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ABSTRACT
Objectives: This study aimed to examine the implementation and evaluation of capitation 
payment schemes in primary health care (PHC) across low- and middle-income countries 
(LMICs). In particular, it focused on how these schemes are being implemented in  
real-world settings where data in LMICs are limited. The study also aimed to identify 
challenges in implementation and assess the contextual factors that influence the  
sustainability of capitation-based health financing strategies.
Materials and Methods: A scoping review was conducted using the PRISMA extension 
for scoping reviews (PRISMA-ScR) framework to systematically gather and synthesize 
the existing literature in the Sustainable Development Goals period published between 
2015 and 2024. A comprehensive search was carried out in PubMed, OvidSP, and 
Scopus using strategic keywords related to capitation payments, PHC, and LMICs. After 
456 initial records were scrutinized, 40 full-text articles were included. The literature 
were evaluated for implementation attributes, effectiveness, contextual challenges, and 
policy characteristics. Data extraction and analysis followed the Population, Concept, 
Context framework and were validated by an independent evaluator.
Results: This research identified 12 LMICs across four continents that have adopted 
capitation payment schemes for PHC. A wide range of implementation strategies was 
observed, depending on the context of each country. Significant challenges were  
identified in data reliability, politically, budget allocation, and policy planning. Evidence 
gaps were particularly evident in low-income countries, particularly during the pre- 
implementation phase of policy design, and the lack of diverse outcome evaluations  
or policy assessments.
Conclusion: Capitation payment schemes present promising opportunities to strengthen 
PHC and advance universal health coverage goals in LMICs. However, their success  
is highly dependent on local political, economic, and institutional contexts. Tailored  
implementation strategies, robust monitoring systems, and improved pre-implementation 
planning are essential to enhance policy effectiveness and sustainability. Future research 
should focus on standardized evaluation frameworks throughout the implementation  
process and on distinguishing policy effects from implementation fidelity.
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INTRODUCTION
Primary health care (PHC) is a whole-of-society approach 
that delivers accessible, comprehensive, continuous, 
and person-centered health services, integrating prevention, 
promotion, treatment, rehabilitation, and palliative care, 
while addressing the broader determinants of health. 
PHC serves as the foundation for achieving universal 
health coverage (UHC), which is a core component 
of the Sustainable Development Goals (SDGs) agenda. 
There is substantial evidence that PHC interventions 
are cost-effective in low- and middle-income countries 
(LMICs).1,2 The PHC sector in the health care system 
has a profound influence on t he i nteractions and  
relationships between government, providers, purchasers, 
and the population across the entire health care landscape. 
Providers’ payments play a key role in pushing broader 
health systems to gain financial control and overcome 
financial incentives to fund PHC.3 Current mechanisms 
for mobilizing and pooling health funds in LMICs 
suffer from several weaknesses due to fragmented 
and inadequate revenue sources, as well as inherent 
challenges in sharing and managing resources.4 Payment 
models for PHC providers can create financial incentives 
that have a profound effect on provider behavior, 
patient care, and health system efficiency.5 These 
models include input-based, service-based, performance- 
based, and population-based payments, with each 
option potentially providing specific incentives.3 Therefore, 
capitation payment schemes, particularly in PHC, have 
increasingly focused on different payment mechanisms 
to finance UHC targets in LMICs.

The LANCET Global Health Committee on  
Financing PHC stated, “The Commission’s vision for 
PHC provider payment is a context-specific blended 
payment model built on capitation.”6 The capitation 
payment transfers the financial risk from the buyer to 
the provider, separating the provider’s payment from 
the volume of services delivered. Providers are  
responsible for any costs that exceed their preset 
capitation budget, whereas any savings can be retained 
and reinvested. This structure incentivizes providers 
to increase efficiency, attract more patients, and focus 
on improving the quality of care.3 Although capitation 
payment programs theoretically address known financial 
inadequacies, the contexts and issues in PHC differ 
across LMICs. Despite its critical importance, PHC in 
LMICs continues to face significant challenges in 
policy implementation, and there is limited literature 
focusing on this topic.6 Existing research findings 
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reported that the provider payment reform (PPR) 
system should improve hospitals’ management capabilities 
by taking into account both PPR and reimbursable 
and non-reimbursable expenses.7,8 Other research reports 
that capitation in PHC deviates from economic and tax 
principles. Studying global PHC perspectives and  
reimbursement information could lead to the establishment 
of new standards for reporting in PHC systems.9,10

