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Background: Medicare and other payers are increasingly relying on behavioral economic principles 
to design pay-for-performance (P4P) reimbursement programs. However, there remains little evidence 
regarding how these principles relate to physicians’ clinical behaviors. We conducted a qualitative study to 
assess the efficacy of increased social pressure and loss aversion on influencing physicians’ motivations and 
behaviors. 
Methods: We interviewed 22 of 33 physicians who completed the Advocate Trial, a recent randomized 
controlled trial testing increased social pressure and loss aversion in P4P. Seven participants were in the 
“active control” arm whose incentive scheme was structured the same as the year prior; nine were in the loss 
aversion arm that had the option to withdraw up to 50% of their expected bonus early (averaging $19,292); 
and twelve were in the social pressure arm, whose performance bonus was based 50% on the performance 
of the group rather than 30%. Transcripts from these interviews were coded by two trained observers using 
NVivo 11 and analyzed using nodal analysis.
Results: Participants in the increased social pressure arm reported increased group cohesiveness and 
individual empowerment that were associated with changes in clinical behavior. Participants in the loss 
aversion arm reported little change in clinical behavior. The ineffectiveness of this arm was attributed to low 
participation in the voluntary incentive. 
Conclusions: Incorporation of increased social pressure into physician P4P programs can lead to changes 
in physicians’ personal motivations, group dynamics, and clinical behaviors. Process measures should be 
incorporated into P4P programs, as outcomes measures alone may not accurately capture quality.
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Introduction 

An increasing number of healthcare payers are turning 
away from traditional fee-for-service (FFS) models and 
are instead looking towards pay-for-performance (P4P) 
programs to incentivize high-value care (1). In contrast to 
the traditional FFS programs, these P4P models reimburse 
physicians not only for how much care they provide, but also 
how well they achieve quality metrics, such as blood pressure 
control and recommended screenings (2). 

While P4P programs have generally had mixed success 
(3-7), recent experimentation with incentive design has 
shown greater promise (8,9). These newer studies addressed 
some limitations of the early programs—notably small 
and poorly designed incentives—and began to incorporate 
principles from behavioral economics, such as loss 
aversion and increased social pressure. These behavioral 
economic principles are attractive to policymakers and 
payers because they have the potential to achieve higher 
quality care without driving up costs (10). Further, they are 
differentiated from traditional economic incentives because 
the incentive design (e.g., framing the bonus dollars as 
losses rather than gains or linking to group performance 
rather than individual performance) is intended to drive 
differences in performance, not incentive size.

Still, despite the promise of these principles, there is 
very limited data to support their efficacy in the healthcare 
setting (11). While there have been several successes in 
applying these principles to patients’ decision-making and 
in the professional setting outside of healthcare, notably 
Chicago public school teachers (12-14), there have been 
few examples of studies examining their effectiveness in 
changing the clinical behavior of physicians (11). 

Given the paucity of data and widespread use of these 
principles in multiple Medicare programs, including the 
Oncology Care Model (OCM) (15), Comprehensive 
Primary Care Plus (CPC+) initiative (16), and Merit-
Based Incentive System (MIPS) (17), we performed a 
randomized controlled study that sought to determine if 
the behavioral economic principles of loss aversion and 
social pressure could improve clinical outcomes. While a 
quantitative analysis did not show a significant difference 
in quality outcomes (18), it did not analyze process changes 
or perceptions of how these interventions influenced the 
motivations of participating physicians. In this study, we 
sought to determine the perceived influences of these 
interventions on physicians and how the interventions 
changed their clinical behaviors and peer interactions. 

Methods

Standardized interviews were conducted with 22 of the 33 
physicians who participated in the Advocate Trial. 

Setting, participants, and trial design

The Advocate Trial was a randomized controlled trial 
conducted from January 1, 2016 to December 31, 2016, by 
the Trinity Physician-Hospital Organization (PHO). Trinity 
is a clinically integrated physician network that is part of the 
larger Advocate Physician Partners associated with Advocate 
Health Care. At the time of the study, Trinity PHO’s 
practice comprised 56 primary care and specialty practices 
and 300 physicians. It is located in Chicago, Illinois. It was 
selected for the trial because it had historically lower quality 
scores compared with other physician networks within 
Advocate Health Care. 

