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9Jmbg J3996900L X MRL, FdM0MBI3s X9B(330L LOLEJIOL 36H03530BIEOOL FowsEO Mbom
@5 SHMGO(309W9dL LagmzgEmom X 96330l 3MHMYMSTol 2013 {er0sb. Jombgogzs©
36530l 0HBs0bol M589bodgxgM T9;33e0ls, 080 AL LoMMMEYqdoL [0bsdy, Mo
90356 gmdL 03590, O™ 306390 K 9bs(330L LYMZ0LYOOL smM30Lgds dgBhows
5651530560L5 b ds. ©96039MLsMEO X 9BE30L 3GIMAMTOL 5dmJdggdol 99dyma

Logo® 39w mTo dmbobagmdols 9hm by 58dMEsEHMM0MEo 300G JdOL Herom®o
35839690900 250BoM©s 61%-00 s 2018 gl Ggsy0bs 3.7 30boEo (NCDC, 2019), »wdss,
9B OHX M 653009005 3000MY X96dML FgRsLgdomo 3sB396909w0 9330l MHga0mbolimzgol — 7.53
30bo®o (WHO Regional Office for Europe, 2020).

LodoM390™Mdo 30039090 X96s(330L B0bIBLYdOL F0dEOBMY dmgEo JoM0MSS©
dmbdoMgdo MglGLYOOL OMYOMEGOOL BsDBPIMHYBL 923:mdbYOS, OMYMOO(SS, 35Y.,
LOMREIOE MR IBOL 9J0dgdoLs s 9Jmbgdol BoJuoMgdIE0 SBsDBPIMMYdS S Joesds
3063950 X 965330L LgM30L7d0L J0I[HEIOEGOMIB sbgsMOALHMMYdS 3530FSE00L
39000mom. 53 9B93bY BsBIMEmIdOL I9JoboBIGOLS s badolbMdM0Z Foh39b9dwdL FmErols
65089 3530060 56 5OLYIMDOL. STBYWSGHMMOMWO BMODOSEHMOMO EIHBAMYOOL badowrm@g
360099dBH0L 256 96 BMBI30MmboMmgBL BobIBLMGO Foboswoligdol seEgOmo bgds (Curatio
International Foundation, 2018). 30390 x565335 396 sbGWYEgdL 9.§. 393560030l
RbJ30sL. oJuoMEYds MK sbols 9Jodgdol doge gdod-LdgE0swolEgdmsb 35309b@ s
390053H9360l oo 5B39690gd0, Mo 0(i393L X 96HE35DY X 000L bobx gdol BOHEIL.
15dd0sbMdOL F99a90DY 969M0T350IOMEGdS 3MOJEHO0ZNISQ 96 SOLJIMOL S 30MZJMSPO
X9653330L LgM30LOL F0AHMIdWGIL 0TZ30505¢ §30LEOGVSM 35LbOLITYGOEMBS oo
99d5mdoL 9992900l godm. bosMolbol 4omdx mdglgdol d9dsbobdgdo, dso dmeol
B9053b939w™doLs s Fislgdol Jozgdol 9ergdgh@gdo, 56 sMHOL IBYMAOWO. 56
909006569mdL dmdLobmEmgdolL LESbMEHJOOL (330L HE0bMO 3MbEMMEO, 1) 56 bds



LoB0ZoMBY MJoF0M GBS, M55 MOMbMZL BGHIO0MO 3 33¢930L BoEo@gdsl (Chikovani &
Sulaberidze, 2017; WHO Regional Office for Europe, 2018, 2019).

4m39039 gb bsbl M1353L, MM LogsGM3geMmTo 30639650 X6330L, MMM 893500330,
0o ©5360690w0s. 030 396 sHgMbYdL JOHMbO MO H5350YOGOOL 9BIJEHE FsOIMZL, 5O
0353L 353096390L 33065 VOMJdYo B39E05X0DJOMO S bGSEOMbIMIOo Lgm30LgdOL
15F0MHMGdOLYSDL s 39MH BOHMB39WYMRL K 96330 LOLEYIOL Folid@sdom X b33
39HOHOE0 boMxgdol 1530056 530w gdsb.

965Bsm®9d0L 99dob0Bdgdo s, 3MB3MgEMs©, P4P gobobowgds, Hmam s LEGGms@gyool
d9bsdem 0bLEGHMWABEH0 30039100 KX 96330l MbYBY sOLYdMWO BMYoIMHMO 3GMdgdol
393 FMHYE5. FGBd530LO, sMLGIMOL GB30M0o dMbo3gdOL BM3Mm39d0L s FoMHMIds
d9L5dEM LEHMEIR0JdOL Tgbobgd J0dE0bsMg EOLIMLOOL Lsobgm®mIszom
BOHMB39wymzoLsm3z0lL. 2018 gl X 96330l 3o 030L s LoliGYIJOOL 33¢930L
5¢056b3ds (AHPSR) 8¢%3039099¢09090%b9 05¢399bgdwa00 3me0EHo3ol g3mGdomgdol 3Gmaglbol
b9 dqhgmdol JoBboo dbsMO sFoMms LodsMmzgemdo 139305 MMO SEsEBRMOToL — LHOST30
900mboe3990L sbgMy3s X9bo330L 3meo 030l 93w9dsggdol 3hm3gido (ERA) — 894dbsb.
ERA 560l 833935690bs 05 3mo@03ol 8991353905%9 355w9bolidygdge bEMwdE O gdl
(Logdo®m3z9eMb 35Gesdg6EHOL K 96o330Ls s LMEOSWwH Ls3oMbMs 3MI0GHIH0;
L5JoOMNZ9 ML M3930609d0 GHIOOGHMM0JI0IO 03EGOO0 F9EISPYOWJONIC 30O,
296LsbEgdOLS S WEHMWZ0W®MS LIobOLEHMM) MOl M6STIOMALMIOL 3E5EBMMI,
GHIob BoMymgddo 833w9356Mgd0 89088539096 33eg300 Jmbs(39990Dg sg3mdbgdem
©™399639db X 965330l 3003030 5JBOX® Bo30mbgdbY. J399mm dsbborwo
33930 G930mb3z5bg 3mTomds o600 bogsMm™39w ML 356M1¢5896G0L KX 9bs330Ls s

LM E0sEME Ly30Mbms 3MmToBgEob 0bogos@ogom.

B3960 d0dmbogrzol JoBsbos, 89oxsdmb oG Mo@IMs, HMIgwoE 99036905 Lodrswm s
95050 d9dmbogergdols 9gmbg J39yb690do Logddosbmdols 3gwgagdols Jobgwgom sbsb@orMgdols
(P4P) g930960L gLfogesl 396dm bydEm®obl Boge Bofim©gdmeo 306390 X96©s330L
19H30L9d0L FMbTsMYOILS S bo®olbBY. 0009bs, M8YbssE ABMFBEOM 35630l X FMTBOL
396LsBO3MOOL MsbsbTo, Lods®MZzgem 0939336905 LT MBY Foowro Jgdmlagargdols
9Jmbg 93996900L 3539305, Fglsderms Ymmuowr0ym IMwmobo, Mmd B39b dgz30LfHsgwroom
5050 5 LTS M Fgambogegdols dJmbg J39969gdol godmEEOwgdsl, 30650056 58 Mo
X3M30L J399690L Mmyme 5 Hgbo, goms dgobfagzerosh. s8ols dombgsgzs, B396 mbsog
396Lb35390)0 JoEAMTs 530MB0gm. 35306, HMEgLoE LeE0M-93b6MT03MMO FobgomMmgdol
bbgo00Lb3s 9¢e3bg dyma3 §39969dL dmeols I60d3bgwmgzsb0 49blbgs3939d0s, ds0d FmGol
5MLgdMBL Abgo31gd9003. 29630056900 ABMBEOML 5dM(3EO0EYds Tgbodwrms Goligryero
503mBbgls 29blb3539dw0 93mbmdo 3ol Jmbg §39969d0Lom30L. 2oMqs 3oLy, P4P lidqgdgdols
d9Lsbgd o MEMOL OO bsfowo godmd3zgybgdmeos 50owo 9dmbogergdls 3Jmby
939469090, Lo 59 Bgdgdol gobbmMmE0gEgds o0fym 1990-056 fiergddo, Hmymea 390030l
99909099 Bo@gddo (US), 56 2000-0560 fargdol sbsfgoldo, Gemym®s 2590005698
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Lodgmdo (UK) (Cromwell et al., 2011; Gemmill, 2007). 535Lms6, 306390 X 56@s330L

©™bgBg 390:9m LY@ Mo LmMgE Jomowo Jgambogzwgdol dJmbyg 439969330 sGOL J5GYo©
25630m5Mgdemo (WHO, 2018b).

03obm30l, G LOHYIESE 2533930 35Uvbo B3960 330930l doMHOMIE 30Mb3sDY, 1) HMyMMOs
P4P 1939000l gogagbs 306039wo0 x9bs330L LyMzoLgdOL dmbdsdgdol Johz9b9dwgdols o
bs6HobbBg Lodwowrm s Jowowo Fgdmbogzagdol dJmbg 439969030, B39b s1939 dg30LHogergm, vy
65 5M5B5L1IM39W0 T9YRJO0 S 33900 9BIJHIO0S SLMEOMOMWo P4P 11dq09dmsb s o
359930 b 065l bg39wmdsdo dowgdwo P4P idgdgdol 899w9ds3900b5 o
396b™M30909gd0L 3GMm3EgLdo.
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A9M30bms goblsBM3M9ds

b3G90030602 0sbds@980L bsmolbob, HmymM3 slgool, bogmzgErmom s00sMmgdol Jobgez5,
w0 BYMGIMH5d0 0d305m5 IMobligbogds Fysmmgdo, G®mIgedos begds Jobo goblsBmz®mgds.
3500 Bm0bos 2oBLEBE3M9ds Donabedian-ol dobgzom, MMIGEIsE o53MbIMYEHS bodolbols
3930060 1539EOEObM EbTMOOL 25(930L 3MM3gLLL WS 353096¢)OL 39O YMBILSO
(Donabedian A, 1980). @ssbemgdom smo ol 899y 588-b 8goEobol 0bbEo¢w®Eads (I0OM)
boMobbo 25635MEs MM (3: ,,x 03O ermdol IbMog LElM39ero F9YA9d0L MYsE0BIGOOL
5¢0d500MdOL 0l by, H®MIol Jomj935:3 990500 0BEOO030WYISVIMO O LEBMYSMGOMOZ30
X 96053330l LALLM IOL O MMIGE0E Fggbsdsdgds sb5dgEMH™MZYg 3O MBIBOMbIYM
GM@BsL.“ 53 LodSBOLM FBLEBPIMIVSLMD O IOM-0 J5dmymxl gdgl o6bmTowgdsl 56
90Dobl, H®MIglsE MBS 35UbMdEIL botolbosbo bsdgoEobm sbdstmgds. gligbos:
MboxOMNbMYds, 9839JGWIOMDs, 3530963 MOI096EH0MYdS, POHMNMEMDdS, 989JBH0BMdS
00b50MMdS (Institue of Medicine, 2001). 3ma30569800 gl 3MBEIBEOS 500G s YobogOEM
Lb3005b35 MEORB0BoE05T, HMYMO0ES, FoRIWOMI, X 96dM, §3GMrm3mdolos s OECD.

X969ml 9096 F9ImM535H90e0 HaMoLbOL Moberglio 4sbloBM3MYds T9dgabsoMma
399Mm0Y©905: ,, 9R9AHI0: 830390 gd90Dg ©93dbgd M0 K 9boE30L LyM30LgdOL
do{img0s 3500mM30UL, 30L5E gb GUOFOOMYDS; bsGHb: BsFOHPMHOL 5OH0YdS 0
5Q053056900Bsm30L, 30LMZ0LsE A963YM360O0s BsdgEOEOBM IHTsMYdOL Im3gdo Lobgmds;
0@5005698 B9 2%50969069829¢0: 155990E0bM IbTMds, MIgGEO 0MZ5oLFOBIIL 0 MOl
560390 30653 gLMdL, M5 LFOMEYDS 56 M5 BoLYMMBYOOL ToBOMYIOII0S (35E3JIO
060030000; bo®mobbosbo xsbs330L sEIdomO TBMYIBOL MYoe0BsE00LIM30L Lodgo0bm
LgH30L900 MBS Oyl HMYCEPo: IMEFPOL POHMOLS S, DMAX IO, HMAME S Lsdgozobm
©5boMmgdoL 0dMgdo 306M0L, 0l J0d)mMEIOXOLIMZ0L LEBObM I3056930L TdE0MYdS;
05658560 f30205: 153903E0bM IHTMYdOL Qohgzs 0L, ™A Jobo boGolbo 56 033w gdMEIL
353096G0UL 51530l, doMEMA0MO BJglol, 4gbgMOl, MaloL, gmbozmMo 3mzbowgdols,
39MRMOROIO 5 HOLIIOIMYMDOL, K000, LrmEoMm-93mbm30379M0 LEsEMLoL, 9bmdmog0
96 30303 MMH0 580w05300L 60860l dobgz0m; V698 HOMHIBrIer0: 1L5gEOEObM EIBTMYdOL
3901939 0Ly, ™3 MHBOHWDB39wWYMB0wo 0gmb BsdgoE0bMm IHTMYdOL EMbYIdLS s
909)m9dgdl mMol 3mmO0bsEos s Bsdgwoaobm LyMzolgdol LErMwo B3gd@®ol

b9 d0b5H3MIMdL ngeo LomEbaols gobdsgzenmdsdo; s 9B99H0sb0: sOLYdMWO
M9LMOLYOOLYB T IMO BaMYGOEEOL J0MYdS S IB535MYIOOL 530D

53ogds“ (WHO, 2018a).

$0bs8gds6g dodmbogsdo, 396 oMM 39Hgd0m BsMOLbOL 0l J9EBMI0EGdIBL,
OHMAMO0359 9BIJGHIOMBS, MLOROMDMYdS S MobIOOMBS S 56 ZLB>POMMIM §BIJEH0DMdOL
396Bm80gd5D9. Jodmboergsdo dmygzsbowo 33e93900 Mbos sbgbgl P4P 1dgdqdls o
bsHoLboL 06035@H™M 9ol MmOl 35380601 YIMBLEMOMYdL. X 96330l LOLEGHYIGOLS s
361599090 LdxEOE06M EsbTsMYOOL bbgoolibgs MbyBY sOLYdME botolbBg Lodly germ
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060035¢™Mmms bbgoolibzs 3030 259m0ygbgds. gl Tgladwrms 0gmb Malivedlgdols
b9wdobsfzmaMmds, HMIEos 1939 39BoLsBW3MYds, HMYMO 3 LEHOWIEOWwo bodolbo,
dmabsbMH9d0L bEObIMEHJOOL 33, HMIYE0E S1939 FobOLEBOIMGdS, MMAMM3 Lodgo0bm
©5bToMmgdoL 3GM3gLOL ba®olbo 56 3Gmglol 89090 96 3gdbogmo bsdolbo,

530S EGHMM0MSE FoMI035000 FEAMTMIMOJOOL 450M FoIYJOJo BsdgoEobm
©5HAsM9d0L A9bgMB0gd93d0 J0ToM3056MBOL b 3MB30EIOBI300l F5B39b9dgdO,
QO3 30639050 X 96o3E30L B6J30MmboMgdOL 9539dGHIOMBOL 5530030600 LaBMo,
35309608 MbyBg dogdMEo 89093900, B0 FMEMOL BILIMKGOOL MmEIbMdS s bgM3z0LgdOL
900905096 5353006900 25TMEPOGDS, VMM, 5350JIOL LEYMHOIM J53M(39JOS S
1033000056MBdOL F5B39690wd0, HMYMEOE MYR0Mbme s 9MM3bmw Mbybg Jowgdeo
39009306030 0600353 MM 900.

309390500 U3G90030602 0sb8s985 glodems L3335 0gmb 263563 9gdvIemo

0@ 9M5GIM5d0. 0 M0353L LY BHJMHT0bYOL, HMYMEMO35: BMYPsO F9EO0E0Bs, Lomxsbm
99003069, Loy sbem LY E0bM 365035 O 5TIMYWOSEMMOO EbTIMGDS.

P4P 306393¢ 1565 329c0olbdmdl xsbsoggol bydgzolgdol 25(9g30L 99gyo® v3gmalo
©13992900L doEgdob Fobowoligdsl (Musgrove P., 2011). bbgssbbgs 439956580 8mgdgo Ldgdgddo
399009g49bgds Lbgosbbgs 3g®dobgdo, Hmym&m0 3, Bo45e0m5: 9539dGWIMMd0L dsB39690eqdbBg
5933713690900 565D gds, 9009390Dg BB MO sb5BEIMEMIDS, 9539dEIOMdOL
95639690 9d%bg ©g3vmd69d Mo 530656905 (PBF) o 3090000 §9Mdobo - 899009390%9
0553369099000 ©ox30bsbLYds (RBF). 890069000 sbagro ¢gmdobos 894dbow motgd«yemgdsby
55336930 dgbyoggdo (VBP), o Ma3tem bdoMae 538-0b 3mbEgdu®do aodmoyqbgds. VBP
99900 dgLodems 0gmb Lbgaalibgs bLobol, mmdEs, Mm39MoE0wo M35 LsbMobom, olobo
Dom0mop9696 5306560 L 0TMoMgdoL d9JoboBAGOL, HMIgErms Jobobos Jexrobozmmo
©5b3oMmgd0L BamoLboby s 353096GOLMZ0l sTIYHIMO TJIAJOOL >IN MdIBYdS S,
00530OMY, X96@o330L batxgdol BOOL 89393900 56 89930Mgds (Conrad et al., 2016). 50
dodmbogol JoBbgdolsmzol, B396 T930LFs3ewq0 B0b6BLLIMO Hobowoligdol Ldqgdqdo, HmIgwms
30bsbo 0gm LsdgoE0bM MALIBLMYdOL J0dfMYdJMs J3930L IMEGH03060935 S (33WOYdS
565D0MMgOOL MM s FMPomdol »drsem Fg9gagdlL, 353090E0L X s6IOMYEMdOLm30L
596 99009900, Jomfi9390L 96 999db0oero VoMYdEdSL FmEMOL 35380MH0L TYsMgdOL
99039mdom.
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dogdol LGMmsEgaos, Imbsggdoms 9aMmMm390s

B396 B935(3)9M900 0 BHIMGVIMOL d0gds, MOLMZ0LSE IM3033W0gm MMYMO 3 LobEgdMMo

d0dmbo39d0, oy 5GslobEJIMMO boliosmol
90dmbow3z0m0 ©M3MIY6EH900.

PubMed-8o dogds Bo¢ots 1393053034960 LobEsguoms
(30639@>@0 X36©533> @ 9BIIAIGMOOL

35839690 9db9 593499693900 ©I50BBLYDS)
©™39999639d0L Lomsw®9gddo / H9B0owdggddo

30636093 Mo 3H9gM3obgdol dmdogdol dgd39mdoom.

LsHyolo dogdolisl sliggg odmz0ygbgo BOSBs ,,39M M
36094BH03o", 033s 53 LBHGGHIH00M 39 046> B0WYdIMEO
3903960 890930, HOL godm3 9BIMNMYdIME0 d0gds
BoGoM@S 53 BMDOL 2o69d9.

396 dmzodogom PubMed-ob s Health Systems
Evidence-ob 8mbs3g00s 35%9080 3580399690090
900mbow30m0 ©M3dgbEgd0, s3Mgmgg — RBF Health-

bsdogdm &gMdobgdo

306390500 bAsMGDS / 9b
30039050 X6o335/ 96

306M39Wo@0 K96IO™MYMOOL o339
/56 533 eo G0N0 ©IbsGYOS

8909290b9 ©oxdbgdYwo
@o530656L935 / 56 99399 «@mdol
05639698 gdbg ©sBdbYdYIEO
@o530656L93s / 56 99399 ¢w@mdol
05639698 gdbY ©sBdbYdLIEO
565BsMgds / 96 9839dEHMOMdOL
05639698 gdbY @sgdbYdLIEO
306@®sgdBHoMmgds / bogdosbmdols
390093900l dobg300 5b5BPEMJOS

ol 39d-bso@by (https: //www.rbthealth.org) bgewdobsfizmdo 9g9g35gd0L sbgs@0dgdo. Bzgbl
d96bB9g35d0 dmbobzgMo J0dmbo30m0 ©M3MII6EHIO0 s 96M0TYd0 godmdzgybgdwero

MBS Yymxz0eoym 0bawolivyd 9bsbg 2009 fierols 0563006 2019 ferol 31 39306599

396Momdo.

d09d0l 99950 395690060900 LEMOYMIOOLS S HYHB0MTYIOOL SBsE0BO FoBIbMOEFOgWs

635 53GHMMTs. 396 In3035300 333900, MMIdToE FgzsLYdO 0gm 306H3JLSO

X 9653330l ©Mbgbg dmddgo P4P lidgdgdo 06oz0@msmMo, xaw953296M0 b 0bLEGHOEGHME0wGO
1539030bM 365JEH030B5M30L s IMO(3930S boMOlbOL obBMI0EGdsL. Bz9b godmzmogbgm

dbmEmE ob 3393900, HMIgedoE J0dMboEIEo 0ym Edso Jgdmbogzwgdols djmby

939469080 dmgdgo P4P 1gqd900. bGo@0900, H®MIGE0E IM0(3I3s HMAMM3 I0SE0, 0lY

Lodmoem 99dmboagargdol IJmby J3gybgdl, oo 0dbs h39bl Jodmboergs8o, mwdEs Jomysb

dbmEmE bsdMsEm G9dmbogergdols Idmbg J39ybgdmsb 3539060 gdo 0bRMMTs3z0s 0dbs

59m90e0. 5dol b s3Lo, d9MBg35d0 Imbzs BEGSBH09d0, HMIgwdoa dgbsgerowo ogm

OHMQMO3 53O EGHMOH0o 0Ly 3m30GIWOO 1LYMZ30L9Yd0, MMIi3s B39bL doge dbmerme

530S EGHMM0 bYMZ0L930 ©35380MGOMEO CBEGFMEDs305 0gbs BMTsgz9dwo. 396
399m3603bgm LESGH09d0, MMIgeEos dgobfagwos P4P 1idgdgdol 393wgbsls b3g3083036
553500909056 353806HF0, HMAMO0ES, B5ZIC0MS®, BLOJOINMO S335©JdJd0 / 8dodg

13LOJ0ZMOO0 O5350JOJO0, 356 30bLMBOL H5350YdS s SBMTs. 5BoLMD, dodmbogsdo

B39 LBoGH0900, HMIGE0E dgoLfogwos P4P 1idgdgdol 3o3wqbsls G5JM0sbo osdg@ob,

QO3 30639050 X 96330l 9OHM-9M0 3M0MMH0EGHIG o LaBEOHMBI30L, oM mM35DY.
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B3960m30L Bo0b G Mglm yz9wsBHy sbowo LobGHgdwE@mo dodmborzol MIMOPOL Aom35eolobgdom,
B396 293585MMM39m d0gdol dolidEedo s Bogmmgm Bodwgswm Jgdmbogzwgdol djmby 9399bgddo
Bo@G9MGOMWO 30M39Ws©O 33¢93900, MMIGE0o3 398mg399690wo ogm 2016 fferol oOGHLs
2020 farolb  006356L  dmEoLb  3gHomdo. B396  s3Mgm3g  939BMMM3900  Fmd0gdIEO
©™329996()9d0L Los dodmborgsdo RsMmMwo LEs@G0gool d0dWOMAMIBOE0 [goOmgdmab
253bmdoL 39339Mmd0m.

9mbs39dms 59 3M9d0L Bo0TgEMMBOL YYBEMMB3gEXBOYMBS® MBS F500 35E0dOOMYDS.
33193900L bErMgdom 15%-56 dmbsigdomes 59m36mqds Imbs mMo 33393500l doge
9ONMO0350. dobs 9999, Mo 833093560 9dds doswfogl MM™mOgMN™MIBHAMBOL Jorowr ™bgls
909mbo35d0 Bols®™o30 33¢093900L 90%-bg 39 MMEIBMBST0, Bom 2obogMdgly Imboizgdms
3936995 9603569000L56 99MY300GO5. FMbs3gdms TIMM39ds RoBbMM 309w [Hobolifot
3999953909900 39305 IMHO BMEOAOL 2odmygbgdom. bbgs 0bxg3m®Bs300Lmsb ghmsw, 396
393530390 3090b0M0 F99MdM030 dMmbo3gdgd0 s, 35e39we 899mbz939d3d0, 306390

33w930L MbyHg d0MgdmEo 89093930, Homs 33JMmbms F5m0 390 2osBMGdOL
d9L5dEGOMDS.

B396 56 35965¢0BgdOm 3300939008 FYOMPOMEMYOE oTMINIMBDL, 039935
3000900 LoLEHJIMMO Jodmboggdol FgasLgdol 0BLEMAGEEH0m (AMSTAR) 060 Fgdvyen
Jaols, SLgmob s®LgdMdOL 9gdmbggzsdo.

