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Abstract

Background: Various pay for performance (PFP) models have been used for different purposes in many countries. The present study
aimed to investigate the general framework and feasibility of the PFP program that was implemented in Iran (IR-PFP).
Methods: In 2016, a document analysis was performed to achieve the original framework, and to evaluate its validity with the help
of 2 expert panels, and both phases were managed using a four-stage Hermeneutic cycle.
Results: The results of reviewing the documentation revealed that the framework required some prerequisites and determining
the PFP of the department and individuals. The expert panels confirmed these 3 components, however, a fourth component namely
determining the payment time was added to the model. In addition, the status of the key factors in the design and implementation
of the program was reported.
Conclusions: The model prerequisites proved helpful in considering the work diversity in hospitals. Furthermore, determining
the PFP in 2 stages allowed the inclusion of more indicators in the structure of the program, however, it seems that determining the
payment time in 3 months has not been practical for the Iranian health system. The framework has some instruments to strengthen
teamwork and decentralize the human resources control and performance measurement in hospitals, however, hospital managers
should always be careful about the unwanted side effects.
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1. Background

Various methods, such as screening, socialization, and
contract termination threats have been recommended to
control the behaviors of employees in organizations (1). To
resolve this issue, financial solutions have been proposed
by economic theories (2, 3). Among the financial solutions
employed by countries to improve the behavior of service
delivery is the application of different payment structures,
such as fee-for-service (4, 5), capitation, and pay for perfor-
mance (PFP) (6, 7).

The connection of financial incentives to people’s per-
formance has come under the headings of pay for per-
formance (PFP), performance-based payment (PBP), and
performance-based financing (PBF) (8, 9). Countries like
the United States, Turkey, the Republic of Korea, and
the United Kingdom use different types of PFP models
in health maintenance organizations (HMOs) for mobile
physicians’ contracts, family physicians, in-home nursing
care, and hospitals (10-12). Today, this kind of payment is

known as one of the tools that support the health transfor-
mation plan (6).

The ministry of health and medical education exe-
cuted the Iranian pay for performance model in the pub-
lic teaching hospitals in 2015 in line with the emphasis of
the Iran’s laws to deploy the structures of the PFP program
(13-15) and health transformation plan (16).

The major goals of the program for the non-medical
workforce were announced as follows: improving the team
spirit, creating vitality, motivating employees, including
all employees with any type of employment in the rev-
enues of the hospital, increasing the organizational com-
mitment, aligning the workforce’s motivation with the or-
ganizational goals, increasing the productivity of the em-
ployees of the hospital, improving the quality of services,
improving the patients’ satisfaction, including the quan-
tity and quality of the workforce’s performance in their
salaries according to the type of activity, and increasing the
motivation and commitment of the hospital management
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team towards the qualitative and quantitative growth of
the health care services. According to these goals, the basis
of designing this program was to resolve the problems of
public hospitals across Iran (17).

Since the program had several goals, its design was ac-
companied by a lot of complexity and details, and a wealth
of documentation was collected for its development and
implementation. Researchers -either participant or non-
participant observers- consider the complexity of the pro-
gram’s training to macro (universities) and micro (hospi-
tals) level performers as one of the main issues during the
implementation of the program. In addition, some univer-
sities postponed its implementation due to the complexity
of the program.

Therefore, the present study aimed to summarize the
existing documentation, introduce the general framework
of the program (the 2014 directive), and study its effective-
ness to facilitate the understanding of the principles of the
program as well as its training and initial critique of the
program. As a result, the present study will provide a com-
prehensive view of the “Iranian Pay for Performance” pro-
gram for the non-medical workforce in public hospitals.

2. Methods

The present qualitative study was conducted at the na-
tional and provincial levels using document analysis (di-
rectives, reports, guidelines, letters, etc.) and expert panels
in 2016.

Document analysis, as a qualitative method, is a sys-
tematic method for evaluating electronic and printed doc-
uments. This method can be used for extracting meanings,
understanding and developing empirical knowledge from
documents. Documents such as minutes of meetings, pro-
gram proposals, application forms, organizational or insti-
tutional reports, survey data, etc. can be used for this pur-
pose. However, this method may not include items such as
cultural artifacts and personal interpretations (18).