The study population included all physicians affiliated 
with Trinity who were participating in Advocate’s existing 
P4P program, known as the clinical integration (CI) 
program, and had been treating at least one patient with 
one of five chronic conditions (asthma, chronic obstructive 
pulmonary disease, diabetes, coronary artery disease or 
ischemic vascular disease, or congestive heart failure) for 
over a year. Participating physicians (Table 1) had a mean age 
of 57 years old, over 80% were in primary care or internal 
medicine, and nearly half (45%) of their patient panels were 
participating in the program. Participating patients (Table 2) 
were mostly black (71%), 85% lived in the 606** zip code 
(99% lived in one of four zip codes), and they averaged 1.61 
chronic conditions per patient. 

The trial was divided into three arms. In the “active 
control” arm (control group), providers received 32% 
higher bonuses than the year prior (from $52 per patient to 
$68 per patient, or $3,355 per physician). The decision was 
made to have an “active control” group with higher wages 
than the prior year because it was culturally unacceptable 
to offer higher bonuses to the experimental groups than 
the control group. Similar to prior years, 30% of their 
performance was tied to the performance of the group. In 
the first interventional arm (loss aversion group), physicians 
received the same larger bonus as the control arm, with 
the option of withdrawing 50% of their expected annual 
performance bonus (average $19,292) as a lump sum at any 
point during the trial year. If their subsequent performance 
did not lead to a bonus equal to or greater than the amount 
they withdrew, they would have to pay back the difference 
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Table 1 Characteristics of participating physicians

Characteristics Active control arm (n=8) Loss aversion arm (n=7) Social pressure arm (n=7)

Demographics      

 Age (years), range 61 (45–69) 66 (62–72) 54 (41–68)

 Tenure (years), mean 18 (3) 18 (3) 10 (9)

 Gender 38% female 29% female 43% female

Medical specialty      

 Family medicine 3 (38%) 0 (0%) 4 (57%)

 Internal medicine 3 (38%) 3 (43%) 1 (14%)

 Pediatrics 1 (13%) 1 (14%) 1 (14%)

 Other 1 (13%) 3 (43%) 1 (14%)

Number of patients      

 Participating in program 857 1,209 1,076

 Not participating in program 1,171 1,989 1,386

Performance      

 Before intervention 88% 85% 83%

 After intervention 92% 89% 89%

at the end of the year. In other words, their motivation 
during the year would be to avoid losing the upfront bonus 
they were given at the beginning of the year. In the second 
interventional arm (social pressure group), physicians also 
received the same larger bonus as the control arm, but 
the percent of their individual performance bonus tied 
to the group’s performance was increased from 30% to 
50%. In both interventional arms, physicians were given 
four additional official reviews of their performance data 
compared to the control arm. 

Standardized interviews and surveys

At the end of the trial, all participating physicians were 
invited to be interviewed using a standardized script 
(Supplementary file). Of the 33 who participated, 22 agreed 
to be interviewed. Each interview was led by one researcher 
from the University of Pennsylvania and was designed 
to last approximately 20 minutes in length. The list of 
questions varied slightly based on which arm of the trial 
they were in, though a set of general experience questions 
were asked of each physician interviewed. The questions 
were originally piloted by study authors and revised for 
clarity. The questions focused on eliciting global feedback 
and reflecting on the salience of their group’s incentives, 

changes in group dynamics, difficulties experienced during 
the trial, and recommendations for the future. All interviews 
were audio-recorded and subsequently transcribed by an 
independent third-party contractor. 

Data analysis

All interviews transcriptions were uploaded to NVivo 11 for 
analysis. Three independent observers went through each 
transcript and generated preliminary “nodes” that reflected 
recurring themes. The research team then reviewed these 
preliminary nodes and consolidated them into final nodes. 
All transcripts were then re-coded by one of the original 
observers and an additional coder with these final nodes and 
remaining conflicts were resolved through discussion. During 
subsequent analysis, these 15 nodes were further categorized 
into five major domains reflecting broader themes. 

Inter-rater reliability for the 15 nodes in the nodal 
analysis had a mean of 0.84, a median of 1.00 and a range of 
0.591–1.000. 