B396 51939 IM30d0900 dBMEM Sy do godmd399bgdyo mMo Lol gd Mo dodmbowrggdols
909mbogs, Mmdgaog gbgd B3gbo JgLfHagerol bogsbl. gugbos, Wiysonge s 056553¢). doge
99O gdMo Jog®gobol Imbsgdms dsBsdo Fg@sbowo Lolidgd@o dodmbowgs, HMIgwos
5965e0Bgdl P4P igg9900L 933993900l dgbfogarol 8obbom Bo@o®mgdmeo 33e093900L bod
LoLEB® Bodmbogrgsl (Akbari et al., 2008; Scott et al., 2011; Witter et al., 2012) o

X 9605330l LYM30LYOOM 5MSL53T>MOLO® FMEWW GHIMOGMM0JOBY LsdgEoEObm 3Msd@o3ol
fodobocroligdgeo bdgdgdol 9a39d@gdol dgbsbgd 33¢93900L 9M00 dodMboE3sl.

50 M399996@d0 35390093905 13365, MM JodfMYdgEms Hobowroligdol bdydgdol
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MO0JOHM353d06M0 P4P-bs 05 bm3om-93mbm803296M0 s Molimd®030 60860 »msbsdHMdL
9mMob (Tao et al., 2016). 3odmboergs, H™IGEoE FM3MNLOOIIME0s 08 GodEmMIdOL
d9LHo3oBY, HMIGEMS3 3MM9JE03900 0999300 P4P-00 domgdwmer 8900939030, 5639690, HmI
35309635 00 Le(30Mm-930mb6™M3039MH0 BE GO S B3O MIFOMILMdOLIEIO
39700360905 sbmEoMgdYeos P4P bgdgdgdol @edsw 99399@«@mdsbomseb (Markovitz & Ryan,
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2017). 03039 53GMM900 J0mM0mM 6, MM SOUYIMIL Loz M I30EIOIGOIOO0, HMIJMS
90b930053 FMbobegmdol doseo LodFoOMmM39 s LMBEISE bMZMIOOL BsJEMMO
d9L5dEMS 5939090 B0bBLYIMO BEOTME0MGd00 JoboMGd F9JRIOL. M3 F99bgds
35309690356 535380090 bbgs Bod@BHmmgdls, MrMYMmOmOEss: 1530, 396IMO b 353096

X 96O M9gmd0l MMM, F0IMBOWZIIOM 353907909905 L3365, G P4P liggdgdol
9%393GIOMdSBY Bomo HBgdmgddngdols dglabgd sGLYOMEo 3330390IX9dIO0

bsdgcoop0ber sbls980b 1fy29¢9™8s, bsGgoozober gboool 936098l deatmols 3020065000509,
35309690 3059230¢985. 50MH0bIWO 33193900, MM gddos QOF-ol 953993 gdos
d9LHog300, J01M0MYOL, GMd P4P iggdsd dglodanms dgagows 30M5g¢03mb godms s
353096390L IOl 3Bl EoEgool dbgds, 9golmlids G LsdgoEobm LbIscmgdols

10939 @00L bgdgdfiymdo 306HMm36mw0 bobosmolis s gJodgdls s 353096¢3goL dmeols

299600569099 bdggzmbs (2012-2014 §f.) s 533-80 (2016 §.) Bo@sM9dE 339390, LOESG
©™ 3299963069300 360H:MdE93900, HMIId0E 1393900905 Bo@oM9gd e Loddomby
56256009000 35¢0 9090900l odm BsdgE0E0bMm 39853900l Lsddom IEHZ0OMZ0L
86083690356 VO (3590056900 bsdgzm, 5d8) s 3e0603MO 53¢MbMIOMGHMBOL

Mobeglio bLobGgdwOo Jodmbogrgs, Lo QOF-ob 91399@gd0s dglhogerowo, 583 30(390L, MHMI 56
9dm03m3905 8330390990930, MMIJO3 59ILEGMJIS bJgdol YO0 56 »sBYMBOm
393965L BodgOE0bM IHBAMGOOL b3S S1399BHJODY, MMYMMO3sS: LsTYEO0EObM IHTMGOOL
06@ 9365305 96 3mmM0bs305, 3m33wgdlwImO 56 0bO30MOW MO BTG, 56
0300@5b3sMds. sB939 96 SMLGOMBL 3330390000, BT 0go BYY3wgbsl sbgbl
35309630L 3bM3MdOL bomobbbg, LgMz0Lgdol F0MBILMSE s35300MGOVIE YoTMEFOPEYIBS b
30s59mgz0mgdol mbyoy (Forbes et al., 2017). bGHodo®gdol bdgdol 95399EH9d0L Tgbfsgerol
30Bbom dM15HB005d0 Bo@s09dmo 300093 9O ™o 33e930L dobgz00 50O 3Jmbs
15990E0bM EIHAMYOOL 3:HPOBOMYdOL 365JEHOZOL oMIX MBIBYOL, wd3s 58 Fgdmbgzgzsdo
P4P 05069625 1560 gs®onm Hgnm®dol gsmymgddo, Mmdgaros 1939 8moEegws

06398 03093L LoobRMMT>30M LoLEYIsd0, 50 FMIMZOEMBLS s 30EHIBEF0SWOL Fodw0gMgdsdo
(Soranz & Pisco, 2017).

331939005 5B396s, M™A 11sdgo306M 3bol MomMgo 93¢0l 3ol sosMgds 0f393L
306LEH®MJ309900 0565FFOMIMBOLS s 360 3s300l Fobseolgdsl. (Korda & Eldridge,

2011). QOF-0b gsme09080 ©oaMM30e00 3odmE0wgds 99¢Y39wgdl 08sbBY, ™I, J>OMoE0.,
L530Bbg 85639690 dOL o935 BMmoMbM3®s X{MBMEMO doeolibdggzol asHgzsL, 9jodgdo,
39053 93710036Mm©om LdgoE0bMm 39630, 15350 03H™39d©BIE 3MYdoswrm®
565BamE®9dL, M3 0§3930 36Ol Bbgs §936M 900l 2weobfiymmdsl s gloderms (33¢0S
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bs@olbols 909886030 Fs839698¢m980L 89-4 89530

Wiysonge ©s 393980 330093500096 P4P 15d989d0L P4P Liggdgdob
BJ30mBOmdOL 5O3LLIO39E0 Byogagdol R

BIOIG ] JM3ILO 99QIAI 56b3br 390 BE9agd0:

3wol0x035305L, MMIEGdO3 Jglsderms ImoEsg3IL: e ,390906g0

»3003063L° (5699 5G5BMUE) 56 I3 sb33MH0TFGd), o 3530960

35309639 oL3MM3MM30) JgMBg3oL (569 Bowswo %’2’:6‘“3”@603@0

®0l30L XaIBoL 353096(Hd0b LsdgEoE0bm sbTMIBDY - aomm‘?l?jnﬁmpmh n cenihiae

56H0L 09435 9539dGHIOMOOL FoB39bgdgmMs Qomdx MdILGOOL
30Bb0m) s IMALbwMHGOOL QoL (564 obBbLEO Foboolgdol bdgdom Ime339wo
SGOLGOOMO bJI0bMBOL 0bMGOMYds) (Wiysonge et al., 2017).

»39000630“ 3560056 3Hgds, MmO Logsdmbozwolm 56560390l FoMmgbol 3MadEH03s,
OHmE9LsE Jowfg30L 30ME96G o 35839690 gdol 4odmmazwolisl 360d3bgwgddo o6
390m35¢0LH06YdS 35:309D6BHS 903390 M5MEIBMBY, M3 BOHOL 50bodb BsB3969dgdL,
9mb5(39000 Boll0R0 35305 S LELYIMZ9w0 F9YROL BMOTSEMMO FYNMEIO0D IBOJL0MYDS.
B396L dodmbogsdo BsMIe0 ™ 39999639006 50b0dbwe Lis30mbl gbgds bsdo Lolgdm@o
309mbo3s s 9HMO J0dMbOEW3000 BEBSE0S. ,29080630L — 3530963 JOOL Logsdmbs3eolim

X 3B0LO©I0 F5M05 03936930L5 O LoGOTMBSIEPOLM S6IMOTgdOL BgIgE o FoMrygbol
— 3053035 BIOMNM®D 5O 04™ 530 (39OIWO JogM00569390 Lsdgiml QOF Lggdsdo
(09000065, 6%) (S. J. Gillam et al., 2012; Houle et al., 2012; Van Herck et al., 2010). s6sbfm®o
5639008390 3odmgobos 359dmxsdo dmddgw P4P bdgdsdo (Renmans et al., 2016).

@Oob3GHM30G3E0I0 F9hh935 §5600m0ddb9ds 35d0b, Gl 9J0dgdo ©30MmoEILMdL 56039090
39005609000 MRO® A0)J0 s9350J0JOOL 56 M39malo LmEom-93mbmdoM®o bGsGMLOL
9gmbg 3530963900l 3379MbsEMBL, M53 3M1535MEHM 5dE0gMGOL ¥YMOBIOMMBL, 56M15Tg©, HMYMO3
BB, 2905893H90s Fo@dmoBabl 3¢0060396M0 9839JBIOMdOL JsB3969d9ems

39019x M09L9dsL. P4P 1d989080 olid®m3memEorwo 990Bg3s G35 Lobgdw®o dodmbowgom
560 IgLHo3e00. F503560L Fogse00dd O5LEHMEMS, MMA bodgo(30bm IMALsbwM9dOL
390056090000 35¢0 boMolbol Imbg 30639000 X 9bo3E30L (3963)Mgdd0 0339009dM
A96963309, 56 Jogmmm dd0dg ©s93509O0L 8Jmbg 353096GJd0, M3, Lo3MOMME, bEYdMES
090@™d, ™I 30060329600 93394EIOMO0L F5B396909w s F05389F30 B 9B396900b5m

2009 — 2011 {9380 Bo@ oo 33e93980L Logw)dz9w by 51939 OIS 3BIMIYTs, bmd o6

b0 ILobergMdol 3390 s dmfiy3wso 5396900l QOF Biggdosb FoMds
399000335, 306500056 59 363 0bg96EHT0 FodM0560 OsdYEHOL JoMmMZd Fglodems MBOM

239O0 GOICN0 YMBOWOYM. 5139, 350505 0TOL 5EPdIMMDS, T baby®mdw0gs J0dobomy
35960560 ©05d9E0L 56 IM30MB0MO 1MsbIWY30 S9350JdOL AJmby 3530963900 093696
399mO03bebo A1C 0600035@ ™ML go56350089000s6. 2011 {jerol 0039 33eg3s s bbgs
33193900 5639693, M@ QOF bdqds 396 «BOHMbggerygmgls 5dM0560 osdgE ol 33w9Mmbscrmdols
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2015a). 530LEs B0bYP35®, JHMO LOLEHIIMMO 33935 3BI0EIOL, ™I Lyzombo, M)
65909650 543L 5RO gMH0569do Lsdgxzmdo dmddgo QOF ligdqdol dgdmbgggzsdo
35309639 oL3OM3MM30E G9MBg3sL, 56 (0L dmeMIEg dgbfsgerowo (Houle et al., 2012).
P4P bggdols 9mbshoarggdo 3mmemdgb gHgdl, Goms oglods@o@ 3sHsMMb 4sbmdgzso
990092900 9903900 8096 Lsd39MbsE M 00 35:309BGMS FgMBg30L dgdzgmdom, HMIgEms3
X963O®MgemdOL v39009L0 LabEBsOE® 5B39690w9d0 sJ3m (Korda & Eldridge, 2011).

J00bsbr980b 3s@sbms, 053 29olbbdmdl 3obsblmGma Hobswroligdmo bggdol domds
159056MBdsMS FGLBEgdOL 0RBMMHOMGISL, gobbowrmos 930 LoliEgdwe dodmborgsLs
960 060003005 O 330093580. 3@ 30O 3OHMdWYTsL 53 Gg8mb393580 FomaygbL o,
600 P4P 159059 99Lodgms 359mof30ml w9aMoeo sdm3ogdv)engdols Bodmyswodgds
1539030bM EobToMGOOL 0Ly LGIMHMYBOL 0T, HMIYEOEG 55 SGMOL FM3EO BobsblwEOo
130dME0MOOL d9dsb0DBTom s 339353 TMI0IOVIEo MRYdS P4P lidqdsdo dmbsfoemg
15990306M 39MHLMBs ol 3GIMBIOMBIEOBABS S FMOSWH M EH035305DY. SOLYIMOL MOYO
333039099 g09gd0Ls, HMIJE DS JobYIOI0Ms3 BMYSO 3M5dEH030L 9J0dgdo godmmdzsdgb
fmbol 030l godm, MM 0lgmo LGFIOMIIO0, MMYPMOO(355: J5IIOIL0 BsdgEO306M
©5HTM9YB, 993500JOIMS 361939630, FMBOLEGMBOL B3YEOBO MO K AXIRIOOL, FoFILOMS,
053939000 56 H563oTgLYEgdoL BodgOEOBM IHTMYdS S FMHZEMBOMO MsbdwY30
553500909000 8gmbg 35309639d0L LBxOEbM EsbTsMYds TGLoAEIMS PIBIMIWS 0TOL godM,

P4P-ob 0s@980000 33900000 (35050006980) 989990 395590 mob LobEgdme
909mbo35805 159BM0. 53 MMbO EM™3BIBEH0L Loddo gl 9139Jd@0 LsdgoEObM EHAsMJOOL
boGolbmob 393000 s6MH0L 2obbowmeo: s6gbE0bsdo Bo@sMgdwwmds 33¢0g350 563965, ™A
960 s 09539 30b039000 MLIMYJOY 3OMYMSA0L 396980305MGOLS s 5G¥DIHITZO30MYOL
9oL bgmbo@om®o 11033000 056MdOL 5B3969dw 0L gMMBI0MO 22%-0560 Tgdz0Mgds (Patel,
2018). bbgs 33¢93900L dobgzom, P4P 114990l g3o®amgddo 306mbsGeamo ©ss350gd0U,
B0E3900L JOHMb03eo MmdLEMJ30v0 5350900l (COPD), 30396 EHMmbools o

06l Eob 999:mb3z93933d0 LsdoBby Bsb396909dOL QoblBOZMST IOOMO J93egbs 0gmbos
LGH0IMWOoMIVOL bgBom w3390 bbgs 5935Yd9d0L B3MBIMdSBY (9239dEH0OL Beds
10.9%) (Van Herck et al., 2010) 56 3559x md9Ls biyodmwodgdol bggdol dowds @s®hgbowo
359306900m 03960Bsi00l dmEgolL sB39bgdwgd0 (Gleeson et al., 2016). drgsegEyGO
390093990L5 @ X 963(I0gMBOLMZOL ST FgIRJOOL 25X MOJLYdBMD MM Y39
50060365 Mo 3-BoJGHMOMS MgoLEGM 300l J5B39690egd0L DO 35309bGMs 439w
99Lfogeow xamgdo (Allen et al., 2014). 583-30 450m306@s BHIMRJOOL BOHOL
999306905 Medicare 36:ma ™30l 08 3530963909, G®™Iwgdog 6 0y3696 dmEmabo baGolbol
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396563 0MgO0L 5B MBIGH0MWO ©s3Mb3MSJEHJOOL BJgdom, MMBEs BodsMmmM9L 03 LdgoEobm
9m3LsbMH9d0L 00 3M:MZ350JMJIL, HMIgdoE IMbsfogmdsl 00dbYb s0bodbw Ligdsdo

L50BEIOLMS 500bOTEML, M SGLYOMBL dMbs370900, HMIJE s JOBJLIOMIF SF0W0 5J3L
Hoboeoligdmwo mboldogdgdom domfigreo 4omdxmdgligdol sb gomdxmdglgdol &9bwgbiool
39656PMbBgdL bB0TME0MmqdoL F9HYy39E 0L 999AMTss. 5d3-0 Bo@sMmgdEo 33¢0g3900
5$39690L, MH™A y3gas 4odx mdgLgdveo dsB396909w0 d9bs@bmbgd o ogm biEodmwomgdols
99093930 9990092 Lod Hersdg 39610MmEOL gobdsgermdsdo. sdol duyegla, QOF-ol dgifogwrom
399030bs, ®MI {obowolgdol 99§y393odwg domgmwo 9539d@wIMH™MdolL Mby dmrosbmdsdo

®BgdMs J9bsMBbgdwyeo biEodwmeomgdol 890y39¢ 0l 89damd 3gMom@do (Kondo et al.,
2016).

095¢0B3300LsL JoLsm35eolfobgdgmo gsddmmgdo

P4P 1993900 903356900056 Loa®abmds 296353093 930560 OBsobom,

30b639duGHom, ®Mmdgedos obobo bm®E09Wwgds, 3MWEHVIOMO BoJBHMOHGOOm,
3°6bmME09wgd0L b3gE0B03005 s Lb3.

15990306M 39MHLMbsrol FBGOI6 P4P 1d9d9d0lb 4o8900b, 50ddols s dmfimbgdols gzooEds
d9L5dEMS oMo oM mmbo®mls P4P idgd9d0l 3m@Egbzom® go3egbsls dgozobols 399953000
J3930L 330w gdsbyg (Patel, 2018). LmGg s80¢M™d, 3603369cM35605, MM LodgEoEobm
9mdLobwym9d0L 30dfMEgdgdo 53G0I 0Y3696 RsGINMEgdo 3MIMAMoL 893mPs390500,
396L53MMGd00 — 3MTomdOL 9BIJBHIOMIOL QoBMIZ5®O S1399dE OOl 2oblOBOZMLLS s
X9O™356 Mbybg d9bs®BMbgdsd0. gl BOEOL 36HM350xMMs JoghH 3O MYMoL TbsMrsF ML
@ 3HMmGLoe 5mOAGOLS s COMGBYdGOMSE BoLEERIOOL 5edsMMdL (Saddi & Peckham,
2018). 53¢)MM9d3s 80533w09L, HMA v39009L0 F9IRId0 500608bgdMES 08 bgdgddo, MM GdO3

3OM350IODS BIODEMBOMS © 350096 16538OMA™dOm 0ym 893dsgqd-yeo (Allen et
al., 2014; Kondo et al., 2016).

Lo MO0 Fodmbo3zs, HMIYEOE 30MZJSO 3303900 BsoBLS s 9JudgMEHIOOL
390m300b35D9 sYgMHbMdom LGN IdOL ggdol MgsoBsEool 3O M3gLgdL Tgobfagzwol,
58396900, H™I 30006039960 HaGOLLOL (1dgEOEFObM obBsMYdOL 3BMEgLOLS s 3e0bo MO
290mbogeol) 3sB396909dbg J0ddeo Fobswoligdol Lggdgdo dgbsdems sbgbgl MBROM
3930 3mBo@G0IM0 (330w gdol GH0TMWOMIISL, 30MY 3OMYMSTYO0, HMIIdOE3
9899BH056mdBY 96 3@ YIE0MdIBY 5056 MG0gbBHoMGRMwbo (Kondo et al., 2016).

OMaO3 5958 QOF-0b godmaomgds 5839698, 30609 396@®9d830 dowgdwaro 999900
3909B05 30009 O (396GHMYOT0. BOMW0s, BodgEOEOBM FMALEBHYMHGdOL babolbo, Loghom
X.59d0, LobIM39 EMBYLMID FYIMJOOM MBOM B MBIy MRJdM©, P4P-0b

RO gddo 45bLsBWIOIO 3O MEILOL 06EO35EHMMYd0, HMYMMO355: 9J0dgdol Joge
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3990330939000 56 {odwgdols sbodzbs s Bow 3900l JOH™mbozwmwo MmdLEMY30meo
5535009000, 500560 0dYEOL, 3039MEMBOOLY s 3MHMBIMIO 55350JdOL ToMrIZY,
MR 39BHo© Podx LS F9sM9gd0m I30609 BMIol sfigligdmergdqddo, oo Jow s

3B SBEO S1530L 9Jodms oo MBO® TosEo 0gm. 5dolis owbgs3s0, Bbgs 33eg35a
583965, ®M3 0 Jo599080, Losg 39OLMBSEOL (9J0dgd0, 9Jbgdo WS 5EBOBOLEHMSE0WYEO
00659dOHMAGO0) B5IbMdS Lo3dsM0ob0s, §d0dgdL 99d69d500 M39mgLo 30MGMBJdO JO™bO Mo
55350090900l BoMHM30B5M30L. 990bgd0 ©535390WbO 5®05b 33539 W9935009dgdOL dJmby
353096()900m, bergnm 94093l 99EHo O™ MBS JHMb03ME0 ©9350g0gd0L dJmby

dmgddgo Lgd9dgd0, J0)PO0MYOL, HMI OO BMIol IFglYdMEgdgdo 5B39690L w3gmals
8909290, 30069 3306y BmIoL sfalgdmagdgdo (Markovitz & Ryan, 2017).

P4P 695c00B5300L5 @5 89093909 Dga03wgbsls 5H9bL Bodgo0bm sHglgdmagdsdo

9899EHOMd0L 358396989005 LaliGsMEGH™ ™bg. 33¢093900 5B39690L, GMI LsdgoEEbm
509L9d9gdd0, Losg IMALbMYBdOL batolbol LsdsBolim mbgy ogm »39mglo,

390603690m©s batrolbol 356396909 9969000 Bs3egdo gordx mdgligds, 3069

2016). Ls0bEHYOGLMS 500bOTbMU, HMI B F5B3969dEgdOL dmbg Lsdgoizobm

5091939 gd9d0 56 53dMBGE oML bdgdsdo IMBsFoErgMdSBY 530bs 30, BMEILsE Ladobby
650869gd0 3608369m3bs 50983905 MgoeobBH WMo Jomfigzo® @mbgl (Markovitz & Ryan,
2017).

060035¢ ™M™ 396935 3003039 MMEL 15053MdL. 0600035GMMIOOL 3o FoMBIOVICO
500960m00L BIMA350 Gg0dEgds 35dMof30ml d0MMMIMSEH00LS s 5EI0bOLEHMSEOIO
L53oml FMEEMOOL BOS by33wrs© 0dobYy, HMA MM JoTMOMPIL 3530963)JOM6
39995005L. 459005690 Lodgxmdo dmddgwo QOF lidgds, HmIgedos 134 06035GH™MO 0gm,
01393005 39083Mm9dsL 3903060l 3w9d53005 096 TgLoliMEgdEo 5ET0boLEBHMSE0IO
L53MBomb BMEMEMBBMD ©s35380Mgd0m (Kolozsvari et al., 2014).

369805090 5B5HLMMmJOOL BLEGMIEMOS JO-9OO 3M0G03YWO BogGMM0s, HMIgwoa
db939mdsdo Mbs 0gbsl domgdmeo Hobowrolgdol 3HmyMsdols d9dwdsgzdol 3hmEglido
(Gupta & Ayles, 2019, 2019; Houle et al., 2012; Kolozsvari et al., 2014; Kondo et al., 2016; Paul
& Renmans, 2018; Peckham & Wallace, 2010). 0g0 356350 6@s 05690096 G58@96009
B5JAHMOL, o0 0L 565DWMHIBOL MEgbMBL, 493930l LobdoMgls s LsdoHEYgdL (Kondo et
al., 2016; Yuan et al., 2017). 5d3-80 Bo@oMgdmds 33e09350 563965, ™I, FoOMo0o,

3619905 IM0 565BsMMOOL MmEYbMds s LEAHMMIGHMS, OMYMOE BsBL, 360369 M350 MMl
05353mdL 9dodms 95399BHIM0 LogddosbMdOL Foboeroligdsdo, dog™sd gobsblm®mo Fobowroligds
d9L5dEMmS 0gmb MR bs3egds 360336903560, 3000Mg baGrolbol aomdx mdglgdol 4sdm
350009MHgd0L Loy sOMm@ godmbo@zs (Gillam, 2015).
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5MLgdMBL IMb5399900, HMI B0bBLYMHO Hobowoligdol o MmEYbmdLMb TgsMgdom dobo
MROM 30609 EIbMds SLME0MYIMI0s 3OHMZS0INMS FBOOID 3530953 OM b

396LsBO3M53 B0 EBML LolivyMzgwro Tggao. Scott s 3Megygdds d0533W0gL, H™T, sOLYdEO
3m©obob Lofobssmdgam, 99dmlisgwol 3Gm3gbEmwo fowol bsgd3zguwbHg swygbowo
369900l MmEbMds 56 5MHOL 8353806900 Lal¥IM39w0 9B39dEHOL F0MIBOL SEBSPMBLMSD

B0 56 5OLYOMBL. 301980500 SBIBOIMFIOL MEIHMBOL Q56500 89d0LEMZ0L B0y
306360930, MboggmlsMo 3Mm396¢) w0 fowols 30m009gds, HMIgeoE dgbsdwrms yzgans
939956580 0gmb 358tmg9gbgdv)eno, 56 560l dglsdwgdgeo, mw)dEs, d99mbogegdols bvyar 8306, 5-
10%-0560 BGs F9Lsdems 0gmb baglbgdom geds@mwgdwyeo (Kolozsvari et al., 2014).
9363590, 309300l mEYbmds IgMygmdl sfiglgdegdols Ioeosbo dgdmbisgeol 1-25%-0b
B5Mymgddo (Kolozsvari et al., 2014). 2590300690 LsdgBMAo Mmxsbol gdodms 39GH3Am
365d3030L sf9Lgdgd900 Ls3MMmo Tgambogergdol 10-15%- QOF Lggdosb 0gdamdgb
(Forbes et al., 2017). Peckham s 3093980 593039096, 03 36980560 565D0sw@gds
b5 0gml b53d5MHOLI OO 0ToLM30L, MM BYRI3wGhs FMIBPOBML 3O M350IMMS J3935P9,
begrem Jobo bLEGHOWIGHYOS — 56 0dEgMYL F5503IE0MGdOL FlodeGdEMdIL s BB
OymO3 3GMELOL, 0Ly 9909gB0L FoBXMBGLIBOL Fobaowrolgdsl (Kondo et al., 2016; Peckham
& Wallace, 2010). gobsbbe®o bodmwomgdol dsgrbgo 3505ds mgbmdsd dgladerms
5G5LolM390 J9gagooL (Bog. ImbsE3gdms Fob03MWs309, ,3)0d060“/MOVWOMM™dS)
25630050 gds godmofjgoml (Kolozsvari et al., 2014). 303dmx 530, 30bsblwMo 36:9900L Mm©gbmds
3950099605 390003060L 3ds30L Lodwswm gHMMIE0Z30 TgamLogeols 42%-b s sbmEoMmYdMEO
04 8905M9000m 3505¢ 3OMmR9b0wE Bm@E0gs30sLmsb (Paul & Renmans, 2018).

