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Objective. This study examines the impact of Australia’s pay-for-performance (P4P)
program for general practitioners (GPs). The voluntary program pays GPs A$40 and
A$100 in addition to fee-for-service payment for providing patients recommended dia-
betes and asthma treatment over a year, and A$35 for screening women for cervical
cancer who have not been screened in 4 years.
Design. Three approaches were used to triangulate the program’s impact: (1) analysis
of trends in national claims for incentivized services pre- and postprogram implemen-
tation; (2) fixed effects panel regression models examining the impact of GPs’ P4P pro-
gram participation on provision of incentivized services; and (3) in-depth interviews to
explore GPs’ perceptions of their own response to the program.
Results. There was a short-term increase in diabetes testing and cervical cancer
screens after program implementation. The increase, however, was for all GPs. Neither
signing onto the program nor claiming incentive payments was associated with
increased diabetes testing or cervical cancer screening. GPs reported that the incentive
did not influence their behavior, largely due to themodest payment and the complexity
of tracking patients and claiming payment.
Implications. Monitoring and evaluating P4P programs is essential, as programs may
not spark the envisioned impact on quality improvement.
Key Words. Pay-for-performance, quality of care, quality improvement, chronic
disease care

Research has documented deficiencies in health care quality in many industri-
alized countries (Seddon et al. 2001; McGlynn et al. 2003; The Study Group
of Diagnosis of the Working Group on Heart Failure of the European Society
of Cardiology et al. 2003; Hussey et al. 2004; Tomio et al. 2010). Health
policy experts often attribute the suboptimal quality to fee-for-service compen-
sation, which incentivizes visit quantity rather than quality (Harris and Zwar
2007; Collier 2009; Stremikis, Davis, and Guterman 2010). Pay-for-perfor-
mance (P4P) programs, which pay clinicians based upon achieving or improv-
ing specific quality metrics, are increasingly being used to improve quality of
care. P4P programs range from offering small bonuses (approximately $400)
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to clinicians who reach threshold performance on a few indicators, such as
breast and cervical cancer screening rates, to the Quality and Outcomes
Framework in the United Kingdom that ties approximately one-fourth of clini-
cians’ incomes to reaching over 100 quality indicators (Pearson et al. 2008;
Campbell et al. 2009).

Recent reviews of the impact of P4P in primary care suggest that the
programs generally have had limited, positive impacts (Petersen et al. 2006;
VanHerck et al. 2010; de Bruin, Baan, and Struijs 2011; Scott et al. 2011). Van
Herck and colleagues estimated that P4P programs have resulted in a 5 percent
improvement in quality indicators on average, although they document
substantial variation—fromno impact to large improvements (VanHerck et al.
2010).Manyquestions remainunansweredaboutP4Pprograms (Petersen et al.
2006; Christianson, Leatherman, and Sutherland 2008). Little is known, for
example, about the characteristics that distinguish highly successful programs,
the factors that limit the impact of programs, and which clinicians are more
responsive toP4P. In addition,while there is evidence from theUnitedKingdom
that P4P programs can narrow socio-economic disparities in health care, there
is broad concern that P4P programs may widen disparities (Casalino et al.
2007;Doran et al. 2008;AustralianDepartment ofHealth andAgeing 2009).

This study uses mixed methods to evaluate the impact of a voluntary
P4P program that incentivizes Australian general practitioners (GPs) to pro-
vide recommended diabetes and asthma care, as well as cervical cancer
screening. The goals of this study were to (1) examine the impact of the P4P
program on incentivized quality measures; (2) investigate whether there is a
differential program impact based upon GP characteristics; and (3) explore
GPs’ perception of the program’s impact on their practice.

