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Background: Changes to provider payment systems are among the most common reforms in health care. They are important levers
for policymakers to influence the health system performance. The aim of this study was to identify, systematize, and map the existing
literature on the factors that influence health-care provider payment reforms.

Methods: A scoping review was conducted. Literature published in English between 2000 and 2022 was systematically searched in
five databases, relevant organizations, and journals. Academic publications and grey literature on health-care provider payment reform
and the factors influencing reform were considered. An inductive thematic analysis was applied to map the barriers and facilitators that
influence payment reforms.

Results: The study included 51 publications. They were divided into four categories: empirical studies (n=17), literature reviews
(n=6), discussion/policy papers (n=18), and technical reports/policy briefs (n=9). Most of the studies were conducted in developed
economy countries (n=36). The most frequently reformed payment method was fee-for-service (n=37), and the newly implemented
methods included bundled payments (n=16), pay-for-performance (n=15), and diagnosis-related groups (n=11). This study identified
43 sub-themes on barriers to provider payment reforms, which were grouped into eight main themes. It identified 51 sub-themes on
facilitators, which were grouped into six themes. Barriers include stakeholder opposition, challenges related to reform design, hurdles
in implementation structures, insufficient resources, challenges related to market structures, legal barriers, knowledge and information
gaps, and negative publicity. Facilitators include stakeholder involvement, complementary reforms/policies, relevant prior experience,
good leadership and management of change, sufficient resources, and external pressure to introduce reform.

Conclusion: The factors that influence health-care payment reforms are often contextual and interrelated, and encompass a variety of
perspectives, including those of patients, providers, insurers, and policymakers. When planning reforms, one should anticipate
potential barriers and devise appropriate interventions.

Registration: The study was registered with the Open Science Framework.
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Introduction

Health-care systems are constantly evolving to better meet the changing health needs of the population and to adapt to
external pressures. Hence, reforms are an integral part of every health-care system. They can be defined as a sustained
process of fundamental change in national health policy or institutional arrangements, often led by the government, to
improve the functioning and performance of the health sector and ultimately the health status of the population.'* Health
system reform can be a complex process. Some authors describe it as a cycle that should go through six stages: defining
the problem, setting the agenda, developing plans, formulating solutions, implementing them, and evaluating the
results.®* At the same time, it can be considered as a process that operates at different policy levels, including systemic
(changing the institutional arrangements for regulating, financing, and delivering services); programmatic (setting system
priorities); organizational (concerned with service provision); and instrumental (generating institutional intelligence to
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improve system performance).’ The scope of reform may vary depending on how many aspects of the health-care system
have changed and how much these changes deviate from past practices.®
Several factors can influence the process of health reform and determine its success.”® As stated in institutional

theory()—ll 12,13

and modified for primary care reform, there are three main pressures and influences for health-care
reform. These include coercive influences (laws, regulations, and policies), normative factors (professional influences
and culture), mimetic factors (presence of trailblazers and successful leaders), and readiness for change in practice
(perceptions and attitudes). The empirical evidence from the analysis of health-care reforms in 60 countries points to
four sets of factors that can influence the success of reforms: the incremental approach (“acorn to oak tree principle”),
use of IT and good-quality data (“data to information to intelligence principle”), involvement of relevant stakeholders
(“many hands principle”), and putting the patient at the center of proposed changes (“patient as preeminent player
principle”).’

Provider payment system reforms are one of the most common reforms in health care today.'*'> This involves, first of
all, changes in the mechanisms used to transfer funds to health-care providers (provider payment methods), as well as
alterations in supporting elements such as contracting, information management, and accountability mechanisms.'”
Ideally, payment systems help achieve health policy goals by incentivizing necessary medical services for patients,
supporting the quality of care, promoting equity, and at the same time, enabling efficient use of resources. To achieve
such goals, a variety of payment methods can be used, ranging from those that rely on available/used inputs, to methods
based on outputs (services provided), and even mechanisms that reward health outcomes.'®'” Each of them creates
different incentives for health-care providers. The payments, whether determined prospectively or retrospectively, fixed
or variable, can also shift the financial risk between providers and payers.'” Thus, policymakers consider them one of the
most important levers through which they can influence health system performance.'®

The literature is replete with systematic assessments of the impact of specific provider payment methods on
health system and/or patient outcomes.'® 2% A recent review focused on factors that influence the design, imple-
mentation, and adaption of value-based payment (VBP) models at the provider level.”' The authors applied
Greenhalgh et al’s*? framework on the diffusion of innovations in service organizations to classify facilitators and
inhibitors to VBP models. Unlike previous research, our study identifies, synthesizes, and maps the literature on
barriers and facilitators to provider payment reforms more broadly. Since we do not restrict the type of payment
method and take an inductive approach to mapping factors influencing reform, our study covers a full range of
factors that affect various provider payment methods. By following the general goals of scoping reviews,” we
explore the breadth of existing evidence, build a knowledge base, identify potential research gaps, and provide

implications for further research.

Methods

The scoping review followed the methodological guidelines developed by Peters and colleagues (2015, 2017, and
2020).%**° The process involves the following five steps: 1. Defining specific research questions; 2. Identification of
relevant documents; 3. Study selection; 4. Data extraction; and 5. Data analysis and presentation of results. The study
protocol was registered with the Open Science Framework (OSF) registries.*

Defining the Review Questions
The general research question is as follows: “What are the barriers and facilitators of health-care provider payment
reform?” The specific review questions (RQ) are as follows:

e RQI — What types of literature on barriers and facilitators of provider payment methods can be identified?
e RQ2 — What types of payment reforms have been analyzed (including. ie, payment method, provider type, scope of

reform)?
e RQ3 — What factors (barriers and facilitators) have been described as influencing health-care provider payment
reforms?
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Identifying Relevant Literature

We searched five databases: 1. Medline via PubMed, 2. Web of Science, 3. Scopus, 4. Business Source Complete via
EBSCO, 5. Google Engine. The searches were conducted from 08 November 2022 to 24 January 2023. A combination of
relevant keywords and synonyms from four main topics was used, namely “factor” AND “health care provider” AND
“payment” AND “reform”. They were searched in titles and abstracts. Table 1 shows the search query for the databases,
including all keywords and synonyms used. The search strategy was developed using an iterative approach and tested in
advance in Scopus, PubMed, and Web of Science. To complement the search in the databases, we conducted a manual
search of the grey literature on the websites of (non-)government agencies, organizations, and research institutes that are
active in this research field. In addition, references of the already included publications were scanned to find additional
studies of interest to the research. As part of the Supplementary Materials, details of the search strategies for Scopus,

Web of Science, PubMed, Business Source Complete, and Google Engine Search are presented in respective Tables S1-
S5, while the list of manually searched organizations and journals can be found in Tables S6 and S7, respectively.

Selection of Studies

The retrieved records were deduplicated in Mendeley Reference Manager and then imported into Rayyan Desktop®’ for
a two-stage screening. The first stage is title and abstract screening, and the second stage is full-text screening. In each
stage, two independent researchers (CN and KDJ or MT) randomly screened 10% of the retrieved records, compared and
discussed the results. Since the two researchers achieved a high level of agreement (over 85%), the remaining data was
screened by one researcher (CN). The screening of the full texts was conducted based on pre-defined inclusion and
exclusion criteria. Studies that addressed health-care provider payment reform and included an analysis of factors
(barriers and/or facilitators) were considered. These were peer-reviewed empirical publications, policy briefs, theoretical
papers, technical reports, books, chapters, or dissertations published in full text in English between 2000 and 2022.
Conversely, studies were excluded from our analysis if they focused on other types of health-care reform (eg, evaluating
other aspects of purchasing without analyzing payment methods), if they did not provide information on factors that
influence provider payment reform, if they were not the appropriate types of publications (eg, conference abstracts,
commentaries, letters to the editor, erratum, etc.), or if the full texts were in a different language.