3oM500, 3538Mm)5d0 390(3060L 3v)ds3gol bbb domswn 3098090, Fobswroligdols biggdol
5M5L1YIMZ90 F9YRJO0 05300 0gbs 530MYdMEO MM IO Jmbo@mEmobyol,

39900b393000 {Halom gosdm[dgdols s 0bGHIMBYEH-39IbmewmynqdHy ©sdysmgdmEo
56390083900l 99339mdom (Renmans et al., 2016).

569963H065B5 s 499005690 LodgRMTo Bo@o®mgder sEM0bogwr 33eg39ddo 3sdmgzwobos
9.0 29%96M900L 9839930, O3 30560369l 0ToBY, O™ BOHOL YoM 339290 DL3zmol dowfigzoL

39903, bo®olbols 85839693930 250006 9MHMY356) 3eo@MBg s Bomo F9damdo
3999x MdIBYOS 339 506 BYBS. 29MIs 5Ty, Lb3s 35839698 gd0, MMIWGdOE 56 (056

dmboGmMobalis s 2oadmfdgdsl sLgdomo 3608369wmds 9603F9ds 0ol M HEMMBlgElsymRs,
603 P4P 1gdqds m35Umbml §obsliffot goblsBmgmen dobbgodl, Mmdgaros Hobsbfst wosygbon
50©96mdM03 5 boGolbMmdMog dshg969dwgddo s0bsbgds (Kandpal, 2016; Patel, 2018).
dmfobszg 36Mogd@03s ImombM3L, K™ dmbo@mmobyl sbm®mEogwgdgl ©sdm)3009d9w0
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19099dE0, MMIgLsE 996905 FgEH0 93EGHMBMT0s FYFotdOL 565553054 TBOGdJO FJYRIOOL
99000b393530 Lok s®0dM L6300l 25dMYgbgdol MZselsbGoloo (Khim et al., 2018).

00353MMMYO©, 33693900 J0m0mMgd96 5EI0BOLEMI30MW BHZ30MMDY, GMIgeog 53
B9694300L LB gRdLML 50l ©s39380M9deo (Renmans et al., 2016).

36MM350009M900Ls s 3969%9Mgd0LIMZ0L F9z35L900L d0Egds byl »Fymdl dsmo Fdomdols
9899GIOMdOL B5B3969dgms 2oMBxMdILYdSL (Kandpal, 2016; Patel, 2018; Saddi & Peckham,
2018). 0003905, MM 30639 0T YIMHILIOS MBS SIMIMU ,,5EZOWS©
IgLoLOMGdI“ LEBHOMJEHMOME 0bEOIoEHMMJOL, GO F99IAS3 3MMYMTJO0 Tglsderms
1539©0E0bM EIbAsMYOOL 3O MEgLOL JgIEMIM030 06035GMMYIOL IBIMYIDY A9IIONM™B.
9L 805 LYEO(0bM IMALELMYBOL J0I[rrEIOLGOL 5deg3L BodwgsEgdsls, 30039 MHoddo
9t53350mMb 15dgEOEOBM IHAMYIOL BsMOLLML 35380MGOEO 653w gds© 3MA3wgdlwyGo
36Md99900, 1390 39936Mb B0bBLYIMO Hobowolgdol Ldqdsls s LodgoEEbm EIbsMgdOL
bs®olbmob 539380693 1553000bgdl, beaerm Jqdy™ad 096MIBbMdOM doo300696 P4P
1d939dd0 45dMmygbgdwgero ol gds MROM MO 0603oGMMOOL sbYMA35%Y
(Kandpal, 2016; Patel, 2018).

3319353, OMAomsi Imbs boggmosdo P4P 0696396300l domocno 96 edscro

98393GHIOMB0m Ogo0Ds300L GM9JE™MM09d0L glfagans, sdmogwobs 3mbEgdud o
R99BHMM9d0, OMIWGd03 30039000 X 96330l 3963Mgdd0 9539dEwIMHMdOL dsh3969d9wms
39099x Md9BYOOL B5TMAM539dIL BOJBHMMIGOL 9693036900565 glgbos: oo™
©53033w9JGHgds, bb3s 30035000905 bgedolsfi3mdmds s 350msb 30b63mMmqbios, dstmzol
Lo s 960350 IO YdOL 3MI3MBY6EHOL Psmzwom, Ibgsslibgs ybom
09659dOMIgerms dmEH0300905 O 3bMO IMTomds. LoobEHgMHgbms 5©00bodbml, Mmd
9590dM53909¢00 B5JGHMMGO0 5d¢09M9db96 oYdom 3MbEJJLEHME s X b330l
LobGYoLSb 353806090 BOJEHMMIOL S 3MBOWGODHID BgRSEOIMO BodEMM9gdol
dmgdggdsl (Mabuchi et al., 2018).

30639Wd@0 X 9653308 Mmool gJodms d9MHbhg30008s Hobowroligdsd s gJmbgdol Hobswoligdols
3960909 ©OE™M39059 dgLodErms bgero 9gmBscml gwmbe® 3Fomdol s 3bol Lbgs

B3960 dodmbogs 393013034969 56 dgobfagaros P4P-0ob g03wgbsl 3Gm350090ms J3939D9,
3M6309GHMs© — 399gmB0gdsls s IM@035:300%9, 0933 B39gb 5063 dma39sgl gu
8065399900 08 LEBHSEH0BO0WID, Lo U 35380MYdO seHgMow0s. Ogundeji s Mo6553¢).
dobgz00 I90030bol 3Fo3000 B0 IMEH035305 29dM{39Eo 0gm OLYMO BoJBHMEMGOOL
30030653000, HMAMOO355: OO bgeizsligdo, 56M5sds3854MmBogdgero Lsddom
306700, 39009MH )0 2ob30maMgdOL 56 BHMIBoBAOLIMZ0L TgLongMolo 0bFOILEMWJEHMEmOLS
Q5 I9bodgdMdOOL B 39dMds, X 96330l B0bsbLYdOL 53 I9JsboBdol oot
Lobgedfogml IbGO0H 3slbolidygdwosbo sdm300gdYgdol sGJmbs, P4P lidgdol
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25995BOGOMBS 5 3099050 365BOIMOIOOL OR30569d0m gosbos (Ogundeji et al.,
2016).
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399000006900 Lsdgem, QOF

2399000056909 bsdgRMmdo Imddgo LsdgEoEEbm sHTsMFBOL boeolbols s 9gRdoL dstmzol

Lol gds (QOF) Foe8mogbl Abmawoml yzqwsby dibgzow P4P idgdsl 306H39weo xsbsiagol
LgdG™@To, GMmIgeos 2004 Herosb dmgddggdl. QOF 998493535, H®MAMOE Dm0 3Mod@0gol gjodgdol
9 3H03060930Ls s Fom0 3M3600 L5gOE0bM 3M5dEH030L 396GHMIOOL s80bIBLYBOL AsBOmPOL
d9go60Bdo. QOF bdgdsdo dmbsfowgmds bgdsgmawmmdomos. 2019 farolsmgol obywolido dmddgo
L5890E0bM 3M5dGH030L 396GHMIOOL 95% BsOvero ogm s0bodbmen Lidgdsdo.

5904890900l 5Mgm fergddo QOF 90393000 mmb 30356099gdsl: 3ar0boz® obdstmgodsts 10
A9O0GHMO0 9O do, bLodgEoEbm EIbTsMYOOL MEYIBODsOE S139dEHIOL, 35309BEHOL
23959M30E90L S TsGHJd0m LgM30LYdL, HMAMMOESS bEIZ0MLBML ygerol biMobobyo s
9625600029050 5b9bs K 9bs330Ls s dmfjobsgg 3e0bozMMo 3GMJEH030L gOM3bmwo 0blbEo@Eob
9096 9999539090 147 06035@GHMmOBg. QOF-05 39603505 o0 M9nm®Igdols s 33E0wgdobs.
50mg09909006 s00 ferol dgdgy QOF 3m3zmlo®gdwgeno asbos bgs 30mdegdgdol 4owofiy39dsbg.
060035@GMO™5 LEIONOM MroMmEYBbMdS G99 30M©s 77-800g s 0LOBO MM0Y6EMYOME0s bsdgozobm
©5bToMgdoL 360060396 s139dBHJOLS O LEBMYSMYOM03 X 9bW(335Dg. F5B39bgdgEMs Jomfgzol
d99mbgz935d0 1306560 1EH0INoMmIOOL MEIBMdS LsdgoEEbm 396Gl B osbo Fgdmbsgeol 15-
20%-b 5019309, Mo 2018 fierobsmgzol ssbemagdoom 8%-dwg dgdgomos(NHS, 2019).

QOF-05b6 0053538009390 1539360960 M L53)8oml oo Bsfowo Lidgdolb s0mddggdosb 3oMzqwo
byomo ool 4o6dsg3enmdsdo Ggdes. 33390000 dglffogwrow odbs dobo 939d@EH9d0 o

2396bMmM 309530l M530L9d9MHgd9d0. QOF-0b Botyegddo dodm0sb0 0sdYEOL 837IMbsmdOL bsgombo
BOMME 0gbs gbfagaroeo. momddol yzgams 33e0935 50b0dbsgs Hobseroligdwyer ggHhmgddo
9%399GHMOMdOL BoB3969d9wms BOMEL.

JO™b03Mwo 3530963 gd0ol FsG 30l LggHmdo dmbs3gdgdby oxgwydbgdmewo JoyMIgdoL 4sdmygbgdsd
0MmM0359, 390N S®, 33304GHJMGO0LS O 353096(¢JO0L 9EgdBHO™MbIo sMoEblzol Lol®gdgdo,
23905(Y39¢ 090505 FbosF M0l 0blEMMII6EJd0, 30006030LEHJOOL BogH Fodmlaygbgdgwo
05600698900 o 3530963)900LM30L Fob3mzgbogro dgbligbgdol LoliEgdgdo, doowmdxmdgLs 93O MdOL
99959060 99093900 QOF Lidgdol sdmddggdobomsbsgg (Roland & Guthrie, 2016). (S. J. Gillam et al.,
2012). QOF-0l 59mgdgwgd0wsb 30039e0 farols 496853¢mdsd0 @sg®mzomds dmbozgdgdds sbggbs, GmA
3900069000 6539050 ©J3MgL0Y MHga0mbrddo bydgoEbm sHglgdMEgdgdo sfizobab M39mglo
bs®olboL dmBLobryHgdSL; 55Lmb, 9839JGHWIOMBOL B 5B3969dwgd0L dmby ofigligdwyegdgdL
3Jmboo gormdx mdgligdol dowfgzol MBOH™ oo Jsblo, 30MY sFgligdyEgdgdlL, HMIgEms
98399GHIO™d0L 35839690930 080930039 o090 0ogm. QOF $9mddggdosb dqlisdg Howl ygzgwsby

093090 S Y39sbg FoMds@gdme M9y0mbgddo dmddgw sfgligdwegdgdl dmmobl gi39dEIGmdol
356396900l InMol s5GLGdMEO 4oblb30390s 50TMmoRbgMs (Allen et al., 2014; Latham & Marshall, 2015).

3600369035600, 50006086mb, G 0sdGEHOL I3OBsMBdOL BaMolbO 4ov9dx mdgLgdL SO0 3dmbs
QOF-0b 59mgd89®9d59007. gb 396w9bE0s G90608690Mm©s 0b0E0sEH030L Lsfyol 9@e3by, 99bgewrs 2007
9wl s 9990yma §engddo 9539d@IO™dOL Tob39bgdegdol 4owdx mdILYDds 5®oM ITR0JLOMYOMWS
(Latham & Marshall, 2015).

QOF biggdol g399bol BolsdEBHsdom 49630EMdT godmofj30os 509335¢ M0 9Ju39M0IIBE MO 33093900l
Bo@BoM9g00Lom30L Lo FoMm Lo3zmbEMMEM MBbgdOL Fod®mds. 3303900l ¥dgEHglmds 0ygbgdl d9fyzg@owo
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©OHMomo (3603900l 0Bs0bL. 33¢935m5 FJPMEMEMYFOHO 3OMBYIGOO s dMI©]

2000193309390 535069390 (33¢009d0L 5MBYOMBS Sg3g 9dMZMgdl J0MgdEo d9E9yJo0L
06¢903Mm9Bo30sL (Latham & Marshall, 2015).

QOF-0bl 5M5bsLwMH39o 993900 9dgEHgLemds Fomdmodzs obgmo 060 35@™MMmgdol G99mmgdol 9909,
HMIgoE 96 0ym glodsdolmdsdo doM0ms© 3MMAIBOME V0MYIYMGdJOMID s MM B3 b
MROM bJoMo LEdO®BID, HMI bEJds F500 Yo9d393d »IMbBOdbo YR MYdOL* FggLgdols gMmPZoM
Logotxodme (NHS, 2019).

2017 9ol 250md399690me0ds bob@ndm@ds dodmboergsd, Mmdgeos dgolfogerols QOF-ol 453a0gbsls
(66535005900 55350090900l MML) AMIY35 056 LodgEOEObM sbToMYdsBY, 396 AsdMoge0bs
LsOHINbm 8330390990900, O3 QOF byl MHymdl «939mqL LodgoEobm sbds®mgdsls s

%5600 9™doLM30L sIYIM 9L 3530953HJOT0, HMTgEmsE boby®dwogs dodobstg
055350090900 509b0dbgds0 (Forbes et al., 2017). 53¢MM®s 983039000, JoOM0s, 33¢0939030
dmy3560000 060035GHMMGO0 250MmM3005 Foobomobbosbo 9330390190900l bsgwmdzgw by,
6H™IgoE 93Y39goL 3oG9MJdMo mbolidogdgdol 989G IOMdIDBY, XbIOMYLMdOL bbgs, Ma3trm
BOOM ©YEHIMT0656EJOL Fgbsderms 3dmbgl bo3MsM0 MM 56 PMbolidogdgdo, MMIgEoE 56 sHOL
dm3m@o BEodMwo®gdol Bggdom, dgbsdwms oymb Mamem dbodzbgwrmgsbo 3s309b@ms 59 3m3wsgosdo
103300056MdOL J5B3969d9wms QbLEBO3MST0. F0IMBOEZ5T o9M3w0bs JOMbO3MEO 9350 Yd9dOL
9Jmbg 3530965 39590 JE0 3MB30EIWOBE00L BoB3969dgms IMIMIogdLIEo T9d306M9ds
(G0ame 3 QOF bdgdoo dmEwyeo, oy 9me)339¢0 daMmdsMgMmdId0m) s 0dIYEHOL d3MMmBscmdol
(39399900 51399 gd0L I30MIO 2odX MdYBYdS, M9d3d 3bgE0s 0Tl FobloBZMS, ¥ Mdgbs oym
9 3300900 QOF 1iggdol sdbobm@mgds, 3065096 3565 geMe 0BGy sbowo 1EsbIMEHId0
5 (B9dbmemy09d0, HMIgEms§ 21939 F99dmm s0bodbo (330w gdgdOL Qodmfjzgls (Forbes et al.,
2017). 03039 bobEgdOo Jodmborgol Jobg3z0m, 56 dMm03m39ds IB303g0IEgdgd0, HMmd QOF lidgds
50900 56 1oMmYMBom 253wqbsl sHEYBL LEdgEOEbM EsbTsMgdOL 0bEHIYMIEOLS 56 JNMMmObs3osby,
333¢9dumE 96 060030090 BYOM 1TgJEOEObM IHTMBSDY, 56 MZ300sbBsMYdSBY. slig3zg o6
5MLYOMBL FB30(390IgdIO0, HMT 00 B39l sbIbL 353096 0L FbM3MIdOL bobolbby,
19MH30L9gd0lL F0YOSLMLD 353806M7dM F5BMEFEOEIYDSLS b 385gmaoEgdol MbyBy (Forbes et al.,
2017).

2017 Hgaob (060olol) xsbs33ol gom3gboeds Lsdlobwy®ds gobsbmmaogums QOF bidgdol sbseroBo o
3sbdo 3930005 4o9dx mdGLGOBY MOHOIbEHOMYOO M0YO 33L0EGdGdOLS, BIgEos SbsEobom Jowgdmen

a ¥l od Y D2 N DI W W
03U JOWo30UJOL UjgboOoUjoTtIuo.
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593, dggdbor @otgdymgdsby sxdbydymo dglyowggdo (VBP)
533-30 965BLMJdOL M50 (30990 LoLEGJIOL Gomawgddo PAP 0bo05303900L sbgtyzs sofiym

1990-056 §engddo s BHMoR5 25303900 s b8gEOE0bM sHP3930L 39MdM s Lubgwdfoxm Ldgdgddo
(Gemmill, 2007).

©09LEPIMO0m, P4P §o60mow9bl 89Jdbow 0o6gdmgdsbyg odbgdowo dgligyowzgdols (VBP)
LEAH®GIRO0L boffoenl. VBP dmo3ogl bidgdgdol, Memdgedos fobswroligdwemos badolbol dshzgbgdangdols

293X 9L Bt gdoL BOOL 3Hgd3ol d9830MYdLME 3MAdOBsE0sd0 (botrxgdoL JOMMdO30

(059 LodMTom oo, F9bMds-b5990MBYOO s FoloEgdo), 3O MEJLYdOL, KBTI MBOLMZOL sTYSGO
3900929000 96 bsd0gzg 59 BH030L BoJBHMOOL Fomz5wolfiobgdoom (Gemmill, 2007). VBP g53moygbgdes
03 bobgwdfogm (doy. Medicaid, Medicare), obg 3g®dm 993byogzargdol dogH (dsy.
063193000900 K% 96330l SME0E00L 3MMYMmTs, 3MMYMSTs ,b0YdO LMmMEYMEOEdOLS3IIH®, Ub3.).
50559500 909 065MMdL VBP g09m3s 9695600835000 90w Lodgoiobm memysbobsiogddo (ACO). 50
™M560b530900L 99Jdbs s Medicare 30359590 dmbsffomgmds dglsdwrgdgaro gobs 2010 Herowsb
»09wd0Ls{i3Md0 LsdgEO0EObM IHAsMYBOL Fglsbgd“ 356mbol Lygmdzgw by WS, LIV MdOm, 39MHAM
L9dGH™MOTo IM535¢0 YN0 MOYIBOBOE0ss ox3AbYdE0. ACO ImEgEol CoBsobols 1is3356dm
053089099905 IYMBoMYMBOL 03590, HMI 3MIM350YMMS Fobowolgds begds MMOL MM dmdgbGHl dmmol
9653390000 15dd056MdOL 99900l 45mdx MdILGIOLIMZOL, o3 9g0dEgds 250BMIML MImsem 56 0d
1993900l GsMRgddo, MMIgEdos 398Mm0Yygbgds gHmMBY dgE0 BLWOBdXMZs60 60dbo olg, Bmd
3635000960 90L 999990500 08993506 EOHMMs Qo6TogzeMddo Ly WG Jomowro bodbmwrgdols
©53¢g35Hg. HOLZOL RoB0sMYds YoM 0ymb 35¢IbM030 (HMEILSE 3OMM350IMIOL H3ewrowo dgsg3m
B900L30gMHo Labob batxgdoL sHBMAZ5d0) 56 MMTHOOZ0, OMEILE 3OMZ5000gMJd0 0b65{owgd96

P4P-0l 3s®o0m 993039900l d0bg350, 35000 {300 3M:Mm350009OMs X9IME sbsBLsm®m9dsdo
930Mgs. 999194039 ms wdgBHILmds 3OHMZ50IMMS 1153ma3gbLoE0Mm MBHYBdOL Ibmem 5%- 56 MRG®
653090l 599690l P4P Loli¢gdol gs6wgddo dmygds-oggdol obzol 4399 (Gemmill, 2007).

Scott s M5b6s53¢@ F0g® gl engdwer dodmboergsdo, Mmdgedog 3oobsoBgdwyeos 5d3-do dmddgwo 25
Ldqds (e Jodmbogrgsdo bo®mo 44 bdgdosb), fo®mdmygboros Molzol MMILOOZ0 FobosMgdol
Lo3wydzgabg dmddgo 39Mdm Ldqdol dogowromo, HMAgEds 583965 LozMMsMO 9x39dEVIOMDS BrraymO 3
box 900b 99306900, 0bg — ba®obob gordx mdglgdol 3Mmbom Jolo MHYsoBs300l fYgdosb mmbo
§ob 003bg. 5855096, 3nHBoGH0MOO 330 IdIOO0 5O godm3w0bE A9 YdJ0 LsdgoEobm
5bdoMgdoL 2569Mmx300939dd0 J0ToMMZ3056MdOLS o BoMT5(393GWI 3M1935M5BHYODY FohgIEo
56sbaMx B0l M35 LsbMoLbom. Medicare ACO-b dgdmbggzedo (Labgardfogm lidgds) godmawobos
(39399000 0O GdJO0m absbOX GO0l BMHOL F9dE0MgdoL oM 3390 3E303JdIgdgd0 0bY,
™3 5356 56 259m0f)300 353096GHOL 25FM(30MWYGOOL ForoMgligds. 08530MMIWS®, bydgEoEObm
5bdoMgdoL boMolibol Lbgs 35639690 gdbg Bggezegbs 503900 53 339300 56 5MOL gbfisgwrowo
dm9gd0, HMIYMS BoMAWgddos beogds PAP-Us o batxgdol 899300905bmeb ©s35300M9dwgo
390093900L 3m3d0b0Mgd 0 fobowoligds, 3mbodom®mo 9909900l 3Om39bEWwo fowol

M35 YOZ00 o6 0dg3s 39,9l 999390, 300009 Fbmenm P4P bidqds (10%-00m 6530gd0s, 30006MY
dbmerm P4P-ol 990mbgg3sd0, 0099930 gl goblbgeggds LGe@obGo3mMa 56 s6b 360dzbgwrmgsbo).
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590b@s 30IHgE350, barx GOl gHOMBE030 IBMY30L FMEEdDY IBAIBIOEo bdgdgdo
3963000009000 50O 9B93DYs; 5doG™I, 5930 gdI0s MBGM g0 dBH3I0(390vIgdol Im3M39ds,

5MLYdMOL HOY0 BodBHMMYOOLS, HMIJoE BYRO3WYbsl SbEIBL 5EBdMMBBY, 0dbgds 0¥ 565 Liggds
9%39JGHMOO 5 HMIYEOE 5O 5MOL Fgbfsgwrowo dodmbowwo 33¢939000m. gb Bsdmbosmgzaso dmoiegl
33%93900L 465000930l Jomds sMRIHOW 0lYo BodEHMEMYOL, HMYMMOES: M) MHMAMEM dmbs Bggdol
3991853905, M5 batolboo 093696 Bodmnyengdo bdgdol dmbsfoarggdo dob dmdbogdsdo o Mo JoldEsdol
0y 339 9ObJdY0 boGolbol gomdx mdgligdsby MmMm0YbE0MYd0 060E0sEH039d0 s Loy sG®

Cattel o Eijkenaar-0s 0530060 bol@gd«6H d0dmbogngsdo gosbogrobgl Labgedfonm s 396dm
30599000 BoMAgddo dmddgwo VBP 0bogos@oggdo s 533959l ®ma gl 060305303930, Gmyms

b0, 03935 sd50dgIdYE 9930L, botolbol d9bs@B1bgdOL 56 AovdxMdgLGdIOL 335¢5335¢
bsOxgdol BHOL gd3ol 998300900l Mzswls®®molom (Cattel & Eijkenaar, 2019).
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5039630605, 30myMsds ,,Plan Nacer®

300505 ,,Plan Nacer” sdmgdgocs 2004 fgarb, sl 9999y, ®og 2001 ferol 9306m30396H 36:0bobol qodm
500603865 ©gsMd o 85383 KBIOMYWMBOL 0BLOIoEHMOMS ForoMgligds.