For example, some studies also indicated that LMIC 
financing reforms on reimbursement are well-functioning 
primarily during the COVID-19 pandemic, and PHCs 
are the best platform for providing basic healthcare 
services.11,12 PHC in LMICs continues to face significant 
challenges in policy implementation, and the literature 
on this topic remains limited.6 For instance, existing 
multinational reviews are often skewed toward high- 
income countries because the evidence base is more 
extensive, whereas reviews that focus on LMICs 
frequently examine policy effects within only one 
LMIC setting.13,14 Therefore, this study is the first 
scoping review to map and synthesize evidence on 
PHC capitation across multiple LMICs. We focus on 
how capitation in PHC is being implemented and what 
the results are. The findings of this study will help 
identify more effective and sustainable health financing 
strategies to support the achievement of UHC and 
improve health outcomes in LMICs.

MATERIALS AND METHODS
We conducted the scoping review using the Systematic 
Reviews and Meta-Analyses extension for Scoping 
Reviews (PRISMA-ScR).15 PRISMA-ScR compiled  
evidence from the academic literature on capitation 
payment schemes and informed decision-making on 
sustainable health financing strategies to support UHC 
goals and improve health outcomes in LMICs.6,15

PRISMA-ScR addresses the lack of available literature 
on capitation payments as well as research gaps on 
the implementation of capitation payments in PHC in 
LMICs.15,16 The two evaluators (DM and TC) have 
verified the accuracy of the data processing, analysis, 
presentation, and validation. The scoping review  
eligibility criteria are i) geography: low-to-middle-income 
countries; ii) study focus: capitation payments alone, 
or combined with other payment methods within the 
PHC schemes; ii i) study design: any analytical  
or observational study, and any research method, 
quantitative, qualitative, or review (no primary data); 
iv) language: English; v) publication type: peer- 
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reviewed journal, and grey literature; and vi) publication 
period SDGs era from 1 January 2015 to 31 October 
2024.

First, we conducted a scoping review of the 
search criteria. The preliminary search was performed 
in PubMed, the well-known medical database, to 
identify and examine a study topic.17 This step defines 
the appropriate search criteria before developing a 
search strategy and finalizing the search criteria. Thus, 
the preliminary results revealed that the terms “LMIC” 
and “developing country” did not yield any results in 
the primary focus of this study. Importantly, the search 
terms “LMIC” and “developing country” were defined 
prominently by the World Bank and the United States 
National Library of Medicine’s Medical Subject Headings 
database, respectively.18,19 Consequently, we manually 
searched for these search terms in PubMed, OvidSP, 
and Scopus to identify the foci of the studies in the 
titles and abstracts.17,20,21 Hence, we then retrieved 
full-text articles published in English from 2015 to 
2024 during the SDGs period for analysis.22 Multilingual 
translation is excluded because current AI-powered 
translation systems (such as Google Translate) have 
capabilities that are more limited than those of  
humans.23 Table 1 shows strategic keywords in the 
search, and the search strategies were not limited to 
medical subject headings (MeSH) terms alone. The 
authors conducted cross-checks through plain-text 
search using keywords from research concepts such 
as PHC, capitation, and LMICs (Table 1). After the 
initial scoping search, we removed the MeSH term 
and plain-text keywords for “LMIC” and “developing 

countries” because they did not reliably retrieve all 
relevant studies.

