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Introduction

In this article we will address the question how a financial
employee motivation model based on measured performance
and individual added value can be applied in the healthcare
sector.

In the scope of this article we cover planning, execution
and monitoring steps, excluding the HR related activities as-
sociated with communication, legislation and financing. In
the second section we analyze the current situation in the
healthcare sector and the latest trends in remuneration mo-
dels used. Having analyzed that, a multi-criteria decision
support method is proposed for HPOs performance related
remuneration model creation.

1. Formulation of general task

An overview of early and contemporary theories of motiva-
tion factors show that motivation, taking into account the way
in which it is applied, is a force that influences employees’
internal features and external behaviors, and affects their per-
formance [1, 2]. It should be noted that many forms of mo-
tivation exist and do not in all cases lead to the same results.
The choice of motivation instruments depends on industry,
company policies, an employee’s job profile characteristics,
as well as other factors. The payment system in each organi-
zation forms a foundation for a multi-layer motivational sys-

tem and must be fair, equitable, consistent and transparent.
In addition, personnel performance related pay must be based
on an individual’s activities and, when that is not measurable,
on the overall team’s work results.

Performance or work output based employee motivation
systems are used in many domains. The prerequisite for per-
formance related remuneration is the ability to define regular-
ly measurable work results and their qualitative parameters.
By linking employee pay to individual and team work results,
managers can use the remuneration system to promote high
performance culture, teamwork and foster other organization-
al objectives.

The creation of a financial employee motivation model is
a complex multi-level endeavor, which may influence an or-
ganization’s business results. By implementing a financial
motivation system, organizations harness two competing in-
terests face twofold interest. On one hand, the employee is
concerned to maximize his/her pay and shall be interested to
improve his/her work results and, on the other, the employer
is interested in cost savings. Since ancient times various pay-
ment systems have been created to ensure cost-effectiveness,
employee motivation and social balance.

The main remuneration system types are time-based (ba-
sic pay for standard hours) and unit-based, also called piece
rate reward systems. Additionally, bonus systems such as ad-
ditional hours’ reward, sales commission, and profit related
pay may be applied. There are many variations and combina-
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Fig. 1. Healthcare expenditure growth. Adapted according
to Ref. [3].

tions of these forms, which are used in different industries for
various job profiles.

Within these unit-based forms of remuneration schemes
employees have an incentive to increase labor productivity
which, in turn, leads to a higher pay. In the healthcare domain
this type of payment is directly linked to the most popular
reimbursement model, Pay-for-Service. It is heavily used by
healthcare provider organizations (HPO) worldwide in pri-
vate medicine, particularly in the USA.

Indirect unit-based remuneration is characterized by indi-
rect employees’ work results. For example, in order to sup-
port personnel, the performance related pay is linked to over-
all team achievements. E.g., the variable salary portion of an
operational theatre nurse may depend on overall team perfor-
mance.

However, in most public, as well as in some private HPOs,
the financial organization’s operation model is usually not
transferred to the remuneration scheme where time-based re-
muneration is typically used. In Europe there is a higher
public share of HPOs, therefore, the most common payment
form in the European healthcare sector is a time-based salary
system, where the amount paid is based on working hours
and employee qualifications. The simplest time-based form
of payment is called unified payment for work time system,
which is a fixed basic pay for standard hours.

Employee qualification requirements and job profile com-
plexity is understood differently in different countries, indust-
ries and even competing companies. A set of defining criteria
should include all the factors affecting job characteristics and
conditions. The criteria set may include the required level of
education, cooperation, concentration, universality and work-
ing conditions.

This paper provides an overview of labor relations regu-
lation through performance related payment schemes, which
aims to ensure cost-effectiveness, employee motivation and
social balance. This significantly increases the importance
of human factor, with focused attention on personal respon-
sibility, operational efficiency and continuous improvement
processes.

The practical implementation of performance related pay-
ment models in an organization has three steps: planning,
implementation and monitoring of the new remuneration

model. A planning step consists of three parts.
1. Determination of performance indicators to be used in

the model.
2. Creation of a calculation model for performance related

pay.
3. Discussion and communication with personnel.