360595 9999995305 LoIY0EbM sHBM3930L SMTJMbY MOLEgdOLS s 15393900 X SEIGMIMdOL
9003M3oMgMdOL golorgdx Mmdglgdws bobgwdfonm xsbwsizol LolEgdsdo MaGmm dgEo MHglmELYdOL
dmd00Bgools s 500 9x9IE0sbs® 493mYgbgdolomgzol Lamsbsm bEodragdols d9ddbol yHoo.
300595 30390290 JogdHg MOLLIEXMBOOL 3gHOMPLS S 3539308 OB5YIO0B (96 bogmaols
©50¥13300056) 45 oL 2963530Mmds30 s gdalo ferol sbszsdmg 8933390bg s 3mb63gbEHMmOM©gdS
306390 ol gobdogermdsdo gobisfiag bgH3zoLgdbY. gzgws bbgs dmdLabMYds, HMIgE0E 56 sMOL
239m35¢0l{jobgdmeo ,,Plan Nacer” 30ma®530b BsMegddo, 0835M9ds 36H:m3063090d0 dmddgwo
LEobMEHMo bsdgoEobm IMALEbrMgdOL 339G 0o (Gertler et al., 2014)

»Plan Nacer” oMbl obEmO0mwo 5dobolEMo3ore dowyxgEoMgdol domds Jowgdwmen
05530656Lgd5L s Lobgedfoxzm sx30656LgdoL dmddgw LobEgdsdo dgdmadal obmgsgom®mo P4P dmgwro,
HMIgoE 9bgbl IOIMs O SHITMBOMMS KX 96WE30L 3MOMOOE GO boMobbosbo gMzolgdols
90fm©gd0lL Hoboeroligdsls. 59 3Mmacmsdol dgd39mdom J3ggbols 3msgmmds sbgbl 3Mm306309d0L
39305300l 890MEOm ©sx80bIOBLYGdL 9P Lyanbg m3z9d0 Jodliodd 8 588 MOl MmEgbmdom.
36030630900 009896 5 599 MESOL (9O Lryabg BogdbodoerIMo sbsBLoMgdOL 60%-l5) 3OMYMST0m
LoGRJOMBOL B GdOL IJmbg 10MMGME0 30MHOL Joldo BoGMNZ30L5MZ0L WS sTEHIO0? — 5M15w1TYBHIL 3
533 ME5ML (35gL0ToOO 5bsBEEMMYdOL 40%-U5) LsToBBY FMLobErgMBdOL X S6IMGEMdOL
90Mdo6MgmdoL Fobolifod 4obLaBOgMYmo 5839690 gdol dowfigzol d9dmbzg3580. 59935605, 30IYM5Ts
0435 3065306 30bsBLYIO LG 0TMEGIL, Boms JmbEgl LsdgEoE0bM IBMZ930L 5HTJMbY ILIdOLS
5 85333900 LodoBbgy 3Mm3WsEOOL 3OMYM>T5T0 BsO M35 s Obgmo LyM30LYdoL Jofimgds, GMIgeros
30598x MdBYOL 3OMYM>T0om LoMRYIOWMOOL MBGdOL IJmby dmbabergmdol X sbIMMgEmdOL
200mbogol d5B39690wgdL (Gertler et al., 2014).

158903E0bM IMALEBNYMYOOL B0IFMYdgdol dogH MYlvMLgdol Jsdmygbgdols Iglsbgd LagMom
Lobgarddmzsbgarm 3000010900 Y960 9MH ™36 MbybY, berwm 3GM3063090L 9930 MBwgdS,
1539100560 099HOLEO0J300L BoMYGIT0 5FILMO sToEJd0MO FgHBVM39d0 LyM30LOL
300(m90¢980L5m30U. 53 356513690 F999d050d 15350 39635MRMb 50bodbmEo MglvELYdO
d0{imgdv9o bsdgoE0bMm bgHzoLol boMolbol oIy mdglgdol dobboo (Gertler et al., 2014).

D929309b0L 93519059 583969, ™A Lggdsl 53l OEIOOMO Fo3wgbs 35:309bGHMS K S6IOMYEMdOL
20005350 BY. 3903M, 3OO0l 0969530305MJOT0 LG sE0MbsMOl 30HMdGOT0 bgmbo@sw Mo
103300E056MBOL JsBLO FgoMgd0m MGM® Aibgow sfgligdwegdgddo 74%-000 JGdIEMBL,

A9GH96ML0L Lofobsomdgym 53 gd0m dm330L doh39bgdwgd0 »Ix mdLEIDS, bmem 56 9bs@sww®o
3003900l MomIbmds, INWsbmdsdo, 0BM©Yds (Gertler et al., 2014; Kandpal, 2016).

300093 960 9gBBYds, HMIJEoE BM3NLOMYINY0s Jobombol 3GM306(300 dsgswom by, domomYdL,

™I 563H9bs@ om0 9035wy MEmIMOOL MEOLIMdOL 5O 9Bo3bg sfygdol dsB39bgdgwo Bamggzol
X3IR00 MRO® FoPso 0gMm, 300009 Lo3MmbEHMMEM ¥ aw953do. 3309350 583965, G™A 3ewobozm®o

3659d3H030L (33000 gd0L dobom350 3O M350INOMS FMEGH035300LMZ0L YBOM botrx -9839dGwIM0s
dbbgoo gobsblryMo bE0dwegdol dm3wg EOMOm d5dmYygbgds, 30MY BoJuLoMmGdI BN IO

LM E0MgdEo Ido30mddgo 530656LmEMmo bEHodmgdols godmygbgds (Kandpal, 2016).
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300093 900 P4P 0603053035 5696@&06580 2005 {9l 00996ml 506980 3m33wgduryHo 3Gma®sdols
369000 A9BbMM30gEs. oo 0Bsbo 0gm Mxsbol gJodms 39Fomdol bo@olbol gormdx mdgligds
30b5bLmMOo LE0dwo®gdol 39JsboBIom, MMl ™Mb s MHYy3z9EH 0 LYY 0EbM Fobsmergdol,
5©OGOLS s 9939939330000 333mBY6EHJO0. 330939, MMBgds Fgolfages 53 0bozos@ozol
©90tgdggds Jobo 539985390096 MO ierol Mogby, 563965, BMI 3e0b03MO JBIJEHWIOMDdS JSBOOEO
0y 439w 358396900l dobgzom (3og. 30dmb 1L3M060b0, sOEIHomwo {iBg30L dmbo@mmobyo,
JeglGg@obol Mmbol 4oblob®3Ms s 5.9.), MIEs Ym3wolidmd339w0 3M5dEH030L MzselsbMOLom
doofigmeo 89093900 0gm 065000 qamdMH030. sbig, Boa5w0ms, 36033690 mgs60 dswdxmdqligds 0dbs
doofj9Mwo ©g3M9LooL 2odmgzegbols s JoMm30L 0T>MMIEGdIOM, M¥YT3s 0530300 3OMBOEISIEH0IMO
39L0bx3900L 9539690 gdds M. ©9db0dzbgem QomBx MdILYdS 500bodbs 3b0dzbgermgsbo
dmb5399980L M3TIBEH0MJIOLS s MY SBOL gdodms Joge JofjmEgdEo LadyoEEm EsbAGIBOL
3MmMoboMgdol bggg®mdo (Rubinstein et al., 2009).
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3503960, 85d00560 ©0sdgEOL P4P 3GHma (505

35d60560 00090 P4P 360ma6Msds o0bgtmys 2001 gl ¢oogsbol Lodgooiobm @sbwggzol ghmagbomemo
50d0b0LGHMoE00l Joge Bod@r0sb0 0sdgEOL dJmbg 3530963 9d0L LodgoEobm dmdLobwm®mgdol baGolibols
23099x d9Lgd0L JoBbom. bigds BolosMEYDds FIIIAO 930LgdMGOIO00D:

306039 (0930, dsldo d0dfmMYds© dmbsfoegmdol »Bwgds 530 TbmeEm 00 9Jodgdl, GMIWgdos
39300 5930 b3gE09WOBOE0S F9BOOMIMO EIMM393900L 33)MBSWMBOL 96 9o mIMObmmyool
QM0 56 IG5 Fo05OL obgEm369d0L 13305 MMO 3MOLO O5dYEHOL oM M30L bo3ombgddo
5 0b0bO 35305600 B7ds-1MZ300m b bgb 35:3096G M5 BsOIMZOL TodMr0560 0sdYEHOL P4P igds80;
d9gm69 G000, 035605909, MHMI 1odgEOEObM dMOYWYOO MBS F9dsmdEbIb 3NMMmEOboMgdMws©
9900l bgerddm3zs69wmdol §3qd 86Meg35csMMdM030 2bwol Lsbom, MmIgero dmddgqdl s89Mo30L
0509F0L LM 305300L 3606030 Fo00bYdOL Flodsdolo; Igliady Hogdo, P4P idgdsdo Rs@omvyeo
3530963900 LEsbIBEHM s B39 gdMH03 8321MbsMdMSE gHm® 009896 ©sToEHJd0m
943e0bdmdEgger dmdbobmEmadsl, Hmdgeog dmoEegl 565369Bol 99369d0L, BoHBOIWG AsL0bx 3L,
@HOMO5EMO0M d99m{jdgdsl, 0603009 HO BoMM30L ggadol Fgaoligdsls, Lozmao®o
dMdo6mdol JsM30L Lo30mMbgdTdo YomM30mEEMBOYMHYBLS s LaboE oM 4650 gdLL. dgmomby
60gd0, P4P 199580 dmbsfioarg 908900 Hgamms®ye bgergslimsb ghmow 00gdgb @sds@gdom 36gdogdl,
653 L5390 EOEM EIHTIMYOOL 3MM(39LYdOL (o, 39dmyEMd0b Alc-bg (HbAlc) 56 sdswo od33¢030L
©03Mm3MH™MEJobdHg (LDL) Ggb¢omgdol om3wdgb@omgdwywmo 99dmbgg3goo) b 8wswgom@mo 89093900l
(859. 08 353096GH5 Foo0 3O M 3960 oo, GmIgaems HbAlc sb LDL ombg 3mb@®Hmembgs
59435600) LEFoBbY Foh3969dgdOL Jowfigzsbgs sdm30gdyo (Hsieh, Chiu, et al., 2017).

3903560l P4P Bidgdol 250m3owqdol dglobgd sGlgdwgaro dmbs3gdgdo gi3w9dbads M59gbodg x35M9w0b-

©OOIO0MO0 BYRS3wgbs, 53 39BHY39egdL 035%Y, MM 3MMYMST5T0 RO 35309637V, Fowowo
5EBSMI0M, BoEHOM0 ©05dJGOL 339MBsMBOL go0ws0bom H93m396wgdmo GHqlidgdo s
290033093900, 300mb L3MH0bobyo s boeobbosbo 339MHbscMds, BdgHIMEwmBol d3mMmbsermdolodo
©534MMdols O boba®dw03mdol 3mbEMmMEo. DmyogMmo 33agzs 3056086701 oYdoMO
23905006900L 95399EH0b dglobgd.

2010 Hgeob 259md394690o osd®Mmbmero 33a930m, HmIwomsg dglfogerow odbs @s03s680 dmgddgo
3O0yM590L 353wgbs 3mbido@owobszool 35B39bgdwgd by, 583965, HMA bBH0IMWOMmIdOL 3OMYEMST>T0
Bo007)00 3530963 9d0L 3MB30EHIWODBHFO0L 5¢BsMNMdS 3OHMYM5T5T0 BsOM30056 Lodo ol Msz3Bg oym
PBOM OO 30006 BbZs 3530963 gd0ls (Cheng et al., 2012). 530b bsfiobsowdgam, Imaz0569000
Bo@oMgdemds 33e09359 0050000 TodM0sb0 ©0sdgE 0L IJmbg 3530963 9d0L J9sEIdgEO

5035600 bidgdols 990093900 LoFODHOEOm MBS FgxroLgL, 306506 Tglsdems s 3Jmbrgl
BMHNMISBIEH0056 EOL3OMIMOM 0w FgMBa3zsl, Mo bdgdsdo 3530963HJd0L BsGM30L 3MMEgLESE sGoL
05353806900 @9, 59Ybs, glodwms 3MmBoEGH0MMO 9339dGJO0 3630MHMIGOIMO 0gmlb dgMBgzol
B5JBHMM00 ©5 505 3OMPEMToL BgAs3w9bom. $30Ls F0bgEs35, YYobeErglio 33eg39d0m
oL3OHM3MOEF0Mo JgMBI30L A53MbEHOMEgdoL F90ymd 0B, ™I P4P liggdsd gobstrs
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9700980 Jog JsGoyemo bsdgoopober @sblstgbol #Ihgy9¢98s 00s8990b G90mbg 35309699680, B,
005300 Ib603, sea0GI8rIe0 0Ye2 b03300¢0560m80L ©s85¢» Holbjosb (Pan, Chien-Chou et al., 2017). bbgo
034™Mgdo (Hsieh, Chiu, et al., 2017; Hsieh, He, et al., 2017) 8099000009396 3080000 59m{3909c00
103300E056MdOL Mobzol I60dzbgem3zsb 93060 qdsbY B oYRIbOEO 300ML Fgdmbggzsdo, sbggg —
3000U06 259mx sbIOMYEgdME 35309639080 5 fiemol dsbdowbg bgdoldogmo doBgbgdom

15,0330 06MBOLS S F59MH06 OSVYEIB ©539380MV0 11033EO056MBOL MHol30l 993060905%1.

(Gupta & Ayles, 2019).
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B3960 353053060390 80Bsb0 0gm, dmy3z9b0bs LodrsE M s Fooeo Fgdmbogergdols ddmby
939469080 396M:dm LgdEHm©ol doge JofmEgdEo 3003900 KboE30L LgMzolgdols
dmbdsmgdols s baobbols dsh39b90gdbg P4P-0ols gogc0gbol 89Lobgd s®Lgdwmewo dmbs3gdgdol
Lobmgbo.

B3960 d0dmboz0l BsMwgddo 396 0dbs Imd0gdEo SBs0H03MM0 330093900, HMIgdTos
3900560900 0g690m©s P4P 1igqd0l 9539d@vemds bobgadfogm 0y 3960dm bgd@Em®obodo
39900360 9g30L FOH0d0. JoMMOw0s, P4P 193900 bon®Eogwgds bbgoalibgs 3oHmdgddo
MMM 3 Lobgedfoxm, olig 3gMdm Fgabyo3egdOLs s 3MMZ50YIMJOOL BIMMIMIOM, 56
56LGOMBOL 3063950 3393900 I, dgLdsTOBS, 5O 5T 3ZEg35ms Jodmbo3gdo, HMIgwos
d90LF930s Labgwdfonm s 39gMHdm 5JGMOMm9dOL F9EsMYO0m 9539JEwIMMBIL. sSdob
3°035¢0b{obgdom, B39b mbsg G933339gm 330930 993030l BMEOIMEOMmYdS O 1560
30094300 ,,390dM LydBHMOOL* 2obBMT0EGOOL 5b5EWODBY.

909mbo358 459m3w0bs 860d369wM3560 5M5gMHMA35MmM36905 P4P lidgdqdol asbbm®izogumgdol
30b39duGob, Jofimgdvero Lgmz0LgdoLs s dmbsbergmdol Lsdobby xawRdOL, SBg39 —
390092990L LEBMI0 06O ZSEHMMJOOLS s BEHOTMWOMJdOL 45dMYgbgdveo dgdsboBdgdols
035BsBOHOLom. P4AP 00mbolidogdsms £999@GHglmds mtogb@o®mgdmwro 0gm os35gdsms
3OMMBOWSIEH030U, 51939 — JO M0N0 H5350JBJOOLS S YOIMS S BS3AZ0S

X 5630 gmdol Iymds®gmdol (MCH) 856m30L Lszombgdbg. dodmbomgom ©m3mdgb@gddo
©MI0BBEHMOO 50O 35300 259MH0569d99 Ladggmbs (QOF bdgds) s 588-30 BoEo®Mgdwe
3329390L.

956100505, 30639¢3@O K563330U Ughz0l9gdol deabds3985b0256 3035OMIBOM HBMYOYOMINO
LobGgdmEo dodmbowzol dmbsEgdgdo FobsswdgaMmdMH030s, IYH0BEs, ®MI P4P gn39J@ Moo
©YIMS 5 0530305 V55350YOJOOL 369395300 YM30LGdOL IMbTsMgdol DAoL
035¢BsbBOOLOm. 3300939080, HMIEqddo Igufogzwrowo oym P4P 9539dGH0 ©©9oms s 3539300
15990306M EobTMGOsBY LG M Fgdmbogergdol IJmbg J39969080, M 3MTIBEGHOMYOME0S
6030 30HBOGH0OO 9093900Ls, HMYMO0E: BEIbsEIMMO LgM30L9dOL JMbTsMGdIOLS s
36396535 M 396MH0m©To 93)obmliols Lofiobssmdgam 536Mgd00 dm330L 35839693 gd0l b
569606580, %5630 gMmd0L godmbisgwol 30HoGH0IM0 0bsdozgs brym farsdwyg sbsgol
053939030 B0w030690bY, s I30MYE FoIMbsGHWOo, MMIEs 3MBOGOMEOO Ao3wgbs
563965356 39m35aywMHgmdoLs s 35d3065300L doB3969dgd%Y 359dmxsdo (Gertler et al.,
2014; Patel, 2018). 6039600580, Loz P4P 353930 §o®ogL bgM30L9d0L GoMmm b3gdBHOL,

3393900 990093930 956596002350 M35605: 30MH39O X BO330L 3905 JMIMTo39

3963 ®90d0 300be9gds 36083690 m3560 (3300 gdgd0 35306, HMEYLYE 3o dMIMTogz9
39639080 BodboMYdS 9839JHIOMBdOL 30090 56 brEmgsbo gomdxmdqlgds (Mabuchi et al.,

2018; Ogundeji et al., 2016). B3 F9gbgds d5383m5 08MBOBEOL, BoFgIMOOL Lod FEsEdo P4P
1J9g3ob gobbm®mE0gwgdsd 35d(3065300L 3BIMPEMSTom LMY MO d53d3900L
36m396¢ o oo m®feosb 3gH0m©do 1.4%-©s6 49.2%-0@g gobsdos (Odutolu et al.,
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2016). oo Jgdmbisgegdol ddmbg 939969080 s, 3mb3MIGWe©, 533-80 Bods®gdwyeo
3063950 33193990, 5839690l 05383930l 08mBOBsEoOL FoB3969dedOL BOHLL, o3
3900935 330 gd0sb 36093690 m356 Mbgdwg dgmygmdgls. 53sLsb, 439w sy
OO 989JGH0 9906086905 35306, Hm©gLsg 03MBoBsgo0m FmE30L LObEHIOEHM dsb3969d9w0
@ad5oos (Fairbrother et al., 2001; Gleeson et al., 2016). 9mbs398900 JOMBO MW ©5535009dgOLS
@5 300mU b3MHObobYME 393806900 LgM30LYdOL FMbTsMGdOL Tglobgd sGM99MMYIMHMZ5600.

Usdgco0506m osbds980l bskolbbg 353¢7960b 39006002 P4P-0b 9839990 280L 39L5b90d
dmbs39000 dgx59900Lsm30L B396 33909 bodmolibol 35B396909wmMs MMY 353)JMMH0S© IYMRS,
0935 8900930060030 35839693 9d0LS @S FgxoLgdOLMZ0L godmygbgdmewro Joymdgdols
565960009350™369050 dodmboz0l F99a900L LobMYHO FosOMEs.

5060690 LoLBIBOO JodMbOoEIZ39gd0Ms s LOLEBHYIMEOO JodMboEgzgdol dodmbowggdo
365¢0Bom 56 033907905, O™ P4P 0cmbolidogdgdo 9839J¢0os bsdgwoosobem osbdstgdols
bsGolbbob gomdym89lbgdob 3moboom. (Scott et al., 2011; Houle et al., 2012; Witter et al., 2012;
Eijkenaar et al., 2013). 8cmb5390ms 653000356905 d0MH0MS©® F9NMEOMEMY0MH5© IX09HO
©0Ds0bol dJmby 33093900l 5MMLYGIMOL ©935300MOYIMS, HMIJGLMS BoMY9dT03
9mbgdMEs 330039050 S 9330603935000 BodEHMMJOOLS S POHMOMO BHMIbLOL
30bGHOHM0. 08 EOHMOB WIIY WoEIMsEWGs 8608369 M3b5 ML oMo s
d90OMOMEMPO0MSQ© IX0gMH0 ODBS0BOL IJmbg 3300939008 Mom@YbMds LMSG Tod M.

DMA59©, OMYMO 3 gb JodmboEz30m bESEH09d30s 50b0db)0, FgIMEMEPMYO0MHS© dE0 MO
©0Ds0b0L 330093900 5396l 3MBOEGHOMO T99gd0L MROM I3069 MomYbMdL, 300MY

B39635 300mb0e350 563965, MHMA SGBYOMBL »BOM 06808 I3Mwo 33303909990, rmd
P4P 1gqd900 59xmdglgdl Lsdgoopobe osbistgdol 36empgborshb ©s3530069829¢n J9@98m8(03
056396968¢2980. Lin ©s 3093900 56056 Mate 30Bo@ 0w gdo s dm3gsgom 3bmdgdo
30OMBsOYWO ©53509d0LS S O5dYGHOL 837IMbsEMBOL 3MEILME ©s35380609gd M@0
39009306030 35639693930l 360336903560 Aodx mdILgdOL Tglisbgd, Bsdob, GmEaLsg
Mendelson-ob sM0m, 5OLgdMBL FBMEMEO B3O LEOFIMBEMMBOL 5H59MMNIBOT36gE™z60
930390993900, O™ P4P 1id90900 9mdx mdglgdl bLodgoEobm sbdsdmgdols 35fg30L d3GrmgLl
93009350056 3960H0m©T0, berem 3Mdw3500056 9009390006 8353800 dwo dmMbozgdgdo
d0060s. m6H039 93EMM0 300l ©sL33659Y, MMA Y39WsHY OO QoYX MOGBIOS
390603690m0 15gd0s6mdOL 08 J0T>MMYEGdJdOm, HMIGeEdoa LEdsBOLM 9i39dE M MdOL

5659036093690 3560 Imbs(3999305 o980 TsenILLIHO OS5 SBSS0HOI30GO J90 8900
b5 B8 06000359293 B, HMZMEO0G, BOPIMOMOQ, J59JOI0 BTJPO0DbM EsbIsMGdOL
3°694m 3530909030 3085(:03056005 s 3mb3oEswoBs300l 85B39690gd0, HMIgeros
3538060905 JOMb0 30 99350093980l 3537353905, LsdgEOEbM sfgligdgd9ddo
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93md0sMMdIL s bbg. Gupta s Ayles-3s 583969, G 1gdgdL, GMIGdOE B0dIM0s 9Jodgdol
9385030l 98399GIOM™d0L J5p39690gdBY, gloderms 3dmbgl 6033690 m3zs60 gogwrgbs
260390350056 39000 ©5350JBIMS 3OMPMILOMIdOL F3030Mgd0L M3zsebsbGobom (Gupta
& Ayles, 2019). QOF-%g 53399506090 ds «oberglids 30dmboged 359meg3e0bs 3mOMbBsGweo
Q5535009000 3500909390 3300 B300L 58396909 ms dmIMdogd o F9d306Mgds
(Forbes et al., 2017). 60g900580 Bo@o®gdwends 33a9350 583965 bgdsdo dmbsfoeryg bed JEs@do
9ONB5060 LoLEBHIOGHM 3MBOE300IL LYY E0bM WsfligdEGdgdTo FTMBOSOMDOL

95639690 9d0L BOHOL FoMmnm 0s35bMbdo Ighygmds (Mabuchi et al., 2018).

X 963OH9gEmd0oL 45dmbogzeol 90092900 MBOHM 6530gds LobsMdOYM® 45dM0Ygw)Mgds, 300069
15990306M EobToMGOOL 3OM(3gLMD SLMEFOMYOMWO T9IHJO0, M3 Fg0dEgds S0blbsl 0doom,
60 3OH:M39L9d0L (3300 gds §ob MA30L oMLzl MZ5eBsHBOOLOM LTYIMO FJEIRO0L
39099x Md9BYOIL s G 19356513690 396 BoJLOMPYdS 33¢939d0L F9dz39Md0m 56 0dom, H™J
36m39LoL 06035EMMGOBY B9ImJdgIds MBOM SIS, M3 9G¥ ME0s, Mv)30 Lggdol
4990 dobBgs gosdsbono (Vlaanderen et al., 2019).

