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1 Research 2005 Damberg CL et 
al

Qual Manag Health 
Care Case Study

Describes implementation of the Integrated Healthcare Association's (IHA) P4P Program  - presents 
results from year 1 including methods and lessons learned such as the importance of 1) A 
credible/neutral convenor 2) Reconciling different philosophies/perspectives 3) Allowing 
differentiation in plan incentive programs 4) Testing measure specifications to ensure they are 
appropriate for all provider types 5) Ensuring integrity of the data used to score physicians 6) An 
independent data aggregator 7) Good communication among all parties.

2 Research 2005 Eggleston K J Health Econ Statistical Model
Develops a model related to provider multitasking and P4P. Advocates using a mixed payment method 
to balance incentives for quality across services. Looks at how financial incentives influence providers
allocation of effort across tasks involved in providing quality care. 

3 Research 2005 None Listed Perform Improv 
Advis Survey

Presents survey conducted by Hewitt for the National Committee for Quality Health Care. Survey 
examines prevalence of quality based measures in management incentive plans of 63 major hospitals.  
Found incentive plans are the norm - but focus was on administrators not doctors. 60% include quality 
performance and outcome measures - common targets are cardiac medication and treatment, c-section 
rates, mortality rates, infection rates, and medication errors.  LOS and asthma treatment/medication 
and patient satisfaction also targeted.

4 Research 2005 None Listed Perform Improv 
Advis Case Study

Reviews a Medicaid managed care hospital quality program (CalOptima) that provides fiscal rewards 
for performance. Program has been in place for 2 years. Program uses existing measures from JCAHO 
and the Leapfrog Group. Program has paid local hospitals $1.1 million.  Measures involve community 
acquired pneumonia, congestive heart failure, acute myocardial infarction, and hospital safety. Patient 
satisfaction was evaluated using Patient's Evaluation of Performance measures. Almost half of the 
hospitals only received an average score on patient satisfaction. Rewards are based on a point system. 
Payments ranged from $33k to $154k.

5 Research 2005 Rosenthal MB 
et al Jama Natural 

Experiment 

Evaluated the impact of a prototypical P4P Program on quality of care using administrative reports of 
physician group quality from a large health plan for an intervention group (CA) and a 
contemporaneous comparison group (WA). Outcomes measures included cervical cancer screening, 
mammography and HbA1c testing.  The CA network demonstrated greater quality improvement after 
the P4P intervention only in cervical cancer screening. For all 3 measures, physician groups with 
baseline performance at or above the performance threshold for receipt of a bonus improved the least 
but garnered the largest share of the bonus payments. Conclusion is that paying to reach a common, 
fixed target may produce little gain in quality and will largely reward those with higher performance at
baseline. Authors note that the principal lesson derived from the experience is that incentive design 
makes a difference.

Only evaluated two western 
physician groups therefore 
results may not be 
generalizable.  Groups were 
also largely capitated multi-
specialty groups (vs fee for 
service individual 
physicians.) Only 3 
measures evaluated over a 
short period of time.  For 
identification of the effect of 
P4P they assumed that 
absent the QIP, trends in 
improvement would be the 
same across both groups. 
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6 Research 2005 Seay T et al MGMA Connex Case Study

Reviews the Greater Houston Emergency Physicians incentive based compensation plan. 30% of 
salary was based on incentive. Bonuses ranged from $10,000 - $50,000 per physician. Money came 
from increased collections resulting from better documentation and coding. Physicians developed the 
plan.

7 Research 2005 Town R,  et al Am J Prev Med

Systematic 
Literature 
Review of 
randomized trial 
literature (1966-
2002) 

Found that literature regarding the impact of financial incentives on provider preventive care delivery 
is sparse. Only one financial intervention led to significantly greater provision of preventive services. 
Results suggest small rewards will not motivate doctors to change preventive care routines. Potential 
bonus payments ranged from $50 to $4682.

Literature regarding this 
topic is sparse. Limited 
number of studies met the 
inclusion criteria. 

8 Research 2004 Borenstein J et 
al Am J Med 

Cross sectional  
Literature 
Review of 399 
self reported 
quality 
improvement 
activities

Study includes review of 79 quality improvement activities from 50 organizations. Financial incentives
for providers were associated with higher performance rates.  Notes that overall  the effects of self 
reported quality improvement activities on the quality  of care provided by clinicians were often small 
and inconsistent - no definite conclusions could be drawn.

Limitations of the available 
dataset and caveats of a 
cross sectional study design.

9 Research 2004
Conrad DA, 
Christianson 
JB

Med Care Res Rev Literature 
Review

Reviews literature on financial incentive effects on physician behavior and  presents  an income 
maximization model of physician choices.

10 Research 2004 Keckley PH MedGenMed

Delphi survey  
of clinical 
program 
directors and 
medical officers 
at 89 health 
plans

Examines the role of evidence based medicine in managed care. Found health plans incorporate 
evidence based medicine in 5 areas overseen by medical management - including P4P initiatives. 
Focused more specifically on evidence based guidelines (vs P4P).

11 Research 2004 McElduff P et 
al

Qual Saf Health 
Care 

Statistical 
modeling of 
financial 
incentives

Models the impact of financial incentives introduced to improve  the quality of care related to 
cardiovascular disease  in the United Kingdom. Found significant health gains could results from 
achieving the proposed quality targets.

Focus is  narrow 
(Cardiovascular) and cost 
effectiveness was not 
measured.

12 Research 2004 Rosenthal MB 
et al Health Aff 

Scientific 
literature, 
Newspapers, 
Internet searches

Examined public reports of  37 P4P programs associated with paying for quality over the past 5 years 
and identified key design features including market share of payers, reward system structure, amount 
of revenue at stake and targeted domains. Provides table with description of measures and incentives 
used.

13 Research 2004 Shen J et al Med Care Survey of family 
physicians

Objective to test if physicians' clinical decisions would be influenced by payment incentives and if 
physicians would have equal concern about medical decisions made under capitation or fee-for-service
arrangements. Found payment mechanisms had significant effects on clinical decision making. 
Physicians respond with greater levels of discomfort under capitation than fee for service.

