
Many women will be interested in the possibility of
halving such risks by choosing one of the pills that have
been standard in most countries (including the United
States and Australia). If they encounter side effects that
might be diminished or avoided by switching to a third

generation preparation, they may well feel that the
small extra risk is worth taking.
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Measuring the performance of health systems
Indicators still fail to take socioeconomic factors into account

It seems that the whole world is suddenly talking
about measuring the performance of health
systems. Last month the World Health Organiza-

tion published its findings from a comparative study of
healthcare systems.1 This time it is the turn of the
Department of Health in England, which last week
published the results of the second round of perform-
ance indicators for 99 health authorities and 275 NHS
hospital trusts.2 Unlike last year’s figures, these data will
inform and shape key aspects of the government’s plan
for the NHS, which will be published next week.

The main message of the latest performance
indicators is that health in England is continuing to
improve. However, there is also compelling evidence of
variation in health and healthcare performance
between areas and between hospitals. For example, the
proportion of patients waiting less than two hours to
be admitted after attending an accident and
emergency unit ranges from 38% to 100%. There is
also a twofold variation between the best and worst
health authorities in death rates from circulatory
diseases.

While the focus of the new performance measures
is still on individual indicators, the intention of the
government’s national plan is to gain an overall view
of the performance of hospitals, possibly by aggregat-
ing indicators.3 In theory the plan is attractive, and the
idea of combining indicators mirrors the approach
taken by the WHO. This will provide information for
the so called traffic lights system, which will be
introduced shortly. Organisations in the NHS will be
periodically classed as “green” (excellent), “amber”
(having room for improvement), or “red” (poor)
depending on their overall performance. Organisa-

tions classed as green will be rewarded and can expect
to enjoy far greater freedom to manoeuvre in terms of
developing local services. The fate of organisations
classed as red or amber is less certain, although it
seems likely that they will receive help from interven-
tion teams made up of successful NHS managers or
from the private sector. Yet one question remains: can
the indicators distinguish between good and bad per-
formance? For two fundamental reasons the answer
must be no.

Firstly, whether comparing districts or countries, it
is not clear how summarised accounts of performance
help to identify which parts of a health system contrib-
ute most to improved health. The WHO’s rankings
concealed a range of performance on individual
indicators. The United Kingdom, for example, scored
second highest on the distribution of health gain, yet
dropped to 18th place overall. Similarly, the perform-
ance tables published by the Department of Health
show that in some health authorities there are low
death rates from heart disease and cancer although
these same authorities have poor rates of access to
NHS dentists or high rates of inappropriate surgery.
The WHO weighted different indicators to reflect their
perceived importance in the overall indicator of
performance. This raises questions about who should
provide these weights. The WHO’s survey used key
informants from around the world, but a case could be
made that other people, such as those who use the
services, should decide which aspects of the health sys-
tem matter most.4

Secondly, it is not clear to what extent the
indicators identify the contribution of health services
to the health of the population in general and to peo-
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ple with poorer health prospects in particular. And
further, what light do the indicators shed on the role of
different providers—general practitioners, hospitals,
community services—in improving health?

In all cases, the answer is little. There is no way
of knowing, on the basis of the indicators alone,
whether high death rates in some parts of the country
are due to poor care. If sanctions are to be applied and
incentives offered, these are the things that we need to
know. Moreover, if deprived areas are not to be penal-
ised for poor performance then the data must be
adjusted to account for socioeconomic factors. The
risk, as the Department of Health acknowledges, is
that such adjustments mask the true extent of
inequalities that the NHS should know about and
address.5

The Secretary of State for Health recently
announced that the NHS is neither a market nor an
administrative hierarchy but a system.3 Systems in gen-
eral, and health care in particular, are complex, hard to
understand, and difficult to manage. Performance indi-

cators alone are not enough; unhappily, unless the
national plan for the NHS reveals evidence of new
thinking, performance indicators seem to be the only
game in town.

Jo Mulligan research officer
John Appleby director
Anthony Harrison fellow

Health Systems Programme, King’s Fund, London W1G 0AN

1 World Health Organization. World health report 2000—Health systems:
improving performance. Geneva: World Health Organization, 2000.

2 NHS Executive. Quality and performance in the NHS—performance
indicators: July 2000. www.doh.gov.uk/nhsperformanceindicators/
index.htm (accessed 14 July 2000).

3 Department of Health. Traffic light status for NHS. Press release
2000/0391, 30 June 2000.

4 Appleby J, Mulligan J. How well is the NHS performing? London: King’s
Fund, (in press).

5 NHS Executive. NHS performance indicators: July 2000—how to
interpret the graphs. www.doh.gov.uk/nhsperformanceindicators/
hlpi2000/graphs.html (accessed 14 July 2000).

Revel in electronic and paper media
BMJ readers and authors should enjoy the strengths of both media

Some BMJ readers are proud of not using the
world wide web. Others are scornful of paper
media, predicting that one day everything will be

purely electronic. Both are wrong, and we urge BMJ
readers and authors to exploit to the full both paper
and electronic media.

The BMJ has two audiences that overlap only a lit-
tle. Each week we send out about 115 000 paper jour-
nals, mostly to people in Britain. Yet in any one week
only about 5-10% of these people access bmj.com. At
the same time we have around 100 000 weekly visitors
to bmj.com. Most are from outside Britain, and only
about 15% of them see the paper version regularly.

Only a small proportion of those who get the
paper journal access bmj.com, perhaps because they
cannot see any point in doing so. They are wrong. The
single biggest reason why they should access bmj.com
is to read the rapid responses: the letters to the editor
that we post within 24 hours of receipt every day,
including at the weekend. We regularly post 20 letters
and some days it is 40 or more.

Rapid responses are a form of immediate debate
on topics that bother doctors. Look, for instance, at the
50 or so responses that accumulated in the month fol-
lowing publication of the editorial on “Do not resusci-
tate” decisions and elderly people.1 2 It will take us a few
more weeks to publish some of the letters in the paper
journal, and we will be able to publish only a small pro-
portion. Readers who are missing these debates are
missing something rich and useful.

Readers of the paper BMJ might also want to access
bmj.com in order to find information on a particular
topic. The weekly BMJ is a series of slices of
information, but bmj.com is an accumulating database
that goes back to 1994. It includes nearly 25 000

articles—some 15 million words—and readers will
discover that they can find relevant and high quality
information on almost any health related topic.
Through bmj.com users have direct access to the web-
sites of the BMJ Publishing Group’s specialist journals.
Together these resources comprise a continuously
updated reference shelf.

Those who access bmj.com but do not use the
paper journal might want to do so for two simple
reasons: readability and portability. It’s a hard job to
read a full issue of the BMJ—as opposed to one or two
articles—on the web.

We also urge the BMJ’s authors to make greater use
of the two media. They should aim to present short,
readable articles in the paper journal. These articles
will be reproduced on bmj.com, but authors can add
additional material including more information, data,
explanations, examples, and links. The tension between
providing a readable article for generalists and giving
more information to those with a greater interest can-
not be avoided in a purely paper world, but it can be in
a world that is simultaneously paper and electronic.
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