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ABSTRACT

Despite a considerable investment of resources into pay for performance, pre-
liminary studies have found that it may not be significantly more effective in
improving health outcome measures when compared with voluntary quality
improvement programs. Because patient behaviors ultimately affect health
outcomes, | would propose a novel pay-for-performance program that rewards
patients directly for achieving evidence-based health goals. These rewards would
be in the form of discounts towards co-payments for doctor’s visits, procedures,
and medications, thereby potentially reducing cost and compliance issues. A pilot
study recruiting patients with diabetes or hypertension, diseases with clear and
objective outcome measures, would be useful to examine true costs, savings, and
health outcomes of such a reward program. Offering incentives to patients for
reaching health goals has the potential to foster a stronger partnership between
doctors and patients and improve health outcomes.
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INTRODUCTION

n an effort to improve health care quality, insurance companies and

Medicare initiated pay-for-performance (P4P) programs that reward

health care clinicians for achieving certain evidence-based perfor-
mance measures. In theory, it seems as though this system should help
improve patient health. Yet, a recent study of 500,000 patients in the
United Kingdom found that P4P did not result in better hypertension
outcomes over a 7-year period, despite input of $2.8 billion from the gov-
ernment.' In the United States, studies have also shown mostly negative
results, and concerns have arisen concerning deselection of complicated
or low-income patients.?”

Why might P4P fail> There are many potential factors, but one major
cause is the complexity of effecting behavior change. P4P tries to improve
health care based on the assumption that a single physician can success-
fully change the health-related behaviors of 1,000 patients. Indeed, physi-
cian counseling can help prime a patient for change,® but ultimately it is
the patient's behavior change that will directly affect health outcomes. A
program that rewards patients financially for reaching measurable health
goals has the potential to reduce issues of cost and compliance, 2 impor-
tant obstacles to quality care. | therefore propose a new system: pay
patients for performance (PP4P).

WHAT PP4P WOULD LOOK LIKE

Under PP4P, patients who meet evidence-based health care goals, such as
keeping their blood pressure less than 140/90 mm Hg, or glycated hemo-
globin (A,.) at less than 7%, will receive financial incentives that would
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be in the form of health care credits, which can be
used toward discounts on medications, health insur-
ance, procedures, and co-payments. The credits can
be added onto the patients’ health cards at their doc-
tor's visits. When patients achieve preventive health
goals, such as getting cancer-screening examinations
at recommended intervals, they also earn credits.
When they exercise, they can wear a heart rate moni-
tor and bring the recordings to their employer to add
credits to their health card, so employers can share
administrative costs of updating the cards. By reward-
ing preventive care and healthy behaviors, this system
will also benefit patients who have no chronic health
issues; they can build up health credits for potential
future use. Those who have no health insurance can
also participate and build up discounts on medications
and doctor’s visits. Because co-payment discounts
could be applied at any doctor's office participating
in the PP4P plan, the office should not violate anti-
kickback laws governing Medicaid and Medicare.”
Offering lower costs may further help perpetuate the
cycle of compliance.

Importantly, in the past, insurance and employer
programs that provided cash payments or matched
participant contributions for quitting smoking and
losing weight have produced mixed results. There is a
general trend of improved behavior while the partici-
pants are actively receiving the rewards, but behaviors
tended to regress once the rewards were no longer
offered.®'* Presumably, to produce long-term behav-
ior change, the financial rewards need to be ongoing.
Giving rewards in the form of health credits, which
reduce costs of future health services or medications,
rather than cash payments, may allow for a more sus-
tainable program.

Incentives that invest in further health improve-
ment, such as reimbursements for gym memberships
offered by insurance companies and employers, have
the potential to decrease health care costs in the long-
term. For example, Amway offered a low-cost gym
membership and wellness program to its employees in
2007. An analysis of that program in 2010 found that
active participants decreased their medical and pre-
scription claims by 8% compared with a 2% increase
in nonparticipants.'’

