 
relative; attainment 
(1 target), most 
improved (1 target), 
top performance (2 
targets)

• Encouragement
• Penalty for 
inaccurate/ 
incomplete data

• Clinical: 3-5% 
additional to the 
tariff (bonuses 
totaling £3.3M in the 
first year and £1.7M 
in the second year)
• Outcomes and 
patient reported 
experiences: both 
£1M/year
• Max. between 
£260K-702K/year 
depending on the 
size of the hospital

National tariffs for 
clinical conditions

Hospitals ranked on 
composite score 
per clinical area, 
measures are equally 
weighted 

Annually, often 
with a delay of 
2 or 3 months

NHI-P4P

• Positive scores on 
structures
• For Asthma, DM, 
BC, TB: enlarged 
fees for processes
• Cervical cancer: 
number of and 
monthly growth in 
Pap smears
• Diabetes: relative 
target for outcome 
measures
• Breast cancer: 
absolute target for 
disease-free survival
• Tuberculosis: cure 
rates

•Just 
encouragement
• Financing not 
from global budgets

• Asthma: NT$1,3K/
patient/year
• Cervical cancer: 
15-50% add-on to 
current fees
• Diabetes: NT$1,9K/
patient/ year for 
process measures
• Breast cancer: 2, 3, 
4, 6 and 8% add-on 
to bundled payment 
for 1, 2, 3, 4, and 
5 year disease-free 
survival; on average 
NT$127K
• Tuberculosis: 
hospitals NT$13K/
case; physicians 
NT$1,6K/ case; case 
manager NT$6K (first 
6 months $3K, then 
$550/month)

• Fee-for-service 
under global 
budgets. 52 
procedures 
reimbursed 
through fixed case 
payments

• Diabetes: 
outcomes: top 25% 
on composite 
• Breast cancer: 
stage-specific 
targets for survival, 
descending targets 
and ascending 
payment over the 
five survival-years
• Cervical cancer: 
15-50% add-on 
to current fees 
based on size of 
improvement
•Tuberculosis: 
payment varies by 
5 treatment stages 
and is larger if cured 
earlier

Monthly to 
annually

IHA-PIP

Medical 
organizations must 
operate above 
50% of the three 
main areas of IHA 
indicators: clinical 
quality, patient 
experience and total 
cost of care

Just 
encouragement

Depends a lot on size 
of care / number of 
patients seen

Each insurance has 
its own budget 
and determines 
the method of 
calculating bonus 
amounts to its 
medical groups

The scores of each 
medical group 
in achieving and 
improving the index 
are added together, 
and then the total 
is multiplied by 
the corresponding 
weight.

Annually

PIN

• Phase 1: typically 
4 absolute targets/
measure, large 
range (e.g., 40, 60, 
80, and 90%)
• Phase 1: 
only 2 areas of 
performance 
measures

Just 
encouragement

Phase 1: data 
management: C$5K/ 
clinic, max. C$5K/
GP, C$360K in total. 
Group: C$40K/ 
clinic, max. C$5K/GP, 
C$370K in total

Fee-for-service

Phase 1: increasing 
payment per 
measure if higher 
goal is reached (e.g., 
50, 65, 80, 95, 100% 
of maximal payment 
per measure)

After the 
demonstration 
period (last 
quarter of 
2008 for phase 
1)
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than 131 measures in about 30 areas. Despite this, there 
is mixed evidence of teaching to the test in the QOF. One 
study showed neither deterioration nor improvement in 
unrewarded conditions [79].
Despite the NHI-P4P design seems to be lacking in 
several respects, several studies have found positive 
effects of this program  [73, 80]. This may seem 
surprising, but the shortcomings in the design of mainly 
to aspects that mitigate undesired behavior, including 
a relatively narrow definition of performance (concern 
about teaching to the test), limited provider involvement 
in design (provider support unlikely) and lack of risk 
adjustment for outcomes (incentives for selection). 
Unlike most of the programs reviewed in this study, 

the P&FM-P4P program focuses on all medical groups 
that contract with insurance organizations. Like most 
programs, it also focuses on quality aspects of patient 
care.
Although the data provide limited information on the 
use of risk-mitigating measures, the results raise doubts 
about whether differences in (patient) risk are sufficiently 
equalized, especially in NHI-P4P, FM PBC, ROSP. In 
view of the relatively large payments in FM PBC and 
uncertain financial consequences in ERGOV, concerns 
about teaching to the test are particularly large in these 
programs. In ERGOV, rewards for high performers are 
financed by abuse for low performers. Although this 
contributes to financial sustainability, it may increase the 

