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Abstract
Background: A better understanding of the conditions under which performance indicators can be used to
improve accountability for outcomes and promote quality improvement could help policy-makers develop more
effective performance management systems. One problem is the lack of conceptual models and empirical data
that describe the processes through which different approaches use data together with other incentives to
influence motivation.
Discussion: Drawing on the performance governance and quality improvement literature, we developed a
framework that distinguishes between the practice of using information to verify levels of performance in
market-oriented performance management approaches and using indicators to monitor and promote improvement
through building capacity for using data in service and professional networks. The framework explores how performance
indicators are deployed and used in the different approaches to enact accountability or stimulate motivation for
improvement and articulates the types of system architecture and processes needed to advance implementation.
Summary: The framework encourages a critical appraisal of the motivations, reward systems and techniques that
underpin different performance management approaches. Understanding how and for what purpose performance
information is used in everyday practice will advance theory and help inform decision-makers in designing the
conditions that effectively contribute to performance accountability and improvements.
Keywords: Quality, performance, safety, outcomes, performance indicators, performance governance, incentives,
professional motivation

Introduction
Performance management (PM) systems are ubiquitous
in healthcare and across public services more broadly.
Their introduction in the late 1980s marked a major
policy shift away from command and control, rulebased approaches in managing public services, to more
market-based forms of governance, involving indirect
and arms-length regulatory approaches that use indicators
to measure performance against targets [1–3]. Performance
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systems may be used either to assure quality via summative
information for external accountability and/or be internally
driven to generate formative data for quality improvement
[2]. In this way, PM approaches are both a tool of accountability as well as improvement and can be seen as a vehicle
for achieving democratic ideals of making services more accountable to citizens [4]. A key assumption is that governance processes that combine greater central accountability
with local empowerment can drive innovation and service
improvement [5].
Typically, performance systems in health services combine the use of three key strategies to stimulate changes
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in practice. Specifically, they use performance indicators
to highlight variations in care, mechanisms such as financial and reputational incentives to motivate behaviour change amongst professionals, and reporting/
feedback processes aimed at providing consumers and
purchasers (including governments) with the information they need to make more informed purchasing decisions [6]. Despite the overwhelming acceptance of PM
as a policy tool in many countries [3, 4], implementation
is in its infancy [7] and is not unproblematic or without
contention. In primary care, PM pushes GPs and general
practices into a broader managerial framework of accountability, beyond traditional modes of professional
self-regulation that operated at the level of individual patient encounters, and over which the professions had a
high degree of autonomy and freedom from regulation
[8]. While traditional accountability mechanisms were
internally driven, professionally controlled systems, new
forms of PM tend to be externally driven, state-based
systems using managerial rather than professional forms
of regulation [9].
How best to coordinate the use of different strategies
to monitor and manage progress towards achieving
health goals and at the same time support constructive,
collaborative, professionally driven quality improvement,
remains unclear. One problem is the lack of conceptual
models and empirical research that describe the processes
through which different approaches use data alongside
other incentives and strategies to influence motivation.
This paper explores how performance indicators are deployed and information is used to promote performance
in different PM systems, as well as the means by which
they seek to enact accountability or stimulate motivation
for improvement. To do this, we draw on the improvement and PM literature and experience in evaluating
continuous quality improvement (CQI) and PM processes
in primary healthcare to build a framework that distinguishes between these different goals, articulates the key
processes used to support them, and the kinds of system
architecture and processes needed to advance implementation. An earlier version of the framework supported
conceptual development of a National CQI Framework in
Aboriginal and Torres Strait Islander health services in
Australia [10] and has been used in other publications [11,
12]. We identify some striking tensions and argue that,
while the literature suggests that different approaches to
PM are increasingly being linked through policy processes,
the system architecture, key strategies and skill sets required
for assurance approaches do not adequately support the
widespread internal use of information for continuous improvement. Feedback loops of all kinds are underdeveloped.
The paper aims to encourage a critical appraisal of the motivations, reward systems and techniques that underpin different approaches, and suggests the type of system architecture
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and processes needed to advance implementation in the
future.