The implementation step consists of the actual implementa-
tion of new accountancy policies, performance measure-
ments and changes to Human Resources (HR) policies.

The monitoring step is a routine activity aiming to moni-
tor and analyze the changes in an organization caused by an
implemented personnel remuneration model.

2. Remuneration scheme for medical professio-
nals

There are substantially different financial healthcare models
coexisting worldwide. Each proposes a different business
model for healthcare providers. The following major health-
care services reimbursement methods and their combinations
are prevalent:

i) Payment-per-Service;
ii) Patient Subscription;
iii) Performance-related Payment.
Regardless of the financial model, a public or private insu-

rance entity reimburses all legally approved medical services
provided for a patient covered by the insurance. In some cas-
es, healthcare organizations will get fixed payments for each
subscribed patient. This model is typically used for primary
care and is used in the UK, USA, post-Soviet Union countries
and others. Performance related payment is usually paid by
insurance agencies as a bonus, i.e. if healthcare facility meets
the quality and performance requirements set.

In the era of steady healthcare expenditure growth [3],
which is illustrated in Fig. 1, society demands better
efficiency from healthcare providers. Thus, healthcare po-
licy makers are asking themselves what systematic changes
would result in better quality of service, more efficient health
provider work and less money spent for a healthier popula-
tion. There are a few answers to address this issue, howev-
er, some recent examples of different initiatives for tackling
the chronic problems of healthcare systems do exist. The
USA recently introduced a new financial model for health-
care providers called ACO, or Accountable Care Organiza-
tions, which aims to financially motivate providers by setting
metrics for qualitative factors and overall performance. This
model complements the fee-for-service model with a perfor-
mance bonus based on quality and cost savings. Some Eu-
ropean countries have introduced special programmes in or-
der to encourage early diagnoses and prevention of diseases
like diabetes, tuberculosis, HIS and breast, prostate and lung
cancers. Different financial incentive systems have been app-
lied to encourage healthcare providers to participate in these
programs.
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Getting better results from doctors and nurses requires ac-
tive performance monitoring and management. Different
contract types and bonus packages have been used to improve
the quality of the services provided by medical professionals.
Paying clinicians based on a "Fee-for-Service" method has
caused justified concerns that the balance of medically nec-
essary services being delivered is distorted and has also led
to unjustified admissions and other activities [4]. In contrast,
time-based salary does not lead to efficient work and encou-
rages lower output. The most innovative healthcare providers
have introduced payment mechanisms that combine incen-
tivized output and quality outcomes [5]. There are known
examples where up to 20 per cent of doctors’ salaries are per-
formance related with nearly half being linked to team per-
formance and quality improvement measurable values[6]. At
top class HPO Kaiser Permanente doctors are monitored and
ranked in real time on a wide variety of clinical outcomes [6].
The monitoring data is immediately available for the doctors
to compare their personal results with peers in their group or
even across the region.

Not only are the doctors subject to the anticipated financial
incentives change. Nursing personnel are typically the most
populous group of professionals in healthcare and their cont-
ribution is an essential component in achieving the improved
productivity, better quality of care and higher effectiveness in
the health sector [7].

In terms of medical personnel payment, the reimbursement
methods, used by HPOs influence remuneration schemes, are
different. Firstly, there are different financial motivators driv-
en by these methods. Payment-per-Service financially en-
courages high output of the services provided to the patient,
patient subscription financially rewards minimization of ser-
vices provided while only performance related payment re-
sults in long - term patient health quality. Due to the com-
plexity of coexisting financial models there are different me-
dical personnel remuneration models. However, in practice
the two most popular payment forms are: time based fixed
salary in public HPOs and performance related salaries in
private healthcare facilities. The performance related salary
scheme is typically calculated considering quantitative re-
sults, e.g. number of patient visits, examinations, surgeries,
etc.