AUSTRALIA’S PRACTICE INCENTIVES PROGRAM

In 2001, the Australian government initiated a financial incentive program for
“improved management of diseases such as asthma and diabetes and
increased screening for cervical cancer” for GPs, who are paid for each patient
visit on a fee-for-service basis (Medicare Australia 2001). The voluntary
program, called the Practice Incentives Program or PIP,1 is open to GPs in
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practices that are accredited or undergoing accreditation and it continues
today (Medicare Australia). Participation is incentivized with one-time, sign-
on payments to medical practices, which are approximately $250 per full-time
GP in the practice for the asthma and cervical cancer programs and $1,000
per GP for the diabetes program.

Thediabetes andasthma incentives arebaseduponGPsprovidingpatients
with a cycle of care over a 12-month period. For diabetes, the cycle includes pro-
vidingpatients recommended tests (HbA1c,microalbuminuria, total cholesterol,
HDL cholesterol, triglycerides, and blood pressure); relevant examinations (feet
and eyes); reviewing medications, diet, physical activity, and smoking status;
measuring bodymass index; and providing diabetes self-care and related educa-
tion. AGPearns A$40 for each patient who completes the cycle of care, in addi-
tion to the regular consultation fee. To earn P4P incentive payments, the GP has
to bill specific PIP-related codes for the visit. There is also a practice-level out-
come incentive for practices that complete cycles of care for 20 percent or more
of theirpatientswithdiabetes ina year (A$20perdiabetespatient).

For asthma, the incentive is A$100 for each patient who completes the
cycle of care. The asthma cycle includes having two consultationswith a patient
during the year, one of whichmust be a planned check-up (prior to November,
2006, the requirement was three visits and two check-ups); reviewing the
patient’s use of medication and devices; assessing the patient’s level of asthma
control and severity; providing and reviewing an asthma action plan; and pro-
viding the patient with self-management education. Unlike the diabetes incen-
tive, the asthma incentive does not include apractice-level payment.

The cervical cancer screening incentive is a reward of A$35 when a GP
screens a woman who has not been screened in the prior 4 years. The practice
can also earn A$3 per female patient in the practice if 65 percent (50 percent
before August, 2011) of the women aged 20–69 in a practice have been
screened.2

For all the PIP incentive payments there is a rural practice loading,
which increases the payments to GPs practicing in rural areas. This ranges
from a 15 percent increase for practicing in large rural centers like Cairns, to a
50 percent increase for practicing in very remote areas.

PRIOR RESEARCH ONAUSTRALIA’S P4P PIPS

There have been several prior studies on the Australian P4P program. Scott
and colleagues published an evaluation of the diabetes incentive that found
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“the average GP…that joined the PIP program is more than 20 percentage
points more likely to order an HbA1c test than a comparable GP in a practice
that has not joined” (Scott et al. 2009). The study, however, did not have data
from prior to the implementation of the P4P program and used a proxy
measure for program participation.

Other studies have been more process oriented. One documented that
the diabetes incentive was claimed far more often than the asthma PIP (Zwar
et al. 2005). This study’s survey of GPs found that “the workload and paper-
work, and the perceived administrative burden of the incentive are seen as
major barriers to [asthma PIP] implementation.” A qualitative study examin-
ing the diabetes incentive identified several characteristics GPs identified as
important for practices claiming the PIP, including having a champion within
the practice, having a computerized electronic medical record, and having a
practice nurse handle some details of the cycle of care (Saunders, Schattner,
and Mathews 2008). Two other studies relied upon regional primary care
organization-level data to examine characteristics related to higher P4P PIP
claims. These studies suggested that there were more PIP diabetes claims by
GPs practicing in lower socio-economic status regions and fewer claims in
remote areas (Georgiou, Burns, and Harris 2004; Scott and Coote 2010).

METHODS

Three methodological approaches were used to triangulate the impact of the
Australian P4P program on quality improvement. First, we used publicly
available Medicare claims data to track the number of incentivized services
claimed by all doctors in Australia before PIP implementation and afterward
(1995–2010). Second, using a panel dataset of GPs followed from 2000 to
2009, we analyzed whether GPs’ P4P program participation was related to
increases in diabetes testing and cervical cancer screening. Third, we
conducted in-depth interviews with GPs and practice managers in 2011, to
explore their perceptions of program impact on their current practice.