Results

During our analysis of the standardized interviews, 
five major domains were identified (Table 3). The most 
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frequently discussed topics were financial incentives 
(73% participants, 3.6 references per interview), personal 
motivation to improve performance (68% participants, 2.3 
references per interview), and each arm’s group dynamic 
(64% participants, 2.0 references per interview). Other 
recurrent topics included how the interventions affected 
clinical care (64% participants, 2.7 references per interview) 
and barriers to success (68% participants, 2.0 references per 
interview).

Domain 1: financial incentives

The majority of participants were either optimistic or 
neutral regarding their assignment. Participants in the 
control group tended to be pleased because the increased 
bonuses did not seem to come with any ‘strings attached’ 

and they could continue without changing their own status 
quo, while those in the loss aversion group were similarly 
pleased with the option of accessing money earlier. 

Several participants in the social pressure group, 
however, expressed concern that their income would be tied 
to the performance of others. As one physician put it, “I still 
was kind of upset about it…because I know I have a good score. 
And I was concerned the people that I saw, when I saw their scores 
I was like ‘Oh, Lord. They’re going to close me down. I’m going 
to lose money.’” Another physician stated their concern even 
more bluntly, “sharing my money with other physicians’ sucks.” 
Interestingly, none of the physicians in the other groups 
expressed these sentiments despite still having 30% of their 
incentives tied to others. 

The salience of each incentive arm varied on several 
factors.

Table 2 Characteristics of participating patients

Characteristics Active control arm (n=857) Loss aversion arm (n=1,209) Social pressure arm (n=1,076)

Demographics      

Age 63 (15) 65 (13) 61 (13)

Gender 61% female 61% female 64% female

Black or African American 573 (67%) 759 (63%) 873 (81%)

Caucasian or White 81 (9%) 208 (17%) 33 (3%)

Other 59 (7%) 57 (5%) 19 (2%)

Unknown 144 (17%) 185 (15%) 151 (14%)

Area code      

606_ _ 84.7% 83.8% 87.5%

604_ _ 11.1% 10.8% 9.5%

608_ _ 2.1% 2.0% 1.5%

463_ _ 1.9% 2.2% 0.5%

Other 0.2% 1.2% 1.1%

Qualifying illness      

Asthma 54 (6%) 42 (3%) 70 (7%)

Chronic obstructive pulmonary disease 245 (29%) 174 (14%) 193 (18%)

Congestive heart failure 84 (10%) 100 (8%) 92 (9%)

Chronic hypertension 676 (79%) 1043 (86%) 820 (76%)

Diabetes mellitus 261 (30%) 356 (29%) 426 (40%)

Coronary artery disease or ischemic  
vascular disease

163 (19%) 254 (21%) 189 (18%)

Average no. of chronic diseases, mean (S.D.) 1.73 (0.9) 1.63 (0.8) 1.66 (0.9)
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In the loss aversion group, only two of the eleven 
physicians actually withdrew money from the virtual 
account. Of the two, one said that he only did so out of 
deference to the study, while the other used the funds to 
hire a physician assistant and remodel her office. There 
were three major reasons why the nine participants in this 
group elected not to withdraw any money. First, they did 
not need the money personally. Second, they did not have 
any specific business ventures for which they needed money. 
And third, they didn’t want to assume the risk of having 
to repay the money later. Only one participant said he was 
unsure of how to access the funds. 

There was also broad agreement among those who did 
not withdraw money that the virtual account had little 
influence on their decision making. As one participant said, 
“Let’s face it this trial is sort of a once-a-year event. So it’s not 
like you think about it a lot during the year. Once we made this 
decision it basically gave us some flexibility to take the money at 

a sooner time frame. We ultimately decided not to.” Another 
echoed this sentiment, saying, “Once the decision was made we 
didn’t really review it until the end of the year.” Interestingly, 
one physician in a different group expressed frustration that 
he was not in the loss aversion group because he had specific 
needs for the money. 

