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Abstract

Central and Eastern European (CEE) countries have recently implemented reforms to health care provider payment systems,
which include changing payment methods and related systems such as contracting, management information systems, and
accountability mechanisms. This study examines factors influencing provider payment reforms implemented since 2010 in
Bulgaria, Croatia, Czechia, Estonia, Latvia, Lithuania, Hungary, Poland, and Romania. A four-stage mixed methods approach
was used: developing a theoretical framework and data collection form using existing literature, mapping payment reforms,
consulting with national health policy experts, and conducting a comparative analysis. Qualitative analysis included inductive
thematic analysis and deductive approaches based on an existing health policy model, distinguishing context, content, process,
and actors. We analyzed 27 payment reforms that focus mainly on hospitals and primary health care. We identified 14 major
factor themes influencing those reforms. These factors primarily related to the policy process (pilot study, coordination of
implementation systems, availability of funds, IT systems, training for providers, reform management) and content (availability
of performance indicators, use of clinical guidelines, favorability of the payment system for providers, tariff valuation). Two
factors concerned the reform context (political willingness or support, regulatory framework, and bureaucracy) and two
were in the actors’ dimension (engagement of stakeholders, capacity of stakeholders). This study highlights that the content
and manner of implementation (process) of a reform are crucial. Stakeholder involvement and their capacities could influence
every dimension of the reform cycle. The nine countries analyzed share similarities in barriers and facilitators, suggesting the
potential for cross-country learning.
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* What do we already know about this topic?
Health care provider payment reforms constitute one of the most important tools through which policymakers can impact
health system performance.

* How does your research contribute to the field?
This study identifies and maps factors (barriers and facilitators) influencing recent health care provider payment reforms
across nine Central and Eastern Europe countries by applying health policy triangle framework.

* What are your research’s implications toward theory, practice, or policy?
The study’s findings can help policymakers in better planning payment reforms and assist researchers in conducting
evaluation and/or comparative studies in this area.
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Introduction

Healthcare reforms are commonplace and are driven by
changing health needs and the goal of enhancing accessibil-
ity, affordability, and patient-centeredness.' They can be
defined as efforts or activities aimed at improving the perfor-
mance of the healthcare system by making changes in the
way healthcare is organized and financed and how legal
mechanisms regulate care.** One of the most critical focuses
of current healthcare reform efforts concerns changing pay-
ment systems for healthcare providers.*® In a broader sense,
a provider’s payment system includes the payment method
(mechanism for transferring funds to providers) as well as
ancillary elements such as contracting, management infor-
mation systems, and accountability mechanisms, which form
an integral complement to the payment method.”® They can
help to steer providers’ behaviors toward the realization of
predefined health policy objectives.®’

Central and Eastern European (CEE) countries have been
actively implementing reforms in their health care provider
payment systems.®!* Recent research has identified both
similarities in the current payment methods across various
types of health care providers and similar trends in reforms
conducted in this field in recent years.® CEE countries are
following international trends in payment reforms: they are
increasingly using blended payment methods with a prevail-
ing scope of activity-based payments, while add-on pay-
ments are often used for priority interventions. Primary
health care (PHC) and hospital inpatient care have experi-
enced the most frequent changes in their payment schemes in
recent years.® The reforms have often aimed to expand PHC
services—particularly in disease prevention, care coordina-
tion, and multidisciplinary care®!>—and improve hospital
care efficiency.’!?

There is little original research on the factors that influ-
ence the successful implementation of such reforms. Two
recent literature reviews focused on identifying factors that
may influence the success of provider payment reforms in

general.!*!> The results showed that these factors span mul-
tiple dimensions. Both reviews included studies from around
the world, but only a limited number of research results came
from Europe, with only a few examples from CEE. The aim
of the present study was to identify and map, using a pre-
existing framework, factors influencing provider payment
reforms conduced since 2010 in nine CEE countries:
Bulgaria, Croatia, Czechia, Estonia, Latvia, Lithuania,
Hungary, Poland, and Romania.

Methods

A mixed-methods approach was employed. Initially, a data
collection form was developed, and a desk research phase
utilizing standardized data sources to identify and describe
recent payment reforms across nine CEE countries. In the
third phase, consultations with national health policy experts
from these nine countries were conducted to validate and
enhance the compiled data. The final phase involved a quali-
tative analysis of the gathered data using a thematic analysis
approach. The specific details of each step are elaborated
below.