Data Extraction

The data were extracted using an Excel template. It consists of three main parts related to the three specific questions of
the review: 1. information on the included publication (reference, year, country, objective, and type of publication); 2.
data on provider payment method reform (objective of reform, year, provider concerned, payment method, scope of
reform, and reform phase in which the factor assessment was conducted); 3. information on the factors identified as

Table | Search Strategy and Keywords in Databases

Factor Factor* OR barrier* OR obstacle* OR hurdle* OR imped* OR difficult* OR challenge* OR facilitat* OR promot* OR aid* OR
enabl* OR help* OR reason* OR experienc* OR perception* OR determinant* OR influenc* OR constraint* OR issue*
AND
Healthcare “healthcare provider®*” OR “care provider*” OR “health provider*” OR “health service provider*” OR “health practice*” OR
provider “healthcare practice®” OR “medical practice®” OR “health institution®*” OR “healthcare institution*” OR “health care
institution*”
AND
Payment Pay* OR compensat* OR incentive* OR financ* OR reimburs* OR purchas* OR reward* OR bonus*
AND
Reform Reform* OR polic* OR chang*
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influencing payment reform, either as facilitators, barriers, or both. The included publications were classified into four
main categories: empirical studies (original, based on primary data, published in peer-reviewed journals); discussion/
policy papers (published in peer-reviewed journals); literature reviews (published in peer-reviewed journals); and
technical reports/policy briefs (eg, briefs published by advocacy organizations). For the classification of payment
methods, the authors utilized two parameters: whether the payment rate was determined retrospectively or prospectively,
and whether it was based on input (resources used or available), output (service provided), or outcome (health
outcomes).'”** For the classification of reforms, the authors adapted the OECD classification'® by coding whether the
reform modified the existing payment method, introduced an additional payment method to the existing one, or replaced
the existing method with a new one. Three reform phases were applied, namely: 1. planning, 2. implementation, and 3.
assessment. Data mining involved randomly extracting a 10% sample of the studies by two independent investigators,
CN and KDJ or MT, who are the authors of this study. The results were compared, and any discrepancies were discussed
to ensure consistency. The two independent investigators achieved a high level of agreement, surpassing 85%. The
remaining data was processed by one researcher (CN).

Data Analysis, Summary, and Presentation of Results

Both quantitative and qualitative (thematic analysis) methods were used for data analysis. Data on factors influencing
reform were thematically analyzed and grouped inductively (manually). This was done in six steps: 1. we read and reread
the data and noted initial ideas (familiarized ourselves with the data); 2. we coded initial features of interest (initial
codes); 3. we grouped the codes into potential themes; 4. we reviewed these themes; 5. we refined the specifics of each
theme; and 6. we produced the report in relation to the question under investigation.”” This inductive, data-driven
approach resulted in mapping the factors described as barriers or facilitators to provider payment methods based on the
most prevalent themes/sub-themes. Naturally, the same factor (eg, providers’ attitude) may act as a barrier (providers’
opposition) or facilitator (providers’ support). However, our approach was to map the existing evidence based on the
descriptions provided by the authors of the included studies. The overall presentation of results follows the Preferred
Reporting Items for Systematic reviews and Meta-Analyses extended checklist for scoping reviews — PRISMA-Scr,*”
supported by appropriate tabular and graphical presentations.

Results

Search results

Search results in five databases yielded 10,835 publications. Deduplication in Mendeley resulted in 5690 articles, out of
which 128 remained after a screening process based on titles and abstracts. Forty-two publications were included after
a full-text evaluation, based on predefined inclusion criteria. Of the 89 excluded articles, 41 analyzed factors affecting
other types of health-care reforms, 29 studies were excluded because they did not analyze factors impeding and/or
facilitating health-care provider payment reform, 14 studies were excluded because they were the wrong publication
types (mainly commentaries and conference abstracts), and five studies were excluded because the full text was not
accessible to us (we requested the authors for full texts, but we did not receive a response from them). The results of
manual searches of selected organizations and journals yielded three studies, while reference checks yielded nine
additional studies. A total of 51 publications were included in the final synthesis (refer to Figure 1). Information on
all the included studies is presented in Table 2.

Overview of the Included Publications
Most studies were published from 2010 onward (n=43/51, 84.3%). In terms of publication type, discussion/policy papers
were consistently high (n=18/51), followed by empirical studies (n=17/51), technical reports/policy briefs (n=9), and
literature reviews (n=6/51) (Figure 2).

In terms of geographic distribution (Figure 3), 47/51 were conducted in individual countries, with the United States
(USA) accounting for more than half of them (n=26/47). Consequently, most studies (n=27/47) were from North
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Figure | Presentation of the results following the PRISMA flowchart.

America, followed by nine from Europe, seven from Asia, and four from Africa. Thus, the majority of studies were from
developed economies (n=36/47), while a few (n=11/47) were from developing economies.

The four studies®'=* covered more than one country. The first’! included Austria, France, England, the Netherlands,
and Germany. The aim was to provide an overview of payment systems implemented to promote chronic disease
integration. This was done by identifying facilitators and barriers to their implementation and assessing how stakeholders
perceived their success. A second cross-national study’” examined experiences of using Diagnosis-Related Groups
(DRGs) in three Asian countries: Japan, Korea, and Thailand. This study focuses on technical issues and implementation
challenges. Another study™ looked at the experiences and factors of performance-based payment in Southeastern
European countries, while the last study>* provided a comprehensive overview of DRG-based hospital payment systems
in low- and middle-income countries. It examines design and implementation issues as well as related challenges in these

countries.
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Table 2 General Overview of the Included Publications