In the social pressure group, those who had personal or 
professional ties to other members were strongly influenced 
by the incentive, while those lacking those ties did not. As 
one of the internists said, “more than the incentive structure, 
the group structure motivated me more. Because I’m working 
with the chair of medicine. And then you—we talk and we have 
a nice relation, and these are older people than me. And they are 
doing all these things. Why am I not supposed to do this?” In 
contrast, one of the specialists in the group brushed off the 
group dynamics, saying “most of the time…my performance 
did not influence the group as much because I’m a specialist…the 
group was not affected as much, kay, by my performance.” 

Table 3 Frequency of major domains and subdomains

Number of sources Number of references Number of words referenced

Financial incentives 16 52 5,513

Salience of incentive 12 25 1,732

Interaction between groups and financial incentive 9 22 1,376

Influence of incentive 10 18 1,250

Other 3 14 1,155

Group dynamics 14 31 2,295

Teamwork 8 25 1,329

Other 11 20 966

Quality of patient care 14 35 4,154

Diligence 10 26 1,848

Patient engagement 5 10 820

Time spent with patients 6 8 620

Other 7 17 866

Motivation 15 50 4,684

Effect of being under observation 13 36 1,867

Group motivation 6 26 1,600

Peer pressure 7 16 777

Other 2 4 440

Barriers to success 15 45 3,807
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Domain 2: group dynamics

These different incentive structures within each trial arm 
translated into starkly different dynamics in the social 
pressure arm compared to the control and loss aversion 
arms. While neither the control nor the loss aversion group 
noted significant changes from the year prior, as group 
members remained largely independent, the social pressure 
group organized regular meetings throughout the year and 
its members actively reached out to their colleagues on an 
individual level.

The prevailing sense in both the loss aversion group and 
the control group was one of pacificity. Despite still having 
30% of their performance bonus tied to the performance of 
others, one physician in the loss aversion group said, “our 
arm was a little bit more hands-off because our success didn’t 
depends on the next person.” A different participant in the 
control arm recalled how he “was pleasantly surprised that 
the incented [arm was] getting together, were trying to encourage 
each other, and move forward. I was actually impressed.”

By contrast, the physicians in the social pressure group 
attended meetings every other month, at which they 
would review their performance and highlight areas of 
improvement. One physician explained, “At the meetings, 
we gave out scores and we looked at what percentages we were. 
We tried to print off peoples’ so we could see that—who is at 30 
percent, who is at 50 percent.... so we really broke down the CI 
score…to see where we were as far as getting those points. So, we 
tried to analyze that. And I think that was way more information 
than some guys had ever seen.” Another participant elaborated 
further, saying “we were discussing…all the obstacles, how to 
improve the score, and how to improve patient care…because [if] 
patient care will be improved, the score will improve.”

At these meetings, they would also share best practices 
and help those whose performance was lagging. One 
physician described the content of these meetings, saying 
“we shared techniques. We shared insights. Maybe clarify any 
misunderstandings or confusion about the various parameters – 
the various measures.” Another added, “Those of us that did 
really well…tried to give pointers to people who [didn’t]. And 
then everybody around the table—it’s like a roundtable discussion 
or something. And we all got to say well, yeah, this is how I do it.”

This increased cohesiveness also translated to increased 
communication outside of these meetings, in the form of 
text messages and, occasionally, phone calls during which 
they would give each other reminders and tips. High-
performing physicians, in particular, felt empowered to 
reach out directly to lower-performing members. As one 

physician put it, being in the arm “motivated me to really help 
those that I knew were struggling or I knew didn’t historically 
have good scores…I took it upon myself to really push them 
and text them and encourage them.” Another echoed this 
sentiment, saying that he “personally reached out to them to 
help them be the best they could, especially since I know their score 
is going to affect me so much.”

These group-based incentives also led to increased team 
cohesiveness and buy-in. As one participant put it, “I would 
say everybody motivated each other. And we had a couple of 
meetings and we discussed what to do and certain kind of things 
that we were not looking into. We had to talk to other people what 
they do in their office and kind of do that too.” Another echoed 
this sentiment, saying “of course, meetings played a role to 
motivate everyone because, of course, it was a group-based score. 
So there was motivation…and also, investment, too.” 