Furthermore, the successful application of document
analysis for technical issues (determining engineers’
needs to use information and documents) has existed for
the provision of software (19). Therefore, according to
the existing conditions and the lack of individuals who
can fully describe the regular framework of Iranian PFP,
this method was used to extract a framework for the new
payment model.

In the first step, documentation was scanned by the re-
searchers for several times and the main components of
the program were extracted (Table 1, Group 1).

In addition, when there are classified and finalized doc-
uments (directive of PFP for non-medical workforce-2014),
reviewing the past documents related to the subject is not

necessary (18). However, the documents of pilot implemen-
tation of PFP in Mazandaran Province and Imam Hossein
Hospital in Tehran (part of the final model of the country
was taken from the model that the hospital had defined for
itself) were taken into account to clarify some issues.

One approach that is used for analyzing the text and
documents is the hermeneutic method (20), which was
used in the present study to study and manage the data. Ac-
cording to Gordian 1994, Hermeneutics is the science, art
and philosophy of interpretation. According to this model,
to interpret and understand a certain issue, the following
stages are to be taken into consideration: interacting with
a phenomenon based on the understanding of individuals
from the subject and its history, the interpretations of the
subject, as well as adopting new interpretations and com-
bining them with the existing interpretations and deepen-
ing in the subject (21). The components of this cycle as well
as the actions taken for each stage are shown in Table 2.

Documents may be the only data needed for studies
that use the Hermeneutic Interpretative Circle. However,
it is recommended that the use of other methods along
with document analysis can reduce the biases and some of
the deficiencies in the analysis (18). Therefore, some addi-
tional ideas such as frequently asked questions (FAQ) from
the program performers at university and hospital levels,
minutes of meetings, official letters related to the subject
(Table 1, Group 2), and 2 expert panels were added to the
study method (Table 2).

Finally, 2 expert panels were used at 2 stages. The ex-
perts (n = 5) were chosen in a way where they had enough
knowledge about the program (at least 1 year of experience
in the formulation and implementation of the program)
(22). Furthermore, we invited 3 program designers (1 Mas-
ter of Arts of MBA and 2 healthcare management experts),
2 PhD specialists knowing about the program (majoring in
health policy) and researchers in each of the sessions.

To evaluate the effectiveness of the dimensions of the
program, a checklist, containing the suggestions of Mc-
Phie and Sapin (2006) on the components of the PFP mod-
els, was used and the status of these components was iden-
tified in the IR-PFP program. This checklist was designed to
evaluate the PFP program by the USA federal government.
Its goal was to reduce the waste of time, money, and work
in designing and launching a PFP plan (23).

3. Results

The results of reviewing the documentation revealed
that the framework required some prerequisites and de-
termining the PFP of the department and individuals.

The expert panels confirmed these 3 components, how-
ever, a fourth component, namely determining the pay-
ment time, was added to the model. In addition, the status
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Table 1. The List of the Reviewed Documents in This Study

Documents and Other Sources Number

Group 1

Pilot program documentation in Mazandaran Province (2012 and 2013) 2

Directive of PFP for non-medical Workforce (2014) 1

Appendices of the Directive 5

Fact Sheet reported by the MoH 1

Guidelines written for HIS authorities 1

The troubleshooting procedure in the hospital 1

Group 2

Notified official letters related to the subject 34

Minutes of meetings 2 meeting at national level (5 days)

7 meeting in MOH

One meeting in Imam Hossein (AS) Hospital in Tehran

The collected Frequently-asked Questions (FAQ) 1

Table 2. The Hermeneutic Circle and Things Done at Various Stages

The Circle Stages Things Done at the Stages

A_ Interacting with a phenomenon based on one’s pre-understanding and
history

- Reviewing and summarizing the program documentation (Group 1, Table 1).