Study Country Publication | Focus of Publication | Payment method Care Modified/ Reform Reform | Reform
Reference Year the Type?* Modified/ Implemented Provider implemented Classification®* | Scope Stage©,*
Publication as Additional / Payment
Implemented to Replace Method
Classification
Woijtak and Canada 2015 Barriers and | Lit rev Unstated method — bundled | Multiple Prospective, input, | Rep Regional 1,2
Purbhoo® facilitators methods output, outcome
Zhang and China 2021 Provider Emp-QN FFS — DRG Multiple Prospective, Rep Pilot 2
Sun®® perspectives output
Jin et al*’ China 2015 Barriers Lit rev FFS — DRG Hospitals Prospective, Rep National | 2
output
Zhao et al*® China 2018 Facilitators Dis/pp FF — DRG- case-mix Hospitals Prospective, input, | Rep National | 2
output
Duran et al* Cote 2020 Barriers and | Emp-QL Unstated method + P4P Primary care | Retrospective, Add Pilot 1,2
d’Ivoire facilitators outcome
or* France 2014 Barriers Dis/pp Unstated method — DGR Multiple Prospective, Rep National | 2
output
Issahaku et al*' | Ghana 2021 Stakeholder | Emp-QL FFS, DRG, capitation — Multiple Prospective, Rep National |
perspectives unstated VBP output
Takyi and Ghana 2015 Barriers Dis/pp FFS, DRG — capitation Primary care | Prospective, input Rep Pilot 2
Danquah42
Andoh-Adjei Ghana 2019 Provider Emp-QN FFS, DRG — capitation Primary care | Prospective, Rep Pilot 2
etal® perspectives output
Nagy and Hungary 2008 Barriers Dis/pp Capitation / adjusted Multiple Prospective, input Mod National |
Brandtmiiller** capitation
Tan*® Indonesia 2019 Barriers and | Emp-mix Unstated method — Primary care | Prospective, input Rep National 2
facilitators capitation
Babashahy Iran 2017 Analyze Emp-QL Unstated method / adjusted Multiple Prospective, Mod, add National |
et al* barriers capitation + DRG output,
retrospective,
output
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Kwon*’ Korea 2003 Barriers Dis/pp FFS — DRG Multiple Prospective, input, | Rep Pilot 2,3
output, outcome
de Vries et al*® | Netherlands | 2019 Barriers Emp-QL FFS — bundled methods Multiple Prospective, Rep National 3
output
Tummers and Netherlands | 2012 Barriers Emp-QN Unstated method — DRG Mental health | Prospective, Rep National | 2
Van de Walle* output
Chukwuma Romania 2021 Barriers and | Tec/pb Capitation/ adjusted Primary care | Prospective, Mod, rep National | 3
et al*® facilitators. capitation, FFS — bundled retrospective,
methods input, outputs,
outcome
Radu and Romania 2008 Barriers and Lit rev Unstated method — DRG Hospitals Prospective, input, Rep National 1,2,3
Haraga®' facilitators output
Eriksson et al®? | Sweden 2022 Provider Emp-QL Unstated method — bundled | Spine surgery | Prospective, Rep, add National 1,2
perspectives method +P4P output, outcome
Aktas> Turkey 2022 Provider emp-QL FFS —mixed DRG, global Hospitals Prospective, Rep National 1,2,3
perspectives budget output
Dredge™ UK 2008 Barriers and | Dis/pp Global budget — DRG Hospitals Prospective, input, | Rep National | 2
facilitators output, outcome
Doran®® UK 2008 Facilitators Dis/pp Unstated method +P4P Primary care | Retrospective, Add National 1,2
and barriers outcome
Conrad et al'* USA 2014 Barriers and | Emp-QL FFS / global + bundled Multiple Prospective, input, | Mod, add Regional 1,2
facilitators methods retrospective,
outputs
Hussey et al*® USA 2011 Barriers Emp-QL FFS — bundled methods Multiple Prospective, Rep Pilot 1,2,3
output
Bokhour et al*’ | USA 2006 Stakeholder Emp-QL Unstated method +P4P Multiple Retrospective, Add National 2
perspectives outcome
Kamath et al*® USA 2015 Provider Emp-QN FFS — bundled methods Arthroplasty | Prospective, input Rep Pilot 1,2
experience surgery
(Continued)
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Table 2 (Continued).

Study Country Publication | Focus of Publication | Payment method Care Modified/ Reform Reform | Reform
Reference Year the Type?,* Modified/ Implemented Provider implemented Classification®* | Scope Stage©,*
Publication as Additional / Payment
Implemented to Replace Method
Classification
Whitcomb USA 2015 Barriers and | Emp-QN FFS — bundled methods Joint Prospective, Rep Pilot 2,3
et al,>’ facilitators replacement | output, outcomes
Blustein et al®® | USA 2011 Barriers Emp-mix Unstated method +P4P Hospitals Retrospective, Add Regional 1,2,3
input, output,
outcome
Miller®' USA 2012 Barriers Tec/pb FFS — bundled methods, Multiple Prospective, input, | Rep National 1,2,3
Global payment output
University of USA 2015 Barriers and | Tec/pb FFS — capitation Multiple Prospective, input, | Rep Pilot 1,2,3
Washington®? facilitators. outcome
Hilary et al®® USA 2011 Barriers and | Tec/pb FFS — unstated VBP Multiple Not stated Rep National 1,2
facilitators.
University of USA 2015 Barriers and | Tec/pb Per visit method — capitation | Primary care | Prospective, Rep Regional 1,2,3
Washington®* facilitators. output
Bencic et al®® USA 2016 Barriers Tec/pb FFS — bundled methods Primary care | Retrospective, Rep Regional 1,2,3
output
Crook et al*® USA 2021 Barriers and | Tec/pb FFS — unstated VBP Multiple Not stated Rep National 1,2,3
facilitators
Damberg USA 2014 Barriers and | Tec/pb FFS — P4P, accountable care | Multiple Prospective, Rep National 1,2,3
et al® facilitators organizations (ACOs), retrospective,
bundled methods input, outputs,
outcome
Dummit®® USA 2011 Barriers and | Tec/pb FFS — bundled methods Post-acute Prospective, Rep Pilot 2,3
facilitators care output, outcome
Voinea-Griffin USA 2010 Barriers and | Dis/pp FFS +P4P Dentistry Retrospective, Add National 1,2
et al®’ facilitators. outcome
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Bozic et al’® USA 2007 Barriers Dis/pp FFS +P4P Orthopedics | Retrospective, Add National | 2
outcome
Randazzo and USA 2016 Facilitators Dis/pp FFS — bundled methods Chronic care | Not stated Rep Regional 1,2
Brown’'
Lowder etal”® | USA 2021 Barriers Dis/pp FFS — bundled methods, P4P | Multiple Retrospective, Rep National |
outcome
McClellan USA 2017 Barriers and | Dis/pp FFS — unstated VBP Multiple Not stated Rep National 1,2,3
etal” facilitators.
Bertko and USA 2011 Barriers and | Dis/pp FFS — capitation Primary care | Retrospective, Rep Pilot |
Effros’* facilitators output
Antonova USA 2015 Barriers Dis/pp FFS, DRGs — bundled Hip fracture Prospective, input, | Rep Regional 1.2
et al”® methods care output, outcome
Mcclellan”® USA 2011 Barriers and Dis/pp FFS + P4P, FFS — bundled Multiple Retrospective, Add, rep National 1,2,3
facilitators methods prospective,
output, outcome
Voinea-Griffin USA 2010 Barriers and | Dis/pp Unstated method +P4P Dentistry Retrospective, Add National 1,2,3
etal”’ facilitators output, outcome
Seth USA 2016 Facilitators Dis/pp FFS — bundled methods Multiple Prospective, Rep Pilot 1,2,3
Greenwald. retrospective,
et al’® input, output,
outcome
Hobbs Knutson | USA 2021 Barriers and | Dis/pp FFS — P4P Behavioral Retrospective, Rep Regional 1,2
etal” facilitators health output, outcome
Tanenbaum®® USA 2009 Facilitators Lit rev Unstated method +P4P Multiple Retrospective, Add National 1,2
outcome
Tsiachristas Multi- 2013 Barriers and | Emp-mix FFS + P4P, Salary + pay-for- Integrated Prospective, Add, rep National 1,2
etal® country facilitators coordination (PFC), FFS — chronic care | output,
bundled methods retrospective,
outcome
Annear et al*? Multicounty | 2018 Barriers Lit rev FFS — DRG Hospitals Prospective, input, | Rep National 1,2
output
(Continued)
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Table 2 (Continued).