Component 1: Tracking Incentivized Services

The Australian Government publicly reports the number of claims for specific
procedures, which enabled us to track trends in the provision of four incentiv-
ized services before P4P program implementation (1995–2000) and afterward
(2001–2010). Two of the incentivized services were diabetes tests (HbA1c and
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microalbumin) and the other two services were cervical cancer screens (diag-
nostic and treatment).3 We examined the two cancer screens separately to be
able to detect whether an increase in diagnostic screens led to an increase in
treatment screens. The asthma cycle of care does not include any procedures
that are billed separately, so we could not track changes in asthma quality of
care.

We used descriptive statistics to examine whether there was an increase
in the annual number of incentivized diabetes-related tests and cervical cancer
screens after program implementation. As each of the P4P PIPs has unique
billing codes, we also were able to track the number of claims made for each of
the three incentive programs, including asthma, from the inception of the
program through 2010.

Component 2: The Relationship between GPs’ P4P Program Participation and
Provision of Incentivized Services

The second component used a unique panel dataset of 1,131 GPs followed
from 2000 to 2009, provided by the Australian Department of Health and
Ageing. These data, which were obtained at the GP-site-year level, enabled us
to track the extent to which changes in a GP’s P4P program participation were
related to increases in diabetes testing (HbA1c and microalbumin) or cervical
cancer screening (diagnostic and treatment).

For inclusion in the randomly selected study sample, GPs had to have
billed a minimum of 375 Medicare claims of any type in 2000 at a given prac-
tice site.4 We oversampled GPs who practiced in areas of low socio-economic
status (using the SEIFA index of relative socio-economic advantage and disad-
vantage of 5 or lower [Pink 2008]) to examine whether there was a differential
program impact for GPs practicing in areas of lower and higher socio-
economic status. All analyses were weighted to account for this oversampling.

We used two measures of P4P program participation in our analyses.
The first was whether the GP’s practice was signed on to the specific incentive
(diabetes or cervical cancer screening) in the year. The second was the number
of diabetes or cervical cancer PIP claims the GP made in the year. The depen-
dent measures for diabetes were the number of HbA1c and microalbumin
tests that a GP’s patients had in the year, and for cervical cancer, the measure
was the number of patients who had diagnostic and treatment screens. Again,
unfortunately, we could not examine asthma quality of care because none of
the incentivized behaviors were billed separately. We did not examine the
diabetes or cervical cancer practice-level outcome payments.
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We conducted descriptive analyses and found that the GPs’ demograph-
ics were very similar to the published data on all GPs in Australia (Britt et al.
2000). The GPs were mostly male (66 percent), just over half (51 percent) were
45 years of age or older, and the vast majority (79 percent) practiced in New
SouthWales, Queensland, or Victoria.

We then examined trends over time in P4P participation status. In each
year, we computed the percentage of GPs who fell into each of the following
four levels of program participation: not signed on to the incentive, signed on
but made no incentive claims in the year, made a small number of incentive
claims (1–10 in the year), and made a larger number of incentive claims (11 or
more).

Next we examined annual testing/screening claims over time, based
upon participation status in 2005. For example, we examined the pre- to post-
intervention trends in HbA1c testing for GPs who did not participate in the
diabetes incentive in 2005, and compared them to trends for those who partic-
ipated but had no claims, those who had a small number of claims, and to
those with a larger number of claims. If the program participants’ trend lines
were steeper than the trend lines for nonparticipants, that would suggest the
program sparked greater increases for participants.

This analysis was conducted using the 541 GPs who continually prac-
ticed (billing at least 375Medicare claims in the year) between 2000 and 2005.
In supplementary analyses, we repeated the analysis categorizing GPs by their
participation status in 2003 and 2009, and we found substantively similar
results. We also found similar results when examining the dependent variable
microalbumin.