- Determining the components of the initiated framework by three researchers

B- Negotiating the new successive interpretations The First Expert Panel: presenting the initial framework, discussing the
components and relationships and getting experts’ suggestions

C- Taking new understandings and merging them with what is already
known

- Reviewing the FAQ raised after the implementation of the program by the
executive authorities of universities and hospitals

- Presenting the initial framework to two executive authorities at the provincial
level and receiving their suggestions

- Adding notes from the national and in-house meetings of the developers for
program reform

D- Re-entering the interpretations The Second Expert Panel: discussing the results and finalizing the framework

of the key factors in the design and implementation of the
program was reported.

3.1. Prerequisites

3.1.1. Definition of the Model

Pursuant to the directive, issued in 2014 (24), the gen-
eral definition of the IR-PFP program for non-medical
workforce was as follows: pay for performance (PFP) de-
notes the link between the employee’s discontinuous in-
comes and the revenues of their department in the form
of a memorandum of understanding. In this method, the
calculations were made on 2 levels: firstly, the distributable
incomes of the non-medical workforce employed in de-
partments were calculated based on the performance of
each department and secondly, each person’s share was de-
termined based on the performance of each employee and
their acquired points.

3.1.2. Classification of the Hospital Departments

Hospital departments fitted into 2 categories based on
the type of activity and income generation:

Category 1. diagnostic and therapeutic departments:
This category included the diagnostic, therapeutic or re-
habilitation activities with approved tariffs, which were
revenue generating activities (RGA’s), such as regular and
special hospital beds, operating rooms, outpatient depart-
ments, para-clinics, paramedics and other licensed depart-
ments. These sections fell into 8 groups according to the
severity of work (see supplementary file Appendix 1). For
example, in the 1st group, there were clinics and outpa-
tient departments for addiction with the lowest severity of
work, and in the 8th group, there were emergency depart-
ments, ICU for pediatric cardiology, and ICU for implanta-
tion with the highest severity of work.

Category 2. logistic department: this category in-
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cluded activities that were not related to diagnostic, ther-
apeutic or rehabilitation with approved tariffs and were
not revenue generating activities (RGA’s), such as depart-
ments of management, accounting, human resources and
administrative affairs, information technology, nursing,
medical equipment, infection control, accreditation, qual-
ity improvement, and other similar departments.

3.1.3. Memorandum of Understanding

The execution of the program was subject to the con-
clusion of the memorandum of understanding between
the head of the hospital (first party) and the department
directors (the second party) for 1 year. The memorandum
was signed to determine the duties of the hospital and its
department heads and to delegate the necessary authori-
ties to the heads of departments.

In this memorandum, the first party undertook the fol-
lowing tasks: calculation and declaration of the depart-
ment base income (DBI) and the monthly department dis-
tributable income (25), declaration of the results of quali-
tative performance evaluations, insurance deductions and
other issues in departments, setting a ceiling on work
hours with regard to the needs of each department (Regu-
lar Work Hours, Overtime work and on-call), declaring the
policy of human resources management in the hospital,
considering the authority and autonomy of department
managers in planning and decisions of the hospital, and
presenting the university with the executive status of the
program (see the main duties in Figure 1, Organizational
Level A).

The 2nd party undertook the following tasks: appropri-
ate management of departments in accordance with the
standards, rules and regulations of the hospital, improv-
ing the performance and quality of care in departments
through correction of the related processes, provision of
information on calculation of workforce ratings, final con-
firmation of employees’ PFP, workforce management, as-
signment of responsibility to workforce, quarterly em-
ployee performance assessment, training workforce about
the PFP, and answering their questions in this respect (see
the main duties in Figure 1, organizational level B).

3.2. The PFPs of the Departments

The PFP denotes the calculation of the monthly dis-
tributable department income (25). The summaries of sep-
arate calculations in diagnostic-therapeutic and logistic
departments were presented in Table 3. Given the nature
of activities in these 2 separate departments, the way these
2 types of payments were calculated was different.