Study Country Publication | Focus of Publication | Payment method Care Modified/ Reform Reform | Reform
Reference Year the Type?,* Modified/ Implemented Provider implemented Classification®,* | Scope Stage©,*
Publication as Additional / Payment
Implemented to Replace Method
Classification
Donev®? Multi- 2022 Barrier and Dis/pp Unstated method +P4P Multiple Retrospective, Add National 1,2,3
country facilitators. output, outcome
Mathauer and Multicounty | 2013 Barriers Lit rev Unstated method — DGRs Hospitals Prospective, Rep Pilot, 1,2
Wittenbecher* output national

Notes: **(emp-QL: empirical study-qualitative, emp-QN: quantitative, or emp-mix: mixed; tec/pb: technical report/policy brief; dis/pp: discussion/policy paper; lit rev: literature review). ®*(Mod: Modifying existing payment method; add:

Implementing an additional payment method; rep: Replacing existing method with the new one). <*(l. Design; 2. Implementation; 3. Assessment; 4. Not stated).
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In the vast majority of studies (44/51), the focus was on analyzing the factors (barriers and/or facilitators) that
influence provider payment reform. In the remaining seven studies, the focus was more on the perspective of providers
and/or other stakeholders regarding payment. These studies also included an analysis of barriers and/or facilitators. Of
the 17 empirical studies, the majority (9/17) used a qualitative approach, primarily conducting interviews with various
stakeholders involved in provider payment reform. For discussion/policy papers (18/51), the authors often relied on desk
research and/or described experiences/opinions regarding a specific reform. However, in many cases, the methods used

were not clearly presented or were only vaguely mentioned.
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Regarding payment methods that were modified or implemented, almost one-third of studies reported adopting bundled
payments (n=16/51). These methods were more commonly used for multiple providers (n=8/16) and specialties (n=7/16),
such as surgery and chronic conditions. Pay-for-performance (P4P) programs were the second most commonly implemented
schemes (n=15/51), used in a variety of provider settings (multiple n=6, primary care (PHC) n=4, specialist n=4, hospital n=1).
22% (n=11/51) of studies focused on DRGs, which were mostly used for hospitals (n=7/11). Additionally, 18% (n=9/51) of
studies reported on capitation payments, which were more commonly associated with PHC (n=6/9).

The majority of studies (35/51) focused on reforms where existing payment methods were completely replaced by
new ones, while in 13 studies, new methods were added to the existing ones. FFS was the most frequently changed
payment method (72%, n=37/51). With regard to the scope and stage of reforms, the majority of studies focused on
national-level provider payment reforms (n=30/51). Most of the included publications focused on the design and/or
implementation of the reform (n=49/51), with over a third of them also including an evaluation (n=20/51).

Of the 51 publications included, only 47 provided details on the type of payment method implemented. Twenty-seven
of these 47 were prospective, 13 were retrospective, and the remaining seven were a combination of both retro and
prospective methods. There was also a wide variety in the classification of methods based on input, output, and outcome
measures. Eight of the 47 publications used methods that were based on input, output, and outcome. Additionally, 14
publications used methods that were based solely on output, while seven used methods that were solely based on
outcome. In general, outcome measures were used in more than half of the publications (n=24/47).

Mapping of the Barriers and Facilitators

The mapping of factors influencing provider payment reforms in the 51 studies included in the review revealed a variety of
themes, which were sometimes interrelated or overlapping. The factors identified were often contextual and presented from
a variety of perspectives, including patients, providers, insurers, and policymakers. We identified 43 subthemes of barriers, which
we grouped into eight main themes (Table 3), and 51 subthemes of facilitators, which were grouped into six themes (Table 4).

Table 3 Barriers to Provider Payment Reform

Major Themes

Subthemes

References

Opposition/ reluctance by

providers or other stakeholders

Provider reluctance due to dissatisfactory incentives (insufficient provider’s

incentives, misaligned incentives, financial instability, etc.).

[31,35,39,41,42,47—49,53,
55,57,61,65,79]

Provider opposition to being held accountable for outcomes they cannot control.

[41,43,48,49,55,57,61,65,70,79]

Provider reluctance or opposition to reform initiatives seeming to compromise

their professional/ clinical autonomy or ethics.

[31,33,37,39,52,53,55,57,69,80]

Distrust due to previously failed reform attempts or between stakeholders (eg,

care providers and government).

[33,41,43,47,48,62]

Reluctance due to difficulty/the inertia of providers to adjust to the new structure

in healthcare.

[14,47,52,61,74]

Providers reluctance to adopt new payment models because they feel better [14,31,41,61,65]
familiar with the current one.

Provider opposition to reform initiatives developed without evidence-based facts [33,43,49,77]
(clinical, cost, quality, etc.).

Provider reluctance due to finding a method as confusing eg, because of the [40,46,52,69]
varieties of benchmarks being used for performance programs.

Provider opposition to reform initiatives intending to expose client’s privacy / seen | [14,33,37]

as causing negative patient physician relationship.

Provider opposition to reform initiatives they are not involved in arrangement. [33]

(Continued)

1766 "

Dove!

Risk Management and Healthcare Policy 2023:16



https://www.dovepress.com
https://www.dovepress.com

Dove

Ndayishimiye et al

Table 3 (Continued).

Major Themes

Subthemes

References

Challenges related to the

reform design features

Unavailability of standards/benchmarks (quality, cost, risk-adjustment, etc.).

[34,39,42,56,60,61,63,65-69,
72,73,75,77]

Numerous or ambiguous or unaligned indicators/measures (eg, performance/

outcomes).

[14,31,39,45,58,61,69,77]

Administratively and operationally complex reform initiatives that do not fit the

local context (eg, social, cultural or political).

[33,39,46,50,59,63,67]

Reform initiative requiring substantial administrative tasks/ burden.

[31,39,50,52,59]

Reform initiative requiring partial/complete redesign of healthcare service delivery. | [14,75,79]
Differing payment reform design across health plans and providers. [14,61,65]
If the design affects too small of a patient population because of its narrow scope. | [55,63,79]
Other design (technical) challenges: defining a bundle, determining accountability, | [14,31-

tariffs, evaluation criteria, outliers, gaming, etc.

33,40,51,53,55,56,58,59,67-70,
74,75]

Hurdles in implementation
structure of the payment

system

Confusion due to conflicting/ administrative incongruence between major actors.

[14,33,41,45,47,55,75,76]

Fragmented implementation structure of the payment system.

[35,39-41,62,69]

The need to adapt implementation structures to reflect new reform specifics (eg,

racial and ethnic disparities, equity, language barriers, etc.).

[35,44,60,63,66,69]

Lengthy implementing or administrative structures/ bureaucratic process or

regulatory delays).

[14,45,59,62,63]

Insufficient resource and

capacity

Need for new infrastructure (IT, multi-stakeholder friendly systems, etc.).

[14,32,40,45,63,65-67,79]

Limited funding/ budget constraints (new costs of data, indicators, staff training,

additional payments, etc.).

[32,39,51,63,66,69,70]

Need for new human resource recruitments (care providers, additional staff, IT [32,34,39,63,65]
personnel, etc.).

Unequal distribution of human resources (urban Vs rural areas). [45,68]
Instability for hospital budgets following reform (eg, due to lack of hospital [32,34,53]
autonomy in spending).

Having multiple initiatives under way deduce the resources and dilute the effort of | [14]

any given reform.

Challenges related to the

market structure

Market environments unable to incorporate diverse public and private
stakeholders (eg, public and private markets operating under different IT/reporting

systems).

[34,40,61,66,73,74,79]

Market giving participating providers too small number of population (low-volume

[55,63,65,68,79]

providers)

Competing stakeholder priorities at the market. [14,31,33,47]
Market split among multi-payers can slow the progress of reform. [14,63,69,79]
Attention on the largest payer can limit the valiant efforts of smaller plans with less | [63,66]

market share.

(Continued)
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Table 3 (Continued).

Major Themes

Subthemes

References

Challenges related to legal/

regulatory framework

fiscal autonomy for decentralized entities).