Performance management ideal types and their
contemporary examples
Burau [8] distinguishes four PM ideal types, namely markets, hierarchies, networks and self-regulation. Markets
and hierarchies use managerial power and deploy strategies
such as performance pay, ranking, benchmarking and
competition to achieve their goals. Networks and self-regulatory systems rely on professional authority and use clinical standards, codes of practice and monitoring through
peer review. Although these systems are philosophically at
odds, analyses of new public management reforms in Britain [9] and more recent case studies in Germany, Denmark
and New Zealand [7, 8, 13], point to the emergence of hybrid systems in which countries use a combination of strategies, but tend towards one or the other, either markets or
more self-regulatory approaches, depending on individual
histories and the levers available to policy to promote
change [7].
Drawing on these four ideal types, Fig. 1 situates
contemporary PM examples along a continuum, from
the externally driven systems described by Freeman [2],
which exercise managerial power to verify levels of
performance for accountability to governments and funders (often as part of contractual funding arrangements
with Ministries of Health), to more internally controlled
systems based on professional authority that seek to promote quality improvement such as through Collaboratives
and other structured improvement programmes. The policy goal and locus of control of each of these alternatives
is identified as well as the key strategies used to underpin
their implementation.
As shown, Pay-for-Performance (P4P) and auditing
regimes are the key contemporary examples of marketbased approaches. They seek compliance by auditing
performance information, often against targets [14] or
standards. The Quality and Outcomes Framework in
the National Health Service England is a major contemporary example of a P4P programme. Accreditation is
also an externally driven approach, but it is a key example
of a hierarchical approach in which an independent external
peer assessment of an organisation’s level of performance in
relation to a set of standards is undertaken on a routine
basis [15]. Most health services are required to achieve accreditation under funding arrangements with governments.
Internally driven systems, on the other hand, are based on
professional authority and use information formatively to
promote improvement [2]. CQI and more traditional standards and guidelines are key examples. CQI is a structured
organisational process that involves staff in planning and
implementing a prospective, ongoing flow of service improvements based on continuous review of indicator data
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Fig. 1 Performance management approaches and their component parts

[16], usually performed as part of a Plan-Do-Study-Act
(PDSA) cycle. Guidelines and standards are developed by
the professions which exercise authority over specification
of ‘best practice’ and their dissemination and use.

Highlighting variations in care

As shown (Fig. 1), all four ideal types use data, measurement and benchmarking techniques to highlight variations
in outcomes of care, but data are used in different ways to
achieve change in practice [2]. In P4P and auditing systems,
indicators are used as summative mechanisms to verify
levels of performance for the purpose of achieving
external accountability to funders, but in networks and
self-regulatory systems data are used formatively for
achieving quality improvement. Auditing and performance measurement tend to rely on ranking processes to
facilitate comparison, which forms the basis of league
tables that establish levels of performance so these can
be linked to rewards and sanctions [2]. In the case of
accreditation, data are used to assess performance
against external standards and, while this is a developmental process, it is also summative – an organisation
is either accredited or it is not [11].

Summative systems are usually concerned with establishing levels of performance and with whether a specific
goal or target has been reached or not; they are not concerned with incremental change or improvement of individual services or cohorts per se. Similarly, assurance
systems, such as accreditation, consider whether or not
there is an appropriate client record or recall system in
place but not the rate at which routine testing or
achievement of clinical measures has occurred for clients
as is the case in formative systems [11]. Data are used for
certification (accreditation) and verification (auditing) and
are not explicitly concerned with explaining results.
On the improvement side, CQI systems tend to use
statistics to make comparisons descriptively, utilising
more informal benchmarking processes as a starting
point for engaging practitioners and other stakeholders
in dialogue to generate insights into practice. Measurement can be less formal than in assurance systems, where
the level of precision needed to compare performance and
determine rank order is very high. In improvement programmes such as Collaboratives, assessment of the context
in which performance is achieved is paramount for interpreting and making sense of results, and for identifying opportunities for improvement and sharing action strategies
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with ‘like’ services. Joint reflection enables teams to develop
a more accurate picture of data and to derive meaning
because it takes contextual factors into account when
interpreting performance results. A primary care team, for
example, might reflect on the context of non-optimal performance in relation to delivering services in accordance
with recommended diabetes care guidelines, to assess
whether staff shortages, patient information or some other
factor/s underlie the result. When used formatively, understanding performance in context is key to learning and to
identifying appropriate priorities for action.
Motivating behaviour change