3.2.1. Calculation of the Gross Income and Base Revenues

Gross Income: To start the calculations, the gross rev-
enues of diagnostic-therapeutic departments were first

Table 3. The Summary of How to Determine the Pay for performance of Divisions
and Individuals in the Diagnostic-Therapeutic and logistic Departmentsa

Variables Calculation Periodb

Diagnostic and Therapeutic Departments

PFP in the Department Level

Calculation of the Department’s Gross
Income

Monthly

- Revenues from the sale of drugs, medical
supplies and insurance deductions in the
department

Monthly

= The Department’s Base Revenues Monthly

##c

##c

×The workforce’s shares in the department
percentage

Yearly

×The department quality score Quarterly

=The Distributable Revenues of Departments Monthly

PFP in the Workforce Level

÷The Total Workforce’s Scores Monthly

=The value of a Score Monthly

×The Workforce’s Scores Monthly

=Performance Based Payment Monthly

Logistic Department

PFP in the Department Level

Calculation of the Hospital’s Gross Income Monthly

- Revenues from the sale of drugs, medical
supplies and insurance deductions in the
Hospital

Monthly

=The Hospital’s Base Revenues Monthly

× The logistic departments percentage Yearly

= The Logistic Department Base Revenues Yearly

×The workforce’s shares in the logistic
department percentage

Yearly

×The department quality score Quarterly

=The Distributable Revenues of Departments Monthly

PFP in the Workforce Level

÷The Total Workforce’s Scores Monthly

=The Score Value Monthly

×The Workforce’s Scores Monthly

=Performance Based Payment Monthly

aIn each section, read the table vertically using the math symbols of -,×,÷ and
=.
bDuring the computation period, the calculated items remain fixed.
cTo adapt the trend of calculations in 2 types of departments, this section of the
table was left blank.

calculated separately in terms of revenue generation
within a specified period (the professional and technical

4 Health Scope. 2018; 7(S):e65472.

http://jhealthscope.com


Gray S et al.

Figure 1. The Main Duties and Factors of the 3 Important Levels in Hospitals, Based on the IR-PFP Model

components of medical, therapeutic and diagnostic activi-
ties, hoteling, and selling medicine and medical supplies).
Moreover, due to the lack of revenue generation in logistic
departments, the hospital’s gross revenue was regarded as
the base revenue in departments. The hospital’s gross rev-
enue was the total of revenues recorded in patients’ medi-
cal records within a specified period.

Basic Income: After calculating the gross income, the
department basic income (DBI) was calculated. The rev-
enues of the diagnostic-therapeutic department included
all incomes recorded in patients’ medical records, except
for the revenues from the sale of drugs, medical supplies,
and insurance deductions in the department.

To determine the logistic department’s basic income
(LDsBI), the hospital’s basic income was multiplied by the
shares of the logistic divisions in the logistic department’s
percentage (LDsP). The basic income of the hospital in-
cluded all incomes recorded in patients’ medical records,

except for the revenues from the sale of drugs, medical sup-
plies, and insurance deductions in the hospital. The logis-
tic departments percentage (LDsP) was the result of the ra-
tio of workforce overtime average (WOA) and workforce ad-
justed reward average (WARA) of the workforce employed
in logistic departments to the monthly average of 1 year of
the hospital basic income average (HBIA) in the past year
(see Formula 1). It should be noted that this percentage was
calculated at the time of signing the memorandum of un-
derstanding, and it will not change for a year.

(1)LDsP =

∑
(WOA+WARA)

HBIA
× 100

LDsP: The share of the logistic departments in the hos-
pital’s basic income;

SOA: The average overtime of the workforce in logistic
departments;

WARA: The workforce adjusted reward average in logis-
tic departments;
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HBIA: The average of the hospital’s basic income.
After calculating the basic income of diagnostic-

therapeutic and logistic departments, the distributable
income of each division was calculated.

3.2.2. The Distributable Revenues of Departments

The distributable incomes of diagnostic-therapeutic
departments were calculated monthly based on the DBIs
of the divisions, the share which could be paid to the work-
force from the basic income of the department and the de-
partment quality index (DQI) (see Formula 2).

(2)DDI = DP × DBI ×DQI

DDI: The monthly distributable revenue of the depart-
ment;

DP: The workforce’s share from the revenues of the de-
partment;

DBI: The monthly basic income of the department;
DQI: The department quality index.
The distributable incomes of the logistic departments

were calculated monthly based on the LDsBI, the work-
force’s shares in the logistic department percentage (LDP),
and the department quality index (DQI) (see Formula 2).