Generalizability may be an 
issue. Used limited clinical 
scenarios.
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14 Research 2004 Strunk B, 
Hurley R

Cent Stud Health 
Syst Chnge  (HSC)

Site 
visit/interview

Reports on interviews from  2002-2003 site visits of health plans, providers, employers and policy 
makers in 12 national communities regarding P4P.  Found Health Plan P4P programs existed in 7 of 
the 12 communities. Most were sponsored by a major health plan. Identifies the following keys to 
success 1) Incentive design - need to align incentives with base pay  2) Need support from major plans 
with large market share. They should also drive standardization 3) Need to overcome physician 
resistance regarding how quality is measured 4) Purchasers will need to play a role in terms of 
funding/paying for quality.

15 Research 2003 Amundson G et 
al Jt Comm J Qual Saf

Case Study - 
Audit of 
14,000+ medical 
records  related 
to smoking 
status and 
counseling

Describes P4P program that focuses on use of tobacco cessation guidelines. Found that data combined 
with financial incentives are an effective way for health plans to improve physician compliance with 
tobacco cessation guidelines.

No control group.  Possible 
overestimation of the 
increase in rate of advice to 
tobacco users because of 
more consistent 
documentation. Interviews 
may not be as effective as in 
guidelines due to definition 
of "advise".

16 Research 2003 Casalino L et al Jama

Telephone 
Survey of 1000+ 
Physician 
Organizations

Goal to determine the extent to which physician organizations (POs) use care management processes 
(CMPs) and to identify key factors associated with CMP use.  CMPs include case management, 
disease registry use, and clinical guidelines. External incentives and clinical IT were most strongly 
associated with CMP use. Giving POs public recognition for scoring well on performance measures is 
associated with the use of 2 additional CMPs.

Organizations may overstate 
use of CMPs. Response 
bias. Individual practitioners 
may vary in practice from 
overall POs.

17 Research 2003 Chung RS et al J Healthc Qual Case Study

Describes a  quality based physician compensation program  - The Hawaii Medical Service 
Association's (HMSA) Physician Quality Program (a PPO setting). Reviews barriers including: 
assignment of responsibility for patient (which providers are accountable for which patients), severity 
and case mix adjustment, data sources and costs, physician acceptance, and inadequate sample size. 
Preliminary assessment of outcomes show improvements in some clinical areas and mixed findings in 
others.  Notes bonus will not have impact if share of patients for hospital is small (if rewards tied to 
Medicare then rewards could be substantial).

Generalizability of study 
due to HMSA controlling 
significant market share in 
Hawaii.

18 Research 2003 None Listed Qual Lett Healthc 
Lead Case Study

Comments on the Not-for-profit Bridges to Excellence (BTE) program as it was first unveiled. Notes 
how it is a partnership of employers, physicians, health plans and others. Providers will achieve a 
certain level of performance, then receive a per patient bonus. Focus is diabetes care, cardiovascular 
care and patient care management systems (investment in information systems). Program will be rolled
out to limited locations. Physician participation is voluntary.
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19 Research 2003 None Listed Qual Lett Healthc 
Lead Case Study

Reviews the kick off of Medicare's financial incentive demonstration program to reward hospital care. 
Notes that there will be 35 measures in 5 clinical areas - acute myocardial infarction, coronary artery 
bypass graft, heart failure, community acquired pneumonia and hip/knee replacement. Project 
conducted in cooperation with Premier (a nationwide alliance of  not-for-profit hospitals). 3 year 
project began in October 2003. Expect $21 million in bonuses will be paid over the 3 years. Scoring 
and payment will stay the same for first 2 years. Hospitals scoring in the top 10% tier will get a 2% 
bonus on their Medicare payments, those in the second 10% will get a 1% bonus; but in the 3rd year 
payment reduction will be added. Provides list of quality measures.

20 Research 2003 Roski J et al Prev Med 
Controlled, 
Randomized 
Trial (40 clinics)

Intervention was a financial incentive and access to a patient registry all related to smoking cessation. 
Found the impact of financial incentives and patient registry system in improving smoking cessation 
clinical practices and behaviors was mixed (modest positive impact on clinicians adherence to 
smoking cessation practice guidelines - identification of tobacco users).

Study design is not robust 
enough to detect statistically 
significant differences in 
quit rates. Lack of complete 
capture of potential smokers 
benefiting from counseling 
may have limited survey 
responses.

21 Research 2003 Stoddard JJ et 
al

J Ambul Care 
Manage 

National 
Telephone 
Survey of 
Physicians

Examines association between financial incentives and provider's perceived conflict of interest. Found 
physicians subject to financial incentives based on profiling are more likely to perceive a conflict of 
interest and have greater difficulty obtaining medically  necessary secondary services for their patients.

Dependent variables are 
perception based. 
Independent variable 
(profiling with financial 
incentives) not precisely 
defined nor do they capture 
magnitude of incentive.  
Reference group of 
physicians may have 
introduced some bias.

22 Research 2003 Welle-Powell 
D MGMA Connex Case Study

Describes components of Exempla Healthcare's (Denver) P4P program. Focus is on cardiac care. 
Recommends the following: 1) Know your market 2) Partner with local purchasers and payers 3) 
Define approach - limit the targeted areas to a few 4) Decide who should participate 5) Define mutual 
goals (payers & providers)  6) Focus on proven evidenced based performance measures and 
performance targets 7) Monitor & measure 8) Reward in a timely manner (in this case annually).
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23 Research 2002 None Listed Capitation Manag 
Rep Case Study

Reviews Missouri Blues' bonus system. In mid-1990s Missouri Blues began a P4P pilot program.  
Doctors could earn an additional 4% of their capitated income if they met targets in the areas of 
childhood immunizations, retinal exams for diabetes patients and hospital admissions for child and 
adult asthmatics.  Additional money was available for those with good patient satisfaction scores.  
After 5 years success has prompted expansion. Now maximum bonus for quality targets is 6% with 
tiering. Notes that a large practice could get $40,000 at the 4% level.  New version dropped the quality 
indicators (except immunizations) and added 5 new ones - monitoring HbA1c counts for diabetic 
patients, screening for breast cancer, screening for cervical cancer, monitoring liver enzymes in 
patients taking lipid-lowering drugs and ordering strep tests for acute pharyngitis patients prior to 
prescribing antibiotics. Groups receive data quarterly from a consultant who also provides suggestions.