We then developed multivariate fixed effects panel regression models,
which assess the average within-GP impact of P4P program participation.
Poisson models were used because the dependent variables were counts of
tests or screens. The models controlled for the total number of Medicare
claims the GP had in the year as well as for annual time trends. The analyses
presented here are for the full sample over the entire 10-year study period,
although supplementary analyses using a balanced panel and examining a
shorter time frame yielded substantively similar results.

We further developed regression models to test interactions between GP
characteristics and P4P program participation. We tested whether GPs practic-
ing in high or low socio-economic status areas, measured using the SEIFA
index of socio-economic advantage and disadvantage, had similar response to
the P4P program. We also tested program interactions with the ruralness of
the GP’s practice, to see whether the enhanced incentive level in rural areas
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resulted in greater program impact. In addition, we tested program interac-
tions with GP gender, age, and state/territory.

Component 3: General Practitioners’ Perceptions of Program Impact

For our third approach, we conducted in-depth interviews with a convenience
sample of 13 GPs and 2 practice managers in five cities (Sydney, Brisbane,
Perth, Alice Springs, and Darwin) in 2011.

To recruit participants, we compiled a list of GPs in each city (in larger
cities, we compiled lists of GPs in high- and low-income neighborhoods) using
online searches. Forty-seven GPs were faxed letters requesting their participa-
tion in a short in-person interview, and follow-up phone calls were made to
arrange interviews. In two cases, the practice manager rather than the GP
participated, and four interviews were conducted by telephone rather than in
person. Interviewees ranged from nonparticipants in the P4P programs to
GPs who routinely claimed incentive payments.

The semi-structured interview guide included questions about why the
practice did or did not sign-on to the P4P programs; what the GP’s (or practice
manager’s) experience had been with each of the three incentive programs,
including the extent to which the incentive programs influenced their individ-
ual behavior and practice norms; and what were challenges to participating in
the P4P programs. Interviews typically lasted 15–20 minutes, although some
lasted as long as 45 minutes.

All interviews were audio recorded and transcribed. Data were itera-
tively collected and analyzed. Transcripts were reviewed to identify key recur-
ring themes, and then the emerging themes were further explored in
subsequent interviews. Relevant verbatim text blocks were identified for each
theme, and the text blocks were reviewed to test the robustness of themes and
to identify subthemes.

RESULTS

Component 1: Tracking Incentivized Services

Figure 1, Panel A shows the number of Medicare claims for HbA1c and
microalbumin tests from all doctors in Australia from 1995 and 2010. In the
period prior to the P4P program implementation, there were steady increases
in the number of both tests: 11–15 percent annual increases for HbA1c and 20
percent increase between 1999 and 2000 for microalbumin. The year the
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incentive began, 2001, there were substantial increases above the existing
trend lines: a 20 percent increase for HbA1c and 51 percent increase for mi-
croalbumin tests. These increases soon slowed, however, to pre-implementa-
tion levels or lower.
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Figure 1: (A) Number of Diabetes-Related Claims and Diabetes Incentive
Claims 1995–2010, and (B) Number of Cervical Cancer Screen Claims and
Incentive Claims 1995–2010
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Diabetes P4P incentive claims were infrequent relative to the number of
HbA1c tests (approximately 11–17 percent as often) and microalbumin tests
billed (20–30 percent). While the number of diabetes incentive claims was low,
it was as much as six times higher than the number of asthma incentive claims.

For cervical cancer, there were small decreases in diagnostic and treat-
ment cervical cancer screenings in four of the five pre-implementation years
(Figure 1, Panel B). In 2001, when the incentive began, there was a 5 percent
increase in the number of both types of cervical cancer screens. Increases,
however, did not continue consistently in future years.

Component 2: The Relationship between GPs’ P4P Program Participation and
Provision of Incentivized Services

GPs in the longitudinal sample signed on to the P4P program quickly
(Figure 2). In 2002, the first full year of the program, over two-thirds of GPs
had signed on to each of the three incentives. The majority of those signed on,
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Figure 2: Participation Status in Diabetes, Cervical Cancer, and Asthma
Incentive Programs Participation Status
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however, made no incentive claims in the year. It was a small minority of GPs
who actively participated in the incentive program, claiming more than 10
incentive claims (14, 5, and 4 percent for diabetes, asthma, and cervical cancer,
respectively).

