
Commentary

Driven to Care: Aligning External
Motivators with Intrinsic Motivation

What motivates physicians to behave the way they do and make the decisions
they make in the course of caring for patients? Given that a physician’s prover-
bial pen dictates much of health care spending, possible answers to this ques-
tion have serious implications not only for patients and their physicians, but
also for payers, providers at large, policy makers, and the public.

Few would deny that external motivators like money influence human
behavior. In the health care context, pay-for-volume incentives have con-
tributed to wide variations in care and fueled the development of alternative
ways of reimbursement, including most prominently pay-for-performance
(P4P). Therefore, the issue is not whether financial incentives influence physi-
cian behavior, but whether they achieve their intended outcomes (e.g., high-
value care) and, probably just as importantly, whether they lead to unintended
and unwelcomed outcomes (e.g., avoiding caring for sicker patients; dispro-
portionately focusing on care processes that are being evaluated). One of these
adverse outcomes is the potential for external motivators to undercut intrinsic
motivation, commonly referred to as the “undermining” (Deci, Koestner, and
Ryan 1999) or “crowding-out” (Frey and Jegen 2001) effect. This phe-
nomenon (referred to as the crowding-out effect for the remainder of the com-
mentary) has been observed in a variety of professionals from public school
teachers (Fryer 2011) to West Point military cadets (Wrzesniewski et al. 2014),
but it has not been well studied among physicians.

Three of the five papers commissioned by the Agency for Healthcare
Research and Quality (AHRQ) allude to or explicitly reference the potential
crowding-out effect of P4P. Berenson and Rice (2015) advocate for “incentive
neutrality” as a design principle for physician payment methods that promotes
neither over- nor underutilization of health care services; Roland and Dudley
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(2015) consider it critical that financial incentives be aligned with professional
values; Conrad (2015) argues for provider involvement in the development,
implementation, and evaluation of P4P. In light of the increasing reliance on
financial incentives to improve health care quality and cost, the motivational
crowding-out effect and its potential negative impact on care received by
patients warrant deeper consideration by all who are committed to creating
and sustaining a high-value health care system.

Theories about work motivation have been validated by decades of
empirical research by experimental psychologists and behavioral economists
in non–health care settings (Grant and Shin 2011). Informed byMaslow’s hier-
archy of needs (Maslow 1943), self-determination theory frames human
behavior as being both intrinsically and extrinsically motivated. Ideally,
physicians are intrinsically motivated to deliver care that is grounded in the
best available science and the ethics of medicine. Intrinsic motivation is
achieved or sustained when the following psychological needs are satisfied
(Deci and Ryan 1985):

1. Autonomy, defined as feeling a sense of choice or freedom from coer-
cion, as when a behavior is either interesting or personally meaning-
ful;

2. Competence, defined as feeling effective and capable in one’s actions,
especially when feeling maximally challenged, as when one’s ability
is stretched or extended; and

3. Relatedness, defined as feeling reciprocally respected and cared for
through connections with others.

These basic psychological needs are innate, self-oriented drivers of
human behavior that are not dependent on selfless ideals of altruism or
morality.

How does motivation theory inform how we think about P4P in health
care? Neoclassical economists have traditionally viewed performance-contin-
gent financial incentives as either the only motivator or as simply additive to
preexisting intrinsic motivation (see Figure 1). Preexisting intrinsic motiva-
tion typically resides in activities that individuals consider inherently interest-
ing and challenging (Deci, Koestner, and Ryan 1999). Laboratory and field
studies have found that when performance-contingent financial incentives
are introduced, they may crowd out preexisting intrinsic motivation by
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undermining one’s sense of autonomy and competence, resulting in poorer
performance (as depicted by the left end of the solid line in Figure 2; Deci,
Koestner, and Ryan 1999; Fryer 2011; Wrzesniewski et al. 2014). As opposed
to the standard supply curve, where performance rises with payment (or the
price effect), motivational crowding out works in the opposite direction.
Therefore, the net effect of financial incentives on work performance depends
on the relative size of the price effect and the crowding-out effect (as depicted
by the solid line in Figure 2). The crowding-out effect is particularly evident

Figure 1: Financial Incentive Alone or as Additive to Preexisting Intrinsic
Motivation

Figure 2: Financial Incentive Crowding Out Preexisting Intrinsic Motiva-
tion

Source: Figures from Woolhandler S, Ariely D. Will Pay for Performance Backfire? Insights from
Behavioral Economics.Health Affairs Blog. October 11, 2012.
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when financial incentives are introduced for tasks that are cognitively complex
(such as many of those that doctoring comprises) because such work is inher-
ently interesting or challenging. The negative effect on incentivized and
overall performance is also strong when financial incentives are very large (as
depicted by the right end of the solid line in Figure 2) because the incentives
themselves demand disproportionate attention, undermining one’s sense of
autonomy, and interfering with cognitive focus and creativity (Himmelstein,
Ariely, andWoolhandler 2014).