24 Research 2002 Rosenthal MB 
et al Health Aff 

Case Study - 
survey all POs 
that contract 
with PacifiCare

Examines how financial incentives flow from health plans through physician organizations to 
individual physicians. 13% of Medical Groups and 19% of IPAs provided bonuses or withholds based 
on performance - which averaged about 10% of base compensation.

Results may not be 
generalizable. Financial 
incentives that study focused
on may have changed and 
direction is unclear.  Small 
sample size so independent 
association may not have 
been proven.

25 Commentary  2005 Goldfield N et 
al

Qual Manag Health 
Care 

Recommends principles and key attributes needed to guide P4P programs including using both a cost 
score and a quality score.  Notes that the minimum financial incentive should be 20%.  

26 Commentary 2005 Galvin R Health Aff Interview
Interview with Donald Berwick from the Institute for Healthcare Improvement.   Berwick expresses 
skepticism about the value of P4P programs  for individual doctors.  He does not believe P4P is 
enough. He is also against increasing patient cost sharing.

27 Commentary 2004 Howie JG et al Br J Gen Pract Letter

Notes authors attempt to a develop a National Health Service (UK) practice performance index. But 
found it was unfair on practices working in deprived areas. Notes, however, that the consultation 
quality index was fair and combines measures of enablement, consultation length and how well 
patients know their doctor.  Concerned that most P4P indicators do not measure patient centeredness.

28 Commentary 2003 Darr K Hosp Top 

Early discussion about CMS P4P pilot program for hospitals - primarily that it will likely produce 
short term positive outcomes but the long term will be negative - increasing costs for hospitals, 
resources will be diverted  to the 35 measures (robbing Peter to pay Paul), emphasis on specific 
outcomes measures rather than entire system will likely result in poorer results overall, pilot 
encourages a culture of inspection, and small/rural hospitals will not have resources to comply.
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29 Commentary 2005 Alper PR Health Aff  

Notes that evidence based guidelines are the foundation for performance incentives. Identifies barriers 
to putting  guidelines in place including: 1 ) There is very little information on cost effectiveness of 
guidelines 2) The actual implementation of guidelines are expected to be funded by physicians, and 3) 
There is little or no correlation between the ease of implementing best practices and the cost of 
complying with the size of the bonuses offered by programs - the bonus might be trivial compared to 
cost of earning it.

30 Commentary 2005 Benko LB Mod Healthc
Describes CareFirst's P4P program - A three year  $3.6 million pilot program that will pay $50 per 
patient if they meet NCQA criteria for IT to improve safety. Follows Bridges to Excellence P4P 
Program model.  

31 Commentary 2005 Bonis PA J Clin Gastroenterol

Reviews key attributes of P4P programs (aka Quality Incentive Payment Systems) and discusses 
limitations of the programs including - 1) Narrowness of measures 2) Difficulty in measuring quality 
accurately / data collection 3) Selective participation and gaming the system 4) Competing programs 
and providers participating in multiple programs with different measures or conflicting guidelines.

32 Commentary 2005 Carlisle D Health Serv J 

Article on the United Kingdom's National Health System's (NHS) P4P program  funded by 
Department of Health - began in April 2004.  General Practitioners (GPs) earn about 15-20% of their 
income through quality and outcomes program.  GPs win points and get cash for points. Results to be 
available in August 2005. Reports that doctors are achieving high results - so much that there may not 
be enough  funds to cover.

33 Commentary 2005 Elliott B Del Med Jrl

Reviews the history of CMS'  Medicare Hospital Quality Initiative (HQI). Provides suggestions on 
how to improve physician acceptance and includes discussion of weaknesses and strengths of HQI. 
Although voluntary, most hospitals are participating. Three major initiatives of HQI are 1) set of 22 
core measures used nationally 2) Premier Hospital Quality Incentive demonstration which has 34 
quality measures and 3) a Patient satisfaction survey. The article provides a  review of each initiative 
and lists all of the measures used (none appear to be directly focused on pediatrics).  Notes that HQI is 
encouraging the following trends 1) more emphasis is placed on physician compliance with 
benchmarks at the time of credentialing 2) standardized order sets are becoming more common 3) If a 
core measure is in an order and it is not done, the order will often have a prompt. 

34 Commentary 2005 Fong T Mod Healthc Reviews CMS's announcement of its first bonus program for doctors (beginning April 1, 2005). 
Involves 10 large medical groups. Bonuses in addition to flat FFS reimbursement

35 Commentary 2005 Hackbarth G, 
Milgate K Health Aff 

Authors explain why the Medicare Payment Advisory Commission (MedPAC)'s recommendation to 
establish a budget-neutral P4P program to reward physicians for the outcomes of IT use (rather than 
helping them purchase a system) is beneficial.  Authors point out that barriers to adoption (e.g.,  costs, 
implementation complexity, ROI, changes in workflow, and limited products) must be addressed to 
encourage use of IT for quality improvement. MedPAC recommends differential payments based on 
quality performance (not just purchase of an IT system). That is the practice must demonstrate the 
system is used to benefit the Medicare beneficiary - such as  tracking and providing follow-up care.

36 Commentary 2005 Hagland M Healthc Inform Provides overview of P4P programs in  Minnesota, Pennsylvania, New Jersey, and Okalahoma.
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37 Commentary 2005 Henley E J Fam Pract 

Summarizes current national programs as well as concerns, benefits and risks of P4P - including 1) 
identifying sufficient incentive amounts for physicians with numerous insurers, 2) identifying the 
number and types of measures 3) How will incentives be funded 4) The need to risk adjust to 
compensate for patient acuity.

38 Commentary 2005 Hills LS J Med Pract Manage Provides discussion on when and how to use monetary incentives - but the focus is on practice staff 
(not physicians).