Autonomy mismatch at the central level vs for decentralized entities (eg, lack of [33,34,39,45,48]

Competing health policy and political priorities in legislation.

[33,62,73,76]

Legal and privacy issues regarding data collection and sharing. [14,66]
Requirement for substantial amendments to the national law on health care. [50]
Intense political and judicial controversy. [76]
Knowledge /information gap Insufficient knowledge / Unfamiliar payment initiative for providers. [14,33,36,39,43,58,60,73]
Information asymmetry between stakeholders. [33,41,43,48]

EMRs, etc.).

IT/Data illiteracy (eg, inability to inputting data into the database; inability to use [14,34]

Negative publicity / reputation

Worsening reputation of stakeholders (eg, insurers).

[41,48]

accept reform initiative).

Negative media reportage and publicity (fueling negative provider perceptions to | [43,49]

Table 4 Facilitators to Provider Payment Reform

Support & engagement of High participatory efforts to engage diverse stakeholders (insurers, [14,32,35,41,43,45,46,51,55,59,61,62,64,66,70,71,73,78]
stakeholders care providers, pharmacies, municipalities, citizen representative
organizations, etc.)
Support by larger shareholders [14,33,38,48,51,53,63,64,73,76,78,80]
Government interests to create a sense of urgency for a payment [14,31,41,45,48,51,53,60,63,80]
reform initiative.
High level of commitment by politics/political parties or policymakers’ | [14,31,33,38,41,45,51,63,64,76]
rationales
Clear mechanisms at play related to factors such as leadership, [33,48,51,54,63,64,71,73,78,80]
alignment of goals and incentives, shared norms and values as well as
the relations between the actors
Trust between stakeholders [14,48,51,62,63,66,71,78,80]
Reaching reform consensus among stakeholders [14,41,51,55,73,78,80]
Communications among stakeholders in coordinating the [14,41,51,52,66,71,73,80]
implementation of the payment system
Robust support from provider and consumer organizations, major [41,51,63,64,73,78,80]
purchasers and health plans.
Cobhesive alliance structure among local and central actors in the [14,45,51,66,73,78]
reform implementation.
Transparency in reform negotiations [40,48,55,60,64,80]
Involving trusted neutral entities that facilitate the design and [48,51,60,63,73]
implementation of payment reform.
Willingness of providers to accept the new payment system. [51,61,64,78,80]
(Continued)
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Table 4 (Continued).

Supportive community and social networks

[14,51,64,73,80]

Community involvement [39,60,66,78]
Media information about the reform (publicity). [62,80]
High doctors’ voices and strikes in a favor of a reform that influenced | [33]

policymaker/ political views and priorities

Availability of
complementary measures/

policies

Favorable market, social, legislative, and regulatory environments

aligned with the reform goals.

[14,32,33,41,62,64,80]

Complementary changes in other healthcare policies/simultaneous in

efforts in the healthcare marketplace.

[14,44,51,73,76,80]

Specific and worthy policies on ethical issues related to
professionalism, patient-physician relationship, access to care and

patient autonomy.

[32,33,36-38,55]

Federal or state legislation encouraging payment innovation.

[14,32,64,76,80]

Presence of regulatory mechanism for robust competition among [14,64,76]
payers and providers.

Already existing regulatory systems and continuous assessments for [62,63]
reform health initiatives.

Antitrust policies designed to prevent the exercise of market power. [61,76]
Clear policies and their enforcement to counteract anti-competitive [61]

behaviors by large providers.

Having prior experience &

“know-how”’

Having run pilot project/feasibility study before full adoption/

implementation of the real reform initiative.

[14,38,51,53,75,77]

When the reform builds upon existing infrastructure or lessons

[38,51,54,60,62,63]

learned.

Already existing team and workforce (stability of the team) [14,31,51,60,63]
Long history of progressive health reform innovation [14,51,60,62]
Relevant experiences of participating organizations [14,48,51,64]
Prior experience with legislative, social and regulatory conditions for [14,41,64]
payment reforms.

Building on the established early partnership [51,54]
Benchmarking - Build on and learn from best practices. [51,54,60]

Sufficient resources

Proper infrastructure

[32,38,48,51,62,71,79]

Pre-established software/IT systems (eg, electronic health record, data

tools (cost, outcome measures)).

[32,34,38,51,71,79]

Sufficient and trained IT staff

[32,34,51,63,71]

Data sharing mechanisms and protection (privacy, etc.)

[48,51,75,78]

Outside investment that enables increased needed resources

[14,51,63,66]

Supplementary reform funding (grant, sponsorship, loan, etc.)

[14,51,62,64,66]

(Continued)
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Table 4 (Continued).

Good quality leadership &
management of change at the

providers level

Leader who is instrumental in building and maintaining cohesive

relations between the stakeholders.

[14,32,51,62-64,71]

Flexibility and stable leadership able to analyze market conditions and

stakeholder engagement and priorities shift over time.

[14,32,48,51,71]

Having trusted leadership.

[14,48,63,64,78]

Timely and consistent feedback management [32,46,52,63]
Opportune leadership across reform initiatives to share best practices | [14,46,51,78]
with one another and explore solutions to challenges.
Ability to retain major employees/or timely replacing crucially [14,33,71]
departing workers (eg, exodus of doctors).
Senior executives’ delegation of decision making to others in their [14,31,71]
organizations.
Ability to timely handle negative staff attitudes and resistance (conflict | [32,33,51]
resolution).
Timely response to changes (eg, replacing the outdated guidelines/ [51]
practice)
Explicit internal and external supervision [51]
External pressures toward International interest in healthcare changes [33]
reform adoption
Political interests shifted in favor of health reforms due to political cycle | [80]

The first major theme of barriers to provider payment reforms was stakeholder opposition or reluctance, as reported in 27
out of the 51 included studies. Most examples (96.29%, n=26/27) related to provider opposition, although the reasons for
opposition varied. 51.85% (n=14/27) of studies indicated that provider resistance was related to unsatisfactory incentives (eg,
insufficient or misaligned incentives), while 37.03% (n=10/27) attributed provider resistance to being held accountable for
outcomes they cannot control (eg, health outcomes that are more dependent on patient behavior). The latter was evident in
payment systems that focused on meeting specific performance metrics, for which providers were rewarded or penalized.
Examples of such systems include P4P programs and bundled payments. Provider resistance or reluctance was also evident
when a payment method challenged their professional values (ie, professional ethics/clinical autonomy, cited by 37.03%,
n=10/27), or they were reluctant to adopt new payment models because they were more familiar with the existing payment
model (cited by 18.51%, n=5/27). Similarly, but generally across a wide range of stakeholders, 22.22% of studies (n=6/27)
mentioned hesitancy when a new payment initiative was proposed, whereas previous attempts at reform had failed. An
example of this can be seen in the Netherlands, where multiple stakeholders, such as insurers, PHC providers, and hospitals,
expressed a lack of trust due to the failure of a previous shared savings program.*®

Thirty-three studies mentioned obstacles related to the design features of the reform (second major theme). Many
barriers were related to specific payment reforms, such as the implementing P4P and bundled payments. The majority of
design problems arose because standards and/or benchmarks (quality, cost, risk balance, etc.) were not available (48.48%,
n=16/33), or because there were numerous, ambiguous, or unreconciled indicators/measures (eg, performance/outcomes)
(24.24%, n=8/33). Reform initiatives that were administratively and operationally complex and not tailored to the local
context (eg, social, cultural, or political) were also less likely to succeed (21.21%, n=7/33), as evidenced in different
countries, including the USA,*” Céte d’Ivoire,” and Iran.*® Some challenges were noted when the proposed reform
required a partial or complete transformation of health-care delivery (n=3/33). One example is bundled payment for hip
fractures in the USA, which required a change in the care delivery process.”” Other barriers also occurred when payment
reforms differed between health plans and providers (n=3/33). An evaluation of episodes of care for low-volume
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Medicaid providers in Tennessee found that different design features, such as practice qualification standards and
reporting measures, resulted in significant variations among payers. These differences discouraged many providers
from participating.®®