Data Collection Form

The data collection form was developed based on the Health
Reform Monitor guide,'® which provides a structured way to
describe and compare health reform initiatives. For each
country, the data form included the following sections: the
payment reform timeline, official objectives, categories of
care providers, the reform content (including changes in pay-
ment schemes), attained or anticipated results, and the fac-
tors—barriers and facilitators—that impacted the reform.

Desk Research of Standardized Sources

The objective of the desk study, which spanned from March
to May 2023, was to enter available information into data
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Process: the way
policies are
conceived, created,
negotiated, conveyed,
put into practice, and
evaluated.

Context: systemic
factors that can
influence health

policy at both national
and international
levels — political,

economic, social, or
cultural factors.

Actors all
participants involved
in the policy-making
process — individuals,
organizations, groups,
and the government.

Content: elements
of a particular
policy that describe
its constituent parts
in detail (e.g., its
specific objectives).

Figure 1. Components of the health policy triangle (own drawing based on the literature?>%).

collection forms. We focused on selected healthcare provider
payment reforms in the public health system implemented
from 2010 onward. The criteria for choosing the reforms
were as follows: (1) the most relevant reforms with signifi-
cant impact; (2) reforms for which evaluations are available.
A minimum of two and a maximum of four reforms per
country were considered, depending on data availability.
COVID-19-related payment reforms that were halted after
the pandemic were excluded.

Key sources of information included the following report
series: Health System Reviews and Health Systems
Summaries,'” Health System and Policy Monitor (HSPM),'8
and Country Health Profiles — State of Health in the EU,
available on the website of the European Observatory on
Health Systems and Policies.'” These reports, which apply to
all EU Member States, follow a defined methodology, stan-
dardized structures for cross-country comparisons, and
undergo regular updates.

National Expert Consultations

Experts from nine countries were purposefully selected and
sent pre-filled data collection forms via email. These experts,
who had largely authored the included country reports and
were members of the Health Systems and Policy Monitoring

Network, possessed in-depth knowledge of their countries’
health systems.?’ In cases of non-participation, they were
asked to recommend another qualified informant (snowball
method). The instructions focused on validating and/or
updating details of up to four recent and key provider pay-
ment reforms, with special emphasis on factors that contrib-
uted to the reform’s implementation and success. The experts
were specifically asked to provide relevant references where
available. Three rounds of contact occurred. If necessary,
additional questions and ambiguities were addressed itera-
tively through further correspondence. The national experts
are listed as co-authors of this work.

Thematic Analysis

Two researchers (CN and KDJ) analyzed the data using
inductive thematic analysis with a manual coding strategy?'
and identified major themes related to factors influencing
payment reforms. For each theme, specific examples of
reform cases were matched. The identified themes were then
analyzed deductively using a pre-existing analytical frame-
work known as the health policy analysis model or “health
policy triangle.” This framework includes “context,” “con-
tent” and “process” as the three sides of the triangle, with
“actors” at the center’>? (Figure 1). A recent review study
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has demonstrated that this framework is widely used in the
literature and is employed to rigorously analyze health-
related policy decisions from multiple perspectives at all
stages?

The outcomes derived from the deductive analysis were
also reviewed and finalized by reaching consensus among all
co-authors.

Results

Overview of the Analysed Payment Reforms

A total of 27 payment reforms were analyzed. The reforms
targeted different healthcare providers: hospitals (ie, inpa-
tient and outpatient care provided by hospitals, n=13), pri-
mary care (n=9), specialized care outside of hospitals (n=4),
and multiple providers (n=1). In hospitals, the reforms often
aimed to incentivize collaboration and coordination between
healthcare providers, reduce unnecessary hospitalizations,
and improve the quality and efficiency of healthcare ser-
vices. In primary care, the focus was primarily on specific
preventive services and, in some cases, on encouraging the
establishment of multidisciplinary practices. The reform
content included changes in payment methods of varying
scope (eg, introducing a new method or modifying an exist-
ing one), often accompanied by complementary changes
within the other elements of the purchasing system (eg, con-
tracting rules). Supplemental Table S1 provides an overview
of the analyzed payment reforms.

Inductive Thematic Analysis of Factors Influencing
Payment Reforms

By applying inductive thematic analysis, we identified 14
major thematic factors. The number of payment reforms
affected by each factor, where it was identified as either a
barrier or a facilitator, ranged from 2 to 7, coming from a
minimum of two and a maximum of six CEE countries (see
Table 1). These factors share common characteristics and are
often interlinked or overlapping.