Domain 3: quality of patient care

The different incentive structures also translated into notable 
changes in clinical behavior. The increased salience of the 
quality metrics– either through increased reimbursement, 
more frequent proformas, or new group motivations- 
led members in all groups to become more diligent. One 
participant, for instance, explained, “We put in more effort. 
We’re able to provide better care to the patients. And I think we 
must have influenced or pleased like 20 percent of the patients to do 
things which they were not thinking about doing yet. So finally, we 
were able to bring in those changes with patient care.” 

Multiple participants—though notably more so in the 
social pressure group—also described various other ways 
in which they changed their practice in response to the 
incentives. Several described spending more time with 
patients to explain the rationale behind recommended 
screening tests or vaccinations, while others said that they 
began offering certain tests themselves. Others described 
targeting patients with unmet needs, such as missing 
preventative care measures, by offering earlier follow-up 
appointments or more proactively reaching out in the form 
of phone calls. As one physician said, “If it was something 
with the diabetes or their blood pressure…I might have made a 
bigger deal of it…I said well, I know we said three months, but 
now we’re going to two months. Or instead of waiting six months, 
let me see you back in three months and see if we can get this 
under control.”

Notably, many of these changes appear to be long-lasting 
rather than temporary measures. One physician put it, “if 
you have a set of parameters that you have to meet…on a regular 
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basis and then ingrain it into habits of everyone in the office…
on a regular basis …[for] a year or six months, after the study is 
finished, those habits stay, at least, I’d say, maybe, 80 percent.”

Domain 4: motivation

The majority of participants said that being under 
observation for the study did not significantly influence 
their behaviors, as they were already committed to 
providing quality care. However, several physicians across 
all groups acknowledged that being observed by researchers 
made them want to “shine” even more than usual. 

Neither the loss aversion group nor the control group 
expressed significant changes in their motivations. In stark 
contrast, the increased social pressure group consistently 
described increased motivation stemming from largely 
positive dynamics. As one physician put it, “Yeah, I would 
say everybody motivated each other…we discussed what to do and 
certain kind[s] of things that we were not looking into.” Another 
echoed this sentiment saying, “If I saw people in the hospital…
I would mention stuff. ‘How are things going? My score’s up to 
this. What’s yours?’ And after a while I started text[ing] people 
going ‘My score is this. Let’s all shoot for this. Let’s get it here.’” 

Still, the specter of public visibility and accountability of 
underperformers at the end of year was apparent. As one 
participant in the social pressure group noted, “If I don’t 
score well, then my colleagues will suffer, too. And I didn’t want 
them, at the end of the year, looking back towards me, oh, you 
didn’t score well.”

Interestingly, there was consensus in both interventional 
groups that the increased frequency of proformas was 
helpful in motivating them to improve. As one participant 
stated, “The fine tuning and the numbers, it helped. I’m not 
going to tell you that the last year I am doing something different. 
I always tried. But then when you see these numbers totally out of 
the box, you try to put it together.” 

Domain 5: barriers to success

Despite the positive changes from the new incentives, 
participants in each arm expressed concerns over barriers 
that precluded further change. 

The most commonly cited barrier was the time and 
clerical burden that the P4P programs entailed. Several said 
that coding and mandatory meetings were time-consuming, 
while others said that they did not have enough time to do 
everything with patients while still having time to address 
their immediate concerns. As one participant put it, “I want 

to concentrate [on] the patient rather than thinking about all this 
registry. That is too much for the physician. Sometime…[your] 
patient has some other complaint, but I was told that [she] doesn’t 
have [a] flu shot…not this, not this…You want to take care of the 
patient as a patient. You know that patient. This mammogram 
patient, this colonoscopy patient, this flu shot…is too much work 
for [the] physician…And it’s like paperwork.”

Several others focused on the difficulties inherent 
in using outcomes measures versus process measures, 
especially with skeptical patient populations. As one 
participant explained, “So many of my patient[s]…in this area, 
they’re not literate—they don’t want [a] flu shot. And then I want 
to force them and even then some of them they get [a] complication 
[like] this high fever or something like that—they will get mad at 
me. So you can’t force them.” Another participant would go on 
to say, “And then [I] call the patient…[and] I explain…that you 
need a flu shot, you need [a] colonoscopy. But if they don’t go still 
I don’t get credit.” Given these challenging circumstances, 
a couple of the physicians expressed their frustration, one 
even saying, “The time…dedicated to doing it was not worth the 
financial remuneration [we] got.”