FINANCING PP4P

The million dollar question is, who would pay for
this reward system? Insurance plans, employers, phar-
maceutical companies, and the government all stand
to benefit financially in the long-term from patients'
healthy behaviors and adherence to medication, so
they should all contribute. There are already increas-

ing numbers of insurance plans paying physicians for
performance, so some of that payment could be shifted
toward decreasing costs for patients. PP4P encourages
medication compliance, so pharmaceutical compa-

nies can use that increased income toward rewarding
patients with medication discounts. Government fund-
ing can help offset administrative costs of creating a
system to monitor health credits.

Examining the funds spent on P4P just from
insurance plans can give an estimate of what amount
might be available to spend on each patient under a
PP4P program. In 2003, a health plan offered a physi-
cian group with 10,000 patients a potential bonus of
$270,000 for that year. It can be assumed that bonus
amounts since then have increased to account for
inflation, so that allows for more than $27 per patient.
This amount may not seem substantial, but for some
patients, even a $10 medication or co-payment for
a doctor's visit represents a considerable deterrent.
Using the $30 available for that patient, one could
reduce co-payments for doctor's visits every 2 months
from $10 to $5, which could boost compliance with
follow-up visits. Because not every patient will meet
goals, the potential reward amount for a successful
patient will be even higher. With the added cost sav-
ings that can be offered by pharmaceutical companies
for medications and potential contributions from
employers and the government, rewards can become
even more significant.

ACCEPTABILITY OF PP4P

[t will be important to study patient acceptance of
incentive programs, particularly because discounts
for medications and doctor's visits may have a dis-
proportionate effect on patients living in poverty and
those utilizing Medicaid and Medicare. Studies have
found divided opinions regarding financial rewards for
changing behaviors, such as quitting smoking, losing
weight, controlling blood pressure or blood glucose.'*!”
Among participants in one study, smokers were signifi-
cantly more likely to think that it is a good idea to pay
smokers to quit smoking, and obese participants were
more likely to think it is a good idea to pay people
to lose weight.'® Another study showed that rewards
for behavior changes are generally more acceptable
than are penalties for not meeting health goals. Also,
participants were more willing to support funding for
interventions when they deemed members of the tar-
get group to be less responsible for their condition."”
Both these studies examined attitudes regarding
direct monetary rewards rather than incentives in the
form of discounts on further health services or medica-
tions, which is what PP4P would offer. People may find
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PP4P’s health credit incentives more acceptable. Also,
people tended to be more approving of an incentive
program when they were likely to benefit from it them-
selves, and PP4P has the potential to reward a broad
range of patients, even those who are generally healthy.

It will be crucial to communicate to patients how
enrollment in the PP4P program works and fully
explain the added benefits of the program. In 2006,
West Virginia reformed its Medicaid program, provid-
ing reduced basic benefits to most healthy children
and adults, but allowing them to opt in for enhanced
benefits by signing a form in which they agreed to try
to stay healthy and comply with regular check-ups,
treatment plans, and preventive screenings.'® Unfortu-
nately, initial reports looking at the effects of the pro-
gram show that it has suffered from poor enrollment
because patients do not understand what it offers,
whether it costs more money, and how to opt in for the
program.' Learning from that experience, it is clear
that any new patient incentive program will need to be
explained carefully to potential participants, and it may
have more success with automatic enrollment with a
choice to opt out rather than having to opt in.

NEXT STEPS

A pilot project implementing PP4P in a small com-
munity would be useful to expose potential flaws and
show true costs and savings. It would be practical first
to recruit patients with hypertension and diabetes to
participate. There are clear and objective evidence-
based quality measures for those diseases, such as
blood pressure and hemoglobin A, goals. It would be
interesting to see how a reward, such as lower medica-
tion costs, may motivate patients to take the initiative
in improving diet and exercise, scheduling more fre-
quent appointments, and asking physicians to increase
medication doses.

The medical system as it currently operates places
all the responsibility and rewards of quality of care
on physicians. This system perpetuates a paternalistic
approach that is not cost efficient or sustainable. High-
quality health care requires a team approach. Patients
deserve a greater role in improving their wellness and
reaping the rewards from it.

To read or post commentaries in response to this article, see it
online at http://lwww.annfammed.orgl/content/10/3/261.
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