DP was calculated based on the basic income using the
following formula (see Formula 3). This share is derived
from the ratio of workforce overtime average (WOA) and
workforce adjusted reward average (WARA) to the depart-
ment basic income average (DBIA) in the past months.

(3)LDP =

∑
(WOA+WARA)

DBIA
× 100

The logistic department percentage (LDP) was calcu-
lated based on the shares of logistic departments using a
formula similar to Formula 3. This share is the result of
the total of workforce overtime average (WOA) and work-
force adjusted reward average (WARA) of the workforce
employed in logistic departments to the monthly average
of one year of LDsBIA in the past months.

The employees’ shares of the revenue from the DP
and LDP Departments were calculated at the time of sign-
ing the memorandum of understanding, which will not
change for a year. Moreover, the DQI of both departments
was measured every 3 months using a standard evaluation
form. Each form had several indexes based on the charac-
teristics of each department, whose evaluators were differ-
ent, depending on the indexes. In addition, the range of
the score was between 0 and 550.

The distributable income of each department was dis-
tributed according to the score of each employee in the
division. To this end, the score of each person and the to-
tal score of all employees in the division were calculated.
In addition, the monetary value of each score was deter-
mined through dividing the distributable income by the

total sum of the points of the individuals. One’s perfor-
mance–based income in a department was a multiple of
the monetary value of the score of the division and the
number of points of an individual in the same division.

3.3. PFP of Individuals and Calculation of the Workforce’s Scores

To determine the PFP of individuals, the calculation of
the score of each person in each department is necessary.
In Table 4, the set of scores shown (see the main factors in
Figure 1, organizational level C).

Attendance Score (a, a ‘, a”): The coefficient of atten-
dance at regular work hours was 1 and 0.5 at on-call hours.
As for the overtime work, the coefficient of attendance was
between 2 and 4, depending on both departments and
shifts, which was multiplied by the number of hours of at-
tendance.

The work experience score (b): for each year, a max-
imum of 2% was added to the obligatory and non-
obligatory scores of individuals. In other words, there will
be a maximum increase of 1 and 1.6 per hour for an em-
ployee with 1 and 30 years of work experience, respectively.

The score of one’s performance quality (c): one’s score
of performance quality was measured every 3 months us-
ing a standard evaluation form. Each form had several
indexes based on the characteristics of each department,
whose evaluators were different, depending on the in-
dexes. Furthermore, the range of the score was between 0
and 110.

The education score (d): education was divided into 8
categories; the lowest and highest scores were assigned to
the ones holding below a diploma education, specialists,
and fellowships, respectively.

The position/job score (e, e’, e”): this score was based on
occupation as well as education. Those with a greater re-
sponsibility in the department receive higher scores.

A-diagnostic-therapeutic departments: the workforce
of these departments received different scores (8 groups)
according to the type of service. Emergency and operation
room supervisors as well as head nurses had the highest
scores, while custodians had the lowest scores (see supple-
mentary file Appendix 2).

B-logistic departments: the employees of these depart-
ments fell into 12 groups based on the type of activity. The
head of the hospital and custodians had the highest and
the lowest scores, respectively (see supplementary file Ap-
pendix 3).

The total score (f, f’, f”): the sum of scores in each of the
3 attendance forms was calculated.

The total score of an individual in a department (F): it
is the sum of f, f’, and f”.

The summary of all the above-mentioned steps for
the diagnostic-therapeutic and logistic departments was
shown in Table 3.
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Table 4. The Factors Needed to Calculate the Individual Score in Each Hospital Section

Employee Department Types of
Attendance

Attendance
Score

The Work
Experience

Score

Performance
Quality

The
Education

Score

The
Position/Job

Score

The Total
Score

1 1

Regularly
work time

a b c d e f

Overtime
Work

a’ b c d e’ f’

On-Call Work a” b c d e” f”

The Total
Score of an
Individual in a
Department

F

3.4. Determining the PFP Schedule

Universities and colleges must plan in such a way that
all the PFP stated in these directives be paid to physicians
and non-medical workforce as soon as possible and within
a maximum of 2 months (17).