Discussion

Physicians who participated in the Advocate Trial expressed 
significantly different perspectives on the salience of their 
incentive programs and their subsequent group dynamics, 
clinical behaviors, and motivations depending on which arm 
of the study they were enrolled. 

While the control and loss aversion group participants 
generally approved of their incentive program, neither 
described significant changes in their motivation or group 
dynamics from the year prior. The control group physicians 
largely viewed their contracts as a continuation of the status 
quo, as they have had been working under similar contracts 
since 2005. The loss aversion group, in turn, conceptualized 
their incentive as a theoretical benefit they could use if 
necessary, rather than a tangible sum of money they might 
lose. As such, only two out of the eleven withdrew any 
money and none felt ‘at risk.’ Ironically, it appears to be 
the salience of loss aversion to physicians that prevented 
the loss aversion arm from being successful, as the threat of 
having to repay money was enough to convince nine out of 
eleven physicians to not withdraw any money. In a way, this 
arm may best have been termed an “opportunity” for loss 
aversion and programs implementing such incentives should 
consider whether their program is likely to have a high or 
low participation rate. 
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In contrast, the social pressure group widely agreed that 
the new group incentives caused significant changes in 
personal motivations, group dynamics, and clinical behavior. 
Not only did they demonstrate significantly higher levels 
of teamwork and group cohesion, several members also felt 
empowered to reach out to others on an individual level. 
These changes appear to have led to improvements in 
clinical practice patterns, especially at the margin, including 
offering additional tests to patients, arranging for closer 
follow-up, and more proactively reaching out to patients 
with gaps in care. Still, several members complained of 
increased uncompensated time in meetings, as well as 
increased professional and personal pressure from the 
visibility of their scores. 

Regarding barriers, physicians in all arms expressed 
dissatisfaction with the growing clerical and clinical burdens 
of these programs and several critiqued reimbursing 
physicians on outcomes measures rather than process 
measures, especially with patient populations that are 
reluctant to accept recommended screenings.

These results are significant for several reasons. 
First, while a quantitative analysis failed to demonstrate 
a significant difference in outcomes between the three  
arms (18), these qualitative results indicate that increased 
social pressure led to significantly different team dynamics 
and clinical behaviors compared to the control group. 
These positive results for social pressure are consistent 
with prior trials (19,20), while our negative results are 
at odds with several small-scale interventions involving  
physicians (21) and non-physicians (11). Second, the 
underwhelming performance of the loss aversion group 
appears to stem largely from limitations in incentive design- 
notably that only two participants took the incentive, and 
none felt ‘at risk’—rather than physicians being intrinsically 
less susceptible to loss aversion. Third, the broad criticisms 
lodged against using outcomes measures as the cornerstone 
of Advocate Physician Partners’ quality program- especially 
for patients serving challenging populations- argues for 
integration of process measures into new P4P programs. 
The Advocate program has deliberately moved from 
all process measures to more outcomes measures over 
time. These criticisms from participants may also reflect 
the inability to risk adjust quality results for challenging 
populations (22) and low signal to noise ratio for many 
outcomes measures (23). 

This trial has several key limitations. First, the sample 
size of the interviews was limited to 22 physicians and 
followed only one group in the increased social pressure 

arm. While this is certainly less than ideal, all physicians 
were exposed to interventions for one year and this trial 
represents the largest trial to date examining these principles 
on physicians’ behaviors. Second, the design of this trial 
was pragmatic and limited to what was culturally acceptable 
for Advocate. In turn, there was an “active control” rather 
than a true control and physicians in the loss aversion arm 
were not forced to withdraw any money. Third, the baseline 
performance of each groups was variable, with the active 
control groups having the highest baseline performance. 
While different baselines may interfere with objective 
comparisons, our study focused on behavioral changes 
and thus should not be affected by different baseline 
performances. Finally, this trial was limited to a single 
service area of a large healthcare system in Illinois that 
served a predominately underserved population. 