39 Commentary 2005 Hochberg SM Health Mang 
Technol

Notes that for hospitals - data is not fragmented by payer, data can typically drill down as needed and 
they have financing to invest in IT to better support data capture.  For physicians - the article notes that
a recent Commonwealth Fund  survey reported only a third of responding physicians have access to 
data about the quality of their clinical performance. States that report cards are usually individual 
profiles from health plans only covering a subset of their practice. Report frequency varies as well. 
Payers are driving the process and should not be. Suggests that electronic medical records and data 
warehouses are a large part of the solution. Notes that the Massachusetts Health Quality Partners, 
Minnesota Community Measurement and California Association of Physician Groups and the 
Integrated Healthcare Association are all examples of successful collaboratives.

40 Commentary 2005 Jessee WF MGMA Connex 

Reviews current status of P4P movement. Notes that the following questions must still be answered: 
Who sets the performance measures and how are they weighted, where do the data come from for 
measuring performance and who covers the cost of collecting those data, how is the performance of 
support specialists such as radiologists, pathologies etc to be evaluated, does every payer use different 
measures or are they standardized. States that MGMA issued a position paper of P4P programs that 
sets forth 9 principles.

41 Commentary 2005 Kertesz L AHIP Cover 

Notes that organizations such as the American Medical Association, Joint Commission on 
Accreditation of Healthcare Organizations and the American Academy of Family Physicians among 
other groups agree on broad principles - performance goals should be to improve healthcare quality 
and safety, incentives should be fair and the programs should involve providers in their design and 
implementation. Notes that physicians want more use of clinical data rather than claims data although 
without an effective IT infrastructure that is difficult. Physicians want payments for improving, not 
just hitting a benchmark. Some physicians want financial rewards over and above their contracted 
fees, whereas some plans believe fees should be at risk or withheld if the threshold performance level 
is not achieved. Notes that CMS is a major driver of the P4P movement with its various 
demonstrations. Also provides an overview of a number of different programs including Integrated 
Healthcare Associations, the Minnesota Community Measurement Collaborative,  Mass. Health 
Quality Partners and a number of BCBS programs.

42 Commentary 2005 Leape L, 
Berwick D Jama

Reviews impact of IOM's "To Err is Human", barriers to progress and reports that changes in the 
following 4 areas will influence the movement related to patient safety: 1)  Implementation of EHRs 2)
Wide diffusion of proven safety practices 3) Spread of training on safety 4) Full disclosure to patients 
following injury.
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43 Commentary 2005 May EL Healthc Exec 

Describes the following mechanisms used to engage physicians in P4P programs: 1) Share ownership 
with physicians 2) Identify a physician leader to enlist support 3) Prepare physicians for changes in 
practice process 4) Facilitate the development/transfer of knowledge (data). Also provides overview of 
the IHA Program.

44 Commentary 2005 None Listed Health Bench Qual 
Improv 

Reports that JCAHO has issued its own "Principles for the Construct of Pay for Performance 
Programs". Provides commentary from quality experts on the impact of the guidelines.

45 Commentary 2005 None Listed Hospital Peer 
Review

Reviews CMS P4P initiatives. CMS recently issued its final rule for FY2006 rate increases for 
hospitals - that includes extra increases for hospitals participating in Medicare's quality reporting 
initiative.  The CMS/Premier Hospital Quality Incentive Demonstration Project which tracks hospital 
performance on a set of 34 quality indicators and pays annual incentives to top performers. Notes that 
data from first year shows a trend toward improved quality.  In its August 12th final rule, CMS 
announced that by reporting selected quality data, acute care hospitals will receive a 3.7% increase in 
payment rates for inpatient services. Hospitals that do not submit quality information will receive an 
increase of 3.3%. Notes that P4P forces a greater transparency on providers - something the IOM 
recommends.

46 Commentary 2005 None Listed Med Health 
Looks at possibility that the Federal government will offer states P4P programs for Medicaid. 
Performance measures tied to reimbursement might replace aspects of the current waiver process by 
which states gain freedom to implement state specific Medicaid innovations.

47 Commentary 2005 None Listed Capitation Manag 
Rep 

Reviews the Geisinger Clinic's (Pennsylvania) efforts to move towards P4P. They dropped capitation 
and moved to fee-for-service primarily due to malpractice concerns.

48 Commentary 2005 None Listed Med Health 

Reports on MedPAC's urging of Congress to move on P4P. Last year MedPAC recommended 
Medicare put in P4P programs for private health plans and dialysis providers, this year recommending 
P4P for hospitals, home health agencies and physicians. For physicians - initial emphasis needs to be 
on IT.

49 Commentary 2005 None Listed Qual Lett Healthc 
Lead 

Overview of the P4P movement and what healthcare organizations will need to do to implement P4P.  
Reviews findings from a survey (by Boston University of 2500 physicians). They identified the 
following 6 design issues for P4P programs: 1) Provider awareness and understanding 2) Sufficiency 
of financial incentives 3) Clinical relevance of quality targets 4) Scope of control (individual vs group)
5) Fairness of scoring system/payout formula 6) Unintentional consequences.

50 Commentary 2005 None Listed Perform Improv 
Advis 

Review of the Excellus BCBS (NY) P4P program. Excellus uses claims data to develop performance 
reports. Three reports per year.

51 Commentary 2005 None Listed MGMA Connex Reviews the Medical Group Management Association's (MGMA's)  nine principles to guide members 
as they evaluate participation in P4P programs.

52 Commentary 2005 None Listed MGMA Connex 
Provides congressional update on Medicare reimbursement and P4P.  Reviews the house bill 
introduced by House Rep Nancy Johnson R-Conn on July 28 2005. Also notes that the Senate 
introduced its own pay-for-performance legislation. The article briefly reviews the various bills.
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53 Commentary 2005 None Listed Capitation Rates 
Data 

Provides summary of a 2004 national survey of P4P programs performed by MedVantage. Notes that 
number of P4P programs has increased in 2004 to 84 nationwide.  Report states 57 programs 
sponsored by health plans, 12 by Medicaid plans, 6 by employer groups and 5 by the Federal CMS and
4 by other organizations. Survey indicated most common types of performance feedback were: report 
cards (82%), provider mailings (78%), educational materials (74%), and clinical alerts (42%).  The 
most common non-financial incentives are: administrative simplification (45%), public performance 
reporting (30%),and provider honor roll programs (30%).  Most common payments to providers are: 
bonus (86%), added reimbursement for special tasks (30%), payment from withhold pool (26%), 
quality grants (18%) and tiered fee schedules (18%).