Tab. III (follows). How to encourage and punish in the performance-based payment program in selected countries?

Program 
name

Performance 
goals

Encouragement 
or punishment

Incentive size Basic payments
Payment 

calculation
Payment 

frequency

ERGOV

Quality tournament 
in which rewards 
and maluses are 
determined by 
relative differences 
(deviation from 
mean)

• Both 
encouragement and 
punishment
• Until now, 
payments have 
been virtual

• Depends on how 
clinic performs 
relative to other 
clinics and on size 
of coefficient (can 
be adjusted so that 
clinics do not go 
bankrupt)
• Neutral funding: 
maluses for low-
performers used to 
finance bonuses for 
high-performers

Typically a daily or 
flat payment per 
patient

• 100 points for each 
patient
• Value at discharge 
subtracted from 
predicted value, 
calculated using 
admission scores 
from all patients. The 
remaining amount 
per clinic averaged 
and multiplied by 
no. of patients to 
calculate bonus

Quarterly

FM PBC

The contract 
framework includes 
two performance 
levers:
• Salary deduction
• Warning points

Often punishment

The service credit 
is calculated in the 
table that can be 
adapted to the 
income of the 
people and can be 
considered more 
than 40% of the 
basic per capita 
payment in deprived 
areas

Per capita

• Losing 20% of the 
basic payment if 
you get 50 negative 
marks (deduction 
from salary)
• Contract 
termination if 100 or 
more warning points 
are obtained during 
a contract period 
(warning points)

Monthly and 
quarterly

ROSP

Preventive care: 3-5 
absolute goals per 
evaluation
• Use of services: 
absolute purpose

Just 
encouragement

• “A small 
percentage of the 
income of general 
practitioners”
• Prevention 
(registered patients): 
6.86 €
• Use of services: 
18-20 € depending 
on the rurality of the 
area

Fee for service

Preventive care: 
fixed payment 
per patient, fixed 
additional payment 
for achievement of 
each criterion
• Utilization of 
services: If the 
provision of services 
reaches the required 
number of patients, 
the payment is fixed

Yearly

P&FM-P4P

• Increasing the 
quality of treatment
• Increasing 
patients’ satisfaction 
with doctor’s 
performance
• Increase assistant 
performance score

Both 
encouragement and 
punishment

• Up to 30% of 
the income of 
the professional 
component

Fee for service

• The treatment 
quality score is a 
score between 0 
and 100, which 
is measured 
individually at least 
once every 3 months
• The level of 
patients’ satisfaction 
with the doctor’s 
performance is 
measured based 
on the standard 
patient satisfaction 
measurement form