Conclusions

While a quantitative study failed to demonstrate significant 
differences in outcomes between the three arms of the 
Advocate Trial, this qualitative analysis demonstrates 
significant process differences in the social pressure group. 
Moreover, the shortcomings of the loss aversion group 
appear to stem largely through the design of the incentive 
rather than a refutation of the principle of loss aversion to 
physicians. 
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Supplementary

Arm 1 control group script

Arm 1 (control arm) will serve as the ‘current usual care’ control 
in which physician incentives payments are 70% individual/30% 
group-based and delivered with a performance gap loss frame 
(i.e., providers are told how much incentive is left on the table).  
Performance gap loss framing is a way to introduce a component 
of loss aversion to an otherwise traditional gain frame incentive 
and was incorporated into the incentive design at Advocate by 
including a report on unearned dollars and what would have 
needed to occur to receive the additional incentive.

The interview should last no more than 20 minutes. 
Before we get started, do you have any questions for me? As 
we go through this, please feel free to interrupt me with any 
questions you may have. 

Study participation

 Your participation involves participating in a 20-minute 
interview. 

 The interview will be audio-recorded so that we do 
not miss anything important that you say. When the 
audio is being transcribed (typed out), all identifying 
information, including any names or institutions you 
mention in the interview, will be removed from the 
transcript. Therefore, no one reading the transcript of 
the interview will know who you are.  

 If  at any point during the interviews you feel 
uncomfortable or you need to stop for any reason, 
please let the interviewer know. 

 Your participation is voluntary which means you can 
choose whether or not to participate.  You can also 
choose to skip any question you do not wish to answer 
or decide you no longer wish to participate at any time.

Questions

 If a member of the research team cannot be reached or 
you want to talk to someone other than those working 
on the study, you may contact the Office of Regulatory 
Affairs with any questions, concerns or complaints at the 
University of Pennsylvania by calling (215) 898-2614.

Physician interview script

(I) Thinking back to a little over a year ago, we first 
randomized you to one of three groups.
(i) What were your initial thoughts when you 

found out what group you were in? 
(ii) What were your feelings about being assigned to 

your group? 
(iii) How did your satisfaction with your arm 

assignment change during the course of the 
study?

(II) How did participating in this trial influence you?
(i) What was your experience like? 
(ii) How did being in the study change your 

interaction with patients?
(III) How often did you interact with the online registry to 

access your performance?  
(i) How much did you engage in the field opps 

meetings or with your supplemental ProFormas?
(IV) How did participating in the program affect your 

medical care and/or your practice in other ways you 
did not expect?

(V) If this program were to be rolled out to the rest of 
APP physicians, what changes would you like to see?

(VI) Is there anything else you want to say about the study?

Arm 2 loss aversion group script

Arm 2 will test a potentially more potent way of inducing loss 
aversion by creating an endowment effect for the physician 
incentives, keeping the 70% individual/30% group-based 
components constant. This will be done by giving providers the 
bonus at the beginning of the year in a virtual account and 
making retention of incentive dollars conditional on performance. 
This would provide an alternative to the once-yearly payment 
currently provided by Advocate.

The interview should last no more than 20 minutes. 
Before we get started, do you have any questions for me? As 
we go through this, please feel free to interrupt me with any 
questions you may have. 

Study participation

 Your participation involves participating in a 20-minute 
interview. 

 The interview will be audio-recorded so that we do 
not miss anything important that you say. When the 
audio is being transcribed (typed out), all identifying 
information, including any names or institutions you 
mention in the interview, will be removed from the 
transcript. Therefore, no one reading the transcript of 
the interview will know who you are.  

 If  at any point during the interviews you feel 



uncomfortable or you need to stop for any reason, 
please let the interviewer know. 

 Your participation is voluntary which means you can 
choose whether or not to participate.  You can also 
choose to skip any question you do not wish to answer 
or decide you no longer wish to participate at any time.

Questions

 If a member of the research team cannot be reached or 
you want to talk to someone other than those working 
on the study, you may contact the Office of Regulatory 
Affairs with any questions, concerns or complaints at the 
University of Pennsylvania by calling (215) 898-2614.

Physician interview script

(I) Thinking back to a little over a year ago, we first 
randomized you to one of three groups.  What were 
your initial thoughts when you found out what group 
you were in?  What were your feelings about being 
assigned to your group?  How did your satisfaction 
with your arm assignment change during the course 
of the study?