In private HPOs, employee salaries are determined by
these main factors:

i) amount of services provided;
ii) price level in the market;
iii) employee’s personal contribution.
Different countries undergo continuous reform of their

healthcare systems and the determination of medical person-
nel remuneration scheme in public HPOs has become one of
the central issues. In public HPOs, salaries of medical pro-
fessionals are usually time-based and formally defined by the
governing body. Obviously, this payment method alone does
not provide adequate motivation for higher quality or perfor-

mance. However, usually there are some possibilities to int-
roduce bonuses or performance related payment based on in-
dividual or team work results, which can be used as financial
motivation instruments.

When an employee’s contribution cannot be expressed by
its monetary equivalent or percentage of revenue, it is con-
sidered to be a subjective decision of the employer. In the
public sector, the remuneration scheme is determined by a
job evaluation system. The International Labor Organization
has suggested a job evaluation system based on the evalu-
ation within four general factors. Each factor has a certain
maximum number of points with a total amount of four fac-
tors equal to 1000 points. The maximum value of 450 points
is assigned to the work complexity factor. Work complexity
is seen as an aggregative factor of required professional edu-
cation and experience, decision magnitude and managerial
level.

A social value of work is evaluated with a maximum of 220
points, and is determined by these two criteria: appointment
procedures and social significance of the work. A profession-
al responsibility is evaluated by a maximum of 180 points and
described by three criteria: impact on the safety of other peo-
ple, material and moral responsibility and cooperation with
external organizations. The last factor is work complexity and
work environment which is evaluated by maximum of 150
points. It is characterized by two criteria: mental and phys-
ical stress, caused by the level of nervous strain at work and
working conditions. According to this system each job profile
is rated within the listed four factors by assigning points ac-
cordingly. Finally, total sums are calculated and normalized
and the resulting coefficient is applied to the official mini-
mum of monthly salary.

Regardless of the ownership form of HPO and the reimbur-
sement model of the healthcare institution, the introduction
of a balanced medical personnel performance related pay-
ment scheme, which considers both qualitative and quantita-
tive factors may provide the answer to the current efficiency
problems faced by the healthcare sector. Implementation of
such a balanced performance related remuneration scheme
requires determination of measurable indicators. There are
a number of healthcare quality and performance indicators
which are part of the best practice of business metrics or go-
vernmental programs and legislation. However, there is a
lack of methods to select, rank and weigh these indicators,
gathering them in one system suitable for financial employee
performance evaluation. For this purpose, we propose to use
the Priority Distribution Method, described by Žaptorius in
earlier publication [8].

3. Selecting performance indicators

The first step of an organization’s personnel remuneration
system change is determination of performance indicators to
be used in a new model. Typically, the initial area to look
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at is a list of key performance indicators defined by the or-
ganization itself. However, in healthcare there are external
sources, such as governmental bodies or insurance compa-
nies, which set financial incentives for meeting certain cri-
teria. Therefore, depending on the healthcare facility profi-
le and region, one can select from different sources. To na-
me a few, the "Meaningful Use" program [9] established by
the U.S. Department of Health and Human Services has a
set of criteria for organizations meaningfully using electron-
ic health record systems. Another initiative from the U.S. is
called Accountable Care Organizations (ACOs), which pro-
poses that participating healthcare facilities receive addition-
al payments based upon specified quality and savings criteria.
Another example is the law setting healthcare providers per-
formance indicators, approved by the Ministry of Health of
the Republic of Lithuania.

One can conclude that there is no lack of performance in-
dicators for the healthcare industry, however there is a lack of
methodologies for the selection of optimal sets of indicators
for a specific healthcare provider. There are a high magnitude
of HPOs, with different clinical domains and different finan-
cial schemes. Below, we propose a generic method which
allows an organization to analyze and choose performance
evaluation indicators for a performance related remuneration
model.

Step 1. Generate a comprehensive list of clinical, finan-
cial and management indicators, derived from the following
sources: a) KPIs used internally; b) HPO performance related
indicators applied by insurance agents; c) HPO performance
related indicators applied by government authorities.