Over time, GPs increasingly claimed the diabetes incentive. By 2009, 31
percent of GPs claimed more than 10 incentive payments, up from 14 percent
in 2002. The increase in GPs claiming cervical cancer incentive payments was
more modest (from 31 to 38 percent), and there was a decrease in the percent
claiming the asthma incentive.

Figure 3 shows the change in provision of HbA1c tests from 2000 to
2005, by how actively GPs participated in the diabetes P4P incentive in 2005.
Participants claiming 10 or more diabetes incentive payments in 2005 had
baseline HbA1c testing levels twice that of all other groups. The increase in
HbA1c tests for this group was 26 percent over the 6 years, which was a smal-
ler increase than for all other groups, including those who did not sign on to
the incentive program. In other words, those who were actively participating
in the incentive program in 2005 had much higher baseline levels of HbA1c
testing, and they did not increase testing more than other GPs.
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Figure 3: Average Number of HbA1c Test Claims in Each Year, Based upon
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Fixed effects regression models tested the within-GP impact of changing
program participation on the number of the tests/screenings provided
(Table 1). Neither signing on to the incentive program nor the number of
incentive payments claimed by the GP in a year was significantly associated
with the number of diabetes tests or cervical cancer screens provided. For dia-
betes, there were significant increases in the number of HbA1c andmicroalbu-
min tests for all GPs between 2000 (pre-implementation) and 2002 (first full
year of implementation). While the incident rate ratios continued to rise after
2002, the increase observed in the first years of PIP implementation was much
greater than during the rest of the study period. There were more modest
increases in cervical cancer screening numbers between 2000 and 2002,
which were not statistically significant.

In models testing whether there were differential impacts for subgroups
of GPs, none of the interaction terms between program participation and GP
characteristics were significant.

Table 1: Incidence Rate Ratios from Poisson Fixed Effects Models That
Examine the Relationship between Incentive Participation and Incentivized
Tests and Screens

Incentivized Diabetes Tests Cervical Cancer Screening

HbA1c
Test

Microalbumin
Test

Diagnostic
Screening

Treatment
Screening

Signed on to
P4P program

1.00 1.07 1.01 1.04

Number
of P4P
incentive
claims

1.00 1.00 1.00 1.00

MBS
claims/100

1.01*** 1.01*** 1.01*** 1.01*** 1.01*** 1.01*** 1.01*** 1.01***

Year
2000 (Ref) (1.00) (1.00) (1.00) (1.00) (1.00) (1.00) (1.00) (1.00)
2001 1.08 1.08* 1.19* 1.24*** 1.02 1.03 1.04 1.06
2002 1.14** 1.14** 1.44** 1.49*** 1.01 1.01 1.06 1.09
2003 1.15** 1.15*** 1.58*** 1.64*** 1.01 1.01 1.11 1.14*
2004 1.18** 1.18*** 1.72*** 1.79*** 1.01 1.02 1.12 1.15*
2005 1.18** 1.18*** 1.86*** 1.92*** 1.00 1.02 1.10 1.12
2006 1.17** 1.17*** 1.93*** 2.01*** 1.00 1.01 1.10 1.13*
2007 1.16** 1.16** 1.98*** 2.05*** 0.99 1.01 1.04 1.06
2008 1.14* 1.14** 2.06*** 2.13*** 0.97 0.99 0.99 1.01
2009 1.13* 1.13** 2.07*** 2.15*** 0.96 0.98 0.93 0.96

*p < .05; **p < .01; ***p < .001.