Six reform examples from Czechia, Estonia, Croatia, and
Lithuania highlight the importance of clear performance/
measurement indicators within the payment system. For
instance, in Lithuania and Croatia, the introduction of DRGs
for inpatient hospital care was facilitated by well-developed
monitoring and control mechanisms for coding. Lithuania
further improved its PHC reform by revising the methodol-
ogy P4P indicators. This revision helped establish a median
value for each performance measure and included calculat-
ing the total number of national units for each indicator, with
adjustments for the target age group (patients/enrollees).?
On the other hand, Czechia introduced internationally refined
DRGs (IR DRGs) as the base payment mechanism in acute
inpatient hospitals in 2012 but faced challenges due to the
lack of clear indicators and a standardized definition of DRG

groups and codes in both clinical and economic terms. This
led to inconsistencies in performance reporting, treatment
disparities, and unpredictable costs (ie, actual costs did not
reflect the diagnosis classification and could not be predicted
with sufficient accuracy).?’

The availability and use of clinical guidelines for
reporting parameters were mentioned in two reform exam-
ples from Latvia and Estonia. In Latvia, the lack of such
guidelines impeded the implementation of a pay-for-quality
program in PHC in 2011. In Estonia, adherence to standard-
ized guidelines set by the International Consortium for
Health Outcomes Measurement (ICHOM) was essential for
implementing bundled payments for stroke patients in
2020/21. These guidelines were designed to assess and report
the quality and outcomes of stroke interventions. They
include measurements from administrative and clinical data,
as well as patient-reported information.?

Seven reform examples from Czechia, Estonia, Latvia,
Lithuania, and Poland reported on the motivation and
favorability of the payment system for healthcare provid-
ers. In most cases, obstacles arose due to the perception of
the payment system as demotivating or disadvantageous for
healthcare providers. However, in Estonia and Poland, incen-
tives within the payment system were perceived as reward-
ing by providers, facilitating reform. For example, in Poland,
the implementation of a coordinated care model with Fee-
for-Service (FFS) financing in 2022 rewarded providers with
relatively high fees.?’ Additionally, the introduction of P4P
elements in 2017 provided clear financial incentives, effec-
tively motivating healthcare providers.3%3!

A further seven reform examples from Bulgaria, Estonia,
Poland and Romania demonstrated factors stemming from
stakeholder support and engagement. Notably, inadequate
involvement of relevant stakeholders impeded reforms in
these countries. In Bulgaria, for example, the ban on public
payer contracting with new hospitals, activities, and medi-
cines in 2018 to 2019 triggered strong criticism from stake-
holders. This law incited numerous protests, particularly
against the ban on medicines, led by patients, supported by
non-governmental organizations (NGOs), and various politi-
cal parties.*? Similarly, in Romania, a reform initiative within
the broader healthcare reform framework of 2008 to 2012
faltered primarily because stakeholders failed to reach a con-
sensus due to technical reasons. Additionally, the lack of a
structured campaign for public consultations, coupled with
general public discontent in response to austerity measures,
contributed to the initiative’s failure.?* In contrast, successful
reform cases demonstrated inclusive stakeholder involve-
ment and fair consideration of their interests. Estonia’s 2020-
2021 implementation of bundled payments under coordinated
care for stroke patients involved various stakeholders,?
while Poland’s 2017 introduction of P4P elements in a coor-
dinated care model for patients with acute myocardial infarc-
tion was strongly supported by cardiology experts, who were
fully engaged in the reform planning.3%3!
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Stakeholder capacity was noted as another critical fac-
tor, as evidenced by seven reform examples in Croatia,
Latvia, Lithuania, and Poland. The reforms were hindered by
the insufficient capacity of some stakeholders. For example,
in Lithuania, the introduction of DRGs in inpatient hospital
care (2012) was affected by a lack of capacity among stake-
holders in costing and economic evaluations,* while stake-
holders lacked capacity in terms of workforce (eg, physician
and nurse shortages) during the implementation of perfor-
mance-based payments for PHC in Croatia in 2013.3%3¢ In
Poland, barriers to implementing a coordinated care model
with new services financed with the FFS method included
shortages of medical personnel, heavy physician workloads,
and insufficient capacity to take on additional tasks.’!-¥

Factors related to political willingness and support were
reported in seven reform examples from Romania, Bulgaria,
Hungary, Latvia, Lithuania, Poland, and Czechia. In most
cases, strong political support served as a facilitator. This
was evident in instances where a majority government
actively pushed for the adoption of reforms (eg, the Polish
hospital network reforms®®) or where the government took a
proactive approach to planning and demonstrated strong
leadership during implementation (eg, the implementation of
DRGs in Latvia and Hungary). Conversely, a lack of political
willingness and government stability impeded the imple-
mentation of recent hospital payment reforms in Bulgaria,
despite support from health policy experts. In Latvia, it is
acknowledged that while the payment system should pro-
mote service efficiency, the introduction of P4P and value-
based healthcare (VBHC) models requires greater political
support and a long-term strategy.