Step 2. Filter indicators which are practically measurable
and applicable for financial incentives calculation and assign
them to job profiles. It will be useful afterwards to define the
indicators’ value scale, evaluation period and method.

Step 3. Transform interrelated indicators by combining
them. For example, indicators such as overtime hours per
month and number of night shifts per month can be com-
bined to the composite indicator - higher compensated work
hours per month.

Step 4. Preliminarily prioritize the indicators (final rank-
ing of indicators will be done using PDM method). The rule
of thumb is to give higher priority to indicators linked to
the organization’s strategy and to raise priority of indicators
which have low performance values.

Step 5. Identify potentially dependable indicators, i.e.
indicators which are definitely dependable from other me-
asurable indicators, which were not selected for the financial
incentives model. This can be achieved manually or by ap-
plying statistical regression analyses tools. A wide range of
clinical, statistical and financial data available in organiza-
tion’s IT systems should be used. The data collected in hos-
pital information systems (HIS) has significant potential for
these types of analyses.

Step 6. Identify any specific factors leading to unsatis-

factory values of selected indicators. We propose to perform
this kind of analysis applying data mining methods, such as
association rules analysis upon the data prepared in step 5.

Let us consider the following example; an association
rules discovery algorithm was used on data collected from
a provider’s HIS. One of the rules showed with high confi-
dence a longer average length of stay for patients diagnosed
with hospital acquired pneumonia, which was developed af-
ter using extra corporeal lung support systems.

Out of this rule the management decided to introduce a
specific performance indicator related to a careful following
of the defined algorithm and used it for the responsible me-
dical personnel in appropriate wards.

Step 7. Update each job profiles performance criteria list
per organizational unit based on the results of step 6.

Step 8. Use the PDM method to rank quantitative and
qualitative criteria and calculate performance related pay.
Data mining methods can be helpful to determine other im-
portant indicators which influence initially defined (primary)
indicators.

The benefit of this type of analysis is automated intelligent
analysis of the aggregated data from different domains:

i) patient demographics, clinical patient data;
ii) illness scripts, including epidemiology and average

prognosis;
iii) computerized physician order entry systems (CPOE)

data;
iv) data collected from nursing charts;
v) surgery and minor interventions protocols;
vi) medical personnel HR data.
For example, using classification trees [10,11] we can de-

termine what factors influence longer LOS, higher mortality
rate for specific nosology, or readmission rate. This approach
is suitable for HPOs that have already implemented HIS and
or EMR. This approach is considered to be not lower than
STAGE 4 according to HIMMS electronic medical record
adoption model [12]. Modern HIS, EMR and medical deci-
sion support systems are able to provide vast amounts of data
and allow us to apply data mining techniques to discover hid-
den patterns and dependencies, and to facilitate route-cause
analysis.

4. Priority distribution method

The Priority Distribution Method (PDM) belongs to the fa-
mily of multi criteria decision support methods, based on
expert pair wise comparison of criteria.

In 1977 T. L. Saaty proposed a multi-criteria decision sup-
port methodology Analytic Hierarchy Process (AHP) to rank
alternatives by pair wise comparison [13]. This method, call-
ed the analytic hierarchy process, requires evaluation by how
many times one alternative (criterion) is better than the other.

There are other applicable methods for this task as well:
Simple Additive Weighting, TOPSIS (Technique for Order
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Preference by Similarity to an Ideal Solution), to name but a
few. Each has its pros and cons, however, the strongest fea-
ture of the proposed PDM, and the reason it was selected, is
its high practical applicability.

The weakest part of most pair wise comparison methods is
the difficulty of normalizing the experts’ opinions. For ins-
tance, defining how many times mortality rate in a ward is
more important than patient acquired post-surgery complica-
tion is very doubtful even for a domain expert. Therefore,
the following reduction of a comparison result range just to
three categorical values, as proposed in PDM, is very helpful:
<less important>, <equal> or <more important>.

The downside of PDM is that the method is not mathemat-
ically precise. For a mathematically proven method we re-
commend a modified AHP version, which addresses the rank
reversal problem.