9065390900 x560G9¢B0L 359bs35¢»D (©5935009d0L LEIOMM 53O EJGDS, 3MBIMYE MO
9535009000 BO3Z3EOW056MBS 96 LEGMNM 11033 OEBMBSS) Foboeolgdol BmIgdOL

D9393w b0l Iglobgd 8GocMos. LsbM IgMEMEIMPO0m BoEMGOIE0 Jgx5L9ds sB3969dL, Hmd
56396306590 gdgds 3HMMsdsd ,Plan Nacer” 9603369 mgbo 89583065 ds@o dobols
8Jmbg 35383900L OBSIBOLS S BgMboE S MO L0330 0bMdOL B5B3969dwgd0 (Kandpal,
2016). 5035680 3cmgdg0 bdgds FodoGgdwgeo 0ym 5dMm0sb 0sdgEMb ©s35380MYdMEO
QOF-0b sM0bgero 33093930 3091000193 s 110330W0s6MdOL F5B3969dgdOL

3™ 9de 99930609059, MBO™ sboero dodmboe30mo LEeE0gd0l dobgz0m M
5ML9dMBL 33530M 333039090900, ®Mmd P4P 53 Lggdob gotmegddo sw9dx mdgligdl

Eijkenaar s 006553¢). LoLEgdG0 308mboeggdol Ls3Mme® s65e0b8o 80300696 L 33653,
600, JoM50s, LH3osLb3s B0Tbom SOBYDME MMIBIOdOMBGODY P4P-0b 3®dgergsosbo
3930960l F9Lsbgd B936M0 9M9x3gMH0s (36MdOEO, MMM Bbl, P4P 59306090l Lemgom-

9306030 3M0 60360L JobgE300 FodmzEgbow »MMsBsdM™dJdL (Eijkenaar et al., 2013).
Moberglo dodmbogrgqdols dobggzom, dmbsgdgdo P4P-bs s LmEom-930mbmadozm®o s
obMOdM030 603600 MMS6IOOMBIL FMMOL YYOHOYM35380MOL Fglobgd M6 YZOI0s
56 9L 3938060 oM 0339m9ds (Tao et al., 2016).

dmbs393900, 5bIBL Mvs 565 P4P 199900 05009000 56 mo@ymzom Bgasg3wabsls bsdgogzobe
@sbds6980b 9399 85b5 ©s bsGgooiober dw9ds 398l etob 3020060065505 By,
505900093350M35600. 19Ol OBI0BO FobLEBOZMEZL LETIOEObM MYFOL 3MMFBILOMbIEMS
OOl 056589O:MmIMdOL bolosmb. 90PB30000s Fobowroligdsd, Ggladerms bgaro dgwydscnmls
3166 399d5mdL s L¥dYEOE0bM bToMGOOL 3MMEMEObs30sL, 3506, HMgLLE gmbool
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000009990 §93600L 300l 50056935 bgwls MFgmdl 3mbLEMWJ30mwo MsbsdIOMIMdOL
33193900 3099000093 @b9b bdgdol sdmddggdol d9damad 3¢060399M0 53EH™bMIool

9l EGHJOOL MMdsDBY. 03530MOMYMSE, 56 IM03m3905 IBZ0(390IJd9d0, GMA 1idgds YOO
96 MOMYMBOm gogegbsl sHbL LodgO30bM sbTsMgdOL 0BEHIYMIELS 56 3NMEOObs30sDY,
333¢99bmE 56 060300 0BYGOME EbTsMGBsBY, 56 353096EHMS 3BsymgBowqdsby (Forbes
et al., 2017).

P4P 15d98900L 35600Mm@© 253039¢2900L 3565 gew)Mo, oBbos 30mbggdo dsoo sGsbslbey®zgero
698590960 3ozcngbol dgbsbgd. 33¢093900L d30609 M3MEIbMdS J0m0mgdls P4P 1dgdgdols
B5MR930 ,39030630L“ 3M0dE035Bg, HMEILLE 9900900 (3000¢MdYE BMbs3999d0m
356039906 dL, MM EI9LEGHWIOME 35399 06035GMOMs BsdoBby doB3969dgdOL
900935 ©s 8003mzgmb s35bseolgdgeo 565%BLsMIdOL F0wgdoL ¥gBEgds. 29080640 QOF
193500 56 0gM FoMHMMO ZO3MEFILIOM0, M)I3S 33EI3JO0 M5dY60dg 99dmbggzs o063
0dbs swfig®owo (S. J. Gillam et al., 2012). 359dmx 580 P4P Ldgdolb gomaegddo

»30000630L% 30593035 9030090 0465 MM dmbo@m™mobyol sfgligdol,
99900b393000 {900 49sdM{Fdgd0L 3M5gdEH030Ls s 06EIMbYE-BH9JbMEma0gdbY
©53YgoMHg0mo 56356089d0L 899megdol 9839mdom (Renmans et al., 2016).

65996009 LobiEgdxMHo dodmbogom s1939 0dbs glfogwrowo 35306 POL3HM3MBHEOXIC O
d9mh930bs s d8bsbe980b gssb®ol bszombo. 9Jodgdols o9 8349Mbscnmdol Bo@smgdol
30Bbom Kxs63MIgMdOL 39009L0 35839698 gd0l IJmbg 353096GMs 3MbBE0bYIBEHOL TgMbggs
@5 15gd056MmdOL FobBIBLMSE FobsEroligdmer J0TsMmrEgdgdBY 3MbEIBEGHME0s

3mblgbogdm@os, H@AM® 5 P4P 1199900l s@obolry®ggaro 89093900l dogswomgdo (Alshamsan
et al., 2010; Korda & Eldridge, 2011; Peckham & Wallace, 2010; Van Herck et al., 2010).

0m3m39d@0d 8GH30EIONLIOIO0, G®mIJog YHY39LIOL LIRIB000 g39HDO0O
(8o@3006980b) 959950 569885 BY. H5396007 33093000 6565505, BMI SO0 593U
Poboroligdol bgdoom dme339co J0dsMNgd9d00 FTomdOL b H5350YOGOOL godmlbogerol
39900boo d0figmewo 89093930L 56 Imnbobergmdol sGslsd0BbY X 3R3gddo F295wgIMO 56

396005 5d0bs, M53gb0dg 3309300 bsbsb0s, HMI 500 593l Tl IEYMHMO,
HMEILOE 39MIX MOJLYdIo Fsh39690gd0 BoMPMbYds 03539 MbybY, GMIgeog Jowfgrero
0ym G030 JO0L F9(Y393°9Y 56 FoMBxMdILYdS YOS 99a™d 39M0m©To3
(Kondo et al., 2016).

P4P — gb 3m33egdlvyeo Bstrg355 o dob 9900998D9 00 3o3agbsl sbgbls bbgsalbgs
R399 BHMO0, OMAMO03E bJgdol OBs0bo, F0bsgsbo MY 09RO Bod@MmEM9d0. IMs35o P4P

360535 MMM 2obds3eMdsTo ob0EOEs (3300 gdsll CODBs0bOL 3MMgdBHOMYdOL,
5M5Ls1YIMZ90 F9 gL TgMHdOgdol d9doboBdgdol gdmmgdols s batolbols
39099x Md9BYOSLS @S boGxgdOL 3MbEGHMMOL 356589E MO0l Fgdm@obol yboo.
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98 330093900 15385MHOLOW 39MRI 56 SOOL SLbMO 9I30MO 56 335D0-9Jb39M0T96E

331939030 o, 599bs, Ig@Efomo® MEbmdo MRYBds 833103560 9d0LIMZ0L. 3b63HgJLGIM0
X 9605330l LoLEJILsb H39380MdO S39dHIO0 0WIBEGHOBOFOMIOWWOs, BMYMOS
95393GHIOMBOL gorgdx mdgLgdol 353mdM 939090 Bod@mMgdo bogg®osdo. 3b0dzbgermgsbos
50060dbmUs, O™, HMyMmO 3 50dmBbEs, 0L F53wabsl sbgbgb 9Py s sd0gMgd9b
3mBoGH0MM0 GogdBm®gdol dmddggdsl (Mabuchi et al., 2018).

39650 5oL 36Md0W0o, H®MI IMWME 93mb0d03MHO MNYMOH000 T9MAEGOIE0s S0bLBSL
30656LMGO LE03Y0MHId0m JoLIOMEO 9539dEHIO0L y39es Bowysblo (Himmelstein et al.,
2014). 93930000 (303930MmG0LEH0) 9306m8035 339HB5M9ds P4P 9339939d0b 3900 25390580.
590 d0vb9350, 330930l IMbS393900 Ym39wm30L 56 T9glodsdgds J3gz0mo 93mbmdozol
363998360900 (Emanuel et al., 2016). sbg, 353500000, ,d0BEIBOL aMm0g6EHOL* 9539JH0OL
LoH0bs00IYRM®, 989JGHMOMIOL sdSE0 F5B39690wgdOL ddmby LsdgoEobm
5{990Igd900 59930 gd9w0 oo 56 $33MOGE VML 1dgds8o dMbogMdIBY, MMmEILs3
ob0bo 5M5095oLEHMOE TMOL 560D IHIbYdMEO BOMOdIWMZs60 Jobgz969dgdOL
900(930L5996. 300093 9O FoQ5E0MO 5d3-F0 BoBMYdMEO 3300939000 IEYMTSMYMBIL
00530, G 3698050 5B5HLsIMHGOOL MIBMBOL fobMEOLS s Jolo oMgdol 30OHMdYdOL
3990030900l 335¢05335 BsdgE0E0bM 396@MgdOL doeolbdgzs 56 gooboMs bbgs
396390056 99509d0m, HMI9d0E 00906 MBOM 553009d LoMRIOIEL s MTROM
609o© doLomfigz0 Lodobby dsb3969dgd0 MBS S93d9YMBOGI0bIM, Moi 9Hobss®0TWIRJOS
9:9- »B0MOdI@OL 939dEL, GOl Jobgz0ms3 3OMZ500gMIO0 s 530 )MH9d©EIH
d5eolbdgzsL, MMmEYLsE 0bOBO SHEIM Y66 LsJoBEY Bohggbgdmb (Markovitz & Ryan, 2017;
Emanuel et al., 2016).

933093560930 b5m30L 153356dM A5dmf39355 P4P 9939939d0l 3o6roegev@ao dodwobatg
©Mbolid0gdgd0l 999ag00LYsL 2odM 3393905, Boms 56 dmbgl P4P 933993 9d0l

29005 F5Md9d00m 9i35Lgds (Gupta & Ayles, 2019; Markovitz & Ryan, 2017). 3505 590Uy,
5530656900l sHsEr0 IMEYol IBIMAZL bT0MS Mb bzl batolbols ow)dx mdglndsby
800500 sdbAsMg MmBOoLdogdYOOL FobbMM0gmgds (BHM9bobagdo, Ho0es06gd0,
LodobLMZOMYBO S 3OO LObGMMDs30m LOLEGGO0) 56 ImEgeol FgdMMGds Oyml ¥gG®
dlbgowo M9gx3m®dgd0l bsfowo, Mol godmz d0D)H-090gMOM0MdOL YD OHDWWOos
(Soranz & Pisco, 2017). 08539 300d9ds%g dormomgdgb Eijkenaar s 3mwgygdo 0930060
LobG9gdm®o dodmbogzsdo, Lasg 0Lobo 50b0Tbs3z96, HMA 59930 YdGE0s LogMEIIYICOM
99335190900 BoBo0gds, Moms dmbgl Lbgsalibzs 3083mbgbEmsb ©s393806M9dwwo 9339J&Hgd0L
96B56900L56 256356393905 s FgsM0 133690l AsdmEsbs (Eijkenaar et al., 2013). 30093
9600 259mf3935 8MIoMgMdL 03530, MHMA 9I30MH0Eo 330093900 B53TIMOLOW oMW 5O
5009696 3m6¢3)9duAL, HMBgwdog begds Hobowoligdol Ldgdgdol MgoeoBsE0s s 56 sbgbgb
3OmaM530L 0Bs0BOL bbgsalibgs Fobsliosmgdegdol §HMI56900mb 89 gdsl (Foy.
0bLGHOGME0MOH0 306HMdJd0, HLIOLYd0, BobBLYMO Fobswoligdol mgbmds, Lobdoy,
LEAHOMIGHMOS s bbg.)(Eijkenaar et al., 2013; Markovitz & Ryan, 2017). 9 ba639%9d0l go0m
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B3960 d0dmboz0l BsMwgddo d9w9dergdgeo 3obs 39Mdm BodgoEobm 3MM350gMgdL
dmmob P4P 9399d@G«emdols bsgombol dglfogems.

dodmbogom m3mdnb@gddo dmbgzgMowo 33eg3900L ©)39EJuMmds Bo@oMmdE0s FoOE0
399mbogegdol Igmbg 9394690d0. B39b Aoz3s5350mmM3900 B3gbo dodmbowngs 53 X 3M530L J3gybgdols

952500009080l 9339000, 306500056 IMbs390ms OO ToL39dO, MM 9 J3994b9dTdos
©3MM30000, G9L53Ms Bo0bEHYMHIGLM 0gmb BodsMmmZgambs s bydmswm Fgdmlagargdol dmby
bbgs 93946900Lsm30U. 5 Homdmygboeo dogbydgdol wdwmswme godmygbgdols

36543039 MdOL 05Mmd>DY 58mI[Mms30 336900 56 »bs 0gdbgls go390gdMo. SFols
90995905350, Fo0 9dmLogargdol dmby J39yb9ddo dowgdero 33¢g30m0 d99agd0L
Lodmoenm 89dmbogargdol IJmby J39969dbg 9630 MdOL FgLlodegdemdols Mmomdsby

2999 339300MdS MBMM 65319805, 3000MY 30M0Jom FobzMEMdOL Ggmbgggsdo (Wiysonge et al.,
2017).

331939000 139G guMds BMIMLBOMGIN0s J59M0569d0 LdgBMbs s 53-U Jogowomgdby.
2990305698 Lodggml QOF 0bogos@o30l gstyegddo P4P 1idgdgdol gebbmémEogargdol
960083693560 godmEOMwgds IRMM3s. J50oebsMolbosbo 3393900, HmIgerdos bwgds
OOHMOMO (330 9O0” 3533990 293cgbgdol 3MbEHMMEO 396 0dgmEYdL
3d900MOMEMP0MMS© MBROM LB OoDBI0bol IJmby sM0brgro 33erg39800 Jogdvye

533-b P4P 1d99900L 695c00Bs300ol 300@atmo olEGMm®Mmos 5d3b s 0d 39Mdm bgdGmMo dogemos.
588-00 P4P 36:m65300 gs6engddo 309¢00656)9mdl 0069390 gdsHg oiwdbgdwymo doymdols
(VBP) 2580309, (Hm©gbsg bs®olbls s bastxgdols mbgliorsh sbmEo®gdewo fobseolgds
90356900056 5M0L 535380690 0), GG 59 39456580 dmddg Mbogowr® Imogel
0om0mo9bL. 330939d0 5839690, MMA LsIYEOEObM EObTsMGOOL 3OMEFILMD 3538060 Jdo
89093060030 35B39690gdO gowdx MG LowYseM35@056 39H0Mm©do (4 ol
2960530Md580), 0335 H30EIOMLIdIO0 3MIYE35©0560 9939dFJO0L Fglabgd dfoMos. s83-80
BoGoM900 330093900 J05608690L, G 9909300 OO Jovdx MdILYGds doowgzs
390GHMO0L (33¢00gd5Dg MM096E0MdMOo Bs6g3900m, HMIYE03 A9dgsMgdewos P4P
Ug9gdoms s 30603 FbsMmEsF ML 0BLEHGWAY6EH9d0m (Kondo et al., 2016).
3996000056900 Lsdgnml QOF Ldqdqdmsb dgsmgdom, sd8-do dmddg P4P bidgdgddo
D™ma09gH 0 9Ju39MHEHOL SHBOO™ 5356 glisdems 2563390 §3oo G90Eobs 4o9Mm0sbgdwye
L0930 dmddgo bdgdgdol MBGM 9@ Fo@dadgdsdo (Kondo et al., 2016). 35900056593
Lodggzmbs s 533-do dmddgo P4P bdgdgdl Mol s@ligdwyeo gsblbgsg9d9d0 (doy. glyozol
Lob39d900, 981403 YOOLS WS 3MM350IMGOOL 39MHdMm 0¥ Labgwdfogm 3Mm3bowgds,
30656LMO Fobowroligdol MmEgbmds) byl »8eol 835300 89sM90mMO 89535L9d0L Bods®gdsl.
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B396L d0dMmbo3sl 593 Moo F9HrM39d0Ls. 30dMmboM300 bGeE09dmMIb dodsMmgdom B39bo
d0gds 0ym ym3wolidmd339wo, mwdas — bsgwgds 990mIOHo 06030 33193900056
303sMH 09000, 306500096 B396 BagHmgom dbmerm bsdmoem F9dmlegergdols dmbg J399b9ddo
BOGOMYOM0 30MH39Ws©0 333900 (AbMEmE dmEwm LobE)dwMo dodmbozol d9dyma
39600030 BoEIMJOMO0) S 96 9300035¢00LFobgm Fomso Fgdmbagergdol ddmby d39969d0L
d9L50590L0 33093900. B396 Tgbodems 3sdma3MBRs BESGH0JOO0, HMIYW DS LEMIMH YOO 56
BLBEM9GH900 306306 56 dmobligbogds 30M39Wd X 96WsE3L, MoE B3gL dodmbowgsdo
Bo®30L 3003 gMH0waAL (oMo gbes, 0d3s dgboderms gobobowsgs s0bodbme mgds@ozol
A93BGOL doMoMs© Bsfowdo. Fodmbowzom ™39dgbEH 900 30639WsEO 3393700l
96003693560 MMHM0YMMNYIIRIMZS 500b0TBYds. B39b 56 4505300m(jAgd0s 3mEHIb30M0
MBMLEHMIY00, OG0 F0dMbowz0m0 LGSGH09O0L 53EHMMGOL Fglodems ogdzsm 33e)3900L
0o 960LsL. 53 BgBME30L Fomzswobfjobgdom, B39b 393509, BoMo@omw bsfowdo
9m39bLYb0gd0bs SEMmObgMo s IMY305690000 39MHOMEA0 BoGSMGdIEo Jodmbogrggdo,
09935 96 29635b35390 0lobo Fsmdo HoMImAgbowwo 30MH3gs©O 33¢93930L godmd399bgdols
3960m©go0L dobgz0m. 396 56 Gg30Lfogergm 33093930L batolbo s 56 Bsgo@ostmgo

B0 35390900 5B5e0B0. dMEML, B3960 dodmbowgs 396 ©L M3ols P4P-bosb
0539300690 3 GH03530M BoJBHMMGOLS s Bt M-99339dGHMMdOL BsgombgdL.

™5 Mbs ogmls gomzsolijobgdmemmo P4P ligdols obsobols s
Mg5¢r0Bsgool 3tmglido

330930000 dmbs399900L 5M59MHMA35MM36900L 450m 335360 1336900 QoFMESBS
9300965(30930L 9999853905 25N GdI0s. J0bgs35¢ 5doby, 033000935 HOYO
396mbBMI0gMgdgd0Ls, H®MIgeroE Fglodems ogbsmml x9bs(330L LoLE ol IAgRIZ>DY
3obgbolidygdger 30690l P4P 36maMsdol 0obsobls o ®gowobsgosdo.

3622509005 5069 99b985b 35053990 G20 530b605. 15930l F98mBs3905Ld s
36MRqL0 Bn®mdgdLs s W0MYOIGdJdML JoboIYGOSd0 3MMII0IOMS BsOHMEIMDS
53X 39190l Lggdol b F ML, MMIol Bty gddos dgbsdegdgero bgds MBM® OO
dobd@ 00l (3300090900l gImbLEBHMOMIds (Eijkenaar et al., 2013; Patel, 2018).
9303390993900 5B39690L, GMA Lggdgdl, MHmAgEos 3obolzM®Mo M3 LsBEOOLOM SGHOL

960093693560, Imogd3b v390mgLo J99a900, 30O 9oL, HMIWGdOE 3MMPOIGHOVITMISBS
@5 989JGH09bMBIBY 5HOL MmOH0gbEHOMd o (Kondo et al., 2016).

36990052960 365 Ds)H980b UG5 w965 3obobosgzgll ol mgbmdsl, 253980
LobdoMgls s LEBOBOYL. 53 IMIGHEHOLIMZ0L SBsBOIMMIOOL M3EH0ToW MO LAHGYIGHIOS
(M9bm™ds) X9 300093 oM 33939os (Gupta & Ayles, 2019). 00 vbs 0gml b53056MH0L©
35050, oM IMIBEObML J3930L FmEGH030609d5, MMIEs 56 MBS 0YmMl dseHBY® FoHE0, Broms
56 259m0f30mU ,,9080690L“ 305dEH030L PsFMYser0d9gds s 56 IBIMIEPIL botrx -
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95393GO™ds (Kolozsvari et al., 2014). 9609369 m3560 50dmBbs 515939 5658306560
Pobooligdols gmmgdol 459myggbgds, MMaMMO359, F5490M5@, bo®obbol gordx mdgligdols
3990 3oEr0gM9d0L Loy sMHM A5dmbso@zs (Gillam, 2015).

Hoboaoligdol Bmdgdo dbgwz9wmdsdo Mbs 00gdIL 360060390 3gHLMbswols s gvmbool
Lbgs 9360900l doge 9@ sbow fizeowl. 83039949 gdgd0 (3bsYmxuL, HMI 3bol 930909
369305 M0 565BHMOYOOL LOToM0s60 QoIBFOWGds Bgs3egbols SbEYBL Bsm dmeols
0§393L L39O EO6M 3d53930L 5MSLE3BIGOL dmE 035305k (Ogundeji et al., 2016). 30650056
Hobowoligdol Bmdgdol 4s8mygbgdol m3@odswrmo Lobdomol dglsbgd dmbsigdgdo
5650563000 93MME0s, Ibg39Ww™dsdo b 04658 JogdMwo J393000 93mbmdozol
3606303900, H®IGEMs J0bBYOZ0093 »9JBIOWMIOL BogGHMMOL® godm 5@s30sbgd0 WBH™
30965 M9530609096 59936909 LoMRRJIIW DY s b3 gdo 360369 MdSL 56039096
©MMI0 250535090 byMygdgelb(Emanuel et al., 2016).

Dobooligdol LobEgds mbs ogml bs3dsMolow dmdbogro, 99535L9ds b 308E0bsMYMdIL
10939® 9790330, bonerm 459mygbgdeo 0bo3s@EH™mMgdo Mbs 99399wd5MGOM@IL
3mO9JGHoMgdsl (Kondo et al., 2016). 060035GHMOMS LogMeogw)em g4obbogsl 3G0E03Mwo
3608369 mds 5943L, Homs mbgMbEIL BosbLOL o33 boMObOL YolsbMow oo bszdsMmolio
5200968007 3590Y49b6qdsLd s 9639M0TYIIOMO 35 YOIGIGOOD JOWIGZOMMZOL 9300
5300905l FM0b. 0353OMYIESE, XIO 30I3 SO 5M0L 3BMdOWO, M) 0BEOZSGHMOMS GO
500960055 B305MOLO. [odsbowroligdgewo s65BLsMgdoL bGMmMJEMEMOL 3ma3wgduwyMo
bsLosmMO s P4P 15930l 565153056M0L0 405HEMGds 0)393L 9050 IMEH035300L BsdMYsE0dYOls
@9, LIdMW MM, boMoLbOL PomBx MdILYdOL bgerdgfiymdol 3mbom dglisdenm
Po®mdo@gdemdsl (Markovitz & Ryan, 2017; Ogundeji et al., 2016).

P4P 1990l o993930L5L dbgz9wmdsdo »bos 0gbgl owgdXero, G®MA 9839dGHO®IOL B0
LodSBOLM F5B396909d0L dJmbg LsdgOEObM FglgdMEgd9dO, LygsMIMEME, 563969096
bb3900m96 89069000 1939009l 90939dL, beagnm 5330309M0 BOIMHdIM3s60 BodbEgdoL

5H9gL9ds 56 /Aol byl 53 sFglYdMgdGOL 03Fomb 95399dEIMMdOL JoB3969dgms
29099x Md9BYGOOL 0O GdOm. F535LodY, P4P m09b@EHo®mqdeo »bos 0gml Loddosbmdols

903590909, HMIG™s 9BIJBHWIOMOS 56M535305gMBOWGIGE0S s Bo3gd
36M0mMm0GYAL 9603909l Logdd0s6MdOL 05O gdgdL, GMI)Edoa 9BIJGMOMIOL FoMoeO

95050 300Fgmo ®bol 9656:Bmbads Gglsdwgdgeos fobowoligdol Bmdgdol d9hy39@ol
9900 mdsg (Kondo et al., 2016).

bsG9coo0ober 396¢9®0b Beadsbs s fobswoligdol 3GmyMsdoom Jowfgmwo bsGolbol

39999x Md9BYOSL FMMOL 35300MOL MOMdIBY 156808 Y3MEO IMb3)TGO0 56 BMO3M3gds.
om0, 3069 BMAoL LdxOEObM sFglGdMEGd9dT0 bomolbol godxmdLGds 3300353
99LodEgd90s, MBILEGOO God@MMJdO, Bod. 39MLMbBseOl (2oblogzMm®Mgd0m, 9gJmbgdol)
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LoHobssmdgym, Abzowm sHglgdmgdgdl dglsdems 3dmbogm MBO™ g o 3m@gbEoswo
3domdol gor)dx md9LgdoLOMZ0L. FoIWOMIE, JOM-9OHMO sberglio LolEgdwxGo Jodmbowrgs,
6HMIgoi oM™ FOHowdo LfogzwmdEs MgoE0DIdEo J9wga900L dobgz0m SBsDEIMgdOL
9m9g0L, 5839690, MMA baGolbol sdswo Lofigolbo Fobz969dwqdol dJmbg dbbgzowo bmdol
3969dm 303500090900, OO 3 Fgbo, 50F9396 AodxmdILYOOL 39mal FsB39690gdlL, 30MY
Lbgs 3Mmgzs0gmgdo (Vlaanderen et al., 2019).