Piloting/feasibility studies (reported in six reform exam-
ples) proved to be crucial reform facilitators in Estonia,
Lithuania, Poland, and Romania. In all cases, conducting
reform pilots before nationwide implementation supported
reform efforts. For example, in Poland, the introduction of
P4P elements within a coordinated care model for patients
with acute myocardial infarction (AMI) underwent a regional
pilot in 2017. Subsequently, the initial pilot was evaluated,
leading to program adjustments, including an increase in
financial incentives for hospitals’ participation.’*3! Romania
conducted a pilot study in 2020 to refine the methodology for
hospital cost collection and analysis, aiming to enhance the
DRG system.* Lithuania piloted DRGs for inpatient hospital
care in selected hospitals in 2012.% Estonia also piloted bun-
dled payment for stroke patients from 2020 to June 2021,
before the full-scale implementation of the system in
mid-2021.2841

Four reform examples of factors associated with a com-
prehensive approach and coordination of implementa-
tion systems were mentioned in reforms in Croatia, Poland,
and Estonia. In Estonia, the successful implementation of
bundled payments for stroke patients in 2020/21 was facili-
tated by a well-coordinated combination of centralized
and local implementation. This effective coordination

contributed to the successful piloting and system-wide
implementation.*! Conversely, in Croatia, the fragmentation
of care, both within hospitals and between primary and sec-
ondary care, impeded changes to the hospital payment model
in 2015.%° In Poland, changes to hospital payments under the
2017 hospital network reform were adversely affected by a
lack of coordination with other ongoing reforms.3?

Factors related to the availability of funds/investment
were mentioned in three reform examples from Estonia and
Hungary. For instance, in Estonia, it acted as a facilitator in
the implementation of bundled payments for stroke patients
(2020/21). The Estonian Health Insurance Fund (EHIF)
launched an innovative service delivery fund through a two-
part solicitation process. Initially, hospitals applied for
15,000 euro planning grants to develop demonstration con-
cepts, form provider teams, and create detailed plans, includ-
ing IT solutions. The second round involved competitive
bidding for higher grants (up to 300000 euros) to implement
and refine proposed solutions. This grant system played a
pivotal role in establishing infrastructure, facilitating collab-
oration, and measuring outcomes across the project team. In
contrast, in Hungary, changing the method of setting the out-
put volume limit (2011-2014, 2021) faced challenges result-
ing from the lack of sufficient funding to complete the
process.

The presence of dedicated IT systems/tools was identi-
fied as another factor influencing the success of payment
reforms, as reported in three reform examples from Estonia.
For instance, the electronic billing data collection system,
which enabled the monitoring of family physicians’ activi-
ties without additional data collection, was a key facilitator
in the implementation of the upgraded (mandatory) perfor-
mance-based payment system in 2015/2016 (known as the
Quality Bonus Scheme, QBS).*

Three reform examples from Poland and Estonia con-
cerned issues stemming from the regulatory framework
and bureaucracy. For example, in Poland, legal impedi-
ments prohibiting the establishment of new ambulatory clin-
ics had a consequential impact on the implementation of
hospital network reform in 2017, thus hindering hospitals
from following the reform’s financial incentives to move
toward outpatient care.’® Similarly, in Estonia, the lack of
revision of the regulatory framework and the formalization
of an expanded scope of PHC through amendments to the
Law on Health Organization were identified as barriers to
implementing new contracts aimed at supporting multidisci-
plinary PHC reforms in 2017.%

Training for healthcare providers facilitated payment
reforms in Estonia, Poland, and Lithuania (as shown in three
reform examples). A stakeholders’ workshop was convened
as part of the implementation of bundled payments for stroke
patients in Estonia (2020/2021). This workshop played a piv-
otal role in fostering stakeholder engagement and contrib-
uted to the development and refinement of metrics.** In
Poland, the Federation-led training initiative for healthcare
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PROCESS

Piloting, feasibility study (n=6)
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approach/coordination of
implementation systems (n=4)