In 18 studies, the obstacles were related to the implementation structure of the payment system. These issues were
related to confusion caused by conflicts and/or administrative mismatches among the main actors (mentioned in 50%,
n=9/18) or due to the fragmented structure of the implementation system (in 33.33%, n=6/18). The aforementioned
barriers were documented in various instances, such as the implementation of VBP in health care in Ghana,*' capitation
systems in PHC in Indonesia,** performance-based financing in Cote d’Ivoire,*® and bundled payments in the home care
system in Ontario.”> One-third of the papers (n=6/18) also mentioned challenges that arose when implementation
structures needed to be adapted to the unique characteristics of payment reform initiatives (eg, to address racial and
ethnic disparities, equity, and language barriers). An example of this was when the state of Massachusetts revised its
implementation structures to introduce a new approach that used P4P specifically to address racial and ethnic disparities
in hospital care for Medicaid patients.®” Some payment reforms have also been hampered by delays caused by lengthy
regulatory, administrative, and/or bureaucratic processes (mentioned in five papers).

Barriers related to insufficient resources and capacity were cited in 16 studies. In more than half of these studies (n=9/16),
the barriers were associated with the need for new infrastructure (eg, I'T, and multi-stakeholder friendly systems). Many papers
(n=7/16) also linked this to limited funding/budgetary constraints (eg, extra resources for new costs for data, indicators, staff
training, additional payments, etc.), while about a third of the papers (n=5/16) mentioned the need to hire new human resources
(service providers, additional staff, IT personnel, etc.). The latter was worse in reform areas where human resources were
already unevenly distributed, eg, rural areas more so than urban areas. Regional inequities were reported, for example, in
Indonesia, when policies were developed to introduce capitation payments for PHC.*’

Sixteen studies mentioned challenges related to the structure of the health market. 43.75% (n=7/16) mentioned
barriers that arose because the market environment was unable to engage different stakeholders. Such barriers occurred
when the market structure for certain payment reforms, such as the bundled method, was unable to handle multiple
stakeholders from both the public and private sectors (eg, because public and private markets operated under different
systems). About one-third of the studies (n=5/16) reported barriers related to participating providers having too small
number of populations (ie, low volume providers). A quarter of the studies (n=4/16) reported barriers related to
competing stakeholder priorities in the market (n=4/16). Additionally, a few papers identified barriers related to market
structure that gave advantages to the largest payers, ultimately limiting the efforts of smaller plans with smaller market
share (mentioned by two studies).

Challenges related to the legal/regulatory framework were mentioned in 11 studies. In approximately half of the
studies (n=5/11), the implementation of provider payment reform was hindered by a mismatch between the level of
autonomy of central and decentralized entities (eg, a lack of decentralized fiscal autonomy). For example, the lack of
autonomy of decentralized entities hindered the design and implementation of performance-based financing (PBF) in
Cote d’Ivoire.*® In more than a third (n=4/11), the obstacles arose from competing health policy and political priorities.
In the USA, for example, the implementation of payment reforms to improve the quality of care and political efforts to
contain the rise in health-care costs were at odds. This was evident in certain laws, such as the “Patient Referral Law”,
also known as the “Stark Act”, which restricts financial relationships between hospitals and physicians.”® Some legal and
regulatory hurdles also restricted the right to collect and share data (eg, personal data). Such laws interfered with the
implementation of the VBP to address social determinants of health in the USA.®® Other payment reforms have been
hampered by requiring substantial amendments to national health-care legislation. In Romania, for example, the
introduction of a new payment method for PHC providers necessitates an amendment to the health reform law. This
law permits only capitation and FFS as acceptable payment methods under the social security system.>’

The last two major themes of barriers included knowledge/information gaps and negative publicity (mentioned in 11
and 4 studies, respectively). Knowledge or information gaps were mostly (72.72%, n=8/11) due to insufficient knowledge
about the payment reform initiative (eg, among providers), different levels of information (ie, information asymmetry
among stakeholders, mentioned by 36.36% n=4/11) or lack of specific knowledge among stakeholders, eg, IT/data
illiteracy (mentioned in two studies). Some payment reforms were also affected by negative media coverage and
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advertising. For example, negative media coverage increased opposition among some providers to the capitation reform
introduced by the Ghana National Health Insurance Scheme.*® Similarly, in the Netherlands, it amplified providers’
voices opposing DRGs, ultimately leading to significant opposition to the introduction of this payment method.*’

In terms of factors facilitating health-care provider payment reforms, the first major theme is stakeholder support and
engagement (mentioned in 31 studies). In 58.06% (or n=18/31) of these studies, great emphasis was placed on actions
aimed to engage various stakeholders. Support from larger stakeholders (eg, the Ministry of Health and provider
associations) was one of the most principal factors mentioned in 11 studies. In 35.48% (n=11/35) and 32.25% (n=10/
35) of studies, respectively, reforms were enabled by high-level engagement of politicians/political parties and policy-
makers, as well as government interest in creating a sense of urgency for payment reform. For example, the Dutch
government exerted more pressure for bundled payments for birth care and provided subsidies through its Ministry of
Health for knowledge and tool development as well as for specific payment (infra)structures.*® A number of studies
(n=10/35) also found that clear mechanisms related to factors such as leadership, alignment of goals and incentives,
shared norms and values, and relationships among stakeholders facilitated the success of payment reforms. Some studies
reported that trust among actors and the achievement of a consensus on reform, as well as communication among them,
were particularly beneficial for the successful implementation of reforms. In addition, reforms were facilitated by
a coherent alliance structure between local and central actors during implementation and others were enabled by the
involvement of trusted neutral bodies that facilitated both the design and implementation process. Despite previous
barriers focused on provider resistance, the willingness of providers to accept the new payment system was identified as
a key factor in the success of some reforms (n=5/31). In addition, transparency in reform negotiations was also cited as
crucial for the success of payment reforms.

In 17 studies, it was found that the availability of complementary measures/policies facilitated payment reforms. In
41.17% of these studies (n=7/17), payment reforms were facilitated by a favorable market, social, legislative, and
regulatory environment that aligned with the reform goals. In 35.29% (n=6/17) of the studies, reforms were facilitated by
complementary changes in other health policies or simultaneous efforts in the health-care marketplace. Another 35.29%
of studies pointed to specific and meaningful policies addressing ethical issues related to professionalism, patient-
physician relationship, access to care, and patient autonomy. In 29.41% (n=5/17) of cases, reforms were supported by
federal or state legislation encouraging payment innovation. Other facilitators included pre-existing measures and
policies, such as antitrust measures to prevent the exercise of health-care market power, measures against anti-
competitive behavior by large providers, and the existence of regulatory mechanisms for robust competition between
payers and providers. Typical examples can be found in some countries, such as the USA, where there have been many
complementary policies and measures. These include the Patient Protection and Affordable Care Act, commonly known
as Obamacare, as well as various measures to prevent anti-competitive behavior and the exercise of market power.®'
Hungary's health sector has long prioritized equity in all health reform proposals. This has subsequently proved helpful in
enabling related payment reform, for example, the introduction of a risk-adjusted capitation system.** Other areas of
health policy have also facilitated payment reform for providers in other countries, such as the introduction of case-based
DRGs in hospitals in Romania.>’