Contracting, competition for funds, financial incentives
and performance-related payments are the key mechanisms
used to motivate behaviour change amongst professionals
in assurance systems. Some systems also reward services
for reaching targets by reducing reporting requirements
(earned autonomy) or offer competitive access to seed
funding for ‘high performing’ services to encourage
innovation [17].
In professionally based network systems, behaviour
change is supported through strategies that build capacity
for using data to improve practice. PDSA tools and processes that support structured deliberative dialogue are key
strategies in CQI. These enable teams to use measurement
and problem-solving techniques to identify unwarranted
variations in care and to test and embed improvements
into practice. Data sharing in multi-disciplinary teams and
networks are also used to facilitate sense making, which is
the active process of assigning meaning to ambiguous data,
and can only occur through human reflection [18]. By supporting those who derive meaning from data to identify
priorities for improving outcomes and determining actions,
organizations can use data to underpin learning opportunities. Knowledge is its own reward and friendly competition motivates stakeholders.
Facilitating choice through feedback of information

Assurance systems typically aim to provide governments,
purchasers or consumers with the information they need
to make more informed purchasing decisions [6]. In the
case of assurance systems, public reporting of comparative
data is said to help funders and consumers determine the
quality of services they may wish to purchase or access.
Improvement systems tend to provide data feedback
internally to individual services, teams, boards, clients or
communities as a stimulus for engaging in dialogue to
improve practice. Dialogue is supported in structured processes such as PDSA cycles at team or service level, or
communities of practice at regional levels. These enable
groups to embed feedback and ongoing review into routine practice among networks of interested practitioners
and other stakeholders. In this way, feedback can be used

Page 4 of 7

to build a dynamic approach that enhances adaptability of
systems to create change.