54 Commentary 2005 O'Hare PK Healthc Financ 
Manage

Article focuses on hospitals and what they can do to be prepared for P4P such as obtaining  
input/cooperation of medical staff when developing  the program, delivery protocols and clinical 
pathways. Suggests that to gain compliance  the hospital should  incorporate adherence into the 
medical staff credentialing criteria (an unacceptable score would not be recredentialed)  and create an 
incentive fund to be shared  with eligible physicians.

55 Commentary 2005 Parvin TS J Miss State Med 
Assoc 

Argues that physicians and patients should drive the P4P (vs purchasers). Notes that primary concerns 
with CMS P4P programs are 1) would P4P be used for economic credentialing? 2) Would CMS 
restrict the network of those able to see Medicare patients based on P4P? 3) would there be tiered 
benefits or would insurance plans offer less co-payment if patients agreed to go to the top performing 
physicians? 4) Who would take care of complicated patients? 5) What would be the financial incentive
- it is estimated to be 2-5% or 8-15 per MD per year? 6) Would correcting the current flawed 
conversion factor for Medicare payment somehow be tied to quality targets under P4P? Also reviews 
AMA's definition of P4P and their position.

56 Commentary 2005 Pilonero T Health Care Strateg 
Manage

Article focuses on hospitals and the use of a core payment system (i.e., pay ranges based on 
performance vs seniority/experience) for  hospital employees (not physicians in particular). Benefits of 
paying for performance are increased retention, easier recruiting, etc.

57 Commentary 2005 Romano M Mod Healthc Reviews AMA's new policy regarding P4P. Viewed by some as obstructive to CMS. AMA asks plans 
to adhere to long list of guidelines including mandatory pilot testing.

58 Commentary 2005 Romano M Mod Healthc 

Provides overview of responses to AMA's Policy on P4P and the MedPAC report. Reviews major 
issues including 1) Physician resistance due to concerns with measures 2) Physician concerns with 
payment levels and costs associated with collecting data  and  3) The need for national initiatives to 
develop standardized measures. Also provides overview of the various CMS demonstration projects.
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59 Commentary 2005 Rowe, J. W ABIM Foundation 
Forum Lecture

Lecture by John W. Rowe, MD (CEO of Aetna). Looks at the role certifying boards can play in P4P. 
Notes that P4P could be viewed as a threat to Boards since patients recognize board certification as a 
proxy for quality. Access to quality reports might lessen a patient's reliance on certification. He 
recommends Boards align themselves with P4P which may increase the utility of certification to 
physicians. Recommends Boards: 1) Include performance assessment in the maintenance of 
certification. Boards could serve to measure physician success in acquiring skills/knowledge needed 
for enhanced performance 2) Get involved in development of specialty specific databases to support 
employer's desire to share information with providers/employees 3) A maintenance of certification 
database that includes performance assessments must be updated frequently 4) Boards could 
participate in current database development efforts such as the Care Focused Purchasing effort or 5) 
Participate in current measurement development efforts. This would position them to influence the 
next generation of measures.

60 Commentary 2005 Siegel S Health Care Law

Discusses CMS's interest in P4P. Reviews key P4P programs at a very high level. Notes that P4P 
programs should start with incentives to collect the data (since IT costs can be burden and are not 
reimbursed by Medicare). Discusses various measures under development and providers concerns 
about public reporting.  States that most experts believe rewards need to be 20% of reimbursement to 
be effective.

61 Commentary 2005 Smith s Minn Med

Provides a high level overview of a few P4P plans in Minnesota - HealthPartners (HP),  Medica and 
BCBS of MN. Notes that HealthPartners began their initiative in 1997 and ties about 10% of PCP 
payments to performance measures. Providers must exceed past performance rather than just meet a 
benchmark. HP also offers bonuses to providers who attain hard to reach goals related to cardiac, 
orthopedic and primary/preventive care.  In 2005, HP offered bonuses to providers who have at least 
25% of their diabetic patients maintain healthy blood pressure, cholesterol and blood sugar levels, take 
aspirin and not use tobacco. Medica has used P4P for its PCPs for 3 years by offering financial 
incentives for providers to invest in evidence based improvements. In 2004, Medica offered an 
incentive pool of $5 million for meeting goals in 6 areas - adult diabetes management pediatric asthma 
management Chlamydia screening, acute low back pain management, generic prescribing rates and 
inpatient safety. BCBS rewards clinics that achieve superior outcomes in areas including pediatrics.

62 Commentary 2005 Terry K Med Econ Reviews at a high level some of the current P4P initiatives and provides discussion on key  issues 
including concerns with measurement development, sample size, and payment approaches.

63 Commentary 2004 Ambury T Br J Gen Pract Letter

Letter response to article on adequacy of performance indicators as markers of general practitioner 
(GP) quality in the United Kingdom. Notes that more recent literature reports GP reactions to 
performance indictors are favorable, but still notes concerns regarding quality of data used.  Reports 
not all GPs are threatened by measurement.
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64 Commentary 2004 Becker C Mod Healthc Reports that National Quality Forum (NQF) would soon be looking at the feasibility of a mandatory 
reporting system for hospital performance.  

65 Commentary 2004 Corrigan K, 
Ryan R

Healthc Financ 
Manage 

Reviews literature on various P4P programs and key obstacles including 1) Provider 
resistance/concerns and  2) The general belief that plans do not have the data to make decisions about 
performance. Also states that public reporting is essential.

66 Commentary 2004 Davies TJ Manag Care 
From IHA's Executive Director - reviews development of IHA P4P program and its key components. 
Mentions that in the future risk assessment and risk adjustment of physician group capitation payments
may allow recognition that is more fair.