Another major theme of facilitators for payment reforms is prior relevant experience and know-how, as highlighted in
14 studies. About half of the studies (n=6/14) indicated that conducting a pilot project/feasibility study before full
implementation of the actual reform facilitated reform initiatives. For example, in the Netherlands, bundled payment for
integrated chronic disease care was initially piloted for type 2 diabetes, which proved successful. It was later approved
for nationwide implementation for diabetes, asthma, chronic obstructive pulmonary disease (COPD), and vascular
disease.*® Similarly, 42.85% of studies reported building reform on existing lessons learned or infrastructure, while
35.71% related to a long history of progressive health reform innovations. For example, the implementation of P4P in
Massachusetts was successful due to its long history of health policy innovation and collaboration among different
stakeholders. A system was already in place with hospitals, government payers, experts, and various committees (eg,
quality and cost advisory boards).®® More than a third of the studies (n=5/14) reported that reform was facilitated by the
fact that there was already an existing team and staff (ie, stability of the workforce), that the participating organizations
had relevant experience, that they built on early partnerships already in place or that they built on and learned from best
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practices (ie, benchmarking). Also, previous experience with legal, social, and regulatory conditions was found to be
helpful in implementing payment reforms, as reported in some studies (21.42%, or n=3). For example, a study of value-
based reforms in six states across three regions of the USA found that prior experience in dealing with federal and state
laws, such as the Patient Protection and Affordable Care Act, guided reform initiatives in many contexts, particularly in
response to local market requirements.'*

In 14 studies, the availability of sufficient resources was indicated as a facilitator for payment reform. In 50.0% of
these studies (n=7/14), sufficient resources were cited as adequate infrastructure, 42.85% (n=6/14) related to software/IT
systems (eg, electronic health records, data tools (cost, outcome measures)), 35.71% related to adequately trained IT staff,
and 28.57% (n=5/14) related to data sharing and privacy mechanisms. In several other studies, it was purely related to
financial factors, such as additional reform funding (grants, sponsorship, loans, etc.) and external investment that enabled
an increase in needed resources (mentioned in 35.71%, n=5/14 and 28.57%, n=4/14 of studies, respectively).

Good-quality leadership and management of change at the provider level was described as important facilitators of
payment reforms in 14 studies. The top five subthemes for this factor included 1) having a leader who is instrumental in
building and maintaining cohesive stakeholder relationships (cited in 50% of studies, n=7/14), 2) flexibility and stable
leadership that is able to analyze market conditions and stakeholder engagement and change priorities over time (cited in
35.71%, n=5/14), 3) appropriate leadership across reform initiatives to share best practices and find solutions to
challenges (cited in 28.57%, n=4/14), 4) timely and consistent feedback management (cited in 28.57%, n=4/14),
and 5) ability to retain key staff or replace departing staff in a timely manner (eg, physician attrition) (21.42%, n=3/14).

A few payment reforms were adopted and implemented due to external pressures, as mentioned by two studies. For
example, the Macedonian Ministry of Health introduced P4P for hospitals despite opposition from physicians. This
decision was influenced by the growing international debate and interest in this payment mechanism.*® The adoption of
reform was also related to shifts in political interests in favor of health reform due to upcoming presidential elections,
parliamentary votes, and so on. One example is the Medicare P4P program, which received massive support from the
2008 presidential candidates and their parties.*

Discussion

Summary of Results

In our study, we identified, synthesized, and mapped the existing literature on barriers and facilitators to health-care
provider payment reform. We reviewed 51 studies published between 2000 and 2022, mostly from developed economies,
with a strong representation from the USA (50.98%, n=26/51). FFS was the most commonly replaced and/or supple-
mented method (72%, n=37/51), while newly introduced methods included bundled payments (n=16), pay-for-
performance (n=15), and diagnosis-related groups (n=11). Forty-seven of the 51 publications that provided details on
the type of payment method implemented, the majority were prospective (n=27/47) and generally based on outcome
measures (n=24/47).

The barriers to provider payment reform can be categorized into eight main themes: stakeholder opposition,
challenges related to reform design, hurdles in implementation structures, insufficient resources, challenges related to
market structure, legal barriers, knowledge and information gaps, and negative publicity. The facilitators are grouped into
six main themes: stakeholder involvement, complementary reforms/policies, relevant prior experience, good leadership
and management of change, sufficient resources, and external pressure to introduce reform. The factors influencing
payment reforms (barriers and facilitators) are often interconnected and can be context-dependent.

Comparison with the Literature

The study’s findings, while narrowly focused on health-care provider payment reform, are consistent with the majority of
the existing literature on facilitators and barriers to health-care reform in general.” !> The findings underscore the
enormous importance of stakeholder engagement. This is consistent with previous studies,”' particularly the “principle
of many hands”, which has been cited as one of the key success factors of health reforms.’

Risk Management and Healthcare Policy 2023:16 hetps: 1773

Dove:


https://www.dovepress.com
https://www.dovepress.com

Ndayishimiye et al Dove

The key stakeholders in payment reforms are the providers themselves, payers, insurers, government agencies (eg, the
Ministry of Health), physicians’ associations, and patients/citizens. We found that the existing literature on barriers
mainly focuses on the reluctance or resistance of providers and physician associations to reform. The strategy of
involving stakeholders (eg, providers) early on in understanding the objectives of a reform program and their role in
planning and implementation has proven successful in a number of health reform initiatives in avoiding individual and
institutional resistance.*""”! Stakeholder involvement and greater participation can help establish consensus and ulti-
mately facilitate the successful implementation of reforms.

Our study found that patients are the least involved stakeholders in health-care provider payment reforms. This is
consistent with previous research indicating a lack of community and patient involvement in health reforms in general.'?
In particular, it is consistent with the findings of researchers such as Doran, who found that patient involvement in the
development of P4P systems was extremely limited.”> On the other hand, the literature discusses the recognition of

81-83

patients as important stakeholders in health reform, particularly the successful reform principle of placing patients at

the center of proposed changes.” Some researchers suggest that patient participation in today’s health-care decision-
making processes could be strengthened at both the individual and collective levels.®!*?

Many of the themes and subthemes in our review align with the existing literature on three types of influences and
pressures modelled in previous research on institutional change theory in health-care reform.'*'? The first is coercive
pressure, which originally stems from political influence and associated legitimacy.”'? It includes laws, regulations, and
policies as determinants of change. In line with this, our study found that government support, political commitment from
politicians, or their political parties are important for a successful payment reform process. We also found that reform is
more likely to succeed if there are already well-established, complementary laws, regulations, and policies in place in the
health sector. In addition, we found that political influence on reform can also come from outside the health system, eg,
when political interests shift to support reform. This is consistent with coercive influences, according to which both
formal and non-formal pressures can be external or imposed directly by organizations on which one depends on and/or by
cultural expectations in society.”

The second category of factors falls under normative influences, which are mainly due to professionalization.”'* It is
defined as the collective struggle of members of a profession to define and control the conditions and methods of their work,
as well as to establish a cognitive basis and legitimacy for their professional autonomy.’ In our study, several factors are
associated with this category, particularly barriers to remuneration reform that arise when the proposed reform conflicts
with health-care providers’ professional values, such as ethics, autonomy, and their traditional or habitual ways of
practicing health care. As mentioned earlier, some of these factors can lead to resistance or reluctance among health-care
providers.