We tabulated the results of the literature search 
in EndNote 21 (Clarivate Plc, Philadelphia, PA, USA). 
We removed duplicated literature titles and then saved 
the .enl file format for further analysis. Titles and 
abstracts were screened and assessed based on the 
search strategy. The independent evaluators (DM and 
TC) then scrutinized the full texts of the articles. The 
independent observers (DM and TC) analyzed and 
verified that the data from the literature were in line 
with the capitation payment, PHC, and LMIC included 
in this scoping review.

Two independent evaluators (DM and TC)  
extracted the following verified data from the literature 
as follows: country, first author, year of publication, 
type of capitation payment, implementation scale, PHC 
quality, study context, and affected area. The data 
extractions were then standardized to transform the 
synthetic data into consistent data and generate the 
presentation data according to the study description 
and study topic focus.15 The LMICs data patterns for 
the number of publications were extracted and  
presented in this scoping review.24 We analyzed the 
research methodologies used in the verified literature 
data into four categories: review, quantitative, qualitative, 
and mixed methods (categories 1 to 3). The capitation 
payment challenges and facilitators were characterized 
into four periods: exploration, adoption decision or 
preparation, active implementation, and sustainability.

The independent evaluators and observers (DM 
and TC) ensured that this scoping review complied 

Table 1	 The Search Keywords

Databases Operational Search Keywords

PubMed (“capitation fee”[MeSH Terms] AND (“primary health care”[MeSH Terms] OR (“primary”[All Fields] 
AND “health”[All Fields] AND “care”[All Fields]) OR “primary health care”[All Fields] OR (“primary”[All 
Fields] AND “care”[All Fields]) OR “primary care”[All Fields])) AND (English [Language]) AND 
2015/01/01:2024/12/31[Date - Publication]

OvidSP (((“capitation .mp”) AND (“primary care.mp” OR “primary health care.mp” OR “community care.mp” 
OR “general practitioner.mp” OR “family medicine.mp”)) AND (“limit to english language”) AND 
(“yr=”2015-Current””))

Scopus TITLE-ABS ( “capitation” ) AND TITLE-ABS ( “primary care” OR “primary healthcare” OR  
“primary health care” OR “general practitioner” OR “community care” OR “family medicine” ) AND 
PUBYEAR > 2015 AND PUBYEAR < 2024 AND ( LIMIT-TO ( LANGUAGE , “English” ) )

Abbreviation: ABS, abstract
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with the guidelines published by the Joanna Briggs 
Institute.25 The focus of this study was developed 
based on the Population, Concept, and Context principles 
to ensure that data were analyzed and presented in 
a manner that provided clarity and meaningful titles 
for the scoping review.26 This review’s primary objective 
was to effectively address the research questions of 
the studies, which involved the direct extraction of 
data to answer the study’s focused question. The 
bias-minimization steps included ensuring that the 
research objectives were met, the research questions 
were answered, and the evaluation and results were 
fair.27 All processes in the scoping review were first 

verified and confirmed by the first verifier (DM), and 
then by the second verifier (TC). Hence, the results 
presented in this study can be reproduced for data 
processing.

RESULTS
Figure 1 shows a flowchart of the final scoping review 
using PRISMA-ScR. The literature search yielded 456 
publications. After we removed the duplicates, 259 
publications remained. We screened a total of 259 
titles and abstracts and identified 191 publications as 
mismatching the study criteria. Subsequently, 68  
full-text publications were scrutinized, and 28 studies 

Figure 1 Algorithm Search for Scoping Review

4    J Med Urban Health 2026;70(3)e7483
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were removed because they did not meet the focus 
of the study. Consequently, this scoping review  
comprised 40 full-text articles, as shown in Figure 2.

Of the 40 articles, 12 LMICs implemented 
capitation payment schemes for PHC across four 
continents: Asia, Europe, South America, and Africa. 
First, six countries on the Asia continent consisted of 
Southeast Asia (Indonesia), South Asia (India), East 
Asia (China and Mongolia), West Asia (Iran), and 
Central Asia (Tajikistan). Second, the three countries 
on the African continent are Ghana, Kenya, and  
Tanzania. Third, two countries were in Eastern Europe: 

Georgia and Ukraine. Finally, one country in South 
America (Brazil) was included. 