(II) We are particularly interested to learn about how the 
groups worked and how participation influenced you 
and your practice.
(i) Questions for loss aversion arm
 Let’s talk about those who were randomized 

to the pre-funded incentive group.  We know 
most people did not withdraw from the 
account, which was very interesting to us.  Let’s 
talk about those that did not.

 Why do you think they didn’t access the funds?
 What’s your impression of how the funds were 

used for those that did access them?
 We heard about excitement over investing 

the funds back into the practice.  What was 
your experience with that?  How were those 
decisions made at your practice?

(ii) Questions for both
 What additional activities did you undertake to 

be successful in this program?
 What worked?
 What did not work?

(III) How did participating in this trial influence you? 
What was your experience like?  How did being in 
the study change your interaction with patients?

(IV) In general, do you think using the prefunded account 
is an effective way to improve patient care? What 
about quality?  How so? What changes would you 
make to the incentive structure?

(V) How often did you interact with the online registry 
to access your performance?  
(i) How much did you engage in the field 

opps meetings or with your supplemental 
ProFormas?

(VI) How did participating in the program affect your 
medical care and/or your practice in other ways you 
did not expect?

(VII) If this program were to be rolled out to the rest of 
APP physicians, what changes would you like to see?

(VIII) Is there anything else you want to say about the 
study?

Arm 3 social pressure/group-based incentive 
group script

Arm 3 will test enhanced social pressure by increasing the group-
based performance component of the individual physician’s 
incentive payment to 50% (with other 50% based on individual 
performance) and will keep the performance gap framing 
constant. 

The interview should last no more than 20 minutes. 
Before we get started, do you have any questions for me? As 
we go through this, please feel free to interrupt me with any 
questions you may have. 

Study participation

 Your participation involves participating in a 20-minute 
interview. 

 The interview will be audio-recorded so that we do 
not miss anything important that you say. When the 
audio is being transcribed (typed out), all identifying 
information, including any names or institutions you 
mention in the interview, will be removed from the 
transcript. Therefore, no one reading the transcript of 
the interview will know who you are.  

 If  at any point during the interviews you feel 
uncomfortable or you need to stop for any reason, 
please let the interviewer know. 

 Your participation is voluntary which means you can 
choose whether or not to participate.  You can also 
choose to skip any question you do not wish to answer 
or decide you no longer wish to participate at any time.



Questions

 If a member of the research team cannot be reached or 
you want to talk to someone other than those working 
on the study, you may contact the Office of Regulatory 
Affairs with any questions, concerns or complaints at the 
University of Pennsylvania by calling (215) 898-2614.

Physician interview script

(I) Thinking back to a little over a year ago, we first 
randomized you to one of three groups.  What were 
your initial thoughts when you found out what group 
you were in?  What were your feelings about being 
assigned to your group?  How did your satisfaction 
with your arm assignment change during the course 
of the study?

(II) We are particularly interested to learn about how the 
groups worked and how participation influenced you 
and your practice.
(i) Questions for the group arm 
 Let’s talk about those randomized to the group 

incentive.  We are interested to learn how that 
played out.

 What kind of communication was there 
between you and others in your group?

 How did you work together to achieve the 
incentive?

(ii) Questions for both
 What additional activities did you undertake to 

be successful in this program?
 What worked?
 What did not work?

(III) How did participating in this trial influence you? 
What was your experience like?  How did being in 
the study change your interaction with patients?

(IV) In general, do you think using a group incentive is an 
effective way to improve patient care? What about 
quality?  How so? What changes would you make to 
the incentive structure?

(V) How often did you interact with the online registry 
to access your performance?  
 How much did you engage in the field 

opps meetings or with your supplemental 
ProFormas?

(iii) Question for group incentive arm
 Regarding the physician rankings on the 

proformas- In proformas, you saw performance 
of yourself or peers, how did that feel versus 
your expectations?  

 What additional information would have been 
useful to add?

(VI) How did participating in the program affect your 
medical care and/or your practice in other ways you 
did not expect?

(VII) If this program were to be rolled out to the rest of 
APP physicians, what changes would you like to see?

(VIII) Is there anything else you want to say about the 
study?


