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Pay-for-performance (P4P) has been one of the most ideologically
charged topics in recent years in global health. It has attracted
considerable investment, promotion, innovation, and assessment,
but the issue of its e5ectiveness, e5iciency and long-term e5ects
remains controversial.

P4P is an approach whereby individuals, teams or facilities within
the health system are given money or other rewards for meeting
service-related targets, carrying out specific tasks or for meeting
specific quality or health outcome thresholds. Usually, P4P is used
to target health problems or services that require improvement,
but the approach could also be used to strengthen the broader
health system.

Two systematic review teams have recently investigated P4P and
whether and to what extent it works, how, for whom, for how
long, with which design, and in which context. A systematic realist
review aimed to fill the gap in evidence on how P4P works in low-
and middle-income countries (LMIC).[1] This review explored
how P4P interacts with the health system to produce outcomes,
and how the context in which P4P is implemented shapes this
process. The review included 112 papers and examined the
mechanisms underpinning P4P e5ects on three categories
of outcome: utilization of services, patient satisfaction and
provider productivity, and broader health system. The review
also examined contextual factors moderating these outcomes.
Although the review found mixed evidence of P4P's e5ects on
outcomes, it identified several common e5ect pathways and
moderators. For example, incentivising quality of care by closely
observing and rewarding specific provider behaviours is helpful,
as is investing in community outreach activities, improved
facility infrastructure and access to drugs and equipment,
patient trust and reduced user fees. However, the response of
the health system to P4P depends on a variety of contextual
factors, generally working better where facilities have financial
autonomy, adequate sta5ing levels, and well-functioning facility
infrastructure. Positive e5ects are also more likely if there is an
e5icient banking system, and where user fees are not imposed. If
health system inputs are vastly underperforming pre-P4P, they are
unlikely to improve only due to P4P.

A Cochrane Review also published in 2021 included 59 studies
that quantitatively assessed the impacts of P4P schemes.[2]

Evaluations di5ered in the comparisons and methods employed:
49 studies compared the e5ects of P4P against a standard care
control and 17 against comparator financing interventions.
The focus was on identifying the e5ects of P4P on utilization
of services, quality of care and health outcomes, as well as
equity thereof. The review also considered outcomes related
to patient satisfaction, and impacts on facility and provider
resources and management. The certainty of the evidence was
generally assessed as low. However, findings indicate that P4P
may positively a5ect quality of care, including availability of
resources at facilities and management autonomy. The e5ects of
the intervention on delivery and use of services is mixed overall.

Following these evidence synthesis initiatives, this editorial o5ers
a summary of reflections by the review teams on some of the
challenges encountered and o5ers suggestions for future reviews
and research on P4P.

Challenge 1: reframing P4P as an approach spanning multiple
intervention mechanisms. The label ‘P4P’ has led some to
see it as a uniform intervention focused on financial incentives.
However, in practice there is substantial variation in the design
of incentive structures across settings, as well as significant
additional components which are central to its design.[3]
Schemes in LMICs were found to vary in terms of level of national
ownership, which performance measures are incentivized, whose
performance is measured, who receives incentive payments,
the basis for payment, and the attributes of the payment (e.g.
size, frequency etc.).[3] There is consensus that these design
details are crucial when it comes to determining the e5ect of P4P
incentives.[4]

Indeed, both reviews point to potential scheme design e5ects.
The Cochrane Review suggests that payments for reaching a
certain level of coverage may outperform other scheme designs
and that utilization and delivery outcomes may increase most in
schemes adjusting for service quality and equity.[2] The realist
review found that schemes with a wide range of indicators,
schemes that incentivize all those involved in service delivery, and
schemes with e5icient verification systems may be less likely to
experience unintended negative e5ects.[1]
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However, the reporting of scheme design within the literature
tends to be incomplete, with many studies failing to report on
key design features.[3] This limits the extent to which findings on
scheme design e5ects can be synthesized across settings.

Challenge 2: unpacking heterogeneity. P4P schemes are
not designed or implemented in uniform ways and also vary
across settings.[3] These variations inevitably lead to substantial
heterogeneity in P4P programmes and eventually in their
e5ects. To date, many impact evaluations have focused on
capturing average e5ects. This masks variability in e5ects across
settings ranging from individual facilities, areas, and countries
to wider regions. Looking beyond average programme e5ects
has important implications for equity, including equity in health
or healthcare benefits and equity in provider performance and
incentive payments. There is therefore a need for the scientific
community to devote more e5ort to unravelling heterogeneity
across and within settings when evaluating P4P interventions.[5]

Further, even where it is clear to whom incentives are targeted,
e5ects may not be disentangled. Assessing evidence across
diverse schemes is therefore particularly complex – with some
studies reporting on e5ects of targeting on individual workers and
others on e5ects on entire teams or organizations.