Tensions between assurance and improvement
systems
The tension between using performance indicators for
assurance or improvement purposes poses theoretical
and practical challenges. At the practical level, implementation is highly context dependent and the extent to
which different approaches can be implemented varies
according to the pre-existing relationships and policy
levers within that system. As shown in the framework,
market approaches are characterised by contestability
and competition for funds, where success hinges on
business acumen and delivery of outcomes within set
parameters, while network and professional approaches
leverage on actors’ legitimacy and authority to build
relationships across boundaries to improve and/or redefine
desired outcomes.
In Australian primary care, implementing auditing or
P4P for specific indicators and targets has proven very
difficult, not least because GPs are predominantly small
businesses and do not have a direct contractual relationship
with government but also because there is no nationally
computerised clinical information system and administrative data, which is based on fee claims, is inadequate for
measuring outcomes [19]. In the absence of a contractual
vehicle, the key government strategy since the late 1990s
has revolved around supporting the development of a professional structure (once Divisions of General Practice
through various iterations to what are now Primary Health
Networks) through which relationships are built with the
profession to engage them in policy development and best
practice primary care approaches [20]. Notwithstanding the
successes or otherwise of that approach, GPs have thus far
resisted more recent market-oriented attempts to impose a
PM system that requires them to draw on data from their
own practices and report it directly to government, but
have taken up formal improvement approaches over time
[21]. Financial incentives have been paid to individual practices to encourage (reward) them to adhere to best practice
treatment guidelines for certain conditions, such as diabetes, and more recently to engage in using and sharing
practice data for structured quality improvement purposes
[21]. Indigenous primary healthcare services, on the other
hand, are directly funded by the Australian government
and contractually required to report on specific indicators,
drawn from practice level data that are aggregated and
routinely publicly reported [11, 22]. While reporting is a
requirement for funding, there has been concern in that
sector that current comparisons of performance are high
level and, while they may be useful for sector level discussions, they are inadequate for stimulating improvement
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practices at a local level as feedback is too infrequent and
comparisons may not be with peer services [11].
The framework also highlights the different types of
system architecture required to operationalize different
approaches. Although modern PM systems of all types
are increasingly reliant on web-based portals that enable
data extraction, transfer and sharing capabilities, feedback loops and timeframes for reporting differ significantly between approaches. CQI programmes use data
prospectively within teams and networks and therefore
require system architecture that can support data flows
and feedback loops over which providers have control at
different levels of the system, or in different jurisdictions, or over different timeframes (services, regions,
state, etc.) and with greater frequency to enable ‘real
time’ feedback of results, tracking of individual performance
and with in-built capacity for comparing de-identified results among services. Such approaches recognize a diversity
of actors involved, as well as a diverse range of processes
and subsystems in which feedback loops are required [5].
Assurance systems feed back information more infrequently and often only to the general public in the form of
league tables or comparative performance, rather than to
services, which may need to run their own analyses and
share data within their chosen networks.
A fundamental difference between such systems is that
network approaches are learning systems that motivate
improvement through engagement, and the required
system architecture enhances adaptive capacity for
change. Assurance systems are static and linear, require
one way and more infrequent feedback, revolve around
financial rewards and sanctions, and are implemented
through competition for contracts. Although proponents
of assurance systems frequently argue that a policy focus
on improvement is intended, the architecture or transfer
of control necessary to enact it is rarely implemented
and reporting too often becomes little more than a
tick-box exercise for those involved. A vast literature
testifies to the wealth of unintended consequences and
to the propensity of such systems to undermine the very
conditions required for collaboration [23, 24]. Recent
evidence from systematic reviews [25, 26], large evaluations and studies of major health programmes in the USA
and UK point to their failure to demonstrate improvements in health outcomes [27] or care continuity [28].
The expense of implementation and whether this justifies
the outcomes achieved has been debated [29] and empirical work suggests that, rather than embedding improvements in healthcare, financial incentives are associated
with a decline in activity when withdrawn [30] and may
undermine professional motivations and trust [31]. Network systems, on the other hand, are complex and hard
to implement as they require multiple actors, ongoing
commitment, leadership and time. Literature suggests
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that their effectiveness also depends on the inclusion of
key stakeholders, participant willingness to pool or shift
resources and their capacity to develop common conceptions of problems, to find balance between inconsistent
goals, and to develop innovative solutions [32–36]. Yet,
organisations tightly bound by regulations, contractual
obligations, performance indicators, eligibility criteria
and incentives tied to the key performance indicators of
their funding source have little scope to work that way
and are generally reluctant to stray beyond the boundaries
of their ‘measurable activity’ in a contestable funding
environment [37].
As implementation of hybrid approaches to PM advances
in different countries [7], a more complex picture of areas
amenable and not amenable to different incentives and
strategies emerges [27]. It is hoped this framework will
promote a deeper understanding of the inherent tensions
between PM approaches and the practical challenges associated with their implementation. Further thinking is
needed on how, when and in what circumstances different
mechanisms might be used to build a coherent system
within the constraints of context. Coherent systems need
to move beyond alignment of different strategies to
looking at supporting how data can be used to motivate
stakeholders in collective efforts to achieve ‘good’ outcomes. At times, paying for improvements or supporting the introduction of new practices may be warranted
[38–40] and frameworks currently exist to assist policymakers determine when to use financial incentives or
another approach [41].
Without understanding the different PM goals, strategies and the system architecture that shape the use of
data for achieving accountability and improvement, or
acknowledging the system constraints that dictate possibilities for implementing performance indicators and
related incentives, the policy focus on incentivising
behaviour change is likely to become bogged down in
compliance and accountability processes, resulting in
rigid systems with limited capacity for innovation and
adaptation. Building an integrated system must recognise
that quality is a collaborative rather than an individual
effort, that the health landscape is not a level playing field,
and that financial rewards play a small part in an overall
system that uses multiple incentives and builds relationships to achieve improvement. Less focus on sticks than
carrots and more on collaboration than on competition in
achieving results is required, as are supportive infrastructure and tools.

Conclusion
A coherent approach to PM will remain elusive as long
as considerations on exactly how data can be used to
achieve different goals remains poorly articulated. The
framework can be used by policy-makers, practitioners
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and researchers as a conceptual map to identify the
key approaches to performance management and the
strategies they deploy for using data to promote improvement and accountability to stakeholders, including governments. Applying the framework as a research aid in
different settings may enhance our understanding of the
system architecture, processes and mechanisms required
to enhance motivation for change and the kinds of
intended and unintended consequences that may arise.
Understanding how and for what purpose performance
information is used in everyday practice will advance
theory and help to inform decision-makers in designing
the conditions that effectively contribute to performance
and accountability improvements [42].
Acknowledgements
This paper draws on work conducted over many years by KG on
performance management and continuous quality improvement systems,
and Sue Olney on welfare reform programmes. KG would like to
acknowledge Dr Beverly Sibthorpe, who was involved in developing an
earlier version of this framework.
Funding
There is no funding for this project.

Page 6 of 7

6.

7.

8.

9.
10.

11.

12.

13.

14.
15.

Availability of data and materials
Not applicable.

16.

Authors’ contributions
KG developed the original idea for the paper and wrote the early draft. SO
contributed ideas and provided comments and additional material for the
draft. HD provided ideas and comments on the draft. All authors read and
approved the final manuscript.