Importantly, the normative nature of influences highlights two aspects of professionalization. The first is education
(eg, in-service training programs), and the second is the establishment and development of professional networks.”
Regarding the first aspect, it can help to close the knowledge gap that hinders the proper implementation of payment
reform, as indicated by our study. We found that stakeholders may face knowledge gaps, eg, IT/data illiteracy (eg,
inability to enter data into the database, inability to use EMRs, etc.). Therefore, the first aspect is particularly helpful in
acquiring the specific skills needed to implement payment reform. The second aspect, building networks, is one of the
most crucial factors, as professional networks can help share information, including best practices, and learn from each
other, all of which contribute to the success of payment reform. However, we have found that stakeholders’ interests can
compete and conflict. This is consistent with the findings of previous studies on barriers and facilitators to health-care
reform, eg Levesque et al,'*> which show that members of networks may clash with their priorities, eg when the goals of
some stakeholders in the networks (eg the government) and medical professional associations clash. These associations
always strive to preserve the professional autonomy of their members.

The third category is mimetic influences, under which researchers such as Levesque et al'?

contend that the presence
of innovators and champions (ie, successful leaders) who can play a key role in a multidisciplinary team significantly
contributes to the success of health reform. The authors suggest that including providers in this role helps to reduce
physician resistance to reform by giving more weight to the voice of their medical profession. In many ways, these

findings are consistent with the results of our study. For example, we found that health-care providers may resist reform
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initiatives in which they are not involved in organizing. Moreover, this overall perspective on the presence of successful
leaders aligns with our research findings, which indicate that good-quality leadership and change management at the
provider level are crucial in enabling payment reform. Proactive change management is particularly important because
change can occur at any time and at any level. When introducing payment reform, it is essential for everyone on the team
to understand the reasons behind the change, the expected benefits, and how it will impact their respective roles. They
also need to be aware of the impact their interactions with others on the team can have. This means rethinking workflows,
developing customized communication plans for each stakeholder, and carefully monitoring and managing team
dynamics (such as addressing negative employee attitudes and resolving conflicts). Apart from innovators and cham-
pions, which are considered crucial factors, uncertainty is also recognized as a powerful force in mimetic processes, often
stimulating imitation.” This is broadly consistent with our finding that the adoption of payment reforms can be influenced
by international interest in health-care change (ie, imitation of what is being done abroad). The mimetic process also
suggests modeling organizations on others when there is a poor understanding of a change, when goals are ambiguous, or
when the environment creates symbolic uncertainty.” In our study, we also found that the success of payment reforms is
enhanced by building on and learning from best practices (ie, benchmarking). This is also consistent with our other
findings on the many barriers to payment reform that stem from hurdles in the design of reforms and implementation
structures (eg, goals that are not embedded in the local context, ambiguous metrics, etc.). Benchmarking is, thus, a crucial
factor in overcoming such challenges.

As in previous studies,'” we indicate that health-care reforms are more effectively implemented when providers are more
receptive to reform, meaning they have positive perceptions and attitudes. However, this is rarely the case due to their inertia in
changing their past practices.® We found in our study that providers resist payment reform not only because they are unwilling
to change their usual practices but also because they believe they will be exposed to risks they cannot control (eg, certain
quality metrics and outcomes). Strong resistance can arise when the risks they are held accountable for lead to unsatisfactory
incentives (eg, misaligned incentives and financial penalties). This is the case with most P4P systems, which have their roots in
economic theory and behavioral psychology.*® These systems require providers to align their behavior with specific
performance indicators, particularly in terms of quality. Some providers complain that the quality is highly dependent on
patients’ adherence to physician recommendations (screening, treatment, lifestyle, etc.). They argue that they are unfairly
penalized for patient behavior that is beyond their control.”>>”%"-> Similar concerns may arise with other payment arrange-
ments, such as bundled payments, because they often involve financial risks for providers.

14,21,62,85

Finally, but largely consistent with previous studies, we found that sufficient resources (eg, additional funding,

infrastructure, etc.) are an undeniable factor in facilitating provider payment reform. Previous researchers, such as Leao

et axl,21

have found that sufficient infrastructure and advanced health information technology are key factors in the design,
implementation, and applicability of VBP models. This is consistent with most of our findings, which indicate that payment
reforms require adequate health information systems infrastructure and the associated costs (eg, IT tools, data, etc.). It is
also emphasized in the “principle of data to information to intelligence” described by Braithwaite et al.” However, the
increasing need for health information technology may also pose challenges for implementing provider payment reform,
such as the introduction of complex metrics and standards.

Overall, our study has shown that despite some country- and/or region-specific characteristics of health system
organization (eg, Europe vs the USA) and resulting payment policies, the issue of factors influencing provider payment
reforms is to some extent universal in nature. For example, the issue of stakeholder involvement was mentioned (either as
a barrier or facilitator) in studies from 20 different countries across all regions represented in the included publications

(ie, North America, Europe, Asia, and Africa).

Strengths and Limitations

To the best of the authors’ knowledge, this study is the first to identify and map the factors that have influenced diverse
provider payment method reforms worldwide. Using an inductive, data-driven approach to map barriers and facilitators
allowed for the inclusion of a variety of perspectives and provided a comprehensive overview of the existing evidence.
Because we included all methods of paying providers (including P4P programs), we were not able to capture the specifics
of reform or implementation of a particular method well. In addition, we focus on payment methods rather than solely on
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changes related to payment systems. This includes supporting elements such as contracting, information management,
and accountability. Some factors may be context-specific, eg, specific to systems with many payers. Furthermore, only
English-language publications were considered, and the quality of the studies was not assessed. The latter is consistent
with the methodological guidelines for conducting scoping reviews.>*

Implications of the Study

Our findings suggest that there is a paucity of empirical research focused on identifying the barriers and facilitators to
provider payment reforms, especially outside the context of the USA. This is consistent with issues raised by other
authors*® about the need to plan and conduct primary data research on factors that can support the successful
implementation of reforms in various health-care settings. Further research could focus more on analyzing specific
types of factors, such as stakeholder involvement, including patient/citizen participation in the design of provider
payment reforms, or on the implementation of specific payment methods. Further research is also needed on integrating
these types of reforms into the broader context of health-care system and addressing significant current challenges (eg,

health-care workforce shortages;***” digitalization;¢-5%-%° 87,90

changing models of care®””"). Future research on the factors
that influence the success of reform may help in developing guidelines for a more evidence-based approach. The
identified and mapped major themes of factors influencing reforms can serve as a starting point for research aimed at
ranking the importance and level of priority of various types of determinants. This can lead to the development of a tool
for evaluating reforms in health-care provider payment. Such a tool can assist policymakers in assessing potential barriers

and devising suitable strategies to mitigate their negative impacts on the reform process.

Conclusions

The main barriers and facilitators to payment reform are interrelated. The same factor can act as a barrier or facilitator,
depending on its characteristics. Although specific factors can be highly contextual, there are many commonalities in
payment reforms worldwide. High levels of stakeholder engagement and support, government commitment, and political
support, existing complementary health reform, sufficient resources and capacity, proactive change management, and
previous experience in implementing reforms are all examples of facilitators. Barriers include strong resistance (usually
from health-care providers), political unwillingness to reform, lack of appropriate IT systems and infrastructure, knowl-
edge gaps, and legal, regulatory, and ethical challenges. These factors may affect different stages of reform — design,
implementation, evaluation, or multiple stages simultaneously. More primary data research is needed on the specific
factors that influence health-care provider payment reforms. A research gap exists, particularly in developing economies.
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