95050 LEOHIMBMMBOL B39O0 EI0(3JONI0s, T 3530963 FobslosMYBEYdO,
OMMOO(GS SO JgambogEgdo s (MILMIG030, 9ME03MO) MIE0MILMBYGIOLI©AO
3990360905, P4P 11499900l w569l 89093900006 560b sbmzotmgdmwo (Markovitz & Ryan, 2017).
9 80gbgds 2355304693069gdL, HMA 35309639030, MMIWgdoE 3093933693056 dmbsbergmdols
dmfY3ws X3MBL 5 OMIGEms LemEom-930bmdo3MMo LsFoMmMYdgdo obliblzs390IE0s,

LsLIM39w0 8909930l Jobswgds P4P idgdobomeb ghmo smE0wgdgeos LmEoswméo
bsLOsMOL BMIGOOL gobbmM30ggds3.

36MaM5390L b 3Jmbgm oMo 5fYMmdOO gegdBHOMbMwo sMoEbzols s
965B0smEO9d0L dmmbmgbols LobGgds 56 P4P 9a399@ 900l dg535b900L dobbom bdgzow Mo
9909185390990 dmbsogdms Lol gds (Yuan et al., 2017). s6356083900L 30@3dmFd985b SGLHBOMO
96033690 mds 593l 990939000 35603990 dOL 153006 530 gdoLsmM30L. d9bgxgMGOOLS S
36t0350009M900L Fsbpbolidsgdrmbsb s Js030b Ggns6980L doggdsl 3>053)939¢0
9600369 mds 543L 8domdol 9539dGHIOMIOL QomdxmdILGOOL bgadgfymdolsmazols.

ol 3365

P4P 1993900, LogsM5M, 9B9JGVIM0s LodgoiEEbm LYM30LgdOL IMbTsMmYdOL BOHOLS S
1599030bM EobTsMGOOL 3MM39L0L FgYAMdM0Z F5B39690wgdbg Bgz3wgbols
035¢BsDBOOBOM. oMW, 5MLGdMBL 353096¢)0L MbyHg oMqdmEo 9wggd0l

3999x Md9BYOOL [oMBoBHdME0 Fogoomgdo, Loghmm X sddo, P4P-l 46Mdgwgs0s60 9339dGHgd0l
d9Lobgd Imboigdgdo 8foM0s. 83303900 5M5)MMY35M™M36905 56 0derg3zs BoTMOgdss,
39390009L 153365, ®MA LsdgOE0bM 36OHMZ350IMIODBY MM0gbEHOMIOIMWOo Bobsblido
Pobowoligdols Bmdgdo sGob Fomrwds@qdgwo bsdgoEobm dmadlsbm@mgdol baGolbol

3999x Md9BYOOLEMZ0L. 0TOLMZ0L, MM bomobbols gomdx mdLgdsbg dods@rneo P4P lidgdgdols
33963050 LGS 0gmlb 50309090, 599(30€G0J0s TS0 BHYMIIWIYLICMD I3)RT39,
396bMME09wgds s Bgdofigzboom F9x3sL9ds. 0gMOOMIWOo 3MbEIB(30JO0MS WS IO
3330390990900 5dysm9dyo 360936903560 fobsdoMmmdgdol Ibgwzgwmdsdo dowgds
96356935 P4P 1ig9990L Lolvezgeo d0Bbydol domfiggsdo.
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General

General

General

General

General

NCD,

Preventive

care

General

MCH

General

General
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Unintended consequences &

Reference | Effectiveness . Implementation consideration
spillover effect
Allen et al., A systematic review of the evidence base for the effects of financial incentives | Analyzing a period of time from 2000 to More positive effects were also found
2014 on the quality of health care provided by primary care physicians found seven | 2006, rates of recording were found to for schemes that adopted absolute
relevant studies. Six of these seven studies showed modest and inconsistent have increased for all the various groups and not relative targets, potentially
positive effects on quality of care for some primary outcome measures, and of patients used, suggesting positive suggesting that “room for
one found no effect whatsoever. The systematic review noted that study spillover effects on quality. The effect improvement” and benchmarking
design led to substantial risk of bias for the majority of these studies sizes did differ, however, and was largest | should be an important consideration
(particularly self-selection into schemes by physicians). for incentivized indicators for patients for the design of P4P schemes.
. . . with targeted diseases. Increases in a higher degree of provider
UK - Quality and Outcome Frameworks (QOF). Performance increased in 8 . 5 5 p .
. .. . . . . . recording rates for risk factors that were engagement and the collaborative
incentivized areas of quality following the introduction of the QOF, but this . .. .
. . .. . not incentivized design of schemes was found to
appears to have been largely due to a step-increase in quality immediately .
. . . . correlate with better results.
after the QOF introduction, as performance increases were not found in later
years of the QOF.
Data from the first year of the QOF showed that practices in less deprived
areas delivered a higher quality of care. Practices with lower QOF
performance have a greater chance to improve on quality than practices with
already high performance. By the third year of the QOF, the performance gap
between the most and least deprived had disappeared.
Alshamsan QOFs has been associated with improvements in the management of diabetes | Not all groups appear to have benefited Longer term evaluation and
etal., 2010 in primary care (for the quality indicators included in the QOF, particularly, equally from this policy, including monitoring of QOF is needed to gain a

in the process aspect of quality). However, these improvements do not appear
to have been uniform across all patients’ groups.

Not all groups appear to have benefited equally from this policy, including
women and people from certain ethnic minority groups, and many people
with diabetes are still not meeting established treatment targets.

women and people from certain ethnic
minority groups, and many people with
diabetes are still not meeting established
treatment targets.

The impact of exception reporting on
diabetes management is not clear,
however findings from 312 primary care
practices in Scotland shows that older
patients with stroke and patients with co-

more complete assessment of its
impacts.

An increase in the threshold for
achievement of existing targets may
have been more appropriate, as it may
lead to greater overall net benefits to
patients.
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morbidity were more likely to be Impact of exception reporting on
exception reported. diabetes management requires
further and ongoing evaluation.
Improvements in providing patients
with continued, personal and
coordinated care, elements that may
need to be reflected in QOF in the
future.
Boeckxstaen | Equal access to care for all patients is an essential prerequisite to equal health | QOF type drivers may influence the
setal.,, 2011 | care. However, none of the selected publications compares the profile of users | nature of the doctor patient interaction

versus non-users of care, making it impossible to assess the impact of QOF on
access to care. This is probably influenced by the context of the UK’s health
system where access to primary care services is almost universal because only
a very small minority of patients is not registered. Despite the universality of
the system, some specific population groups still find it difficult to register
with a GP. For instance, homeless people often do not know that they have to
register or are scared off by the complexity of the registration procedure.

Financially-driven quality improvement systems using purely biomedical
indicators may lead to the loss of important aspects of health care quality
such as trust and high-quality empathic communication. It has been
suggested that QOF might have changed the nature of the practitioner-patient
consultation with, for instance, a decline in personal/relational continuity of
care between doctors and patients.

We can state that the introduction of QOF has benefited the aged and males.
Regarding ethnicity and deprivation, it is almost impossible to draw general
conclusions. At the level of total QOF score, ethnicity appeared to be of no
influence. For deprivation, small but significant residual differences were
observed after the introduction of QOF favoring less deprived groups.
However, after correcting for practice characteristics, the influence of
deprivation was no longer observed, indicating that the small but existing
differences between socio-economic groups are mainly due to differences at
the practice level. Practices in affluent areas are possibly better trained and
better surrounded.

shifting the focus to disease-oriented care
especially when mainly disease oriented
economic incentives are included in the
care process, hereby possibly
counteracting patient centered and
comprehensive care.

It has been suggested that QOF might
have changed the nature of the
practitioner-patient consultation with, for
instance, a decline in personal/relational
continuity of care between doctors and
patients.
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According to the inverse equity hypothesis formulated in 2000 affluent

groups in society preferentially benefit from new interventions, leading to an

initial increase in inequality. Deprived groups only begin to benefit once

affluent groups have extracted maximum benefit. Health inequalities

ultimately diminish because deprived groups start with a lower baseline level

of health and health care uptake and have higher potential gains.
Carter et al., | Small and sometimes non-significant improvements in processes of care as Incentive payments should be
2016 measured by the delivery of screening and prevention services and chronic carefully designed with the

disease management. overarching payment model in mind.
Cattel et al., The results from AQC initiatives: Consistent with the recommendation
2019 Significant, positive effect on pediatric preventive care quality measures tied by Roland and Campbell (2014) that

to P4P (+1.8% for Children with special needs (CSHCN) and +1.2% for non-
CSHCN; p < .001). No significant changes for measures not tied to P4P.

Significant improvements of some measures (e.g., 3.1% for low-density
lipoprotein cholesterol testing [p < .001] and 2.5% for cardiovascular disease
[p < .001]), but no differential change for others.

After 1 year: Improved quality for chronic conditions in adults (p < .001) and
pediatric care (p = .001) but not for adult preventive care.

After 2 years: Improvements in measures for chronic care management
(+3.7%; p < .001), adult preventive care (+0.3%; p = .008), and pediatric care
(+0.3%; p < .001).

Over 4 years period: Measures of chronic disease management increased by
3.9%, and unadjusted performance in adult preventive care and pediatric care
increased by 2.7% and 2.4% (p values are unavailable) compared to the
healthcare Effectiveness Data and Information Set (HEDIS) national average.
The five outcome measures for patients with diabetes, patients with coronary
artery disease, and patients with hypertension improved compared to the
national and regional HEDIS scores (size of the effect and p values
unavailable).

Process measures improved +1.2% per year more among individuals living in
areas with lower versus higher socioeconomic status (p < .001). No significant
differences in outcome measures.

P4P needs to be combined with other
improvement strategies to produce
sustained improvements,
implementing VBP while disregarding
other relevant factors is unlikely to
materially affect value.
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Significant improvements in 8 of the 14 HEDIS measures for preventive care,
chronic care, and acute care primary care services for the group of
Nationwide Children Hospital physicians compared to incentivized physicians
(“traditional” P4P). ORs favored the intervention group mainly in the
immunization measures (range of OR of 0.34 with CI of [0.31, 0.37] for
hepatitis vaccine to 0.86 with CI of [0.78, 0.95] for meningococcal vaccine).

Christianson
etal., 2009

The findings from studies on the effect of payer initiatives that reward
providers for quality improvements or the attainment of quality benchmarks
are mixed. Relatively few significant impacts are reported, and it is often the
case that payer programs include quality improvement components in
addition to incentive payments, making it difficult to assess the independent
effect of the financial incentives.

Very little research has been done on the impact of direct payments to
hospitals to improve quality. The published research to date in this area is too
limited to draw conclusions with confidence.

Though relatively more attention has been paid to preventive services, there is
limited evidence that targeted interventions employing financial incentives to
improve the delivery of preventive services are effective. The few studies in
this area with strong research designs find small, if any, effects of payments to
providers that are intended to improve quality.

The accumulated body of research described in this chapter is not yet
sufficient to assess the relative significance of identified barriers to the
effective design and implementation of P4P initiatives.

There are large P4P programs
underway in the US and the UK with
more evaluations likely to appear in
the peer-reviewed literature in the
near future. Because of the variation
in the way these programs have been
designed and implemented,
synthesizing their findings to provide
useful guidance for decision-makers
will be challenging. It will be
especially important to have
comprehensive reporting of results in
future studies (not limiting results to
a subset of quality measures rewarded
by payers), accompanied by complete
descriptions of study context and
possible confounding factors. In the
meantime, policy-makers can
support, and learn from, process
evaluations of ongoing P4P efforts
with particular attention to accurate
documentation of costs as well as
continued tracking of outcomes.

Conrad et al.
2015

N/A

Facilitating factors:

Several factors are facilitating POP:
the history of collaboration and
innovation in Oregon and particularly
in Salem; leadership of Physicians
Choice Foundation, Performance
Health Technology, and WVP Health
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Authority; the legislation’s support of
CCOs and its mandate to pay
providers based on quality and
reduction in cost growth; the
contributions of local physicians and
other providers to the program; and
the substantial financial investments
in developing the POP software and
Performance Health Technology’s
systems for collecting claims data.

Barriers:

Competing priorities created with the
Oregon legislature’s and the federal
government’s authorization of CCOs,
and other local health care reforms;
turnover of a POP leader who was
instrumental in building and
maintaining cohesive relations
between the independent practice
association and the local medical
society; inability of all providers to
submit claims electronically; and
POP’s complexity and consequent
difficulty in explaining the program to
medical practices.

Das et. al
2016

P4P improved physicians’ knowledge to manage under-five diarrhea and
pneumonia (coefficient 1.6; p < 0.001). There was a small improvement in
patient reported health measure for under-five (coefficient 7.37; p = 0.001).

Forbes et al.
2017

QOF may be associated with a modest reduction in emergency admission
rates in long-term conditions, a modest increase in consultation rates in
severe mental illness, and modest improvements in certain limited aspects of
the care of diabetes.

In the context of a demoralized
primary care workforce, it is
important also to consider ways other
than financial incentives to motivate
primary care teams to deliver high-
quality care.
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No clear evidence that these changes have led to any effect on mortality.
Because of the design of the studies, it is not possible to be sure that any of
the positive effects seen are causally related to the QOF.

Trend of increasing emergency hospital admission rates (which increased
overall by 34% between 2004 and 2010) was modestly lower for conditions
incentivized in the QOF compared with conditions that were not incentivised
in the QOF, by 3% in the first year rising to 8% in 2010. The difference was
mainly driven by relative reductions in emergency admission rates for
coronary heart disease.

No evidence to suggest that the QOF influences, positively or negatively, other
aspects of care, such as integration or coordination of care, holistic or
personalized care, or self-care, nor any evidence of its effects on patients’
quality of life, experience, or satisfaction.

Gertler et al.,
2014

The results show a significant increase in the number of prenatal care visits
and the quality of prenatal care measured by an increase in the share of
mothers who receive the tetanus toxoid vaccine and a reduction in the
number of births delivered by caesarian. Improved prenatal care appears to
be translated into improved birth outcomes as we observe a significant
increase in average birth weight and a reduction of the share of low birth
weight babies.

Plan Nacer (Brazilian P4P scheme) can reduce neonatal mortality both by
preventing low birth-weight and by increasing survivorship of risky low-birth-
weight babies.

There does seem to be some evidence of
negative spillovers in birthweight or in
quality of prenatal care (i.e tetanus and
cesarean section). However, we do find
negative and statistically significant
spillover effect for the number of prenatal
care visits.

Gillam et al.,
2011

The QOF has helped consolidate evidence-based methods for improving care
by increasing the use of computers, decision support, clinician prompts,
patient reminders, and recalls. t has resulted in better recorded care,
enhanced processes, and improved intermediate outcomes for most
conditions, notably diabetes. These improvements decreased after the first
year of the QOF, however, and subsequent increases have followed secular
trends.

Policy makers draw must, of course,
take account of the different historical
and organizational contexts in which
their health system operates.

Some indicators for which
performance has reached a ceiling
may need to be retired, although
performance may not be maintained,
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Performance improvements for those conditions that were not included in the
QOF were significantly lower than for incentivized indicators, and these
differences increased over time.

Efficiency. There is limited evidence that increasing the quality of ambulatory
care may reduce admission rates and hence costs for some conditions.
Equity. inequalities in processes of care comparing the most and least
deprived areas have narrowed. The QOF has encouraged greater consistency
of care irrespective of deprivation, but the practitioners’ option to exclude
(exception report) hard-to-reach patients from the population used to
determine payment may limit its impact on health inequalities.

Conflicting findings, but some consistent themes have emerged. It has been
associated with an increased rate of improvement of quality of care during the
first year of implementation, returning to preintervention rates of
improvement in subsequent years. There have been modest reductions in
mortality and hospital admissions in some areas, and where they have been
assessed, these modest improvements appear cost-effective. The QOF has led
to narrowing of differences in performance in deprived areas compared with
areas not deprived. It has strengthened team working.

The effect of the QOF in unincentivized areas has been disappointing.

The costs of administering the scheme are substantial, and some staff are
concerned that primary care has become more biomedical in focus and less
patient centered.

The QOF has strengthened team working and promoted a diversity of new
roles, especially for nurses. Indeed, the QOF may have diminished the
workload of general practitioners, enabled them to concentrate on more
complex care. The QOF has been described as scientific bureaucratic
medicine, where indicators and guidelines are perceived as threatening
professionalism in various ways.

The fear expressed by some that adherence to single disease-based guidelines
might override respect for patient autonomy, lead clinicians to ignore
comorbidities, promote a mechanistic approach to chronic disease
management, or reduce clinical practice to a series of dichotomized decisions

and new indicators should be
introduced after piloting.

Consideration should be given to
improving different dimensions of
quality, including user experience and
equity.

Costs should be monitored and
balanced against benefits.

Wherever possible, schemes should
be designed in collaboration with
health service researchers to evaluate
the benefits of minor differences in
system design.

Payment for performance is still an
imperfect approach to improving
primary care, and should be
considered as only one option
alongside alternative quality
improvement methods.
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at the expense of personal aspects of care, has not been borne out by the
research to date.

Gillam et al.,
2015

Evidence for the effectiveness of financial incentives is inconsistent.

A recent Cochrane review of seven studies in primary care found that
financial incentives 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”.
Similarly, previous systematic reviews have concluded that P4P contracts do
affect physician behavior and increase the range of primary care services
provided but that their impact is often limited.

The modest effects of financial incentives tend to be measured in terms of
improvements in the processes of chronic disease management.

Review of the QOF (UK) 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.

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 objectives.

Another study found that GPs felt that, while professional autonomy had
decreased and workload increased, they were paid more and their job
satisfaction levels had increased under the QOF. Nurses also report that their
specialist skills have been enhanced.

There is some evidence that P4P can reduce health inequalities resulting from
socioeconomic disadvantage: the gap in median achievement comparing
practices from the most deprived and least deprived quintiles in the UK
narrowed from 4.0% to 0.8% between 2004 and 2007. On the other hand,
achievements incentivized under the QOF have not reduced premature death
in the population and inequalities have persisted.

There is some evidence that P4P can reduce health inequalities resulting from
socioeconomic disadvantage: the gap in median achievement comparing
practices from the most deprived and least deprived quintiles in the UK

The actual effect of financial
incentives appears to depend on
factors such as the age and sex of
physicians, previous experience of
financial incentives, the uptake of
continuing professional 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.

Research conducted in the USA found
that the size and structure of
incentives do seem to be important in
promoting effective physician activity.
Incentives have to be large enough to
influence behavior and designed in
such a way that they cannot be
“gamed”. The size of incentive may be
less important in improving care
processes than giving public
recognition for scoring well on quality
measures.
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narrowed from 4.0% to 0.8% between 2004 and 2007. On the other hand,
achievements incentivized under the QOF have not reduced premature death
in the population and inequalities have persisted.
Gupta et al,, | P4P schemes aimed at optimizing the delivery of primary care medical Cautiously treat P4P programs to
2019 services among patients with diabetes, when tied to physician performance incentivize NCD care while
metrics, can have important effects in limiting disease progression and implementing and sustaining
severity for multiple morbidities over the long term. This may be attributed to universal health coverage.
enhanced clinical practices and counselling for patient self-management. The first issue should be how to
High powered incentives. In Taiwan in the study of 396,838 patients found measure and monitor from the onset
that P4P increased physician continuity of care among patients with diabetes, quality of care and patient outcomes
and in turn was associated with lower risk of mortality, other author reported against specific targets and goals.
significantly lower risks of cancer-specific mortality in newly diagnosed These performance metrics need to be
cancer patients. Another study found that the national diabetes P4P scheme transparent, valid, and consensus-
reduced the 5-year risk of all-cause mortality and diabetes-related mortality driven but not overly cumbersome.
among patients having survived cancer. (propensity score- matching used to
control for selection bias in both studies) The second issue should be the size of
In UK, also a context of high-powered incentives, did not show a reduction in e.thia payments. Studies to datej élbelt
premature mortality rates associated with P4P in primary care, the authors ¥1m1te(.l, ShO}N thgt n'lodest phy§lc'1an
acknowledged the limitation of their spatial analysis in terms of a lack of 1ncent1ve§ yléld llll:llted to negligible
accounting for the quality of local secondary care services. he.a Ith gains in patients. However,
evidence on effects of larger payments
In Sweden, the introduction of high-powered incentives in one county was for disease-specific P4P remains
associated with significantly greater target achievement for patients’ inconclusive, notably in terms of
hemoglobin A1c, blood pressure, and LDL cholesterol compared to a unintended diversion of resources
reference county. from other public health concerns.
In low powered: Little evidence of improved primary care access or
continuity, and mixed associations with the risk of diabetes-related
hospitalization (Italy, Canada). Limited uptake of a low-powered P4P scheme
in Denmark was attributed to the weak incentive structure to effectively
promote behavior change among physicians
Houle et al., | A recent Cochrane review on the effect of financial incentives for primary care | Patient perception of continuity of care Although P4P seems to be useful in
2012 physicians included 7 studies and concluded that “there is insufficient declined after P4P implementation in the | business settings and may serve as a

evidence to support or not support the use of financial incentives to improve
the quality of primary health care.”

UK (where rapid access to care rather
than continuity with the same physician
was incentivized), which raises concerns

means to signal which elements of
care are valued within a participating
health care organization, the current
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Studies on the Effect of P4P on Preventive Care or Screening (n 10)
Randomized, Controlled Trials: Statistically significant improvements were
found in immunization rates with P4P versus fee-for-service (FFS), the
absolute effect sizes in both trials were small. In contrast, Grady and
coworkers found no improvement in mammography referral or performance
rates for women seeing P4P physicians.

Although uncontrolled before—after studies suggested that P4P improves
adherence to quality-of-care indicators for chronic illnesses (such as the
ordering of laboratory tests in patients with diabetes, measurement and
achievement of target blood pressure, adherence to prescribing guidelines for
patients with heart failure), higher-quality studies with contemporaneous
control groups or analyses that considered secular trends failed to confirm
these benefits.

Vamos and colleagues reported statistically significant improvements in
achievement of blood pressure and total cholesterol targets in individuals
with diabetes but reduced achievement of glycosylated hemoglobin targets in
the year after P4P introduction versus trends before P4P.

given the known negative effect of care
fragmentation on patient satisfaction and
outcomes.

In addition, the potential negative effect
of P4P remuneration schemes on the job
satisfaction of clinicians should be
considered; at least 1 study has
documented reduced satisfaction among
physicians in a P4P program as a result of
increased administrative responsibilities.

The potential to change health care
provider focus from quality of care to
quality of record-keeping, and the
potential for gaming through such
methods as exception reporting (that is,
exclusion of patients from denominators
to improve percentage target
achievement), falsifying of data, and
measurement fixation has also been
raised. Exception reporting was not
widespread in the UK after
implementation of their primary care P4P
program (median, 6%), they did find that
the rate of exception reporting was the
strongest predictor of target achievement
and that 1% of all practices excluded
more than 15% of their patients from
target calculation denominators.
Furthermore, as P4P schemas emphasize
selected target indicators, it is unknown
whether P4P-remunerated clinicians may
preferentially avoid caring for patients
with complex multisystem disease in
whom hitting a target for one of their

evidence for P4P targeting individual
practitioners is insufficient to
recommend wholesale adoption in
health care systems at this time.

Performance incentives arose from
the principal agent theory in
economics and have been shown in
some instances to affect behavior (for
example, annual bonuses tied to sales
or cost-savings in the business sector,
although the benefits tend to be
specific to the remuneration scheme
and the setting.

The optimal P4P scheme for health
care remains an unresolved question,
although our review provides some
insights. For example, the targets
chosen for incentive payments should
not be too narrow because even the
studies with positive results have
shown improvement only for
incentivized targets, with no spillover
effect for non-incentivized targets. In
addition, careful consideration must
be taken in deciding whether to base
incentives on process or outcome
measures because process measures
are more easily modifiable by the
professional and may therefore be
more achievable, but they may not
always translate into improvements in
clinical outcomes.

