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Abstract: Pay-for-performance (P4P) schemes have become increasingly common in primary 

care, and this article reviews their impact. It is based primarily on existing systematic reviews. 

The evidence suggests that P4P schemes can change health professionals’ behavior and improve 

recorded disease management of those clinical processes that are incentivized. P4P may narrow 

inequalities in performance comparing deprived with nondeprived areas. However, such schemes 

have unintended consequences. Whether P4P improves the patient experience, the outcomes of 

care or population health is less clear. These practical uncertainties mirror the ethical concerns of 

many clinicians that a reductionist approach to managing markers of chronic disease runs counter 

to the humanitarian values of family practice. The variation in P4P schemes between countries 

reflects different historical and organizational contexts. With so much uncertainty regarding the 

effects of P4P, policy makers are well advised to proceed carefully with the implementation of 

such schemes until and unless clearer evidence for their cost–benefit emerges.
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Introduction
There is widespread international interest in pay-for-performance (P4P) systems in 

primary care. Their introduction has aimed in particular to address well-attested varia-

tion in performance and quality of care.1 Primary care by its very nature is likely to 

encompass substantial variation in the delivery and organization of care (for example, 

with different staff mixes and training levels). This also reflects differing contextual 

factors (sociodemographic breakdown, geography, etc).2 Surveying the P4P systems 

developed in a number of countries, Schoen et al demonstrated variation in the degree 

to which financial incentives are employed to improve the quality of primary care. 

Doctors in the US (33%), Sweden (10%), and Norway (35%) were less likely to be 

receiving financial incentives as compared with doctors in countries such as the UK 

(89%), the Netherlands (81%), and New Zealand (80%).3

This paper examines the current evidence on P4P schemes and the extent to which 

such schemes can improve the quality of primary care services. For these purposes, 

I have borrowed on recent systematic reviews. A literature search was conducted in 

PubMed, using MeSH terms “Reimbursement, Incentive” or “Pay-for-performance” 

or “Financial incentive” and “Primary care or general practice”. Systematic reviews 

were filtered out to yield 34 studies of which seven were suitable for inclusion. Primary 

research is also quoted illustratively below. My own work has focused, in particular, 

on the Quality and Outcomes Framework (QOF) introduced to the UK in 2004, a 

scheme that has generated much of the recent research.4 We reviewed 575 articles in 
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2012 of which some of the most informative were based on 

qualitative rather than quantitative analyses.

Before considering the evidence base, we need to consider 

what constitutes “quality” in primary care. What, after all, 

are financial incentives devised to improve?

Defining quality in primary care
There have been many attempts to define quality in primary 

care. The task is made more complex by the lack of any 

universal definition of primary care. As comparative inter-

national studies demonstrate, there are distinct differences 

between health systems as to what constitutes primary care 

and definitional complexities regarding terms such as fam-

ily practice, general practice, primary medical, and primary 

health care.5,6 This paper draws heavily on experience in the 

UK where primary care is equated with general practice. 

However, care must be exercised in universalizing both 

definitions of quality and the impact of P4P.

Starf ield famously identif ied four unique features 

of primary care service (four Cs): first contact access, 

person- focused care over time, comprehensiveness, and 

 coordination.7 Hogg et al suggested that other important 

aspects of primary care include patient–provider relationships 

as defined by communication, holistic care, and an awareness 

of the patient’s family and culture.8 Primary care performance 

needs to be considered within the context of wider health care 

system and the organization of the practice itself.