An evaluation of capitat ion payments in  
PHC is divided into eight attributes: (1) Adoption,  
(2) Acceptabi l ity, (3) Cost, (4) Effectiveness,
(5) Feasibility, (6) Reach, (7) Sustainability, and
(8) Chance. Table 2 depicts the evidence of the study
contexts. Table 3 summarizes the 12 LMICs across
four continents and characteristics of the studies
included in this scoping review, revealing shared
knowledge on capitation payments.

Figure 2	 Capitation Payment Literature Results from LMICs (matched to Tables 3 and 4)
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Table 2	 Attributes for Evaluation of Capitation Payment Assessment in PHC

Attributes Contexts

1- Adopt Policies are promulgated at the regional or national levels. The regional policies are being implemented.

2- AB Patients’ perception of the policy and stakeholders’ perception of the policy.

3- CST Monetary and non-monetary resources for operations and implementations.

4- EFF Primary care cost, primary care service utilization, and primary care quality assessments.

5- FS Operation and deployment can overcome the challenges of capitation payment and support facilitators.

6- Reach Characteristics of individuals affected by the facts of policy are detailed.

7- Sustain Implementation outcomes over time.

8- CHC Adverse effects such as increased drug costs and characteristic changes in healthcare personnel.

Abbreviations: AB, acceptability; Adopt, adoption; CHC, chance; CST, cost; EFF, effectiveness; FS, feasibility; Sustain, sustainability

Table 3	 A Characteristic of Scoping Review Literature

Continent
Country Capitation Payment Assessment

1 2 3 4 5 6 7 8

Adopt AB CST EFF FS Reach Sustain CHC

Asia

Southeast Indonesia P P P P P P P P

South India

East
China P P P P P

Mongolia P P P

West Iran P P P P P P

Central Tajikistan P

African

West Coast Ghana P P P P P P P

East Coast
Kenya P P P P

Tanzania P P P

Europe Eastern
Georgia

Ukraine P P P P P P

South 
America

Eastern Brazil P P P P P

Abbreviations: AB, acceptability; Adopt, adoption; CHC, chance; CST, cost; EFF, effectiveness; FS, feasibility; Sustain, sustainability

Table 4 illustrates the evidence of the capitation 
payment schemes found in this scoping review. We 
examined the implementation policies in each nation’s 
strategies for implementing capitation policies, considering 
whether capitation payment was integrated into  
national PHC models or reforms. A primary reason for 

6    J Med Urban Health 2026;70(3):e7483

selecting a specific region for implementation in each 
country was to enable policy implementation and 
assess its effects before nationwide implementation. 

In addition, we categorized the effectiveness 
of the capitation payments in PHC into three categories: 
cost-effectiveness, utilization, and quality (Table 5). 
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Table 4	 Capitation Payment Schemes

Year Country Reach Policy Strategy Capitation Type

Region Level

2019 Brazil All Nationwide Prevent Brazil PHC reform Weighted capitation, performance- 
based payment, and incentives for 
strategic actions28,29,30-31

2017 Ukraine All Nationwide Government financial guarantees 
of healthcare services

National health financing 
reform

Weighted capitation32-33

2017 Tanzania All Nationwide Direct health facility financing of 
health basket funds

New provider payment method Weighted capitation34

2015 Kenya All Nationwide NHIF outpatient capitation under 
the Supa cover

PHC financing schemes Capitation payment35

2014 Indonesia Padang, 
Pekanbaru, 
and Jambi

District to 
Nationwide

National health insurance initiatives PHC reform Weighted capitation with performance 
pay36-45