Pay-for-Performance in Australia 1425



Component 3: General Practitioners’ Perceptions of Program Impact

GPs who claimed the P4P incentive payments reported that the incentives did
not fundamentally influence the way that they treat patients. One GP
explained, “It’s money for doing what you were already doing.” Others com-
ments included: “I don’t think it changes my practice,” and “I’m not driven by
the PIP, I do it anyway.” Several GPs did report, although, that the diabetes
cycle of care list of behaviors had helped them “audit” themselves, regardless
of whether they claimed the incentive payment. One explained, “It might
have [changed my behavior] in small ways. Even though I don’t actually often
use that [PIP billing code]…I went through it all [the cycle of care] with my
patient this morning.”When asked whether the P4P PIPs were discussed with
colleagues as part of practice management, the response was consistently
negative. “The doctors, we never talk about it,” said one GP. Another said,
“I don’t know howwe fare in it; it’s not discussed.”

GPs, including program participants and nonparticipants, spoke favor-
ably about the components of the diabetes cycle of care. “From a clinical point
of view, yes it’s a priority and we do it,” explained one GP. In contrast, GPs
did not agree with some components of the asthma cycle of care. The concern,
voiced by many, was the requirement for a well visit. One GP explained,
“They [patients] feel you are wasting their time if you ask them to come in for
an asthma check when they feel perfectly well. That’s how they feel. They
think we are trying to drum up business, and you are busy enough already,
you don’t need to drum up business. It’s not easy to do. It feels wrong. Not so
wrong. Anyhow, I don’t want to do it. They don’t want to have it done to
them.” Several GPs also questioned the value of the asthma action plans for
adults.

The burden of tracking patients and the complexity of billing, relative to
the modest incentive payments, were reasons GPs did not more actively par-
ticipate in the P4P programs. “I’m not improving their care, I’m just doing
paperwork. And for that minimal return, it’s just not worth it,” one GP
explained. Another explained, “In the time I could muck around working out
whether I’ve done it this year, have I done all the bits and pieces, ticked all the
boxes, rather than do that, I’ll just see someone else.” One practice manager
said his practice had tried in the past to actively follow up with patients
throughmailings to encourage them to come in for well visits, but had stopped
because of the low yield and the cost.

GPs described tracking the cycle of care as time consuming, and few had
nurses available to assist them. Needing to bill separate codes for the incentive
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payments was a source of frustration. One GP said, “It’s not in the forefront of
my brain to remember to claim that other set of numbers…. There are too
many numbers and too many rules and not enough time.” One said it would
be easier if it were an added-on claim to a normal office visit, rather than
separate codes. Another GP said developing automatic systems that work
with electronic health records or the billing system would be a substantial
improvement.

GPs mentioned several other challenges preventing them from more
frequently claiming the P4P PIPs. One was that patients often seek care at
multiple practices. Another challenge was that patients make decisions that
impact whether the cycles of care are completed: “I can recommend that they
get an eye check, and tell themwhy. But at the end of the day, they are the ones
that have to organize it and get it done.”An opportunity identified by two GPs
was to leverage GPs’ inherent competitive nature. One explained, “I think if
you got feedback against your peers…then merely the pride of achieving
better outcomes for your population of patients would probably be enough to
ensure that you achieved.”

DISCUSSION

This study used three approaches to discern the impact on quality of
Australia’s P4P program for GPs. The quantitative and qualitative results tell
different aspects of a consistent story: that the program has not catalyzed long-
term improvement in quality of care.

Australian Medicare data documents that the initial P4P program
implementation was associated with short-term increases in diabetes testing
and cervical cancer screens nationally. Data on a panel of GPs tracked over
time suggest that the increases in diabetes-related tests reflected increases
among all GPs, not just those participating in the P4P program. It may have
been that the program’s publicity raised GPs’ awareness of recommended
diabetes care, for program participants as well as nonparticipants. The
increases in cervical cancer screening at the time of PIP implementation
were smaller in magnitude than for diabetes and not statistically significant.
The asthma incentive, which was much less frequently claimed than the
other two incentives, is unlikely to have substantially impacted asthma
quality of care.