17.

18.

Ethics approval and consent to participate
Ethics approval was not required for this article.

19.

Consent for publication
Not applicable.

20.

Competing interests
The authors declare that they have no competing interests.

21.

Publisher’s Note

22.

Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
23.
Received: 3 August 2018 Accepted: 5 December 2018
24.
References
1. Bouckaert G, Peters G. Performance measurement and management: the
Achilles’ heel in administrative modernization. Public Perform Manag Rev.
2002;25(4):359–62.
2. Freeman T. Using performance indicators to improve health care quality in
the public sector: a review of the literature. Health Serv Manag Res. 2002;15:
126–37. https://doi.org/10.1258/0951484021912897.
3. Moynihan DP, Pandey SK. The big question for performance management:
Why do managers use performance information? J Public Adm Res Theory.
2010;20(4):849–66.
4. Henman P. Performing the state: the socio-political dimensions of
performance measurement in policy and public services. Policy Stud. 2016;
37(6):499–507. https://doi.org/10.1080/01442872.2016.1144739.
5. Osborne SP, editor. The New Public Governance: Emerging Perspectives on
the Theory and Practice of Public Governance. Oxon: Routledge; 2010.

25.

26.

27.

28.
29.

Marshall M, Romano P, Davies H. How do we maximise the impact of the
public reporting of quality of care? Int J Qual Health Care. 2004;
16(Supplement 1):i57–63.
Tenbensel TG, Burau V. Contrasting approaches to primary care
performance governance in Denmark and New Zealand. Health Policy.
2017;121(8):853–61. https://doi.org/10.1016/j.healthpol.2017.05.013.
Burau V. The complexity of governance change: reforming the governance
of medical performance in Germany. Health Econ Policy Law. 2007;2(Pt4):
391–407. https://doi.org/10.1017/S1744133107004264.
Allsop J, Mulcahy L. Regulating Medical Work: Formal and Informal Controls.
Buckingham: Open University; 1996.
National CQI Framework in Aboriginal and Torres Strait Islander health, 2015–25.
Melbourne: The Lowitja Institute; 2015. http://www.amsant.org.au/wp-content/
uploads/2015/11/National-CQI-Framework-FINAL. Accessed 8 June 2018.
Sibthorpe B, Gardner K, McAullay D. Furthering the quality agenda in
Aboriginal community controlled health services: understanding the
relationship between accreditation, continuous quality improvement and
national key performance indicator reporting. Aust J Prim Health. 2016;22(4):
270–5. https://doi.org/10.1071/PY15139.
Recommendations for a National CQI Framework in Aboriginal and Torres
Strait Islander health, 2014. Melbourne: The Lowitja Institute. http://www.
health.gov.au/internet/main/publishing.nsf/content/cqi-framework-atsih.
Accessed 8 Jun 2018.
Chalmers LM, Ashton T, Tenbensel T. Measuring and managing health
system performance: An update from New Zealand. Health Policy. 2017;
121(8):831–5. https://doi.org/10.1016/j.healthpol.2017.05.012.
Power M. The Audit Society: Rituals of Verification. Oxford: OUP; 1997.
Australian Council of Healthcare Standards. What is Accreditation? 2015.
http://www.achs.org.au/about-us/what-we-do/what-isaccreditation/.
Accessed 15 Jun 2018.
Sollecito W, Johnson J, editors. Continuous Quality Improvement in Health
Care: Theory, Implementations, and Applications. Burlington, MA: Jones and
Bartlett; 2013.
Gardner KL, Sibthorpe B, Longstaff D. National quality and performance
system for divisions of general practice: early reflections on a system under
development. Aust N Z Health Policy. 2008;5:8. https://doi.org/10.1186/17438462-5-8.
Battles J, Dixon N, Borotkanics R, Rabin-Fastmen B, Kaplan H. Sense making
of patient safety risks and hazards. Health Serv Res. 2006;41(4 Pt 2):1555–75.
https://doi.org/10.1111/j.1475-6773.2006.00565.x.
Campbell SM, Scott A, Parker RM, Naccarella L, Furler JS, Young D, Sivey PM.
Implementing pay-for-performance in Australian primary care: lessons from
the United Kingdom and the United States. Med J Aust. 2010;193(7):408–11.
Smith J, Sibthorpe B. Divisions of general practice in Australia: how do they
measure up in the international context? Aust N Z Health Policy. 2007;4:15.
https://doi.org/10.1186/1743-8462-4-15.
Hespe C, Rychetnik L, Harris M. Informing implementation of quality
improvement in Australian primary care. BMC Health Serv Res. 2018;18:287.
https://doi.org/10.1186/s12913-018-3099-5.
Panaretto K, Wenitong M, Button S, Ring I. Aboriginal community controlled
health services: leading the way in primary care. Med J Aust. 2014;200(11):
649–52. https://doi.org/10.5694/mja13.00005.
Sitkin SB, Roth NL. Explaining the limited effectiveness of legalistic
‘remedies’ for trust/ distrust. Organ Sci. 1993;4(3):367–92.
Smith P. The unintended consequences of publishing performance data in
the public sector. Int J Public Adm. 1995;18(2):277–310.
Tsuyuki RT. Does performance-based remuneration for individual health
care practitioners affect patient care? A systematic review. Ann Intern Med.
2012;157:889–99.
Scott A, Sivey P, Quakrim D, Willenberg L, Naccarella L, Furler J, Young D.
The effect of financial incentives on the quality of health care provided by
primary care physicians. Cochrane Database Syst Rev. 2011;(9):CD008451.
https://doi.org/10.1002/14651858.CD008451.pub2.
Flodgren G, Eccles MP, Shepperd S, Scott A, Parmelli E, Beyer FR. An
overview of reviews evaluating the effectiveness of financial incentives in
changing healthcare professional behaviours and patient outcomes.
Cochrane Database Syst Rev. 2011;7:CD009255.
Campbell S, Reeves D. Effects of pay for performance on quality of care in
England. N Engl J Med. 2009;361:368–78.
Hutchison B. Pay for performance in primary care: proceed with caution,
pitfalls ahead. Healthc Policy. 2008;4:10–22.