The size of the financial incentive
relative to the effort required is
another consideration, although we
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conditions would be more difficult than

in patients with single-system disease

found evidence that even small
incentives (worth less than 5% of
annual income) seemed sufficient to
modify practice in some settings and
that much larger incentives were
ineffective in other settings.
Furthermore, programs must
consider whether to reward absolute
or relative changes in performance
and whether comparisons are made
against one’s peers or an individual’s
past performance.

The potential to change health care
provider focus from quality of care to
quality of record-keeping, and the
potential for gaming through such
methods as exception reporting (that
is, exclusion of patients from
denominators to improve percentage
target achievement), falsifying of
data, and measurement fixation has
also been raised.

Kandpal
2016

The first impact evaluation of the Plan Nacer (see Gertler et al.,2014).

The second impact evaluation focuses on the Misiones province and uses a
randomized field experiment to provide key evidence on the sustainability of
effects of RBF incentives. The evaluation estimates the effect of large (three-
fold) but temporary increase in financial incentives for health care providers
on the initiation of prenatal care in the first trimester of pregnancy. Results
show the rate of early initiation of prenatal care was 34% higher in the
treatment group than in the comparison group while the incentives were

being paid, and that this effect persisted 12 months after the incentives ended.

Results, however, also suggest that the quality of care may have remained a
constraint to improving health outcomes as the increase in early initiation of
prenatal care did not have any effect on birth outcomes. Nonetheless, the
study also finds that large-but-temporary incentives can be more cost-
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effective at motivating provider performance and changing clinical practice
than permanent incentives when providers face fixed costs to changing
clinical practice routines
Khim et al., There was observed a significant improvement in service delivery in P4P Best practice in contracting requires
2018 districts for 3 important primary care indicators - monthly number of new that monitoring be implemented by

cases visited outpatient facilities, proportion of 2nd ANC visits attended,
children under 1 immunized - following Special Operating Agencies (SOA)
introduction, with some notable exceptions.

Although, the results must be interpreted as being associated with a broader
public administration reform in the health sector focusing particularly on the
management of provincial and district health service delivery and not simply
as a P4P or PBF intervention. Nonetheless, salary supplements and/or
performance-based incentives played a significant role in the Special
Operating Agencies (SOA)-contracting outcomes.

We conclude that much of the improvement in service delivery outcomes was
not the result of the P4P contracting intervention alone but was also
influenced by context and circumstances nationally and in the 3 study
districts.

In addition to routine monthly fluctuations, interruption in critical
management functions (local and provincial) may possibly be the cause of an
otherwise unusual drop in service delivery in many cases during the inaugural
month of SOA implementation in 2009 (outpatient consultations,
immunization, and ANC in Chamkaleu and ANC and newborn deliveries in
Cheungprey).

an independent agent, but under the
SOA reform, all 3 monitoring teams
(central MOH, PHD, and SOA) were
internal to the MOH and there is
evidence of partisan behavior and
inherent difficulties in applying
penalties for poor performance within
the bureaucratic system and a lack of
autonomy of district officials.

Contextual factors, such as public
sector governance and regulation, are
integral to success of the reform. The
SOA model of internal contracting
could be further strengthened by
improved monitoring, linking
incentive payment to performance,
improving the governance
arrangements, and providing a clearer
purchaser-provider split under the
MOH.

Kolozsvari et
al., 2014

Ten countries were found and listed
where primary care quality indicators
are used and combined with financial
incentives. The number of quality
indicators varies from 1 to 134, the
highest in the UK, the lowest in Italy.
In 8 countries QI can influence the
finances/salary of family physicians
with a bonus of 1-25% of their total
income. Besides the nation-wide
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systems, there were local experiments
and different regional systems
mentioned in the Netherlands and in
Italy, respectively.

Are quality indicators needed for a
better primary care? What indicators?
The quality of the incentivized fields
might improve; the non-incentivized
activities could be neglected. How
many indicators? Implementation of
too many indicators can lead to
increased bureaucracy and box ticking
instead of spending time with
patients. In the UK (134 indicators),
there are opinions, that the indicator
system should be simplified to
decrease the GPs administrative
workload.

P4P schemes have become
increasingly popular innovations in
primary care and have generated
questions about their effect on
improving quality of care, although in
some countries were not linked to
QIs. There is no sufficient evidence
that contradicts or supports the
quality improvement effect of
financial incentives.

The effectiveness of P4P is
inconclusive, though some reviews
reported significant effects. A
participatory P4P program might
stimulate quality improvement in
clinical care and improve patient
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experiences with GP’s functioning and
the organization of care. P4P schemes
need to take more account of broader
definitions of quality, as whilst they
can have a positive impact on
incentivized clinical processes, it is
not clear that this translates into
improving the experience and
outcome of care. Too low incentives
are not likely to be effective, too high
incentives can cause unintended
consequences (e.g. data manipulation,
“gaming”/cheating).

Kondo et al.,
2016

The heterogeneity across health systems and organizations and the challenges
related to the evaluation of complex interventions such as P4P preclude from
drawing firm conclusions.

Measures linked to quality and patient care were positively related to
improvements in quality and greater provider confidence in the ability to
provide quality care, while measures tied to efficiency were negatively
associated.

Perceptions of program effectiveness were related to the perception that
measures are aligned with organizational goals.

More statistically stringent methods of creating composite quality scores was
more reliable than raw sum scores.

The cost effectiveness of P4P varies widely by measure.

Under both the QOF and in the VHA, removing an incentive from a measure
had little impact on performance once a high-performance level had been
achieved.

Increasing maximum thresholds resulted in greater increases by poorer-
performing practices.

Measures targeting process-of-care or
clinical outcomes that are
transparently evidence-based and
viewed as clinically important may
inspire more positive change than
programs using measures targeted to
efficiency or productivity, or that do
not explicitly engage providers from
the outset.

Incentive structure needs to carefully
consider several factors, including
incentive size, frequency, and target.
Incentivized measures must be
congruent with institutional
priorities, must address the needs of
the institution at the local level, and
must be designed to best serve the
local patient population.

P4P programs should have the
capacity to change over time in
response to ongoing measurement of
data and provider input, should be
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flexible and should be evaluated on an
ongoing and regular basis.

Improvements associated with
measures achieving high performance
can be sustained after the measure
has been de-incentivized.

Consistent evaluation of the
performance of and adjustments to
incentivized measures will allow
institutions to shift focus and
attention to areas in greatest need of
improvement.

Korda et al.,
2011

Endorsed by the Institute of Medicine (2007). here have been questions about
the lack of standard measures used to reward providers and concern that
financial incentives may widen health disparities as providers seek to
maximize patient care revenue by selecting “easier,” less complex and less
socioeconomically diverse patients. P4P does not encourage integration
across providers.

Possible shortcomings and unintended program consequences include
inappropriate measures and objectives, competing or uncoordinated efforts,
insufficient or inappropriate incentives, and excessive focus on the reward.
MedPAC recommends that the P4P system be budget neutral, with the
incentive pool funded by setting aside 1% or 2% of budgeted payments.

The evidence on performance-based incentives, such as pay-for-performance
arrangements, is less convincing. There is little demonstrable return on
investment (i.e., evidence of net savings) from such programs. Because the
U.S. health care system is characterized by a large number of overlapping
contracts among payers (i.e., health plans and government programs) and
providers, financial incentives introduced by any one payer must account for
a relatively large percentage of total reimbursement to justify any quality
improvement effort with substantial fixed costs. There is no empirical
evidence suggesting how large a payment gradient needs to be to stimulate
quality improvement.

Possible unintended consequences of P4P
arrangements include gaming, where
participants find ways to maximize
measurable results without actually
accomplishing the desired objective;
skimming of healthier patients for
treatment by physicians; and the multi-
tasking problem, where compensation
based on available measures may distort
effort away from unmeasured objectives.
Among other limitations of pay-for-
performance are: defining and unifying
measures across the vast number of
reporting initiatives, risk adjustment for
clinical outcome measures, resource
burdens on smaller versus larger
hospitals, and the need for data on the
effectiveness of pay-for-performance in
improving care processes and outcome.

There is no empirical evidence suggesting
how large a payment gradient needs to be
to stimulate quality improvement.

MedPAC recommends that the P4P
system be budget neutral, with the
incentive pool funded by setting aside
1% or 2% of budgeted payments.

Incentives also must be clearly
communicated, understood, and
transparent to physicians and other
providers.
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Successful incentive arrangements for integrated care models address care
coordination and recognize the contributions of all members of the
interdisciplinary care team. Rewarding members of the team equitably
encourages smooth communication and collaboration to share the effort
required for high value care.

Langdown et

QOF has led to an improvement in health outcomes for some conditions

Non-incentivized activities did decline

The scheme can be used to inform

al., 2014 including Diabetes, although the results are mixed for others such as CHD. over the longer term in comparison to the | practices of their population’s health
Also, despite a surge of improvement during its introductory period for some | temporal trend which existed following needs; however, the incentives
conditions, levels of achievement reached a plateau in later years which may the introduction of the QOF, with the operate in a way that rewards
be due to a ceiling effect caused by the maximum threshold levels set for each | exception of Diabetes for which there was | practices for ‘high-workload activities’
indicator as practices were not incentivized to improve health outcomes no significant change from the trend. rather than influencing practices to
beyond the various clinical target threshold levels (e.g. 85% of practice . . . roactively address health needs and
yona | 8 (e.g. 85% of p The size of the incentive must be large proac Y . .
population). . e provide preventative services. The
enough to influence the clinician’s evidence also demonstrates that
The studies highlight that the QOF is currently limited in what it measures in | behavior. This may imply that the . .
o . . . . although more practices are achieving
terms of health outcomes. Only one indicator is solely focused on the relationship between improved health . . .
. . . . . .. . higher or maximum QOF points, the
achievement of an actual health outcome (i.e. the number of Epilepsy patients | outcomes and incentivized activities o o
. . . .. ceiling placed on indicator thresholds
which have been seizure free in the last 15 months), whereas the remaining under the QOF may be closer related to . . .
. . . .. . . do not incentivize practices to address
intermediate outcomes relate to targets which are an indirect measure of the number of QOF points available . .
; . . .. o the needs of all their population.
one’s health, e.g. cholesterol,5 mmol/l. The QOF points available are also rather than whether a clinical activity is
weighted towards particular conditions such as Diabetes (88 points), and incentivized or not, particularly given
CHD- secondary prevention (69 points); compared to scores available for that the scheme is voluntary.
COPD (30 points) and Depression (31 points).
Latham et. Nationally implemented incentive program coupled with integration of pay- Based on the studies conducted in 2009,
al., 2015 for-performance elements into primary care physicians’ salaries may be 2011 concerns have also emerged that

effective in improving the quality of diabetes care. However, even broadly
implemented incentive programs such as QOF have demonstrated mainly the
effects on process and intermediate clinical diabetes outcomes. More
evidence is required to understand whether these improvements are
sustained and translate into better long-term outcomes such as reduced
hospitalizations for diabetes-related complications.

In the UK, incentive models have spurred some improvements in process
outcomes and achievement of cholesterol, blood pressure and A1C targets.
Still, the evidence is mixed, and its interpretation is hampered by
methodologic challenges and confounders. Broad implementation and uptake
of QOF means there is no adequate control group. Interpreting trends in

patients from disadvantaged and
vulnerable populations may be
disproportionately excepted from QOF
because their diabetes may be more
challenging to manage. Patients with
longstanding diabetes or multiple
comorbidities were also more likely to be
excluded from the A1C indicator. The
same study of 2011 and other earlier
studies found that QOF does not address
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quality improvement is also complicated by the fact that the quality of
diabetes care was improving prior to the introduction of QOF in 2004. quality
of care improved over and above the pre-incentive trend in the first year after
the introduction of QOF by about 14.2%. However, during the second and
third years, this difference diminished, and there was increasing variability
according to patient demographic characteristics.

An interrupted, time series analysis of a subset of family practices found that
the introduction of QOF accelerated improvements in diabetes quality of care
between 2003 and 2005, but this trend had slowed by 2007. The same study
found that continuity of care was reduced after the introduction of QOF, while
no changes in reported access to care were observed.

Australia. physician encounters with patients with diabetes concluded that
participation in PIP increased the likelihood of a physician’s ordering an A1C
test.

Taiwan. Several cross-sectional studies have indicated that patients enrolled
in Taiwan’s incentive program were more likely to receive guideline-
recommended tests and examinations. A longitudinal study of the effect of the
Taiwanese program on hospitalization rates found that patients enrolled in
the incentive program were less likely to be hospitalized after 3 years of care
compared with non-enrolled patients. demonstrated that older patients and
those with higher comorbidity and severity of disease are more likely to be
excluded from this program.

In Ontario, researchers studying completion of recommended diabetes
management practices before and after the introduction of the incentive
billing code found minimal improvements to monitoring practices.

Selectively rewarding primary care physicians may discourage teamwork and
coordinated care with other members of the healthcare team.

ethnic disparities in diabetes care
adequately.

Lin et al.,
2016

clinical effects of P4P for most diseases has a certain improvement, medical
costs will also increase.

Thirty-six studies identified have showed the impact on the management of
diseases. Thirteen focused on the preventive care 10 of which reported the
positive results in vaccine injection or screening of diseases such as cervical
cancer screen. Twelve focused on the hypertension of which 11 presented
positive results. All from 14 related to coronary heart disease showed positive

Medical unfairness is still rather serious,
patient satisfaction has no significant
improvement.

In Taiwan confirmed the results that
primary practices with lower baseline
level of medical quality tended to exclude
patients with severe condition, so as to

Small practices demonstrated better
results compared to bigger practices:
when related to the process indicators
of P4P, such as physicians
prescriptions of examination (P <
0.001) or drugs (P = 0.001), the
quality of primary care in smaller
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results. All of the 26 studies about the management of diabetes reported show great promotion in clinical practices improved more. In addition
significant improvement. mostly on process clinical outcomes. In addition, if | performance apparently. to this, another study found that
the medical indicators of P4P are categorized into process indicators (clinical except the management of chronic
behavior of physicians, like ordering a test) and endpoint indicators obstructive pulmonary disease (P =
(biochemical test/physical examination/history taking result of patients, like 0.1), the management of diabetes (P =
blood pressure level), positive results were not reported in both. 0.004), hypertension (P < 0.001), and
It was found (five studies) that patients recruited in the practices with lower .coronary heart d'15ease (P = 0'01.) all
. . improved more in smaller practice.
health baseline level and poorer compliance can benefit more from the new
improved primary care. In addition, the practice with better quality of service Studies demonstrated that patients
before improved less than the practices with worse baseline before (P > 0.05). recruited in the practices with lower
only one RCT drew the conclusion that the baseline level was unrelated to the health baseline level and poorer
improvement of the quality of primary care (P = 0.22). compliance can benefit more from the
new improved primary care. In
Related to process indicators quality of care in smaller practices improved addition, the practice with better
more, although one study showed no difference and one study showed quality of service before improved less
opposite results. than the practices with worse baseline
A total of 20 studies reported various impacts on equity. Factors which before (P > 0.05).
influenced the equity of the health care included genders of patients or Ceiling effect. After practitioners and
physicians, ages of patients and physicians, socioeconomic status of patients, medical institutions had achieved the
ethnic of patients, comorbidity or severity. upper limit of P4P indicators, their
What is worse, doctors preferred to treat patients with milder disease improvement for medical care quahty
condition or better socioeconomic status, which not only intensifies the would soon reacl_1 & plateau, wh1c.h
inequity, but also is likely to exaggerate the improvement of clinical was calle{l the ceiling effect. Earlier
performance. UI_( experience showed that when .
ceiling effect happened, not only did
the quality of medical service cease to
improve, but also other medical
indicators, unrelated to payment, saw
a drop to a certain degree.
Mabuchi et During the pre-pilot phase in 33 PHCCs in Adamawa, Nasarawa and Ondo (i) Contextual and health system
al., 2018 states which started in December 2011, the PBF created large variations in factors particularly staffing, access

performance among the participating PHCCs. For example, coverage of
institutional delivery was around 10% of catchment population before the
PBF in all target PHCCs, high-performers achieved 80-90% coverage while
low-performers struggled with 20-30% coverage.

and competition with other providers;
(ii) health center management
including community engagement,
performance management and staff
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The examples of high-performing PHCCs in Nigeria provide a clear picture of
how primary health centers can improve their performance with sufficient
levels of autonomy and support. It should be noted that the performance of
high-performing PHCCs was equally very low and the difference with low
performers was negligible before the PBF scheme.

management (proactive engagement
by PHCCs to recruit patients, and
community leaders’ support to
encourage PHCC use and regulate
unauthorized providers thus reducing
competition); and (iii) community
leader support (involving local
authorities and communities and
adapting approaches to the local
situation) interacted and drove
performance improvement among the
PHCCs.

The performance and staff
management activities (system of
accountability, various measures to
improve staff motivation and team
work) were interlinked and mutually
reinforcing as strong staff awareness
of plans and targets motivated staff,
and motivated collaborative teams
appear to improve performance
management and community
engagement activities.

Markovitz
and Ryan,
2017

Heterogeneity in the effects of P4P does not fundamentally alter current
assessments about its effectiveness (that P4P has largely failed to realize
substantial quality improvements).

Discussion around heterogeneity and treating them as modifying or direct
effects is important as there are important explanations of success or failure
of P4P programs.

Serving poor patients and patients of
color was associated with lower
performance at baseline and over
time under P4P.

In the US larger practices
outperformed independent practice
associations and smaller ones,
opposite was found under the QOF.

Evidence of the direct and modifying
effects of patient age, gender and
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health status is mixed and
inconclusive.

Several organizational factors such as
quality improvement engagement,
higher staffing level and greater
financial strengths yielded conflicting
results.

Low performing practices do not
appear to give up, even when they are
unrealistically far from reaching high
performance targets.

Mauro et al.,
2019

The studies discussed have demonstrated the heterogeneous effects of
financial incentives on improving the delivery rates of health preventive
services - cancer screening services.

In particular, for breast cancer screening, most of the studies showed partial
or no effects; one explanation could be that women may take a proactive role
in breast cancer screening, making physician incentives less important.

For cervical cancer screening, 6 studies showed positive effects, 3 partial
effects, 5 no effect, and 1 negative effects. Wee et al. examined the proportion
of Pap smears carried out among women 20 to 75 years old and found that
patients cared by physicians with financial productivity incentives were
significantly less likely than those cared by physicians without this incentive
to receive Pap smears (74.6% vs 86.3%). Thus, it is important to note that
even if cervical cancer screening is mostly performed during gynecologist
consultations, GPs’ roles are essential: most GPs declare that they routinely
perform cervical cancer screening and that performing this act is part of their
job.

Few positive or irrelevant effects were found regarding colorectal cancer
screening. In this context, many guidelines have a positive position on the
effectiveness of screening. However, screening rates are still low in some
countries, and many barriers are present. Overall, many factors influence the
impact of financial incentives on cancer screening delivery rates. Among these

Breast cancer screening rates in
France French P4P program (CAPI)
has not changed significantly since
the P4P program implementation.
According to the authors’ conclusions,
this result may reflect the fact that the
low-powered incentives implemented
in France through the CAPI might not
provide sufficient leverage to generate
better practices in the field of
prevention and screening.
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factors, the low-powered incentives might not provide sufficient leverage to
generate better practices in the field of prevention.

Mendelson Low-strength contradictory evidence that P4P programs may improve Very limited evidence assessing the Importance of designing P4P

et. al., 2017 process-of-care outcomes over the short term (2 to 3 years). Most evidence extent of gaming, no consistent evidence | programs using the principles of
from QOF programs. Evidence on the longer-term effects was limited. of a negative effect on health disparities, behavioral economics, in which such
Biggest improvements seen in areas with poor baseline performance. and a small amount of evidence factors as payment size, timing, and
No clear evidence that P4P improves patient health outcomes. Stronger study | suggesting the potential for both positive | frequency of payment have effect on
designs showed no effect on utilization outcomes (hospitalizations, and negative effects on unincentivized behavior.
emergency or ambulatory care-sensitive visits). No clear evidence on measures. Qualitative studies reporting . .
. . . . Careful consideration of number of
intermediate health (such as a laboratory value or blood pressure, etc.) that P4P programs are imposing a . .

. . measures, use of incentives in the
outcomes. considerable burden and threatening .
clinical autonomy most needed areas, review measures

Eight of the studies (most of which found positive results) were conducted in ’ regularly and discontinue after
Taiwan and should be interpreted with caution due to selection bias (patients achieving sustained improvements.
enrollment in the scheme).

Odutolu et PHC accountability varies significantly between the three NSHIP states, and In order to ensure sustainability,

al., 2016 its pattern is mirrored in differences in service utilization performance. however, political commitment will

Between 2013 and 2015, all three states recorded very significant increases in
service utilization for the three focus indicators. Average coverage for
institutional normal deliveries in the project states increased from 2% in 2013
t0 33.1% in 2015. In the same period, the average coverage for utilization of
modern family planning methods increased from 1.04% to 21.3%, and the
average coverage for completely vaccinated children increased from 1.4% to
49.2%.

PBF implementation contributed to the success recorded: On the one hand,
that may be true because of an injection of much-needed funds at every level
of the health system and because of the autonomy that comes with PBF,
which allows institutions, all the way down to the PHC facilities, to take
managerial decisions, including how to allocate funds, thus avoiding the
inefficiencies of central bureaucracy.

The Primary Health Care Under One Roof (PHCUOR) and PBF reforms have
therefore mutually reinforced each other, jointly strengthening the (Nigeria
State Health Investment Project - NSHIP states’) health system as a whole

still need to be reinforced.
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Ogundeji et P4P scheme did not result in health facility performance improvement as its Poor motivation of health workers

al 2016 implementation considerations e.g. delay in payment, ineffective results from a combination of factors

communication, incomplete incentive payment, and skepticism in the
division of bonuses (individual assessment tool) generally led to distrust and
uncertainty in payment, possibly led to decreased health worker motivation.

Findings are consistent with that of the review by Eijkenaar et al. (2013)
which found that P4P schemes in which health service providers were not
knowledgeable about the schemes were mostly ineffective or unsuccessful.

such as poor salaries, poor working
conditions, inadequate infrastructure
and limited opportunity for career
development or training, lack of
government ownership of this health
financing mechanism, lack of
understanding of the P4P scheme;
delayed incentive payments.

Factors that should be considered for
scheme successful implementation
are the following:

» Make timely quarterly payments to
each health facility for delivery of
services as agreed in the P4P contract.
 Ensure clear communication
strategies about changes and
difficulties encountered in the scheme
to stakeholders, particularly to inform
and keep the health workers up to
date.

« Include a criterion/a set of criteria
that captures individual contribution
of health workers in the individual
assessment tool (basis by which
individual health workers earn
bonuses). For example, a criterion on
outreaches or home visits could be
included.

e Provide clear and short guidelines to
encourage the use of the individual
assessment tool to allocate bonuses to
the health workers.

« Provide training and regular
workshops for health workers and
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equip health facility managers with
materials to help improve their
managerial skills, with a focus on
setting priorities, and recognizing and
meeting the needs of the health
facility or how to motivate the health
workers (whether it is infrastructure
or hiring additional staff).

« Make one-off investments in the
poorer facilities by either the scheme
implementers or the State
governments, so as to bring the
concerned health facilities to an
acceptable standard for a more
effective program.

Patel, S. et.
al 2018

In Cambodia, P4P did not have a significant effect on antenatal care (3
percentage point increase) or vaccination (2.3 percentage point increase).

The Plan Nacer in Argentina demonstrated a significant positive effect on
increasing prenatal visits (6.8 percentage point increase) and provision of
tetanus toxoid (5.6 percentage point increase), as well as a very significant
reduction in neonatal mortality (74%) in the beneficiary group.

There was also a positive spillover effect with an Overall 22% reduction in
neonatal mortality (beneficiaries and non-beneficiaries) using the same
clinics. In Misiones province of Argentina the strongest evidence for
sustained impact from P4P was seen with a substantial 3-fold increase in
incentives.

Demonstrated a 7%-9% improvement in General Self-reported Health and
age adjusted wasting over time in the P4P group.

Provider clinical Mean Vignette score for child health increased by 9.7%
points.

Clinical outcomes for under-five children improved by 9% (Children
underweight for height following discharge from hospital for diarrhea and
pneumonia).

Interesting, there was also a positive
spillover effect with an overall 22%
reduction in neonatal mortality
(beneficiaries and non-beneficiaries)
using the same clinics.

The extent to which the P4P scheme
actually had on the improved quality
of care has to be viewed within the
economic, policy and overall context
of the country.

The perception and acceptance of P4P
programs by health workers needs
careful consideration during planning
and implementation. Lack of
understanding can undermine the
potential impact of P4P program by
limiting the behavioral response of
health workers.

The overall number of indicators
measured needs to be carefully
considered and should cover all
aspects of quality and not focus on
structural quality.