2011 China Shanghai District to 
Nationwide

National health reform of the new 
rural cooperative medical schemes

Healthcare reform Capitation payment46-49

Ningxia District to 
Nationwide

Ningxia project Healthcare reform Capitation payment with performance 
pay50

2011 Iran Tabriz District Urban family physicians project n/a Weighted capitation with performance 
pay51-53

2011 Mongolia All Nationwide n/a National health act on PHC Weighted capitation54

2010 Ghana Ashanti District National health insurance schemes Capitation pilot Capitation payment55-64

2010 Tajikistan Dangara and 
Varzob

District n/a Pilot project on capitation- 
based financing for PHC

Partial capitation65

n/a Georgia n/a n/a PHC reform Capitation payment66

n/a India n/a n/a Scale-up PHC Weighted capitation67

Abbreviations: n/a, not applicable; NHIF, The national health insurance fund; PHC, primary health care

Cost-effectiveness measures the expenditure costs of 
PHC after the implementation of the capitation payment 
policy. Utilization measures the number of patients 
using PHC services, whereas quality measures different 
forms of PHC by analyzing the quality of medical 
personnel or services provided by PHC. Overall, measures 
of cost-effectiveness suggest that the policy is largely 
associated with reduced costs. Utilization measures 
indicate an overall increase, consistent with improved 
healthcare access and service use. Findings on quality 
of care are mixed, likely reflecting heterogeneity in 
study designs, outcome definitions, and analytic methods 
across the included research.

Based on the implementation steps and context 
adapted from the conceptual model, we categorized 
the challenges into four stages: exploration, decision/
implementation preparation, implementation, and  
maintenance. The evidence from the scoping review 
showed that the post-implementation phase, facilitator 

area, and process evaluation posed significant  
challenges in implementing capitation payments in 
PHCs. Hence, it is assumed that countries that can 
overcome these challenges will develop a more  
resilient PHC and a stronger UHC for their citizens. 
Table 6 reveals the challenges in implementing  
capitation payments in the PHC.

DISCUSSION
Capitation payment management for PHC in LMICs 
remains limited to well-known international digital 
health databases (Figure 2) (Table 2). The main  
reason is that LMICs that have implemented capitation 
payment systems often do not disclose knowledge 
management in international health databases. In 
addition, some countries may publish knowledge on 
capitation payment management in their local journals 
and in languages other than English. For example, 
low-income countries (LICs) such as Ethiopia have 
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Table 6	 Challenges of Capitation Payment and Support Facilitators for PHCs

Post-Implementation 
Phase

Facilitator Area Process Evaluation

Exploration Fundings Miscalculation of cost rates leads to a lack of funding.56

Sociopolitics Setting unrealistic targets36

Setting upper and lower bounds upon the capitation results in 
gaming the system.36

A team of experts supported by international and national institutions 
developed a new Brazilian PHC financing model by examining  
federal lending and analyzing best practices from national and 
international literature.30

Adoption decision or 
preparation

Interorganizational networks Lack of communication between the regional and central governments43

Sociopolitics Implementers involved politicians, which created the impression 
that capitation policy was a political issue56

Organizational characteristics The patient’s lack of trust in the implementers56,59

Active implementation 
and sustainment

Adopter characteristics Patients’ lack of trust in the health providers61

PHC funds management autonomy40

Lack of knowledge of the policy39,42

Unequal implementation readiness39

Patient’s behavioural issues led to requesting unnecessary medications 
and referrals.51

Fundings Delay in reimbursement claims59

Overbilling practices56

Health promotion activities39

Fidelity monitoring or support Regulations were rewritten to be more user-friendly.39

Active monitoring and enforcement of the rule by providers40

Slow internet is hindering efficiency and regular monitoring.40

Lack of onsite technical support and regular information systems36,40

Public-academic 
collaborations

Ability and competency to conduct high-quality research39

Sociopolitics Stakeholders’ perception towards capitation56,64

Patient’s perception towards capitation56,62

Low enrolment rates59

Abbreviations: PHC, primary health care
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implemented capitation payment systems for PHC but 
have not published documents on capitation payment 
management, nor have they published literature in 
international publications.68 Another consideration is 
that, in some countries, capitation policies were  
implemented only at a subnational or regional level 
(Table 5). When these initiatives did not meet  
expectations, subsequent policy expansion and  
related research activity may have stalled, resulting 
in limited published evidence. Therefore, researchers 
should be encouraged to conduct and share their 
knowledge with other academics, especially in LICs 
and LMICs.