3.5. Checking the Effectiveness of the Dimensions of the Program

In a study conducted by McPhie and Sapin (23), 12 essen-
tial points were introduced to examine the effectiveness of
compensation systems. In Table 5, these criteria were spec-
ified and discussed in the IR-PFP program.

4. Discussion

The present study aimed to introduce the PFP in Iran.
The dimensions of its effectiveness were investigated. The
purpose of the IR-PFP program is to motivate the workforce
using the financial incentives (8, 9), improving the service
quality, creating a greater sense of justice, increasing the
organizational and personal efficiency, and improving the
employee retention through involving all managers and
workforce (23, 26) in part of the hospital revenues. As sug-
gested in other studies (27), this program can be used as a
tool for addressing the issues related to service provision
in public hospitals.

This program can be considered a kind of "revenue
sharing plan” (28), whereupon about 1/4 of the monetary
value of the professional component of the relative value
of the provided health services is granted to the hospital
workforce in the form of forced distribution (23) and un-
der the title of PFP along with wages (28-30).

To strengthen the team activity at each level (23) the
share of each department of the total payment is first
determined in the program. This amount is then dis-
tributed among the employees of the department. It
should be noted that none of the departments are com-
pared with each other, however, each department is evalu-
ated through comparing its current status with its past. A

similar case can be seen in Janani Suraksha Yojana (JSY) pro-
grams in India (31). Therefore, if the performance score and
the level of the efficiency of the department are reduced,
the department and its workforce will be punished by re-
ducing the amount of money received. This situation is ob-
served in the hospital acquired conditions programs exe-
cuted in hospitals based in Maryland and the Republic of
Korea (12).

To align the goals of departments (therapeutic and
non-therapeutic teams) and the workforce with the goals
of the hospital in accordance with the memorandum of
understanding concluded between the hospital and de-
partment managers, the duty of administering the de-
partments is assigned to the executive directors of depart-
ments (decentralization within the hospital), whose pos-
itive effects are an established fact (32). Accordingly, the
hospital authorities will announce the expected results
and the expected payment ceiling, while the executive di-
rectors will be responsible for the management of the hu-
man resources and the performance of departments.

Basically, any activity that is measured will also affect
the direction of activities (12). In the said program, the scor-
ing indexes of the departments and employees are deter-
mined based on their type of activity. These indexes are
a set of factors affecting the delivery of services, includ-
ing facilities, equipment, resources, medicine, informa-
tion technology, and human resources. More to the point,
these indexes are evaluated in several ways (12). It should
be noted that middle and upstream managers, employees
of the same position and subordinates are among these
evaluators.

To better understand the relationship between perfor-
mance and pay for performance, assessments of the de-
partments and workforce are carried out at short intervals
(every 3 months) along with taking the indexes of evalua-
tion into account. It should be noted that, given the geo-
graphical extent of Iran and the status of different hospi-
tals (items outside the control of individuals and depart-
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Table 5. Key Decision Points When Considering Pay for Performancea

Points

1. Is the agency ready for pay for performance?

- The organizational culture supports pay for
performance

Not Clear

- Management is committed to changing the culture Not Clear

2. What are the goals of pay for performance?

- Improved recruitment and/or retention
√

- Increased individual and/or organizational
performance

√

- Greater fairness in pay
√

3. Who should be paid for performance?

- All employees
√

- Front-line employees
√

- Top-level managers
√

4. What should be the timing for implementing pay for
performance?

- Wholesale
√

- Stages -

5. What should be rewarded?

- Individual, team, and/or organizational achievements
√

- Short-term and/or long-term goals Short-term

- Efforts vs. outcomes when external constraints exist
√

6. How should employees be rewarded?

- One-time cash bonus -

- Increase to base pay
√

- Combination, such as control points -

7. How much pay should be contingent upon
performance?

- Less than 5 percent -

- Approximately 30 percent 28%

8. How should performance-based pay be funded?

- Existing funding (e.g., general increases, within-grade
increases)

√

- Additional funding -

9. How can costs be managed?

- Forced distribution
√

- Reward only top performers (as a percentage of the
workforce)

-

10. Who makes pay decisions?

- First-level supervisor
√

- Second-level supervisor
√

11. Who provides input on the performance ratings?

- First-level supervisor
√

- Second- or higher-level managers
√

12. How can agencies facilitate pay system integrity?

- Improved performance evaluation process
√

- Supervisor and employee training
√

aMcPhie NA, Sapin BJ.(2006).

ments affecting the pay for performance), it is always pos-

sible to make some alterations to the IR-PFP Directives in
hospitals though explaining the causes and approval at the
upstream levels (12).