According to J. Žaptorius [8], the application of the Pri-
ority Distribution Method (PDM) to the financial portion of
an employee remuneration package is possible under the fol-
lowing conditions:

a) the employees are working in teams or shifts and have
similar job profiles;

b) a variable salary part or performance bonus is appli-
cable;

c) it is impossible to directly and precisely evaluate the
productivity of the employees.

PDM is based on the expert evaluation of qualitative and
quantitative features of the object, i.e. job profile, in compa-
rison with each other. The method allows to evaluate objects
which have incomplete or only qualitative differentiation pa-
rameters. In practical settings, a panel of experts shall be
formed, who will analyze initial data and define comparison
criterion for the investigated objects.

The method prioritizes a group of objects in ascending or
descending order, depending on the magnitude of their cha-
racteristics manifestation, thus, calculating their ranks. Using
pair wise comparisons, the relative importance of one crite-
rion over another can be calculated.

Accordingly, for each object PDM defines relative weight-
ing, which expresses the rank of each object’s characteristics
and helps to select and prioritize the criteria.

PDM is flexible in adjustment of precision and degree of
justification required for management tasks and optimal de-
cision support.

Typically, when indicators with different origin and meas-
urement units exist, we face the problem of normalization and
conversion to a unified measurement unit or non-dimensional
unit. To tackle this problem, the method proposes the conver-
sion of indicators’ values to their relational values (ratios),
which will be expressed in uniform, quantitative and there-
fore arithmetically comparable units. The initial step is to
define the most important differentiating criteria, which will
be used to calculate performance related payments. There are
a number of possibilities for the selection of criteria, e.g.

Table 1. Comparison of all possible criterion pairs
Criteria Experts Average
pair priority

value P*
1 2 3 4 5

w1 & w2 > > > > > >
w1 & w3 > > = > > >
w1 & w4 > = > < > >
w1 & w5 > > > > > >
w2 & w3 < < > = < <
w2 & w4 = = = > < =
w2 & w5 < > < < < <
w3 & w4 > > > > = >
w3 & w5 > = = = = =
w4 & w5 > = > > = >

contracting external HR consultants, surveying employees
and defining by number of votes, or basing definition on an
individually generated added value aligned with the compa-
ny’s business goals and key performance indicators.

As indicated in section "Selecting performance indica-
tors", there is a set of typical indicators used in healthcare;
some of which can be successfully projected to personal em-
ployee job evaluation indicators.

There are two potential classes of employee productive in-
put evaluation criteria: quantitative and qualitative. We will
assume criteria as quantitative if they are measurable, nume-
rical and their measurement or evaluation is not dependent
on subject matter expert opinion, e.g. number of patient vi-
sits, hospitalization length of stay, percentage of postopera-
tive complications and percentage of patient readmissions. In
contrast, a qualitative criterion usually has categorical values
which are indirectly evaluated by subject matter experts, e.g.
teamwork, discipline, loyalty, creativity, or proactivity. Such
a qualitative criterion can be valued, compared to the etalon
value if it exists, or compared to the respective criterion of
other employees in the group or region.

According to the pair wise decision rule formulated by
Terstown [14], if a pair wise comparison is performed by a
group more or equal to 25 independent experts then their eva-
luation values have a normal distribution with variance equal
to 1. In a practical setting the typical number of experts is
less than 25 and so distribution is close to normal.

Let us define the most important criteria set as

K{k1, k2, k3, k4, k5}. (1)

Each criterion kn shall have a defined value range, source,
and calculation method.

To rank the criteria we need to define each criterion’s
weight wn. In the frame of PDM it is achieved by comparing
criteria in pairs. In order to mutually compare kn we will use
the Table 1 of all possible pair wise comparisons.