Gardner et al. Health Research Policy and Systems

(2018) 16:125

30. Lester H, Schmittdiel J, Selby J, Fireman B, Campbell S, Lee J, et al. The impact
of removing financial incentives from clinical quality indicators: longitudinal
analysis of four Kaiser Permanente indicators. BMJ. 2010;340:c1898.
31. Harrison S, Smith C. Trust and moral motivation: redundant resources in
health and social care? Policy Polit. 2004;32:371–86.
32. Torfing J, Peters BG, Pierre J, Sørensen E. Interactive Governance Advancing
the Paradigm. Oxford Scholarship Online; 2012. http://www.
oxfordscholarship.com/view/10.1093/acprof:oso/9780199596751.001.0001/
acprof-9780199596751. Accessed 19 Dec 2018.
33. Koppenjan JFM, Klijn E-H. Managing Uncertainties in Networks: A Network
Approach to Problem Solving and Decision Making. London: Routledge;
2004.
34. Marsh D, Rhodes RAW, editors. Policy Networks in British Government.
Oxford: Clarendon Press; 1992.
35. Rhodes RAW. Understanding Governance: Policy Networks, Governance,
Reflexivity and Accountability. Buckingham: Open University Press; 1997.
36. Klijn E-H, Steijn B, Edelenbos J. The Impact of Network Management on
Outcomes in Governance Networks. Public Adm. 2010;88(4):1063–82.
37. Olney S. False Economy: New Public Management and the Welfare-to-work
Market in Australia. Melbourne: University of Melbourne; 2016.
38. Marshall M, Harrison S. It’s about more than money: financial incentives and
internal motivation. Qual Saf Health Care. 2005;14:4–5. https://doi.org/10.
1136/qshc.2004.013193.
39. Jackson T, Shields M, Heaney L, Kendall M, Pearce C, Hui C, Pinnock H. The
impact of financial incentives on the implementation of asthma or diabetes
self-management. PLoS One. 2017;12(11):e0187478. https://doi.org/10.1371/
journal.pone.0187478.
40. Gillam S, Steel N. The Quality and Outcomes Framework – where next? BMJ.
2013;346:f659. https://doi.org/10.1136/bmj.f659.
41. Glasziou P, Buchan H, Del Mar C, Doust J, Harris M, Knight R, Scott A, Scott I,
Stockwell A. When financial incentives do more good than harm: a
checklist. BMJ. 2012;345:e5047. https://doi.org/10.1136/bmj.e5047.
42. Pollitt C. Performance management in practice: a comparative study of
executive agencies. J Public Adm Res Theory. 2006;16(1):25–44.

Page 7 of 7