There is also a distinction to be made between a quality 

health service and quality care for individuals. This point 

is particularly relevant in examining quality in primary 

care where Campbell et al have argued that individual care 

is more important than broader health system measures 

of  quality. They offer their own definition of quality as 

“whether individuals can access the health structures and 

processes of care which they need and whether the care 

received is effective”.9 They focus on two aspects of indi-

vidual care that they see as relevant to primary care, access 

and effectiveness, both of which are linked to improved 

health  outcomes.9 However, too much emphasis on indi-

vidual factors ignores key population aspects of primary 

care identified by  Starfield et al.10

Definitions of quality include those of Donabedian11 

and Maxwell12 and statements such as those by the Institute 

of Medicine, which defines quality as “the degree to which 

health services for individuals and populations increase the 

likelihood of desired health outcomes and are consistent with 

current professional knowledge”.13 All recognize that quality 

is a complex and multidimensional concept.14

Wilson et al suggested four broad areas upon which 

general practice should be measured: equity, quality of 

clinical care, responsiveness to patients, and efficiency.15 

Their review of practice suggested that UK practices score 

highly in all four domains although there have been recent 

concerns about a lack of support for self-care and for people 

with long-term conditions.16

In their review of outcome indicators, Sans-Corrales 

et al found that improved satisfaction and health outcomes 

were associated with continuity of care, patient-centered 

care, longer appointments, and a good patient–doctor per-

sonal relationship. These factors were also associated with 

lower overall health costs. Continuity of care is consistently 

reported as a key attribute and quality indicator of good 

primary medical care.17

Performance in P4P schemes tends to be measured in 

two main domains: aspects of health care delivery and the 

 technical quality of clinical care.8 Most schemes focus on the 

latter but performance against process indicators should not 

be conflated with health outcomes.18 “Not all that is measur-

able is of value, and not all that is of value can be measured”.19 

Of particular concern is the way P4P schemes tend to rede-

fine how quality is conceptualized in practice. For example, 

several recent articles reporting on the UK experience appear 

to equate quality with the P4P criteria.20,21 For reasons that 

will become clearer as we consider the evidence base, this 

is potentially harmful.

P4P improving quality – what is the 
evidence?
In short, the evidence for the effectiveness of financial 

incentives is inconsistent.22 A recent Cochrane review of 

seven studies in primary care found that financial incen-

tives were effective for some outcomes in some settings but 

concluded that there was “insufficient evidence to support 

or not support the use of financial incentives to improve 

the quality of primary health care”.23 Similarly, previous 

systematic reviews24,25 have concluded that P4P contracts 

do affect physician behavior and increase the range of pri-

mary care services provided but that their impact is often 

limited.26,27

The modest effects of financial incentives tend to be mea-

sured in terms of improvements in the processes of chronic 

disease management. Most P4P schemes focus on processes 

(such as measuring blood pressure) and intermediate out-

comes (controlled blood pressure) for which there is either 

evidence or professional consensus and that can be measured 

and rewarded. Treatment and secondary prevention are thus 
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favored over primary prevention and less well-researched 

conditions can be marginalized.

The actual effect of financial incentives appears to depend 

on factors such as the age and sex of physicians, previous expe-

rience of financial incentives, the uptake of continuing profes-

sional education, the payment method, the type and severity 

of the conditions targeted through incentives, the  volume of 

activity, and the location and type of organization.24

Our review of the QOF found that quality of care for 

incentivized conditions during the 1st year of the framework 

improved at a faster rate than the preintervention trend but 

subsequently returned to prior rates of improvement.4

A key concern that recurs in the literature is whether 

f inancial incentives generate dysfunctional physician 

behavior,28 negatively affect motivation,29 or aggravate 

“inverse care” effects.30 Research conducted in the USA 

found that the size and structure of incentives do seem to 

be important in promoting effective physician activity. 

However, incentives have to be large enough to influence 

behavior31 and designed in such a way that they cannot be 

“gamed”.32 The size of incentive may be less important in 

improving care processes than giving public recognition for 

scoring well on quality measures.33

Some commentators have argued that there is a risk of 

undermining the morality and trust, which are central to the 

physician’s professional ethos.34 General practitioners (GPs) 

in the UK were anxious that “biomedical” targets might 

undermine holistic, continuity of care as treatment becomes 

increasingly divided within larger teams of health practi-

tioners and as GPs offload routine tasks to nursing staff.35 

A further concern about externally structured incentives such 

as financial inducements is that they might “crowd out” pro-

fessional self-esteem and a sense of self-determination.