All possible criteria pairs’ comparison ratios are defined
by the experts. In this example, we analyze simplified and
more practical comparisons, where the only ratio values the
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experts can assign are: greater than ">", equal to "=", or less
than "<", assuming that the same degree of criteria pairs’ re-
lative difference applies. Then, the comparison matrix

A =‖ ai,j ‖ (2)

is derived by using average priority values P∗, criteria con-
ditional priorities P s

ij are incrementally calculated. ‖A‖ is a
square matrix with size equal to the number of criteria l. As
in many multi-criteria decision making methods using pair
wise comparison [13,15,16], the matrix ‖ A ‖ is naturally
reciprocal, where

ai,j = a−1
j,i . (3)

Therefore only the upper or lower part of it shall be cal-
culated and another is easily derived. PDM uses formula for
data when ai,j ∈ [0; 2]:

ai,j + aj,i = 2 (4)

According to PDM, the following heuristic is used to de-
rive the comparison matrix.

a(x) =


1 + z, when xi > xj

1, when xi = xj

1− z, when xi < xj

where z is defined as:

z = Kr − 1
Kr + 1 + 2

√
0.05
l

(5)

and l represents the number of criteria.
Kr represents the preliminary estimated maximum and

minimum criterion weight ratio:

Kr = Xmax
i

Xmin
j

(6)

where Xmax
i and Xmin

j - compared i and j indicators with a
maximum and minimum value.

By ranking expert ratios values (see Table 1), let us esti-
mate Kr=4. Given the above estimated Kr:

z = 4− 1
4 + 1 + 2

√
0.05

5 = 0.7 (7)

and

a(x) =


1.7, when xi > xj

1, when xi = xj

0.3, when xi < xj

This derives a comparison priority matrix ‖A‖ as present-
ed in Table 2.

Considering the matrix above, the criteria priorities Pi and
then subsequently normalizing Pi , P

′

i has been derived.

5. Calculation routine

The calculation is provided using following routine.
1. Calculate priority sums for each row:

i∑
j=1

ai,j = bi (8)

Table 2. Criteria weight comparison matrix.
Indexes: i (vertical), j (horizontal)

i j w1 w2 w3 w4 w5 Σai,j=bi Pi P
′
i

w1 1 1.7 1.7 1.7 1.7 7.8 37.04 0.348
w2 0.3 1 1.7 1 1.7 5.7 23.60 0.222
w3 0.3 0.3 1 0.3 1.7 3.6 13.10 0.123
w4 0.3 1 1.7 1 1.7 5.7 23.60 0.222
w5 0.3 0.3 0.3 0.3 1 2.2 9.04 0.085
Sum 106.38 1.000
Table 3.Recalculated criteria weight comparison matrix.
Indexes: i (vertical), j (horizontal)

i j w1 w2 w3 w4 w5 Σai,j=bi Pi P
′
i

w1 1 1.69 1.69 1.69 1.69 7.8 36.90 0.345
w2 0.31 1 1.69 1 1.69 5.7 23.69 0.222
w3 0.31 0.31 1 0.31 1.69 3.6 13.34 0.125
w4 0.31 1 1.69 1 1.69 5.7 23.69 0.222
w5 0.31 0.31 0.31 0.31 1 2.2 9.30 0.087
Sum 106.91 1.000

2. Calculate Pi by summing the product of row priority
ai,k and bk:

Pi =
i∑

k=1
ai,k × bk (9)

3. Normalize conditional priorities P
′

i values:

P
′

i = Pi

i∑
k=1

Pi

(10)

With calculated P
′

i values, actual Kf
r ratio is being calcu-

lated and compared to preliminary estimated ratio Kr:

Kf
r = P

′max
i

P
′min
i

= 0.348
0.085 = 4.094 (11)

Thus, Kf
r 6= Kr, and we have to align the initially calcu-

lated z value. The calculation of correction coefficient α will
be provided.

α = Kr

Kf
r

= 4.000
4.094 = 0.98 (12)

The aligned z value will be calculated using initial
zpvalue:

z = zp × α (13)

Thus result:

z = 0.7× 0.98 = 0.69 (14)

Considering the new z value, a new aij value has been
derived:

a(x) =


1.69, when xi > xj

1, when xi = xj

0.31, when xi < xj

A recalculated comparison priority matrix ‖A‖ is present-
ed in Table 3. Weighted criteria ranks are expressed as nor-
malized numeric weights P

′

i .
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Fig. 2. Complex employee performance value indicator.