It is calculated 
monthly and 
quarterly
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incentives for gaming theory [54]. To avoid this, clinics 
are required to supply data via an online tool that enables 
checks and auditing.
The negative incentives should be taken seriously 
given evidence that providers do indeed respond to 
incentives  [81]. Many current P4P-programs have 
shortcomings with respect to design elements that relate 
to the prevention of undesired behavior (specifically risk 
selection and teaching to the test), and there is a great 
diversity in the use of risk-mitigating measures. This 
shows that buyers though clearly concerned about them, 
are unsure about how to effectively prevent undesired 
effects. Therefore because such effects can potentially 
undermine the entire program, more insight is needed 
to prevent them. For example, research should continue 
to focus on developing sufficient risk adjustment than 
can be applied transparently in practice and on the 
drawbacks and merits of potentially viable alternatives 
or supplements such as exception reporting. Second, if 
P4P is to help to improving patient outcomes, payment 
allocation must be based on timely, accurate, and reliable 
performance data. Many shortcomings in the design of 
current programs, including small measure sets, low 
payment frequency, lack of risk adjustment, and limited 
use of outcomes, can be traced back to a lack of data. 
Efforts should be focused on developing methods for 
recording, extracting, and processing patient-level data, 
and the merits of information technology for these 
purposes should be explored further. MacDonald and 
Rowland In their study (2009), found that “requiring 
data entry into the patient’s electronic medical record” 
was intended to reduce eye contact and increase time 
spent collecting data [82].
Third, breakthrough improvements require alignment 
of incentives and coordination across disciplines for all 
providers in the continuum of care. Current programs 
focus too much on a type of provider (physician groups 
in primary care) and specific sector. For example, ROSP 
and PIN specifically target physicians, and payments are 
mostly made annually [61]. In FM PBC, even though the 
bonus amount is given to doctors and nurses, the main 
focus is on the GP program, also the remuneration is 
paid directly to the family doctors, and then the family 
doctor decides to divide the amount among other service 
providers  [58]. Consistent incentives require strategies 
to facilitate inclusion of small practices (e.g., developing 
methods for collecting performance data) as well as 
incorporating incentives that encourage coordination. 
Forms of prospective payment like bundled case rates 
and customized IT will prove vital in attaining these 
goals. If structured around patients rather than providers, 
prospective payment with performance-based elements 
can both reward providers for effectively coordinating 
care and reduce the problem of overuse of low-value 
services [83]. 
Fourth, it is very important that programs are evaluated 
using convincing control groups. Of the identified 
programs, only five have been evaluated, and often 
only partially. Therefore, studies should not only assess 
effectiveness but also include assessments of adverse 

effects and the impact of specific design elements. 
This not only provides insight in which areas need 
modification, but also important lessons about program 
design.
There are two dominant strategies for calculating 
indicators and paying bonuses among the studied 
programs, which are “achieving a certain amount of the 
measures” and “increasing the measures”. In the NHI-
P4P, ERGOV, FM PBC, ROSP programs, a minimum 
standard is considered for each measures, and in the 
payment formula, the individual’s performance score 
is calculated based on the individual’s achievement of 
the standards. On the other hand, in QOF, AQ, IHA-P4P, 
PIN, P&FM-P4P programs, if the person’s performance 
is more than the target amount, it will be added to his 
overall score. Applying both types of incentive payment 
strategies to providers has the potential to improve the 
performance of service providers with both below-
standard and above-standard performance. A study by 
Ejkanar et al. showed that rewarding providers based on 
their achievement of predetermined goals may reward 
high performers, while the greatest improvement was 
seen in the lowest performing physicians. This means 
that physicians who had the poorest performance at 
the beginning of the program achieved the greatest 
improvement in performance compared to physicians 
whose performance was above the target level at the 
beginning of the program [84]. Some critics have also 
argued that the use of a certain limit of the index cannot 
motivate providers whose performance is higher than the 
target level at the beginning of the program. On the other 
hand, other providers who previously performed poorly 
have less motivation to improve their performance. 
Because according to them, the goals are very difficult 
to achieve [85].

Conclusions

P4P is now widely being used in many healthcare 
systems and there are no signs that this will change in 
the near future. However, current evidence suggests that 
designing an effective P4P-program is a very complex 
task. Given the limited knowledge about “what works” 
in P4P, it may not be too surprising that current program 
design seems to be lacking in several respects and that 
buyers struggle with developing effective programs. To 
get the most out of P4P, well-conducted assessments 
are critical for generating the information needed 
for fine-tuning P4P to the specific implementation 
settings. In particular, empirical research is needed 
to examine the impact of specific design choices in 
specific settings, as well as insight in the perverse 
incentives of P4P and how these can be prevented. In 
parallel, if P4P is to help improve patient outcomes, 
efforts should be focused on creating easy-to-use and 
reliable methods for generating comprehensive patient-
level (performance) data.
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