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Incentive program for primary care providers in Northeast Clinic
 	Several types of health providers’ performance incentives programs were formed during the last decade. They emerged under the plans like pay for performance; Results-based Financing, Performance-Based contracting as well as performance Based Financing. It was first adopted in developed countries, and they have gained popularity to underdeveloped nations where performance incentives are advocated as a way of improving health indicators and accessibility to health care facilities. The programs are well diversified in that there is unifying importance behind them like financial rewards, a sanction of specific behaviours and results. It also includes significant variations in logic and implementation mechanisms. This diversification is related to the fact that performance incentives are used to find solutions to different problems in different health problems.
When responsible bodies or health organizations are planning for health care reforms, they usually focus on the compensation program of health care providers commonly the FFS, capitation, and salary, as it can have an adverse effect on the efficiency and effectiveness of health care services thus affecting the quantity and quality of health care services in general profoundly. However, the potential impact of health care providers' remunerations has been well explained in the economic literature. For instance, under the under FFS, which is a throughput-based compensation, if its rate goes beyond the marginal cost of providing more services, health care service providers will attend to many patients. Capitation systems support an incentive to increase the numbers of patients attended to (Moller et al. 2019).  But doctors still have an incentive to reduce their effort and ability and minimize the cost per patient.  Capitation mechanism with a uniform rate brings about the impetus for providers to select healthier and less costly patients, risk-adjusted rates are used to show the effort required by different types of patients.
Moller et al. (2019) argued that another financial motivation tool is salary, and it has been noted that it produces the lowest quantity of output when used for reinforcement. The highest mechanism is I identified by fee-for-service. However, the highest quality is reached when health care service providers are paid by salary, followed by capitation. There is also numerous heterogeneity in behaviour, with inherently inspired individuals hardly sensitive to financial incentives. Finally, when the quality of work is of direct benefit to patients, physician way of operations improves, especially on the quality of their output, while they maintain the same levels of productivity.
Healthcare providers are paid by insurance payers through a mechanism of compensation. After the patient has received a medical service, the breadwinner sends a bill to whoever is responsible for paying the medical expenses. The payable amount is based on the service and the agreed amount that Medicare has contracted to pay for that specific service. In the case of the Northern Clinic, there are only three providers with a Medical advantage global lives that are moderate because the whole providers have a universal medical advantage.  
Substantially, health care plans, including employers, and authorised agencies, should make use of selective criteria of health care management efficiency as the basis for ranking hospitals and physicians. Health care efficiency should be used to validate the slender connections that exclude high-priced providers with higher cost sharing for patients using non-preferred providers (Machta et al. 20190. It should also be used as a reference pricing tool to make patients responsible for costs that exceed the benchmarked price. However, little treaty exists among payers, employers, consumers, as well as regulators on how to identify and measure health care efficiency. As for the case of the Northeast Clinic, all providers have the potential, but because all of them provide fees for services but in a small amount. For this case, some connections exclude high-priced providers with higher cost sharing for patients using non-preferred providers in Northeast Clinic as indicated by the little contribution they make through fee for services which is very small in general.  
An aging population also contribute highly to the increase in the cost of health care services. However, the cost of treating patients who are aged sixty-five and above is increasing rapidly. Because of such population trend, Northeast Clinic should increase its Medical advantage globally and also find more providers who have the potential to finance extensively on health services and facilities to save the lives of the old population. Also, this Clinic should be capable of providing high-quality health care services characterized by safety, timely, equitable, effectiveness, and patient-centred. This can be achieved by the use of advanced technology, employment of doctors and nurses as well as searching for potential financial sponsors to maintain its services (Machta et al. 2019).
According to Browne et al. (2018), providers can create a culture of equality in the clinic, since they participate in health care services with a view of providing financial support to clinics by investing their money and time. They can create equality when they supply an equal amount of money and resources to various clinics. They are sometimes responsible for making decisions in health organizations; they come up with appropriate policies that focus on improving the services. However, those policies are always uniform and applied across the organization to create equality. They also encourage expansion and sustainability of clinical services, and for that case, providers are also the great contributors of justice in the organization.
Patient satisfaction components should also be incorporated, and they include improvement in and understanding of health and psychological well‐being. They included; nursing and medical information activities, procedures of socialization and participation of patients. The group profitability components may consist of proper decision making, patience, and having trust in the coaches they rely on. 
For bonus distribution each physician will primarily receive an equal amount of $ 10 000 dollars, however, in the Northeast Clinic, there are three providers, and each has a different amount for fees for a service life that will be multiplied to the equal amount to get their total earning a bonus. This incentive program is aimed at improving the health condition in the Northeast Clinic that will, in turn, benefit most of the people who will be interested in using the program. This plan is aimed at providing high-quality health care services characterized by safety, timely, equitable, effectiveness, and patient-centred in the Northeast Clinic.     
Generally, these incentive programs are very much important because they are taken as a way of improving health indicators and accessibility to health care facilities. The programs are well diversified in that there is unifying importance behind them like financial rewards, a sanction of specific behaviours and results. It also includes significant variations in logic and implementation programs. Additionally, incentive programs are used to find solutions to different problems in different health problems. For my case, I advocate for these programs to be adopted and introduced in many parts of the world where they are not used.
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