67 Commentary 2004 Endsley S et al Fam Pract Manag 

Review of current P4P programs and basic components. Notes that physicians receive an average of 
10% of annual income from P4P programs; the two most common incentives are quality bonuses and 
reimbursement at risk (withholds). Payments range from 1-40% of a practices total revenue. Plans 
typically compare physicians to others in the program or national benchmarks. Provides suggestions 
for providers looking to get involved with a P4P plan.

68 Commentary 2004 Epstein AM et 
al N Engl J Med 

Reviews origins and goals of P4P. Notes challenges including: 1) Programs will be ineffective if 
sponsor doesn't represent a substantial proportion of a physician's practice revenue (e.g. 15-20%) 2) 
The need to determine the right mix of criteria and number of measures 3) Physician resistance 4) The 
desire not to penalize physicians for caring for patients who are at a socioeconomic disadvantage. 5) 
The need for continued investment in systems for measuring and tracking quality. 

69 Commentary 2004 Ferman JH Healthc Exec Discusses growing popularity of P4P programs, mentions key P4P initiatives underway at the time and 
focuses on Medicare/CMS influence over the P4P movement.

70 Commentary 2004 Ferman JH Healthc Exec 

Reviews obstacles to implementing P4P programs and implications for providers. Obstacles include: 
inability to motivate providers, provider resistance, unfair penalties to providers who treat socially 
disadvantaged patients, imperfections in measuring quality. Author expects programs to evolve to be 
more punitive and recommends that Medicare must take the lead.

71 Commentary 2004 Ferman JH Healthc Exec Reviews financial incentives and quality measures used in P4P programs at a high level.  Notes that 
incentives are generally targeted towards physicians (vs hospitals).

72 Commentary 2004 Fong T Mod Healthc 

Reviews NCQA's 8th annual State of Health Care Quality Report.  The report shows overall 
performance of health plans on clinical quality measures improved and notes that some of the credit is 
due to P4P activities. Also notes that there are still concerns from hospitals that measures must be well 
designed and fair.

73 Commentary 2004 Gosfield AG, 
Reinertsen JL N Engl J Med Letter

Identifies challenges facing P4P programs - 1) Most programs focus on underuse vs overuse 2) 
Although physicians may get bonus they might not realize higher margins as staff time to collect data 
may be costly. 

74 Commentary 2004 Keenan P, 
Kline J

Issue Brief 
(Commonw Fund) 

Issue 
Brief/Review

Reviews recent P4P activities and discusses availability of performance data from HEDIS, voluntary 
data collection, the National Quality Forum (NQF), and others.
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75 Commentary 2004 Landon BE Med Care Res Rev Commentary on another article regarding financial incentives and quality.   Focuses on next steps and 
where additional investigation is needed.

76 Commentary 2004 Mahendran M N Engl J Med Letter Comment from United Kingdom. Author is concerned about the costs associated with data collection 
required for P4P programs and fears that they are moving towards "target oriented medicine."

77 Commentary 2004 Millenson ML Qual Saf Health 
Care Reviews at a high level the  history that lead to current P4P movement.

78 Commentary 2004 None Listed Healthc Financ 
Manage 

Notes that in 2003 the AHA, Federation of American Hospitals and Association of American Medical 
colleges launched a national voluntary  reporting initiative to improve quality. The initiative focuses on
10 process based measures. These measures were then adopted by CMS for their Hospital P4P 
initiative. Also noted that under Section 501 of the Medicare Modernization Act - hospitals that do not 
submit performance data for the 10 quality measures will receive 0.4% smaller Medicare payments in 
FY05 than hospitals that do report quality data.

79 Commentary 2004 None Listed Hosp Case Manag Reports that case managers will play a big role in P4P initiatives since incentives for hospitals to care 
for patients more effectively/efficiently. Case managers will have bigger role in care planning

80 Commentary 2004 None Listed Capitation Manag 
Rep

Reports that Michigan plans are competing for incentive laden cap contracts. Only mentions quality 
incentives briefly.

81 Commentary 2004 None Listed Manag Care 
Interface An early review of the Bridges to Excellence P4P Program.

82 Commentary 2004 None Listed Health Bench Qual 
Improv 

Identifies the proactive steps hospitals can take with P4P programs. Recommends that hospitals: 1) 
Explore P4P now with their largest payers and see how it differs from CMS, perhaps hospital can get 
involved in early development 2) Look at how their  facility measures value 3) Be aggressive at 
subdividing the data to plan interventions more appropriately. Also reviews Highmark's Hospital P4P 
Plan (Insurer) and emphasizes that hospitals must demonstrate "ongoing" improvement.

83 Commentary 2004 None Listed Manag Care 

Focuses on the Hill Physician Medical Group (part of IHA Calif P4P program). Reports the group has 
2100 physicians and paid out $12 million in bonuses (5.6 million was for the statewide P4P program, 
the remainder was their existing P4P plan). Recommends medical groups should set aside a portion of 
P4P earnings for internal programs and build their plan gradually.

84 Commentary 2004 None Listed Capitation Manag 
Rep

High level review of emerging P4P programs such as IHA and BTE.  Notes that NCQA endorses P4P. 
Mentions physicians may view it as "cookbook" medicine.

85 Commentary 2004 None Listed Perform Improv 
Advis 

Reviews the following P4P trends: 1) Market traction has increased significantly 2) P4P is moving 
from gated HMOs to open access PPOs 3) P4P is focused mainly on PCPs while largely ignoring 
specialists with measures largely HEDIS based 4) Physician incentives are directed at improving 
outcomes and efficiency 5) More robust clinical measures are needed which requires better data.
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86 Commentary 2004 None Listed Health Bench Qual 
Improv 

Discusses what P4P can mean for quality managers and hospital CEOs. Because much of the data are 
made public, CEOs are putting pressure on quality managers to be proactive and have information 
available  for review before it "hits the paper".  CEOs concerned that data sources are not accurate or 
only provide a limited view since they are mostly claims based. Mentions some of the comparative 
data sources available -  CMS, The Leapfrog group, HealthGrades, American Hospital Association, 
JCAHO's ORYX initiative. Discusses the importance of what information is presented to the consumer
(e.g. LOS is meaningless to the average person).