On the other hand, one study in the UK found that an 

externally imposed system of incentives did not appear to 

damage the internal motivation of GPs. The authors attributed 

this to the fact that the indicators within the QOF aligned with 

what GPs themselves considered good clinical care objec-

tives.27 Another study found that GPs felt that, while profes-

sional autonomy had decreased and workload increased, they 

were paid more and their job satisfaction levels had increased 

under the QOF.20 Nurses also report that their specialist skills 

have been enhanced.4

Questions remain about the likely individual and popu-

lation health gain from P4P schemes. An overview of four 

systematic reviews in health care found that none had 

examined the effect on patient outcomes.36 Evidence of 

 physician  activity does not always correspond to better health 

outcomes.25 The evidence of a relationship between incentive 

payments, physician activity, and health gain is weak.26 It is 

difficult to detect patterns from the diverse range of definitions 

of quality and the outcome measures used by  researchers. The 

most commonly adopted measure – mortality – is unreliable 

because it is affected by many factors beyond the control of 

the physician or provider.25

There is some evidence that P4P can reduce health 

inequalities resulting from socioeconomic disadvantage. For 

example, Doran et al found that the gap in median achieve-

ment comparing practices from the most deprived and least 

deprived quintiles in the UK narrowed from 4.0% to 0.8% 

between 2004 and 2007.37 On the other hand, achievements 

incentivized under the QOF have not reduced premature death 

in the population38 and inequalities have persisted.39

Theoretically, the costs of the incentives might be repaid 

by reduced costs, but evidence on cost-effectiveness is 

limited.40 There is some evidence that emergency hospital 

admission rates (and hence costs) for ambulatory care sensi-

tive conditions may have reduced following the introduction 

of P4P.41 Walker et al concluded that some QOF incentive 

payments were cost-effective, although they took no account 

of the costs of administering the scheme.42 On the other hand, 

Cecil et al linked an 8% rise in unplanned admissions of 

children usually managed by GPs to the QOF’s introduction. 

Less than 3% of the targets introduced in 2004 applied to 

children’s care, which was therefore unincentivized.43

What does drive clinicians’ behavior?
Studies have paid insufficient attention to effect modifiers such 

as the nature and complexity of the target behavior, the size 

and method of the incentive, the health professional group 

being targeted, and the organizational environment. While 

incentives for individuals have been extensively examined, 

group rewards are less well understood.40 There is growing 

acceptance that financial rewards can undermine motiva-

tion and worsen performance of complex cognitive tasks.44 

 Economic research suggests that although financial incentives 

promote simple repetitive tasks, they can be counterproductive 

for tasks requiring more complex mental processes.45

Financial incentives may encourage delivery of care that 

follows a simple algorithm, but algorithms are hard to apply 

meaningfully in the real world of individuals with unstructured 

symptoms and expectations. The complicated conceptual 

process of integrating suitable care for people with chronic 

conditions may not be enhanced by financial  incentives. NICE 

(National Institute of Health and Care Excellence)  guidelines 

may have limitations when applied to UK populations in 
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primary care.46 It may be  possible to adapt guidelines to cater 

for people with multimorbidities – for example, through 

systematic cross-referencing47 – but they will always have 

shortcomings.48

Money is only one of the many internal and external 

influences on clinical behavior, and many factors will mod-

erate the size and direction of any response. The evidence 

on whether financial incentives are more effective than 

other interventions is weak. New P4P programs should 

incorporate research to examine the impact, downsides, 

and cost-effectiveness of incentives, and this should include 

evaluation of the comparative effectiveness of different strate-

gies in different contexts. Few studies have gathered data on 

potential unintended consequences such as attention shift, 

gaming, and loss of motivation. Surprisingly little is known 

of patients’ views on P4P. Health professionals may perceive 

that the person-centeredness of consultations and continuity 

are negatively affected.49 Finally, such research should also 

include long-term follow-up, since behavior may revert when 

incentives are withdrawn.50,51

The future
Proponents of privatization and health care markets tend to 

assume that financial incentives improve outcomes. While 

many policy makers believe financial incentives can promote 

evidence-based changes to clinical practice, they have many 

limitations. Glasziou et al have proposed a checklist aimed 

at guiding implementation of P4P past some of these pitfalls 

(Figure 1).44 A decision to implement an incentive scheme 

should plainly include a critical assessment along these lines 

beforehand.

Future incentives should be balanced against sanctions for 

poor practice, as some evidence supports the use of penalties 

alongside rewards.52 In any event, the burgeoning research 

literature suggests that benefits to patient care are at best 

modest. With so much uncertainty regarding the effects of 

performance related pay, policy makers are well advised to 

contain expenditure on such programs.53,54

Disclosure
The author reports no conflicts of interest in this work.