In addition, another important gap lies in pre- 
implementation studies of capitation payment management 
for PHC models or pilot projects. As a result, this 
limits our understanding of the preparatory steps  
required for implementation fidelity, such as exploring 
the sociopolitical context, funding mechanisms, and 
organizational readiness.69,70 Furthermore, excluding 
non-English publications might result in the omission 
of important information, especially in LIC countries. 
Therefore, we address this gap in this review by 
presenting evidence in Table 6 regarding how to 
overcome the challenges in capitation payments to 
achieve sustainable capitation payments for PHC.

Importantly, this scoping review identifies the 
key factors that influence implementation outcomes, 
including funding mechanisms, monitoring approaches, 
and the political and socioeconomic context. Challenges 
in budget formulation and implementation have a 
significant effect on the capitation plan. For instance, 
in Ghana, the capitation spending rates were based 
on erroneous data from previous payment systems, 
raising concerns about inadequate budget allocation.56

In contrast, Brazil uses an equity-weighted payment 
criterion to address socioeconomic and demographic 
inequalities.30

This review identified several factors that  
influence the implementation outcomes. For example, 
as a result of many factors, Indonesia has found 
success and continued to implement capitation  
payments for PHC.41 This country has also implemented 
an efficient budget, with strict monitoring and enforcement 
mechanisms, allowing PHC facilities to independently 
manage their funds and improve the quality of services. 
Table 5 shows the Indonesian capitation payment 
scheme. Implementation fidelity and transparent  
reporting are equally important, as seen in Indonesia, 

where the ability to analyze accurate data supports 
policy maintenance and adaptation.39 Political and 
socioeconomic factors also play an important role. 
Political alignment among stakeholders, leaders, technical 
experts, and activists can influence policy prioritization 
and legitimacy. For instance, in Ghana, a lack of  
prioritized budget allocation and problems of political 
legitimacy hinder successful implementation.56 In 
summary, we found that implementation is shaped by 
multiple, context-specific factors that vary across 
countries, even in countries that employed a capitation 
policy nationally for several years. This heterogeneity 
complicates efforts to draw clear, generalizable  
conclusions about the determinants of successful 
implementation. Accordingly, our findings underscore 
the importance of tailoring capitation payment models 
to each setting’s political, economic, and institutional 
context during design and rollout.

Another key point from this literature review 
analysis shows a variety of outcome measures for 
capitation payment policies, which complicates the 
efforts to draw clear conclusions. Financial assessments 
often focus on the total PHC costs or the patients’ 
costs, the latter of which allows for a clearer under-
standing of equity implications.71 For example, service 
outcomes were measured on the outpatient visits and 
chronic disease management. These results are  
important in the assessment of health access and 
promotion but are often influenced by broader health 
reforms, which confound policy-specific effects.  
Alternatively, quality of care assessment is generally 
based on patient perceptions, examining dimensions 
such as continuity of care and comprehensiveness of 
services. Stakeholder perceptions gathered through 
interviews and surveys provided a deep understanding 
of the implementation challenges and areas for  
improvement.72 In addition, the measures of stakeholder 
perception in PHC. Moreover, the interrelated nature 
of capitation payments and broader reforms complicates 
that attribution of outcomes to a single payment 
model.73 Addressing these issues requires standardized 
assessment measures that isolate the impact while 
considering contextual variables.