We found no significant differences in program impact for GPs working
in lower and higher socio-economic status areas. Nor were there differences in
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impact detected for GPs working in rural areas, where the PIP incentive was
higher, compared with those in urban areas. The concern that P4P programs
would widen socio-economic disparities seems to be unfounded in this Austra-
lian case.

This study contributes to a growing literature documenting that P4P
programs have only limited impact on primary care quality improvement
(Petersen et al. 2006; Van Herck et al. 2010; de Bruin, Baan, and Struijs 2011;
Scott et al. 2011). The program’s limited impact underscores the importance
of evaluation and monitoring of P4P programs to ensure that they, in fact,
change clinician behavior as anticipated. This study also highlights the
importance of considering what criteria need to be met for P4P programs to
continue, be altered, and be ended. The PIP P4P program has operated over
a decade, and while there were modest, short-term impacts, the program
does not appear to have improved quality over the long term despite large
public investments.

For those designing and managing P4P programs, this study’s findings
translate into several programmatic recommendations. First, P4P programs
should be as automated as possible, so that claiming the payment is not bur-
densome and a deterrent to participation. The findings also highlight that the
incentive’s absolute size, as well as the relative size, need to be sufficiently
large to spark GPs to change their behavior. In the case of the diabetes incen-
tive, the incentive was only slightly more than the government reimbursement
for a typical patient visit, and GPs reported opting to see another patient rather
than track and bill for the incentive. The lack of buy-in to the incentivized
asthma behaviors highlights the importance of involving clinicians in the
development of P4P programs.

Given the limited impact of P4P programs in a number of primary care
studies, alternative strategies to improve quality of care should be developed
and tested. One approach suggested by GPs in this study was leveraging GPs’
competitive nature by providing them with reports on their performance,
their clinic’s performance, and possibly their colleagues’ performance. This
type of reporting has the potential to spark discussion within the practice on
howGPs are faring toward quality goals, and it can catalyze friendly peer pres-
sure (Greene, Hibbard, and Overton 2012). Other approaches to quality
improvement will likely include more comprehensive overhauls of clinician
compensation, which are beginning in a number of innovative delivery
systems (PRNewswire 2010; Lerner 2011; OregonHouse Bill 2012).

The study’s findings should be interpreted in light of its limitations.
Because the P4P program was voluntary, our findings may be subject to
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selection bias. We did observe that those who were active P4P program
participants in 2005 provided more diabetes tests to their patients prior to
program implementation. If program participants had a slower underlying
trend of improving quality than nonparticipants, then our conclusion that
the program had no impact would be erroneous. We think this scenario is
unlikely as we found only a small, short-term postimplementation increase
in total claims for the incentivized services in component 1. In addition,
nonparticipants and low-level participants also had very similar baseline
profiles of testing/screening (Figure 3), and their trajectories postimplemen-
tation were very similar. Another key limitation was that the qualitative
component was relatively small in size and relied upon a convenience
sample. Despite this, the responses from GPs were very consistent. While
the methodological components were each imperfect, a key strength of
the study is that the three components had consistent and complementary
findings.

CONCLUSION

P4P programs have been developed to create economic incentives for physi-
cians to provide higher quality care. This study provides more empirical evi-
dence that despite the intuitive appeal of P4P programs, they do not
necessarily translate to substantial improvements in quality. Future studies are
needed to identify the components of successful P4P programs and to explore
alternative approaches to improving quality of care.
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NOTES

1. The PIP also has nine other incentive payments that are not pay-for-performance
oriented. These include incentives for providing after-hours care, employing prac-
tice nurses, and teaching medical students.

2. The $3 is for each female standardized whole patient equivalent, which is a measure
of practice size that is weighted by age.

3. Because 45 percent of cervical cancer screens were not billed through Medicare in
the state of Victoria in the early years of the program, we have run all analyses both
with and without including services or GPs in Victoria. As there were no substantive
differences in the results, we have presented data for the entire country.

4. Having at least 375 claims is a benchmark that has been previously used to identify
active general practitioners (Britt et al. 2000).
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