Although, quality improvement is officially an-
nounced in the program documentation and its indi-
cators are well defined, the position given to the quality
within the framework is after the income generation. In
other words, the first goal of the program is to increase the
productivity of hospitals and to increase the employees’
income. This is while quality improvement is the first
goal reported for the VIP program in Korea and IHA in
California. Therefore, quality indicators for services are
being measured in hospitals (33, 34).

Since low and medium pay rates are not able to give
employees more motivation (35), PFP plans require a large
amount of money (36). In Iran, the average PFP was about
28% of the professional component of the services pro-
duced by the hospital doctors. These financial resources
have been anticipated through the reforms of the profes-
sional component of health services in the book "Relative
Value of Health Services” (16). Hospitals do not need finan-
cial resources outside the organization to provide it (23).

In terms of the calculation of the workforce’s scores,
the total technical approach of the program was arranged
in such a way that the occupational and personal varia-
tions in the hospital (23) and the shortages of hospital
staffs in Iran (17) were seen. In addition, in this model, the
value of each score in 1 section was the same for the employ-
ees of that section; however, it was not the same for differ-
ent sections. This makes it possible for hospital managers
to easily relocate their employees among different depart-
ments (even during a month). A person’s final income is
made up of the individual’s income from 1 or more sections
in that month.

The biggest problem of the program (1st edition) is the
retroactive use of data. This calculation method leads to
the transfer of defects in the former payment system and
other executive issues to this new program.

Many concerns were expressed by the panel members
and studies (36) about the need for financial sustainability
of PFP initiatives. This has been reflected in postponement
of employees’ payments in other countries (37), which
could influence all of the program’s effects.

The Iran’s program was implemented simultaneously
for all public hospitals. However, the Korean VIP program
was initially implemented in 2 specific sections (heart and
cesarean section) and only in teaching hospitals. At this
point, some specific privileges were also given to some of
the referral hospitals. In 2011, with a positive assessment of
the effects of the program, the program was expanded to
other hospitals in the country (33).

In addition, the long-term implementation of the pro-
gram may also result in unwanted consequences. Accord-
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ing to some studies, such consequences include the ne-
glect of other important tasks, changes in the reports
rather than in activities, the expansion of the resource gap
between hospitals with low and high financial resources,
the dependence of individuals on financial incentives, fad-
ing out of internal motivation (36), and nepotism related
issues (37). Moreover, the prevention of such administra-
tive barriers will be necessary through continuous evalua-
tion and timely feedback to hospitals.

The results of IHA PFP showed that in addition to the
amount and type of payment to employees, the next im-
portant thing was the inner motivators (reward and pub-
lic reporting). According to the documents which were re-
viewed, this issue has not been considered in the Iranian
program (34).

4.1. Conclusions

Each of the dimensions of the IR-PFP program was in-
cluded to improve the specific issues in public hospitals.
The model prerequisites proved helpful in considering the
work diversity in hospitals. In addition, determining the
amount of payment in 2 stages allowed the inclusion of
more indicators in the structure of the program. The re-
quired funds for making payments were supplied by the
hospital’s internal revenues, however, it seems that deter-
mining the payment time in 3 months has not been prac-
tical for the Iranian health system. Therefore, there are
concerns about the program’s financial sustainability. The
framework has some instruments to strengthen teamwork
and to decentralize the human resources control and per-
formance measurement in the hospitals. However, hospi-
tal managers should always be careful about the unwanted
side effects.

4.2. Limitations

Due to the control of the entire article, the researchers
had no choice but to refrain from expressing many de-
tails of the model and only the main framework was intro-
duced.
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