In addition, clear communication
about the structure of P4P programs
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Authors estimated the large impact of higher quality care with 294 cases of
wasting averted and 229 more children reporting at least good health.
Positive effect of measuring quality without incentives was found, whereby
the act of measurement and feedback in itself led to improvement from
awareness and consequent motivation to perform better.

Quality effects seen with incentives provided to individuals may also be

possible through indirect financial incentives that operate at the system level.

These effects on quality affected performance earlier and to a greater degree
than measurement and feedback of performance alone.

to health workers will likely improve
the acceptance of them. In this
regard, careful thought should be
given to select indicators that will be
acceptable to providers but can also
maximize the efficiency of spending.
Adequate levels of incentives as
health workers may not feel the added
effort is worth the reward.

Monitoring and verification is
essential to ensure quantity and
quality objectives are being met.
Feeding performance data back to
providers facilitates performance
improvement. It is suggested that the
‘easier’ structural quality indicators
are addressed first and then programs
can move onto introducing process
measures of clinical care. This will
allow health providers to address less
complex quality of care issues first,
develop better understanding of RBF
and quality of care, and then shift
gradually toward more demanding
measures of care under the RBF
programs.

Paul et al.,
2018

Context nature of incentive in
Cambodia:

PBF is more likely to succeed when
income, training needs, and the desire
for a sense of community service are
addressed and institutionalized
within the health system.

Basic salary and the bonus amount
affect the motivation:
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In Cambodia financial incentives
accounted to 42% of the average total
income of a health worker and was
associated with higher job motivation.

Peckham et
al., 2011

In the UK, the evidence of whether the QOF rewards outputs that are
expected to lead to good outcomes is contradictory, demonstrating both that
meeting certain QOF indicators might improve health outcomes in some
areas and a weak causal relationship between key clinical indicators and
outcomes.

Recent systematic reviews have concluded that P4P contracts do affect
physician behavior and increase the number of primary care services
provided — although often in complex and limited ways.

The actual effect depends on factors such as the age and sex of physicians,
previous experience of financial incentives, the uptake of continuing
professional education, the type of payment method, the type and severity of
the conditions targeted through incentives, the volume of activity and the
location and type of organization.

The size of incentive has also been found to be less of a factor in the use of
care management processes for patients with chronic illnesses by physician
organizations (POs) than are schemes that give public recognition for scoring
well on quality of care measures, schemes which require POs to provide
quality of care or outcomes data to outside organizations or those that reward
high-quality scores with better contracts that assist in developing better
organized quality provision.

A key concern that recurs in the literature
is whether financial incentives generate
dysfunctional physician behavior or
negatively affect motivation, particularly
in the light of well-established inverse
care patterns at primary care level.

Impact of externally structured incentives
such as financial inducements is that they
might ‘crowd out’ professional self-
esteem and a sense of self-determination.
This might have implications for the
quality of care offered by practitioners.
However, it has been noted that there is
an equal chance of a ‘crowding in’ effect if
practitioners feel like they have some
ownership of incentives.

Another potential problem created by
external financial incentive schemes is
that they could lead to the neglect of
those non-incentivized areas of care
which will continue to rely on the
professionalism or moral motivation of
GPs. There is some evidence of concern
amongst GPs that non-incentivized areas
like acute care, preventive care, care for
specific groups such as children or older
people and care for patients with multiple
comorbidities would suffer as GPs chased
targets.

There is some concern that the QOF may
lead to an exacerbation of health

The size and structure of incentives
seems to be important in incentivizing
effective physician activity. Incentives
have to be large enough to influence
behavior and designed in such a way
that they cannot be played off so as to
reward both process and improved
outcomes.

It is technically challenging to connect
performance targets with health gain
and most P4P schemes adopt a
pragmatic approach and focus on
processes (such as measuring blood
pressure) and intermediate outcomes
(controlled blood pressure) for which
there is either evidence or
professional consensus and which can
be easily measured and rewarded.
This means that treatment and
secondary prevention is favored over
primary prevention and can lead to
the marginalization of some
conditions.

The actual effect depends on factors
such as the age and sex of physicians,
previous experience of financial
incentives, the uptake of continuing
professional education, the type of
payment method, the type and
severity of the conditions targeted
through incentives, the volume of
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inequalities by allowing GPs to use the
exception reporting system to exclude
high-risk patients , or by not sufficiently
rewarding the extra work required in
delivering equal treatment to
disadvantaged populations, maintaining
inverse care patterns.

Incentive payments may skew physician
activity towards high-reward labor-
intensive activities with relatively low
health benefits, thereby marginalizing
non-incentivized areas. This potential for
‘gaming’ may create a conflict of interest
for physicians between maximizing
revenue and ensuring good quality care.
Financial incentives may also distort care
by encouraging a focus on individual
measures for care management instead of
a more integrated approach which might
be appropriate, particularly in areas of
comorbidity. In addition, the use of
targets and financial incentives can have
unintended consequences on practitioner
behavior, such as goal displacement and
rule following, leading to the ‘crowding
out’ of and reduction in focus on non-
incentivized tasks.

activity and the location and type of
organization.

Petrosyan et
al., 2017

Introduction of RBF contributed to the improvement PHC service utilization:
average number of visits to PHC facilities per person per year had increased
from 2.0 in 2000 t0 4.0 in 2013.

RBF scheme played a role to improve the maternal and child health and NCD
services in PHC facilities to meet annual targets.

Stable economic growth enabled the
government to begin implementing
much needed reforms of its social
system, spending significant
resources of its own in the process
and building a sense of national
ownership for programs such as the
RBF program.
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An important enabler was a well-
sequenced reform process that
included the most politically
important stakeholders. The pilot
project was designed and
implemented over a three-year
period, with indicators added
progressively, a practice that persisted
even after the nationwide
implementation and scale-up.

Another enabler was the embedding
of RBF in national regulatory
frameworks and the provision of
funds from the national budget. Both
the piloting and subsequent scale-up
of the OE (open enrolment)
mechanism were brought about
through legal decrees and the
amendments of earlier rules and
regulations. With respect to funding,
not only did the State Health Agency
provide funds for the initial piloting of
the program but there was also a
medium-term budgetary commitment
for the RBF program through the
MTEF, reflecting a degree of national
ownership of the program.

Finally, an important enabler to the
subsequent scale-up and integration
of RBF into the PHC system, as
opposed to it remaining a vertical
program, was its introduction as part
of a larger reform of the primary care
system. This reform included efforts
to enhance financing for primary care,
to introduce OE, to introduce
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measures for improving quality of
care, to strengthen family medicine,
to renovate facilities and provide
equipment, to develop a health
information system as well as to
prepare policies and procedures for
nationwide extension of all aspects of
PHC reforms.

Renmans et
al., 2016

PBF scheme had no effect on neonatal mortality in Cambodia despite the rise
in institutional deliveries.

Misreporting had decreased in Cambodia

thanks to regular monitoring, random
verification and web-based reporting.

In Cambodia, the M&E arrangements
helped to limit rent seeking behavior
and reduce absenteeism.
Administrative burden was reported
in Cambodia caused by time spent by
health workers and managers on PBF
activities, verification system, etc.

Saddi et al.,
2018

Themes such as organizational
capacity, staff engagement,
professional stress, and work overload
are also extensively considered.
Organizational capacity issues have
also been considered important to
highlight the need for capacity
building in African countries, for
instance, and foster the successful
delivery of performance programs.
Researchers have taken into account
the cognitive/ subjective aspects
(“alternative logics”) in performance
measurement and claimed that
focusing on what is measured induces
potentially dysfunctional effort
substitution and gaming behaviors.
Moreover, performance indicators
have been considered political
instruments and used in diverse and
complementary ways in the
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construction of improvement
frameworks and tools to measure and
monitor policies. Undesired effects of
P4P will often be a result of
diminished intrinsic motivation. It is
therefore important that providers are
actively involved in designing the
program, especially in developing and
maintaining the aspects of
performance to be measured. This
increases the likelihood of provider
support and alignment with their
professional norms and values . . . In
this respect, it is also important that
program evaluations include
qualitative studies to monitor the
impact on providers’ intrinsic
motivations.

Findings have also revealed, in this
case related (possibly) more to
middle- and low-income countries,
that workers and managers were not
fully aware of performance indicators
and standards. Furthermore, frontline
professionals have limited prospects
for career progression, and there have
been inadequate performance
feedback and poor reward
mechanisms

Scott et al.,
2011

Six of the seven studies included in this review showed positive but modest
effect on a minority of the measures of quality of care included in the study.

There is insufficient evidence to support or not support the use of financial
incentives to improve the quality of primary health care.

Implementation of financial incentive
schemes should proceed with caution
and should be more carefully
designed before implementation.

Studies should more consistently
describe
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spillover effect
Although six out of the seven studies found a statistically significant and i) the type of payment scheme at
positive effect the majority of these were across only one out of a range of baseline or in the control group,
quality measures used in each study. ii) how payments to medical groups
. e . .. were used and distributed, and
There was significant heterogeneity across the studies in terms of the types of .
. L . . . . iii) the size of the new payments as a
financial incentives used, the contexts in which they were implemented, and
. . percentage of total revenue.
the types of outcome measures (also in uncertainty).
Scott et al., Of all 44 schemes 46% of outcome measures were positive (these include wide | Evidence suggests that there was a Schemes need to build rigorous
2018 range of outcome measures including expenditures and quality of care). reduction in expenditure growth for evaluation into the implementation

Weaker study designs were more likely to show positive effects, suggesting
that as study designs improve the likelihood of finding stronger effects will be
lower.

Schemes from the US had the same probability of finding an effect as non-US
studies. The key innovation in the US has been the combination of rewards
for P4P with rewards for reducing costs such as one- and two-sided risk
sharing models, yet this seems no better than P4P alone in terms of the
proportion of positive outcomes. Many shared savings models are in their
early stages, and so more evidence is required to examine if this persists over
time.

A key finding is that schemes that reward for improvements in performance
over time have a lower probability of being effective than those that do not.
This is important to understand further as the dynamics of incentive schemes
are complex. Schemes that did not reward for performance improvement
included single threshold schemes but also other types of scheme such as
value-based pricing of DRGs. The behavioral effects also depend on a range of
more specific factors that could not be easily captured due to heterogeneity
and small sample sizes, including the distance between measures/thresholds
(i.e., the number of thresholds), whether payments are nonlinear (e.g.,
increasing) at each time point/threshold, and whether the thresholds are set
high or low in the distribution of performance.

We find weak evidence that schemes allowing incentive funding to be used for
specific (but non-physician income) purposes leads to a higher probability of
an effect compared with physicians being allowed to use incentive funding as
income.

Medicare patients who were not covered,
but who were enrolled with the same
provider organizations participating in
the Alternative Quality Contract

and roll out of schemes if knowledge
is to improve.
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The size of the incentives as a percentage of revenue was not associated with
the probability of an effect, contrary to expectations. Though the sample size
was small (22 schemes), the scatterplot did not show a clear relationship
between incentive size and effect and so increasing the sample size may not
make a difference if future studies are similar.

Each of the 80 empirical studies reported an average of 16.3 outcome
measures, of which 7.4 were positive and statistically significant. The mean
percentage of positive outcomes per study was 54%.

Of the 25 schemes in the US, an average of 56% of outcomes was positive and
statistically significant. This compares with 91% for the P4P schemes in
Taiwan, 75% in Canada and Italy, and 48% in the UK.

In US Six out of eight studies of the Alternative Quality Contract (two sided
ran by private insurance) showed an impact of the scheme on both reducing
spending and improvements in quality after 4 years of the scheme.

The nine studies of the three schemes conducted in Taiwan of the National
Health Insurance P4P scheme, eight showed a positive effect. Six studies
evaluated the impact of the scheme on diabetes care.

The study that showed a negative effect showed an increase in emergency
admissions for diabetes patients. Further study found that patients in the
program were more likely to receive guideline-recommended tests and
examinations, and that this was also the case for patients not enrolled in the
program but seeing the same physicians.

Two studies examined tuberculosis treatment and found that the cure rate,
length of treatment, and default rates improved. Finally, one study examined
breast cancer screening and found patients had improved quality of care,
higher 5-year survival rates, and lower rates of reoccurrence.

Other studies of the Taiwan schemes have shown that there may have been
substantial selection bias of patients enrolled in the program, such that any
positive effects were likely to have been due to selection rather than the
impact of the program.

Thirteen of the 44 schemes (37/80 studies) reported using a design that
provided incentives for performance improvement. The results from the
regression show that the percentage of positive outcomes from these schemes
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was just over 20 percentage points lower compared with schemes that did not
P4P improvement (attainment schemes with single threshold), and this is
statistically significant.

The schemes conducted in the US had around an 8 % lower percentage of
positive outcomes compared with other countries, but this was not
statistically significant.

Serumaga 2011 evaluated the effects of P4P incentive on quality of care and
outcomes among patients in the UK with hypertension in primary care. This
study included patient utilization and patient health outcomes: the
percentage of patients with blood pressure measured, the proportion of
patients with controlled blood pressure, and the percentage of patients with
hypertension-related adverse outcomes (myocardial infarction, stroke, renal
failure, heart failure). It found that there was little or no change in levels and
change trends of these outcome measures.

So and
Wright 2012

P4P can improve quality, the type, amount, and timeliness of the incentives
all affected the magnitude of the behavioral change and the potential benefit
of the strategy.

Only three studies did not report improvement.

Improvement may be sustained even after intervention, but at least one study
suggested not only reduction in continuity in care once targets were achieved,
but decline in the rate of quality of care improvement with time.

A potential unintended consequence of
pay-for-performance was the increase in
health inequalities with an incentive to
select healthier patients and avoiding
reducing income by serving minority
populations. However, at least in the UK,
minimal reductions in chronic disease
management were observed.
Sustainability of gains was another issue.
Improvement may be sustained even
after intervention, but at least one study
suggested not only reduction in
continuity in care once targets were
achieved, but decline in the rate of quality
of care improvement with time.

P4P, to be effective, needs to consider
all aspects of quality of care, including
reduction in disparities and
improvement in access to care with a
consideration of anticipated and
potential unanticipated outcomes.

Soranz et al.,
2017

Longitudinality and of access in PHC - increasing trend, but always below the
upper limit of the targeted 90%. The lowest point observed in the first quarter
of 2013 can be explained by the increased entry and arrival of new medical
residents to the health units, generating redeployment of physicians among
teams and units.

P4P indicators are reviewed every 2-3
years in order to avoid the gaming
behavior described in the literature.
Monitoring process indicators are a
key step towards ensuring good
outcomes. In PHC, it is fundamental
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It showed an average score of 6.1 for users and 7.5 for health professionals
(previous study in 2012), with significant differences between the evaluated
units but with an average close to that expected by the management baseline.
These scores are close to the recommended minimum of 6.6 to have a strong
and quality PHC measured in the subject tool.

In Brazil the proportion of hypertensive patients with a blood pressure record
in the last 6 months remained between 60 and below 70% throughout 2012
and 2016, and greater investments are still required to improve this basic
indicator. In Portugal, this goal is established as interval between 38 - 80%.

Primary health care patients’ referrals to other health system levels - good
process of coordination of care was observed in Rio de Janeiro’s PHC, since
the upper limit of the goal has never been achieved.

to use information systems that allow
the association of health indicators
(structure, process and results) with
the primary healthcare attributes.

Soranz et al.,
2017 (2)

P4P has a relevant influence on clinical practice. With this payment, quality
and quantity go hand in hand. It is about rewarding good practices and the
associated workload.

Brazil:

Hospitalizations for PHC-sensitive conditions are an indirect measure of the
clinical efficacy of primary healthcare for certain health problems. Compared
with other capitals of the Brazilian Southeast and South, there was a
significant decline in the proportion of sensitive conditions, placing Rio de
Janeiro at the second lowest proportion of hospitalizations (10.5%) for
sensitive conditions in 2014, behind Curitiba with 8.8% of sensitive
conditions against total hospitalizations.

Portugal:

In the indicators of preventive health care (indicators of oncology
surveillance, screening and vaccination plan) and disease prevalence, “B
model” Family Health Units (USFs) evidenced a better performance, followed
by “A model” USFs.

From the political standpoint, mixed
payment models, with well-explained
quantitative and qualitative objectives
and increased desirability of group
incentives are recommended as long
as these indicators are updated and
revised every one or two years. Pay-
for-performance is a payment method
and not an absolute guarantee of
health gains.

Teamwork with motivation of the
professionals: motivated workers are
the true engines of reform and
change. A good leadership of a
primary healthcare facility perceives
its culture and uniqueness, creates a
participatory climate with autonomy
and responsibility, delegation,
objective identification of action
areas, monitoring, good working
environment, promoting a good
relationship between people.
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Investing in the information system
and computerization - the
development of interoperability and
individual electronic records of
patients allowed monthly monitoring
of teams and their indicators.

Technical leadership — it requires a
clinical governance policy that is
viewed as a set of quality-based
policies, strategies and processes that
can ensure continuous improvement
in the way the health facility unit
cares and treats its patients,

in the way it is accountable to the
community and to the tutelage and
efficiency in managing resources
entrusted to it. The effective exercise
of clinical governance is not achieved
by decree. It is not a matter of
achieving a goal, but of going a long
way, which requires from the genuine
start the will to change and openness
to new models of thinking, managing
and providing health care.

Political leadership - clear and
unequivocal support from the highest
political officials, in particular the
Minister of Health of Portugal and the
Mayor of Rio de Janeiro.

Tao et al.,
2016

Little scientific evidence supporting an association between reimbursement
system and socioeconomic or racial inequity in access, utilization and quality
of primary care.

Van Herck et
al., 2012

Clinical effectiveness
The effects of P4P ranged from negative or absent to positive (1 to 10%) or
very positive (above 10%), depending on the target and program. Negative

Negative effects, in terms of less quality

improvement compared to non P4P use,

which were first reported in the review

Our review has further contributed to
the contextual framework from a
health system, payer, provider and
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results were found only in a minority of cases: in three studies on one target,
each of which also reported positive results on other targets. It is noteworthy
that ‘negative’ in this context means less quality improvement compared to
non P4P use and not a quality decline. In general, there was about 5%
improvement due to P4P use, but with a lot of variation, depending on the
measure and program.

For preventive care, we found more conflicting results for screening targets
than immunization targets. Across the studies, P4P most frequently failed to
affect acute care. In chronic care, diabetes was the condition with the highest
rates of quality improvement due to P4P implementation. Positive results
were also reported for asthma and smoking cessation. This contrasts with
finding no effect with regard to coronary heart disease (CHD) care. The effect
of P4P on non-incentivized quality measures varied from none to positive.
However, one study reported a declining trend in improvement rate for non-
incentivized measures of asthma and CHD after a performance plateau was
reached. Finally, one study found positive effects on P4P targets concerning
coronary heart disease, COPD, hypertension and stroke when applied to non-
incentivized medical conditions (10.9% effect size), suggesting a spillover
effect. This implies a better performance on the same measures as included in
a P4P program, but applied on patient groups outside off the program.

Access and equity of care (mainly UK)

In general, P4P did not have negative effects on patients of certain age
groups, ethnicity, or socio-economic status, or patients with different
comorbid conditions. This finding is supported by 28 studies with a balanced
utilization of cross sectional, before after, time series and concurrent
comparison research designs.

Equity has not suffered under P4P implementation and is improving in the
UK.

Coordination and continuity of care

directing P4P toward the coordination of care might have positive effects. One
time-series study reported no effect on non-incentivized access and
communication measures. This study, however, did observe a patient self-
reported decrease in timely access to patients’ regular doctors, which might
be a negative spillover effect.

paper by Petersen et al (2006), are rarely
encountered within the 128 studies, but
do occur exceptionally. Previous authors
also questioned the level of gaming, and
possible neglecting effects on non-
incentivized quality aspects. The presence
of limited gaming is confirmed in this
review, although it is only addressed in a
minority of studies. Its assessment is
obscured by uncertainty of the level of
gaming in a non P4P context as a
comparison point. As the results show, a
few studies included non- incentivized
measures as control variables for possible
neglecting effects on non P4P quality
targets. Such effects were absent in
almost all of these studies. The results of
one study suggest the need to monitor
unintended consequences further and to
refine the program more swiftly and
fundamentally when the target potential
becomes saturated. It is too early to draw
firm conclusions about gaming and
unintended consequences. However,
based on the evidence, there may be some
indications of the limited occurrence of
gaming and a limited neglecting effect on
non-incentivized measures. Positive
spillover effects on non-incentivized
medical conditions are observed in some
cases, but need to be explored further.

One study found positive effects on P4P
targets concerning coronary heart
disease, COPD, hypertension and stroke
when applied to non-incentivized medical

patient perspective. Program
development and

context findings, which related P4P
effects to its design and
implementation within a cyclical
approach, enable us to identify
preliminary P4P program
recommendations. Incentive forms
are dependent on its objectives and
contextual characteristics. However,
considering the context and goals of a
P4P program, six recommendations
are supported by evidence throughout
the 128 studies:

1. Select and define P4P targets based
on baseline room for improvement.
This important condition has been
overlooked in many programs, with a
clear effect on results.

2. Make use of process and
(intermediary) outcome indicators as
target measures. See also Petersen et
al (2006) and Conrad and Perry
(2009), who stress that some
important preconditions, including
adequate risk adjustment, must be
fulfilled if outcome indicators are
used.

3. Involve stakeholders and
communicate the program thoroughly
and directly throughout development,
implementation, and evaluation. The
importance of awareness was already
stated previously.

4. Implement a uniform P4P design
across payers. If not, program effects
risk to be diluted. However, one
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Patient Centeredness

With regard to patient-centeredness, two studies—one Spanish before-and-
after study without a control group and one cross-sectional study in the US—
found no and positive P4P effects, respectively, on patient experience.
Another before-and-after study, this one from Argentina, reported that P4P
had no significant effect on patient satisfaction, due to a ceiling effect.

conditions (10.9% effect size), suggesting
a spillover effect.

This study, however, did observe a
patient self-reported decrease in timely
access to patients’ regular doctors, which
might be a negative spillover effect.

should be cautious for anti-trust
issues.

5. Focus on quality improvement and
achievement, as also recommended
by Petersen et al (2006). The evidence
shows that both may be effective
when developed appropriately. A
combination of both is most likely to
support acceptance and to direct the
incentive to both low and high
performing providers.

6. Distribute incentives at the
individual level and/or at the team
level. Previous reviews disagreed on
the P4P target level. As in our review,
some authors listed evidence on the
importance of incentivizing providers
individually. Others questioned this,
because of two arguments: First, the
enabling role at a higher
(institutional) level which controls the
level of support and resources
provided to the individual. Secondly,
having a sufficiently large patient
panel as a sample size per target to
ensure measurement reliability. Our
review confirms that targeting the
individual has generally better effects
than not to do so. A similar
observation was made for incentives
provided at a team level. Statistical
objections become obsolete when
following a uniform approach (see
recommendation 4). The following
recommendations are theory based
but at present show absent evidence
(no. 1) or conflicting evidence (no. 2
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and 3):

1. Timely refocus the programs when
goals are fulfilled, but keep
monitoring scores on old targets to
see if achieved results are preserved.

2. Support participation and program
effectiveness by means of a sufficient
incentive size. As noted by other
authors, there is an urgent need for
further research on the dose-response
relationship in P4P programs. This is
especially important, because
although no clear cut relation of
incentive size and effect has been
established, many P4P programs in
the US make use of a remarkably low
incentive size (mostly 1 to 2% of
income). Conflicting evidence does
not justify the use of any incentive
size, while still expecting P4P
programs to deliver results.

3. Provide quality improvement
support to participants through staff,
infrastructure, team functioning, and
use of quality improvement tools.

Wekesah et
al., 2016

Nigeria:

A co-financing program for maternal health between the government and the
community resulted in a 60% increase in the utilization of maternal health
services (from 26.7 to 85.6 %).

Yuan et al.,
2017

Two comparisons related to P4P:

1) P4P plus some existing payment method (capitation or input-based
payment) compared to the existing payment method; (12 of 14 studies)

Four studies reported some unintended
or adverse effects. Petersen 2013 found
that after the P4P intervention had
ended, there was a significant reduction
in blood pressure control and appropriate

Carefully consider each component of
their P4P design, including the choice
of performance measures, the
performance target, payment
frequency, if there will be additional
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2) P4P combined with capitation compared to FFS. (1 RCT study on antibiotic
prescription)

Thirteen studies (included in the effects analysis) found that adding P4P to an
existing payment method probably slightly improved the care provided by
health professionals (moderate-certainty evidence) and may have little or no
effect on utilization of health services (immunization, ANC) or patient
outcomes (low-certainty evidence)

response to uncontrolled blood pressure
in the intervention group compared with
the control group (low-certainty
evidence).

funding, whether the payment level is
sufficient to change the behaviors of
health providers, and whether the
payment to facilities will be allocated
to individual professionals.
Unfortunately, the studies included in
this review did not help to inform
those considerations.

Electronic information system or
resources to support the
administrative cost of P4P was used
by P4P programs in developed
countries.
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