References
 1. Doran T. Lesson from early experience with pay for performance. Dis 

Manage Health Outcomes. 2008;16:69–77.
 2. Peckham S, Wallace A. Pay-for-performance schemes in primary 

care: what have we learnt? In: Gillam S, Siriwardena N, editors. The 
Quality and Outcomes Framework – Transforming General Practice. 
(Chap. 10). Oxford: Radcliffe; 2010:137–146.

 3. Schoen C, Osborn R, Doty MM, Squires D, Peugh J, Applebaum SA. 
A survey of primary care physicians in eleven countries, 2009: per-
spectives on care, costs, and experiences. Health Aff (Millwood). 
2009;28:w1171–w1183.

 4. Gillam S, Siriwardena N, Steel N. Pay for performance in the UK: 
the impact of the quality and outcomes framework. Ann Fam Med. 
2012;10:461–468.

 5. MacDonald J. Primary Health Care: Medicine in its Place. London: 
Earthscan; 1992.

 6. Peckham S, Exworthy M. Primary Care in the UK: Policy, Organisation 
and Management. Basingstoke: Palgrave; 2003.

 7. Starfield B. Primary Care: Balancing Health Needs, Services, and 
Technology. New York: Oxford University Press; 1998.

 8. Hogg W, Rowan M, Russsell G, Geneau R, Muldoon L. Framework 
for primary care organization: the importance of a structural domain. 
Qual Health Care. 2008;20:308–313.

 9. Campbell SM, Roland MO, Buetow SA. Defining quality of care. Soc 
Sci Med. 2000;51:1611–1625.

 10. Starfield B, Shi L, Macinko J. Contribution of primary health care to 
health systems and health. Milbank Q. 2005;83:457–502.

 11. Donabedian A. Explorations in Quality Assessment and Monitoring. 
Volume 1: The Definition of Quality and Approaches to its Assessment. 
Ann Arbor, MI: Health Administration Press; 1980.

 12. Maxwell RJ. Quality assessment in health. Br Med J. 1984;288: 
1470–1472.

 13. Institute of Medicine. Crossing the Quality Chasm: A New Health  System 
for the 21st Century. Washington, DC: National Academy Press; 2001.

 14. Gillam S, Siriwardena N. Quality Improvement in Primary Care – The 
Essential Guide. Oxford: Radcliffe; 2014.

3.  Are there valid, reliable, and practical measures of the desired clinical behavior? 

4.  Have the barriers and enablers to improving clinical behavior been assessed? 

5.  Will financial incentives work, and better than other interventions to change behavior, and why?  

6.  Will benefits clearly outweigh any unintended harmful effects, and at an acceptable cost? 

7.  Are systems and structures needed for the change in place? 

8.  How much should be paid, to whom, and for how long? 

9.  How will the financial incentives be delivered? 

1.  Does the desired clinical action improve patient outcomes? 

2.  Will undesirable clinical behavior persist without intervention? 

Figure 1 Balancing benefits and harms – a checklist.
Note: Data from walker et al.42

www.dovepress.com
www.dovepress.com
www.dovepress.com


Journal of Healthcare Leadership 2015:7 submit your manuscript | www.dovepress.com

Dovepress 

Dovepress

79

Financial incentive schemes

 15. Wilson T, Roland M, Ham C. The contribution of general practice and the 
general practitioner to NHS patients. J R Soc Med. 2006;99:24–28.

 16. Coulter A. Engaging Patients in Their Healthcare. Oxford: Picker 
Institute Europe; 2006.

 17. Sans-Corrales M, Pujol-Ribera E, Gene-Badia J, Pasarin-Rua MI, 
Iglesias-Perez I, Casajuana-Brunet J. Family medicine attributes related 
to satisfaction, health and costs. Fam Pract. 2006;23:308–316.

 18. Giuffrida A, Gosden T, Forland F, et al. Target payments in primary care: 
effects on professional practice and health care outcomes. Cochrane 
Database Syst Rev. 1999;(4) CD000531.

 19. White K, Fowler P, Bradley F, et al. Evidence based medicine. Lancet. 
1995;346:837–840.

 20. Whalley D, Gravelle H, Sibbald B. Effect of the new contract on GPs’ 
working lives and perceptions of quality of care: a longitudinal survey. 
Br J Gen Pract. 2008;58:8–14.