The next step is to evaluate employees individually. Quan-
titative criteria evaluation can be directly performed, ap-
plying normalized measurement ranges. Individual employ-
ee criteria ranking shall have the biggest weight value for the
best performance value, accordingly, as the biggest weight
value for the most important criterion was calculated in ‖A‖.
Therefore, if a minimizing criterion exists, its value shall be
converted as follows using min c as the smallest value of an
object’s criterion:

c = min c
ci

(15)

This transformation of minimizing criteria values will con-
vert the smallest value to the largest equal to 1.

For evaluation of individual employee’s qualitative criteria
we apply PDM. The external experts or the team of employ-
ees themselves evaluate each employee pair wise, according
to the steps described above. The results of the evaluation
are combined with the PDM results of criteria ranking. The
complex employee performance value indicator Pi,compl. is
calculated using routine as presented in Fig. 2.
Pi,compl. represents the i-th employee performance value

indicator; PS
i(j) - i-th employee evaluation weight for j-th cri-

terion; yj - j-th criterion weight.
The employee performance related payment is calculated

using a fixed salary part, called the Base. Typically, the va-
riable salary part is formed as a specific percentage K% of
the Base, as defined by company policies. Applying the cal-
culated complex employee performance value indicator (see
Fig. 2), the variable salary part equals to:

Salaryvar,i = Salaryfix,i ×K × PV I (16)

where Salaryvar,i - i-th employee variable salary part (per-
formance related pay); Salaryfix,i - i-th employee fixed
salary part.

According to [8], this method can also be used as a method
for employee job profile evaluation. From a HR management
point of view, this heuristic method expresses a comparative

view of the market value of the job performed by certain emp-
loyees.

The most practical outcome of the PDM is the defi-
nition of employee evaluation criteria weights, which can
be universally used in the frame of the analyzed compa-
ny/department/team.

Conclusions

Healthcare policy makers and Healthcare Provider Organiza-
tions are in a constant battle with rising healthcare expendi-
ture; there is a high need for innovative financial schemes,
promoting greater effectiveness of services provided. A me-
thod utilizing multi-criteria decision support for the creation
of a performance related remuneration model in inpatient
healthcare facilities was created.

The implementation of a well-balanced performance relat-
ed remuneration model needs a systematic approach. Hav-
ing analyzed the issues of practical implementation of per-
formance related pay schemes in the healthcare domain, a
methodology consisting of performance indicators selection,
usage of the Priority Distribution Method and a method for
monitoring its efficiency is proposed.

A pair wise criteria comparison method called Priority
Distribution Method (PDM) was used for weighed personnel
performance criteria ranking. The defining of an HPO’s per-
sonnel remuneration model is a complex and manifold task,
which highly influences overall enterprise results. In order to
determine individual work outputs healthcare providers have
to use personnel work performance evaluation models. Re-
cent global changes in the healthcare domain have resulted
in a new understanding that a complex set of quantitative and
qualitative criteria should be applied for the overall provider’s
activity evaluation. When projecting this perspective to the
evaluation of individual performance, we face the issue of the
qualitative criteria relative weight determination and its influ-
ence to overall employee performance, expressed in weighed
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criterion rank. PDM was specifically created to address these
issues and provide a practically usable method, in which not
directly measurable qualitative criteria shall be subjectively
evaluated by experts [8].

Additionally, the issues of performance criteria selection
for PDM and evaluation of PDM application results were dis-
cussed.

A method for healthcare specific criteria selection consist-
ing of 6 steps was provided. The method emphases the usage

of well-defined criteria in healthcare legislation and health-
care sector best practices for setting the initial indicators. En-
terprise specific indicators shall be derived from initial by
applying intelligent data analysis techniques to the available
provider’s statistical, clinical and HR data. Usage of associa-
tion rules learning and other data mining methods can reveal
additional non-obvious indicators, which will/should be in-
cluded in PDM calculations.
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