= Availability of funds/investments
(n=3)

= T systems/tools (n=3)

= Trainings for providers (n=3)

Reform management/evaluation

(n=5)

CONTEXT
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= Availability/use clinical
guidelines (n=2)

= Motivation, favorability of
payment system for providers
(0=7)

= Base rates/tariff valuation

(n=6)

Figure 2. Health policy triangle of factors influencing health care provider payment reforms in CEE countries (n = number of reform
examples in which a given factor was identified as either a barrier or a facilitator).

providers— the Ziclona Gora Agreement — played a crucial
role in facilitating the implementation of a coordinated care
model with new services financed through the FFS method
in 2022.% In Lithuania, the facilitation of training and provi-
sion of teaching materials for hospitals, organized by the
National Health Insurance Fund (NHIF), played a key role in
enabling the implementation of DRGs for inpatient hospital
care in 2012.3*

Determining base rates/tariff valuation represented
another set of factors described in six reform examples from
Czechia, Estonia, Latvia, and Poland. A key obstacle was the
lack of standardized and reliable cost reporting and inade-
quate tariff valuation. For example, in Czechia, the introduc-
tion of IR DRG as the base payment mechanism in inpatient
acute care hospitals (2012) was impacted by the disparity in
base rates attributed to “individual base rates” (IZS) negoti-
ated with the insurer.?’ In 2021, the issue was mitigated by
replacing IR DRG with Czech refined DRG (CZ DRG) with
newly recalculated DRG tariffs embedded in the latter. In
Poland, the implementation of changes to hospital payment
under the hospital network reform (2017) encountered insuf-
ficient valuation of tariffs to cover actual hospital costs.*®
Similarly, the successful implementation of the DRG pay-
ment system is hindered by the tariffs, which do not cover
current costs in all cases, and hospitals must invest a lot of
effort to justify their current expenses. In contrast, Estonian
payment reforms from 2010 onward (encompassing all pay-
ment reforms) reported the existence of a dedicated costing

methodology defined by regulations, which was employed
for regular tariff adjustments.

Finally, five reform examples from Poland, Croatia, and
Lithuania included factors arising from reform manage-
ment and evaluation. For example, the implementation of
DRGs for hospital inpatient care in Lithuania in 2012 faced
challenges due to the absence of a robust evaluation of its
implementation, outcomes, and impacts.** Similarly, in
Croatia, the implementation of performance-based payments
for primary/ambulatory care in 2013 lacked proper manage-
ment and evaluation of the reform, with only limited finan-
cial controls in place.®

Deductive Thematic Analysis of Factors
Influencing Payment Reforms

The 14 major factor themes identified were deductively cat-
egorized into 4 dimensions of the health policy triangle
framework (Figure 2). While certain factors were interre-
lated and had characteristics that could correspond to more
than one category, they were assigned to the most appropri-
ate dimension based on the definitions of the health policy
framework used (defined in Figure 1). The number of reform
examples in which a given factor acted as either a barrier or
a facilitator can serve as a proxy indicator of the factor’s rel-
evance in influencing the reform. Consequently, the reform
process appears to be the most frequently affected dimen-
sion. There are six main theme factors with a total of 24
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reform examples. The factors with the largest proportion of
examples are reform piloting/feasibility study (n=6), reform
management/evaluation (n=5), and comprehensive
approach/coordination of implementation systems (n=4).
The reform content is represented by 21 reform examples
under four main theme factors, where the three most com-
mon factors are motivation/favorability of the payment sys-
tem for providers (n=7), the availability of clear performance
indicators within the payment system (n=6), and the deter-
mination of base rates/tariff valuation (n=6). Reform con-
text and actors represent the least affected dimensions, with
two main theme factors each (included in 10 and 14 exam-
ples, respectively). The most frequently listed factor for the
former is political willingness or support (n=7), while for
the latter, both stakeholder support/engagement and stake-
holder capacity were equally often mentioned (n=7 each).
Nevertheless, the “actors” dimension revealed the potential
to influence all three remaining framework dimensions.

Discussion

The aim of this study was to identify factors that have influ-
enced health care provider payment reforms conducted in
nine CEE countries since 2010. The inductive analysis iden-
tified 14 major factors, which were then deductively classi-
fied into four categories of the “health policy triangle”
framework: context (political willingness/support, regula-
tory framework, and bureaucracy), content (availability of
clear performance indicators within the payment scheme,
availability/use of clinical guidelines, motivation/favorabil-
ity of the payment system for providers, determining base
rates/tariff valuation), process (piloting/feasibility study,
comprehensive approach/coordination of implementation
systems, availability of funds/investments, IT systems/tools,
training for providers, reform management/evaluation), and
actors (support, engagement of stakeholders, capacity of
stakeholders).