 21. Campbell S, Reeves D. Effects of pay for performance on quality of 
care in England. N Engl J Med. 2009;361:368–378.

 22. Houle SK, McAlister FA, Jackevicius CA, Chuck AW, Tsuyuki RT. 
Does performance-based remuneration for individual health care 
practitioners affect patient care? A systematic review. Ann Intern Med. 
2012;157:889–899.

 23. Scott A, Sivey P, Ait Ouakrim D, et al. The effect of financial incen-
tives on the quality of health care provided by primary care physicians. 
Cochrane Database Syst Rev. 2011;9:CD008451.

 24. Chaix-Couturier C, Durand-Zaleski I, Jolly D, Durieux P. Effects of 
financial incentives on medical practice: results from a systematic 
review of the literature and methodological issues. Int J Qual Health 
Care. 2000;12:133–142.

 25. Gosden T, Forland F, Kristiansen IS, et al. Impact of payment method 
on behaviour of primary care physicians: a systematic review. J Health 
Serv Res Policy. 2001;6:44–55.

 26. Christianson J, Leatherman S, Sutherland K. Financial Incentives, 
Healthcare Providers and Quality Improvements: A Review of the 
Evidence. London: The Health Foundation; 2008.

 27. Langdown C, Peckham S. The use of financial incentives to help 
improve health outcomes: is the quality and outcomes framework fit for 
purpose? A systematic review. J Public Health. 2014;36(2):251–258.

 28. Gravelle H, Sutton M, Ma A. Doctor Behaviour Under a Pay for Per-
formance Contract: Further Evidence from the Quality and Outcomes 
Framework; 2008. York: Centre for Health Economics, University of 
York [CHE Research Paper].

 29. McDonald R, Harrison S, Checkland K, Campbell S, Roland R. Impact 
of financial incentives on clinical autonomy and internal motivation in 
primary care: an ethnographic study. BMJ. 2007;334:1357–1360.

 30. McLean G, Sutton M, Guthrie B. Deprivation and the quality of primary 
care services: evidence of the persistence of the inverse care law from 
the UK quality and outcomes framework. J Epidemiol Community 
Health. 2006;60:917–922.

 31. Town R, Kane R, Johnson P, Butler M. Economic incentives and 
physicians’ delivery of preventive care. Am J Prev Med. 2005;28: 
234–240.

 32. Petersen L, Woodward L, Urech T, Daw C, Sookanan S. Does pay-
for-performance improve the quality of health care? Ann Int Med. 
2006;14:265–272.

 33. Casalino L, Gillies R, Shortell S. External incentives, information 
technology and organised processes to improve health care quality for 
patients with chronic diseases. JAMA. 2003;22:434–441.

 34. Harrison S, Smith C. Trust and moral motivation: redundant resources 
in health and social care? Policy Polit. 2004;32:371–386.

 35. Marshall M, Harrison S. ‘It’s about more than money’: financial incen-
tives and internal motivation. Qual Saf Health Care. 2005;14:4–5.

 36. Flodgren G, Eccles MP, Shepperd S, Scott A, Parmelli E, Beyer FR. An 
overview of reviews evaluating the effectiveness of financial incentives 
in changing healthcare professional behaviours and patient outcomes. 
Cochrane Database Syst Rev. 2011;7:CD009255.

 37. Doran T, Fullwood C, Kontopantelis E, Reeves D. Effect of financial 
incentives on inequalities in the delivery of primary clinical care in 
England: analysis of clinical activity indicators for the quality and 
outcomes framework. Lancet. 2008;372:728–736.

 38. Kontopantelis E, Springate DA, Ashworth M, Webb RT, Buchan IE, 
Doran T. Investigating the relationship between quality of primary care 
and premature mortality in England: a spatial whole-population study. 
BMJ. 2015;350:h904.

 39. Alshamsan R, Majeed A, Ashworth M, Car J, Millett C. Impact of 
pay for performance on inequalities in health care: systematic review. 
J Health Serv Res Policy. 2010;15(3):178–184.