Heterogeneity is also oGen introduced by evaluation attempts
themselves. For example, multiple temporal dimensions are
at play when assessing how well a scheme performs, including
when the scheme is being implemented versus when outcomes
themselves are assessed versus when reporting of findings occurs.

Challenge 3: unpacking interventions in context. Both reviews
note that little attention is devoted to unpacking the context and
mechanisms of P4P interventions, or clearly stating the theory of
change of any one scheme within a specific setting. By context,
we specifically mean the rationale and problem area that P4P
introduction is meant to address as well as the political economy
surrounding health financing and service delivery. In some cases,
P4P schemes are introduced as pilots alongside other financing
reforms. In other cases, they are intended as a substantial,
country-level financing reform. As contexts and interventions
themselves evolve over time, it is not always clear how the
intervention progressed and changed. Therefore, the time point
at which outcomes are measured and assessed is critically related
to implementation. The cited reviews identified studies that
assessed outcomes as early as three months up to years post-
intervention, and very few studies used longitudinal approaches
to examine how outcomes evolved over time. Contextual features
also determine whether and how P4P is introduced: for example,
the realist review suggested that sustainability concerns are more
likely when programme initiation and design is driven by external
actors.[1]

Challenge 4: assessing the comprehensiveness of outcome
reporting. The indicators used within schemes to assess
performance can span several categories, including for the
quantity and quality of services delivered, equity-related
targets, facility-related availability of key commodities (such
as medications) as well as patient satisfaction. The number
of indicators incentivized can range from a handful to in the
hundreds.

Evaluations routinely report only on a subset of the indicators
incentivized, with very few evaluations comprehensively
assessing change across all indicators.[6] However, given the need
to better understand how the diverse mechanisms of P4P may
work together to reach desired e5ects, it may be that reporting
has to expand. Assessment of potential ‘spill over’ e5ects (either
positive or negative) was not so commonly reported and would
be a further area for additional research, together with reporting
of negative or null e5ects on incentivized indicators. Unpacking
the anticipated ‘context-mechanism-outcome’ configuration
of schemes at scheme design stage, and eliciting the theory
of change, may provide a useful basis for selecting the most
appropriate indicators for evaluation.

Reflections on priorities for future evidence syntheses. In the
complex P4P landscape, these two recent systematic reviews
provide important insights for future policy development and
research.[1][2] However, challenges remain regarding evidence
synthesis for an intervention which is highly varied, complex
and contested. Decision makers understandably demand clarity
of guidance relating to P4P design, likely impacts and costs in
di5erent contexts. Similarly, information on what can be expected
if and when P4P schemes do not perform as expected or are
discontinued are oGen highly valued by policy makers but less
commonly reported on in the literature.[7]

Current systematic review methods, however, do not allow us
to address the challenges outlined here and to present this
evidence in a comprehensive and cogent way. The main options
for e5ectiveness reviews would include grouping of studies as
per the recent SWiM guidelines,[8] or further subgroup analyses
to account for sources of heterogeneity and variability. However,
applying this in practice may drastically reduce the pool of
evidence contributing to any individual subgroup analysis.
Methodologies that combine realist and e5ectiveness review
approaches, and that are specifically designed to address
complexity could be used.

Considering that most findings in the reviews were assessed
as low-certainty evidence, and many studies had not set out
to study programme mechanisms, researchers may need to
apply novel methods to examine the e5ects of P4P. For instance,
methodologies that could be useful are causal mediation analysis
to test pathways of change within evaluations of P4P; identifying
potential health system mediators of programme e5ects;[9][10]
or system dynamics modelling,[11] which can be used to identify
system bottlenecks and how P4P interacts with the health system,
together with exploring the temporal dynamics of programme
e5ects, and how programme design a5ects this. At the same
time, researchers could try to improve the reporting standards for
P4P programmes and work to ensure comprehensive reporting
of outcomes and P4P evaluation findings, including direct data
sharing. This, alongside fuller information about the context,
objectives, design, implementation, and outcomes of these
programmes, would provide much needed diverse data from
which inferences about P4P e5ects can be made. All of these in
combination could provide clearer evidence on which to base
investment in the next generation of health financing reforms in
low- and middle-income settings.
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