Future policymakers should ensure accuracy and 
guide policy changes; comprehensive data collection 
at every stage of the implementation is essential for 
strong monitoring. Developing a tool to map national 
PHC financial ecosystems could provide a foundation 
for informed policymaking.15 Financial assessment 
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should focus on equitable resource distribution and 
allocation within PHC facilities using advanced methods 
such as the health resource density index.74 In addition, 
future research studies should distinguish between 
implementation outcomes and policy outcomes to 
clarify whether observed possessions are due to capitation 
payment models or their implementation. To capture 
the role of populations in shaping PHC systems, service 
evaluations should focus on patient-focused outcomes, 
such as preventive care utilization and provider selection, 
especially the equity aspect, such as access for the 
vulnerable population. The assessment of institutional 
structures, particularly the independence of service 
providers, requires a qualitative approach to contextualize 
decision-making processes and resource allocation 
challenges.4

For literature gap during reimplementation  
phase of the policy, we propose a simple implementation 
timeline to structure planning and reporting: (i) Pre- 
implementation, including readiness assessment,  
stakeholder engagement, and budget/enrolment  
modelling; (ii) Pilot phase, involving limited rollout 
with predefined indicators for cost, u tilization, and 
quality; (iii) Scale-up, characterised by gradual expansion 
with iterative adaptation based on monitoring results; 
and (iv) Sustainability, requiring continuous monitoring, 
equity safeguards (e.g., risk/needs adjustment),  
and transparent reporting to maintain accountability 
and policy learning. These recommendations are  
intended to increase the rigor and relevance of future 
research methods and support evidence-based policy 
development.

In summary, four take-home messages emerge. 
First, capitation implementation is strongly context 
dependent, shaped by financing arrangements, political 
legitimacy, and institutional capacity. Second, strong 
monitoring and data systems (accurate enrolment/
budget modelling, routine indicators, and transparent 
reporting) are critical to sustain and adapt reforms. 
Third, the equity effects of design choices (e.g., 
weighted vs flat-rate capitation) remain insufficiently 
evaluated to support firm conclusions. Finally, major 
research gaps persist, limited pre-implementation  
evidence, heterogeneous outcome measures, and sparse 
LIC data highlighted the need for prospective,  
standardized evaluations that document implementation 
fidelity and track cost, utilization, quality, and equity 
over time.

12    J Med Urban Health 2026;70(3):e7483

This scoping review provides a broad overview 
of capitation policy research in PHC, identifying key 
gaps in geographic coverage and methodology.  
It emphasizes the need for a more in-depth analysis 
of the implementation processes and contextual factors 
that influence policy outcomes in individual countries. 
This work relies on a single reviewer (DM) for reviewing 
and scrutinizing the limits of its methodological  
robustness. Unlike our previous systematic reviews, 
this method does not assess the quality of studies; 
instead, it provides generalized results rather than 
specific, actionable insights.75,76 The exclusion of 
non-English publications further narrows the scope, 
potentially omitting important contributions from 
non-English-speaking countries. Despite these limitations, 
this review provided valuable guidelines for future 
research, emphasizing the importance of addressing 
geographic differences, improving assessment measures, 
and integrating preimplementation studies into the 
evidence base. Therefore, researchers can better inform 
the development of equitable, effective, and sustainable 
capitation payment models for PHC in LMICs.

CONCLUSION
Overall, evidence shows that capitation payment in 
primary healthcare is frequently associated with reduced 
costs and increased utilization, while reported effects 
on quality of care are mixed and difficult to compare 
due to heterogeneous outcomes and methods. The 
review also identified substantial evidence gaps,  
particularly limited pre-implementation analysis, sparse 
reporting from LICs, and insufficient evaluation of 
equity-oriented design features (e.g., weighted versus 
flat-rate payments) and monitoring systems. In conclusion, 
capitation reforms for PHC should be supported by 
comprehensive, stage-specific data collection to 
strengthen monitoring, guide mid-course adjustments, 
and improve accountability. Policy and evaluation 
should incorporate an explicit equity lens, mapping 
the national PHC financing ecosystem and assessing 
resource distribution within facilities (e.g., using health 
resource density metrics). Future research should 
separate policy effects from implementation fidelity, 
use patient-centred and equity-sensitive outcomes, 
and address the pre-implementation evidence gap  
by reporting systematically across the stages of  
pre-implementation, pilot, scale-up, and sustainability.
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