 40. Van Herck P, De Smedt D, Annemans L, Remmen R, Rosenthal MB, Ser-
meus W. Systematic review: effects, design choices, and context of pay-
for-performance in health care. BMC Health Serv Res. 2010;10:247.

 41. Harrison M, Dusheiko M, Sutton M, Gravelle H, Doran T, Roland M. 
Effect of a national pay for performance scheme on emergency hospital 
conditions for primary care sensitive conditions: controlled longitudinal 
study. BMJ. 2014;349:g6423.

 42. Walker S, Mason AR, Claxton K, et al. Value for money and the quality 
and outcomes framework in primary care in the UK NHS. Br J Gen 
Pract. 2010;60:213–220.

 43. Cecil E, Bottle A, Sharland M, Saxena S. Impact of UK primary 
care policy reforms on short-stay unplanned hospital admissions 
for children with primary care-sensitive conditions. Ann Fam Med. 
2015;13:214–220.

 44. Glasziou P, Buchan H, Del Mar C, et al. When financial incentives do 
more good than harm: a checklist. BMJ. 2012;345:e5047.

 45. Ariely D, Gneezy U, Loewenstein G, Mazar N. Large stakes and big 
mistakes. Rev Econ Stud. 2009;76:451–469.

 46. Scullard P, Abdelhamid A, Steel N, Qureshi N. Does the evidence 
referenced in NICE guidelines reflect a primary care population? Br J 
Gen Pract. 2011;61:e112–e117.

 47. Guthrie B, Payne K, Anderson P, McMurdo M, Mercer S. Adapting 
clinical guidelines to take account of multimorbidity. BMJ. 2012;3345: 
e6341.

 48. Barnett K, Mercer S, Norbury M, Watt G, Wyke S, Guthrie B. 
 Epidemiology of multimorbidity and implications for health care, 
research, and medical education: a cross-sectional study. Lancet. 
2012;380:37–43.

 49. Maisey S, Steel N, Marsh R, Gillam S, Fleetcroft R, Howe A. Effects of 
payment for performance in primary care: qualitative interview study. 
J Health Serv Res Policy. 2008;13:133–139.

 50. Lester H, Schmittdiel J, Selby J, et al. The impact of removing financial 
incentives from clinical quality indicators: longitudinal analysis of four 
Kaiser Permanente indicators. BMJ. 2010;340:c1898.

 51. Jha AK, Joynt KE, Orav EJ, Epstein AM. The long-term effect of 
premier pay for performance on patient outcomes. N Engl J Med. 
2012;366:1606–1615.

 52. Dixon-Woods M, McNicol S, Martin G. Ten challenges in improving 
quality in healthcare: lessons from the Health Foundation’s programme 
evaluations and relevant literature. BMJ Qual Saf. 2012;21:876–884.

 53. Gillam S, Steel N. The quality and outcomes framework – where next? 
BMJ. 2013;346:f659.

 54. Greene SE, Nash DB. Pay for performance: an overview of the literature. 
Am J Med Qual. 2009;24:140–163.

www.dovepress.com
www.dovepress.com
www.dovepress.com


Journal of Healthcare Leadership

Publish your work in this journal

Submit your manuscript here: http://www.dovepress.com/journal-of-healthcare-leadership-journal

The Journal of Healthcare Leadership is an international, peer-reviewed, open 
access journal focusing on leadership for the health profession. The journal is 
committed to the rapid publication of research focusing on but not limited to: 
Healthcare policy and law; Theoretical and practical aspects healthcare deliv-
ery; Interactions between healthcare and society and evidence-based practices; 

Interdisciplinary decision-making; Philosophical and ethical issues; Hazard 
management; Research and opinion for health leadership; Leadership assess-
ment. The manuscript management system is completely online and includes 
a very quick and fair peer-review system. Visit http://www.dovepress.com/ 
testimonials.php to read real quotes from published authors.

Journal of Healthcare Leadership 2015:7submit your manuscript | www.dovepress.com

Dovepress 

Dovepress

Dovepress

80

Gillam

http://www.dovepress.com/journal-of-healthcare-leadership-journal
http://www.dovepress.com/testimonials.php
http://www.dovepress.com/testimonials.php
www.dovepress.com
www.dovepress.com
www.dovepress.com
www.dovepress.com

	Publication Info 2: 
	Nimber of times reviewed: 