87 Commentary 2004 Rodwin MA Bmj

Identifies potential issues with financial incentives for physicians including: 1)  Sends signal that 
doctors should consider their self interest when making medical decisions, and 2) Exacerbates doctors' 
conflicts of interest which compromise loyalty to patients and may reward doctors for behavior that is 
not necessarily in their patient's interest.

88 Commentary 2004 Sipkoff M Manag Care 
Reviews potential problems stemming from P4P programs including: 1) P4P could create a two class 
system where people pay more to have access to better doctors/hospitals 2) Aggregate costs of such 
programs are unclear 3) Concern over measures  4) Technical barriers 5) Cost of gathering data.

89 Commentary 2004 Verdery RB N Engl J Med Letter
Article expresses concerns regarding P4P initiatives - primarily that physicians cannot have static 
norms/uniform patients. States that physicians do not work for monetary rewards but more important 
rewards - patients, respect of peers and so forth.

90 Commentary 2004 Weber DO Physician Exec Reviews initial IHA P4P program characteristics. Focus is on Hill Physicians Medical Group 
participation.

91 Commentary 2003 Baquet-
Simpson A Healthplan

Provides a high level review of emerging P4P plans. Focus is on Anthem OH (OB/Gyn) P4P program. 
That P4P Program offered bonuses as an increase to fee schedule and eliminated precertification and 
concurrent review requirements. Used a point system and report cards. The program saw improvement 
in all areas targeted by incentives.

92 Commentary 2003 Benko LB Mod Healthc 

Mentions a number of P4P initiatives underway. The following concerns with P4P were noted: 1) Are 
payers measuring quality accurately? Measures must be valid and reliable and comparable across large
urban facilities and small rural facilities so that all hospitals can receive awards. 2) Bonuses must be 
large enough 3) Programs must infuse new money and cannot repackage money that would have gone 
to payment. 4) Challenge of tracking data. Notes small groups at a disadvantage because cannot spread
administrative costs across as many patients. 5) The need for payments to be based on a risk adjusted 
basis to prevent adverse selection.

93 Commentary 2003 Carroll J Manag Care 

Early discussion on the emerging BTE and IHA initiatives. Identifies early concerns including 1) 
Possibility of competing incentives 2) Where the money comes from - is it new money or old money. 
Shifting money will not motivate 3) Rewards need to be substantial (10-25% of physician's pay) 4) 
Need to collect good data 5) Notes the importance of Medicare/Medicaid implementing a P4P program
as that will drive acceptance in the private sector.

94 Commentary 2003 Curtiss FR J Manag Care 
Pharm Letter Describes a pharmacist pay-for-outcomes program for Diabetes (Ashville Project).
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95 Commentary 2003 de Brantes F J Healthc Qual Representative from GE announces "Bridges to Excellence" program - briefly mentions scope of the 
program's components: Physician Office link, Diabetes Care Link and Cardiac Care Link.

96 Commentary 2003 Marshall M, 
Smith P

Qual Saf Health 
Care 

Announces the move to introduce financial incentives into the UK general practitioners (under the 
National Health Service). There are 136 indicators. 76 (70% of total points) of the indicators relate to 
clinical care for primary care conditions, 56 indicators (18% of total points) relate to organizational 
issues (IT/staff management),  4 indicators (10% of points) relate to patient views of care and the 
remainder of points relate to provision of "additional services".

97 Commentary 2003 None Listed Perform Improv 
Advis

Reviews HealthPartners' P4P program - Outcomes Recognition Program (ORP). Emphasis on overall 
population health goals such as: tobacco cessation, diabetes care, coronary artery disease and 
preventive services.  Targets are derived from clinical guidelines. HP provides unblinded performance 
information to the public on the Internet. Each medical group has its own bonus pool depending on 
practices' enrollment size. HP makes available $2.5 million a year.

98 Commentary 2003 None Listed Capitation Manag 
Rep 

Focus on incentives used to boost adult flu vaccines. Article argues for the need for incentives based 
on provider performance.

99 Commentary 2003 None Listed Capitation Manag 
Rep 

Reviews IHA's P4P program. Notes how participating plans are still using their own measures in 
addition to the common measures. Also notes how each health plan is developing their own method for
determining the bonus. This lack of uniformity makes it more difficult for individual groups to track 
performance. Provides IHA's initial measurement list. Notes the need for risk adjustment to handle 
adverse selection.

100 Commentary 2003 None Listed Am J Manag Care 

Discusses the current lack of universal measurements and the need for standardized criteria in order 
for P4P to be successful.  Notes that 1) There are too many practice guidelines issued by different 
organizations 2) Data collection is time/labor/cost intensive 3) Lack of incentives 4) Patient lack of 
compliance will distort/influence physician performance.  The solution to these problems will lie in 1) 
Identifying funding streams (stakeholders, physicians or consumers) and 2) Developing appropriate 
physician incentives (e.g., access to information, decreased administrative burden,  financial rewards, 
communication of results).  

101 Commentary 2003 None Listed Capitation Rates 
Data 

Reviews critical performance metrics for medical groups including operating overhead as a percent of 
net revenue, expenses by category as a percent of net revenue, net revenue per visit, operating expense 
per visit revenue per member per month, service mix as a % of total charges, IT expense as a % of 
revenue, HEDIS measures, percent of diabetics with HbA1c screening, patient satisfaction survey, 
disenrollment rate, third available appointment, productive work hours per visit, Work RVUs per 
physician, RVUs per visit by physician, Volume of new patient visits, and turnover. Many other 
metrics are reviewed as well.