Our results are broadly consistent with current findings in
the literature that highlight the diversity of factors influenc-
ing the success of provider payment reforms worldwide.'*!
The deductive classification shows that most identified fac-
tors (and the reform examples where they were observed)
were related to the reform process. This suggests that how
the reform is implemented is crucial to its success. Within
this dimension, conducting a pilot/feasibility study might be
considered the most relevant factor for reform. This may be
partly because it facilitates reform adjustments before wide-
spread implementation. In general, research suggests that
without an enabling reform process, efforts to reform health
care provider payment systems may fail because they require
systematic and coordinated actions, collaboration among
agencies, and a strategic approach where various interven-
tions align and reinforce one another.'> However, previous
studies indicate that policymakers tend to focus more on
the content dimension of health reform rather than its

process.?>#4% This might be because the reform content
heavily relies on the presence or absence of evidence data,
which is essential to inform and persuade decision-mak-
ers. % In our study, the factors associated with the content
dimension were also influenced by the availability of evi-
dence (eg, availability of performance indicators/clinical
guidelines that can be used within the P4P programs or a
robust methodology for the tariff valuation process).

The literature indicates that the reform context is influ-
enced by a range of factors, such as changes in political
regimes, ideologies, historical experiences, and cultural
influences.?**%475% This is aligns with our results, particu-
larly our finding that political willingness/support is the most
relevant factor influencing reforms in CEE countries. This
observation is consistent with previous studies indicating
that healthcare provider payment initiatives that are not
adapted to local political environments are less likely to be
successful.'*3! This is because these reforms typically
require significant participation from politicians, political
parties, and/or policymakers.!*3!52 Further research shows
that such reforms often involve political compromises, as
they can alter financial flows within the system. They there-
fore require political negotiations that can weaken or hinder
reform implementation.>

Regarding the actor dimension, we found that stakehold-
ers play a vital role in provider payment reform as they
impact multiple dimensions simultaneously. Stakeholder
engagement might influence both the reform context (eg,
when there is strong lobbying or public pressure for or
against reform), content (eg, when they are involved in
reform planning and payment scheme construction), and its
process (eg, when providers participate in piloting prior to
full-scale reform implementation or when their resource
capacities are aligned with the reform content). This is con-
sistent with previous studies highlighting the enormous
importance of stakeholder engagement in payment
reforms.'*!>% The major limitations of this study include
potential bias from the subjective perspectives of country
informants. To address this, we encouraged informants to
provide references and sought to verify their input through
additional data sources. We also assumed that the number of
reform examples corresponded to their relevance, though
this approach has limitations. Factors identified by experts
may be subjective and vary by reform; a factor frequently
noted in one country may be less relevant in others. Moreover,
a factor with frequent occurrence but minimal impact might
be less significant than one with rare occurrence but substan-
tial effect. Future studies should aim to measure and rank the
relevance and priority of these factors throughout various
stages of reforms, from planning through implementation
and evaluation. Research could focus on developing a frame-
work to assess and rank factors affecting reform success. In
our study, by combining both inductive and deductive analy-
ses, we capture diverse perspectives on factors influencing
health care provider payment reforms in CEE countries. We
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enriched the framework that can be used to better plan future
payment reforms with various elements that need to be taken
into account. This can aid policymakers in designing, imple-
menting, and evaluating payment reforms, and support
researchers in conducting evaluations and comparative stud-
ies in this field.

Conclusion

Central and Eastern European countries share common pat-
terns when implementing healthcare provider payment
reforms, and the factors influencing these reforms are com-
parable. Our study shows that the reform process might be
critical for success (eg, reform piloting/feasibility study,
reform  management/evaluation, and comprehensive
approach/coordination of implementation systems), fol-
lowed by its content (eg, motivation/favorability of the pay-
ment system for providers and availability of clear
performance indicators within the payment system).
However, dimensions with fewer factors, such as the reform
context and actors, are also crucial. Therefore, focusing
solely on one or a few aspects of reform might be insuffi-
cient. For a successful reform of healthcare provider pay-
ment systems, a comprehensive consideration of all reform
dimensions with careful consideration of their interconnect-
edness is essential.
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