How, then, should one approach the design of P4P incentives to protect
and support intrinsic motivation, and to avoid undermining the psychological
work needs of physicians and others in the course of caring for patients? Scant
empirical research has been conducted evaluating the crowding-out effect in
the health care context. That said, the current state of motivation science in
the non–health care context provides a solid foundation for formulating testa-
ble hypotheses (Gagne and Forest 2008; Cerasoli, Nicklin, and Ford 2014).

By definition, financial incentives are not neutral. Berenson and Rice
recognized that their idea of “incentive neutrality” is an idealized goal and that
a more realistic goal is to minimize the unintended outcomes of P4P. In other
words, how do we better align external incentives with intrinsic motivation?
Several of the AHRQ-commissioned papers highlight the necessary balance
between simplicity and comprehensiveness of performance measures. While
the minimum number of P4P measures required to strike such a balance is
unclear, it is clear that not every aspect of work performance is measurable.
And the more aspects of performance above the necessary minimum that are
measured, the stronger the crowding-out effect is likely to be because unneces-
sary measuring will undermine satisfaction of autonomy and competency
needs. Currently, many P4P measures in health care are targeted to specific
processes of care (e.g., glycosylated hemoglobin check). Targeted measures
that break doctoring into distinct, piecemeal tasks may be perceived as more
controlling and may undermine physicians’ sense of self-efficacy than mea-
sures that are more global in scope. Beyond the number and scope of mea-
sures, the quality of P4P measures is potentially related to satisfying the
psychological need to feel competent, thus affecting intrinsic work motivation
(Cassel and Jain 2012). Measures that lack face validity are unlikely to be well
accepted by those being held accountable for measure-based performance.

Crowding out may be strongest when P4P financial incentives are large
because they are perceived as more controlling. Compared to financial
rewards, P4P financial penalties are likely to have a stronger price effect on
performance by tapping into the individual’s sense of loss aversion (Tversky
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and Kahneman 1991). However, such financial penalties could have an oppos-
ing crowding-out effect by undermining physicians’ sense of autonomy and
self-efficacy (Gagne and Forest 2008). Finally, P4P incentives may undermine
feelings of autonomy and competence when the physician lacks sufficient con-
trol to affect the performance outcome being measured (Cassel and Jain 2012).

Informed by the potential effect of P4P on psychological work needs,
which is essential to supporting intrinsic motivation (Deci and Ryan 1985), the
following hypotheses merit empirical evaluation and the findings of these
evaluations would inform policy makers and payers in the design of financial
incentives that minimize unintended consequences:

1. Crowding-out effect increases with the number of pay-for-perfor-
mance measures used above and beyond the minimum number of
measures needed to sufficiently assess performance.

2. Crowding-out effect is greater for pay-for-performance measures that
are more targeted than those that are more global in scope.

3. Crowding-out effect is greater for pay-for-performance measures that
do not satisfy face validity than those that do.

4. Crowding-out effect increases with the size of the pay-for-perfor-
mance financial incentive.

5. Crowding-out effect is greater for pay-for-performance incentives
based on financial penalty than financial reward.

6. Crowding-out effect is greater for pay-for-performance incentives
when physicians’ ability to affect the performance outcome being
measured is lower.

Each hypothesis above assumes that other P4P design features (e.g.,
number, scope, or validity of performance measures) is orthogonal or inde-
pendent to the feature stated in the hypothesis in question.

Finally, while not the primary focus of most of the AHRQ-commis-
sioned papers, there are nonfinancial external motivators that should be taken
into account. Schlesinger, Grob, and Shaller (2015) highlight the importance
of public and private reporting of less quantifiable patient experiences (e.g.,
narrative data gathered in open-ended comments on patient experience sur-
veys) as nonfinancial inducements to improving quality of care delivered.
Beyond quality reporting, health care delivery systems that foster clinical
teams built on shared goals, clear roles, and mutual trust are likely to support
competency and relatedness needs satisfaction (Mitchell et al. 2012); leaders
who effectively communicate their vision and whose values are aligned with
“front-line” clinicians are more likely to create a work environment where
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professional judgment and autonomy are respected (Friedberg et al. 2013). Of
the nine “levers” that Berenson and Rice propose to improve pay for value,
only two involve financial incentives. They argue, as have others, that too
much emphasis has been placed on financial incentives as a mechanism for
holding physicians accountable, and relying on P4P may actually be counter-
productive ( Jain and Cassel 2010; Himmelstein, Ariely, and Woolhandler
2014). Others contend that the motivating potential of physician financial
incentives is significantly constrained if workplace “hygiene” factors (e.g.,
electronic health records, administrative paperwork) are poorly designed and
implemented (Herzberg 2003). Given that physicians are and will continue to
be paid for their services, it is essential that we better understand how external
motivators, financial as well as nonfinancial, support or undermine basic psy-
chological needs of physicians and others who are charged with caring for us
all.

Audiey C. Kao
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