102 Commentary 2003 Pearson SL Mich Health Hosp Briefly highlights BCBS of Michigan P4P program under Rewarding Results

103 Commentary 2003 Robertson RG J Am Board Fam 
Pract Letter

Letters suggests possible enhancements to the board certification exam for family physicians. 1) 
Standardize the knowledge base based on core content of family medicine 2) Provide case reviews 
related to malpractice litigation and translate into exam questions 3) Practice guidelines -  currently 
responsibility of individual practitioners to find/implement. The board could prioritize, collate them 
and include content in recertification exams.
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104 Commentary 2002 Greene J Healthplan

Provides brief description of early P4P programs. Notes concerns, including:  1) Where the reward 
money will come from  2) With 20% annual membership turnover - question if investment in 
incentives are worthwhile because patients will leave plan before savings take place. 3) Data accuracy 
and administrative burden of tracking data.  Notes that Highmark pediatricians are being measured 
using six HEDIS measures. Points are also earned for night/weekend hours and submitting claims 
electronically.

105 Commentary 2002 Meyers S Trustee Lists key requirements for creating a successful P4P program. Reviews IHA P4P program.  

106 Commentary 2002 None Listed Qual Lett Healthc 
Lead 

Provides an overview of the IHA statewide P4P Program.  Reviews early P4P programs 1) NY Empire 
BCBS and 2) Harvard Pilgrim/Partners Healthcare which has a Pediatric Asthma P4P program using 
HEDIS measures.  

107 Web News 2005 Foubister V

www.cmwf.org/pu
blications/publicati
ons_show.htm?do
c_id=274106

Reviews status of Medicaid Agencies and P4P. Notes that "Following the lead of corporate purchasers,
state Medicaid agencies have begun to incorporate pay-for-performance and other incentives into their 
managed care plan contracts. Some Medicaid managed care plans, in turn, are offering quality 
incentives to their providers."

108 Web News 2005
Integrated 
Healthcare 
Association 

www.iha.org 2005 Web Cast P4P Update for Stakeholders via Web Cast. Provides an overview of P4P program updates, reviews 
data collection and reporting timelines and changes to the measures.

109 Web News 2005 Klein S

www.cmwf.org/pu
blications/publicati
ons_show.htm?do
c_id=327240

Reviews recent push by the Institute of Medicine (IOM) to create a national approach to performance 
measurement development. Notes that current performance measurement efforts are often narrow in 
focus. Reports that the IOM's report "Performance Measurement: Accelerating Improvement" states 
the current "patchwork" of measurement is insufficient. IOM recommends that Congress establish a 
new standard-setting board within the Department of Health and Human Services to accelerate 
development of a standardized performance measurement system. Centralizing the system will reduce 
frustration for providers having to respond to multiple request for data on often conflicting measures. 
The approach would also help address gaps in the current systems - especially in measures related to 
equity, efficiency or patient-centered care. The goal is to support performance measurement in a more 
longitudinal form as well as composite measures (aggregated measures).

110 Web News 2004
American  
Medical 
Association

http://www.ama-
assn.org/ama/pub/
category/14416.ht
ml#physician_pfp 

White Paper -
Physician Pay 
for Performance 
Initiatives

AMA staff analyze the P4P movement. Article provides information on the background of P4P, 
current status of P4P initiatives, and key components of P4P programs.

111 Web News 2003 None Listed

http://www.ahapoli
cyforum.org/ahap
olicyforum/trendw
atch/tw2003vol5n
o3.html

AHA 
TrendWatch 
Sept 2003, Vol 
5, No 3

Provides an early, comprehensive overview of the P4P movement.
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Useful Websites (Accessed during Aug - Dec 2005):

American Medical Association (AMA)
Principles for Pay-for-Performance Programs (June 21, 2005)
Guidelines for Pay-for-Performance Programs (June 21, 2005)
Technical Specifications for AMA Physician Consortium for Performance Improvement measures endorsed by the National Quality Forum (As of August 4, 2005)
www.ama-assn.org/go/pfp 

Joint Commission on the Accreditation of Healthcare Organizations (JCAHO)
Principles for the Construct of Pay-for-Performance Programs
http://www.jcaho.org/about+us/public+policy+initiatives/pay_for_performance.htm

National Quality Forum (NQF)
National Quality Forum Press Release - NQF Endorses Voluntary Consensus  Standards for Standardizing Measures of Physician-focused Ambulatory Care (August 4, 2005)
Pay for Performance: Guiding Principles and Design Strategies (NQF Project Brief December 2004)
http://www.qualityforum.org/ambulatory_care_evals.html
http://www.qualityforum.org

Child Health Corporation of America (CHCA)
In The News: NQF Endorses CHCA Measure
http://www.chca.com/index_flash.html

American College of Physicians
Position Statement of the American College of Physicians on Pay-for-Performance. Subcommittee on Pay-for-Performance Institute of Medicine (July 25, 2005)
http://www.acponline.org/hpp/tooker_iom.pdf and http://www.acponline.org/hpp/rec_state.pdf and http://www.acponline.org/hpp/pospaper.index.html

Medicare Payment Advisory Commission (MedPAC)
Report to the Congress: Medicare Payment Policy (March 2005)
http://www.medpac.gov/publications/congressional_reports/Mar05_TOC.pdf

Medical Group Management Association (MGMA)
Position Paper: Principles for Pay-for-Performance Programs and Recommendations for Medical Group Practices (February 2005)
http://www.mgma.org/about/MGMApos-payforperformance.cfm

Integrated Healthcare Association (IHA) - News Releases
California's Pay for Performance Program for Doctors Announce First Year Results (8/9/04)
California Pay for Performance Results Show Improvements in Health Care Quality (7/5/05)
IHA local Initiative Rewarding Results (LIRR) Collaborative (Accessed August 2005)
http://www.iha.org/

The Commonwealth Fund - Newsletters
http://www.cmwf.org/general/general_show.htm?doc_id=263037
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Kaiser Daily Health Policy Reports (A web based newsletter)
http://www.kaisernetwork.org/daily_reports/rep_index.cfm

Bridges to Excellence
http://www.bridgestoexcellence.org/bte/

The LeapFrog Group
Incentive and Reward Compendium
http://www.leapfroggroup.org/leapfrog_compendium

The National Ambulatory Care Quality Alliance
http://www.ahrq.gov/qual/aqastart.htm
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