
everywhere we can find it—including
advice from clinicians, healthcare man-
agers, and scholars in healthcare impro-
vement and safety as well as health
profession students and patients around
the world. We will also seek consultation
from colleagues in journalism and other
medical journals. A principal source of
advice will be the current QSHC reader-
ship. In this regard, a survey for readers is
available at the QSHC homepage (http://
www.qshc.com). I invite all readers to
take advantage of this opportunity to
offer advice, either via the website or
personally to me by email.
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It is time to pause and reflect on the degree to which performance
measurement is acting optimally and in the interests of society and
health

T
he last 10 years have seen an
explosion of activity in the measure-
ment of health care performance

with the expenditure of huge resources
on many different systems of data
collection, analysis and reporting and
the development of thousands of indi-
cators. Large exercises have been under-
taken by various quality organisations
to develop, apply, and report the results
of performance indicators. Examples
include the National Quality Forum,
the Joint Commission on Accredita-
tion of Healthcare Organisations, the
National Committee for Quality Assur-
ance and, in the UK, the Healthcare
Commission and Dr Foster. This has
become a multi-million pound industry
fuelled partly by increasing anxiety by
society (especially its political represen-
tatives) about the variation in quality
and safety of care—an anxiety heigh-
tened as the results of more measure-
ments reveal even more problems.
Whenever such an industry develops
rapidly, it is useful to pause and reflect
on the degree to which it is acting
optimally and in the interests of society
and health.

WHAT ARE THE IMPACTS?
As with many new technologies in
which people invest, hoping it will solve

problems simply, the experience has
been disappointing. A catalogue of
problems has been reported related to
everything from poor data quality and
comparability, cost and collection bur-
den, different priorities or perspectives
among stakeholders, insufficient exper-
tise and, most importantly, insufficient
linkage with subsequent action. These
are problems encountered in industry,
but performance assessment and man-
agement is even more difficult in health
care where there is greater dimen-
sionality in organisational (including
societal) goals. Health care is less
deterministic and the link between
actions and outcomes is much less direct
than in most production processes,
being modified or confounded by other
activities, patient case mix, and other
non-health care factors. The relation-
ship with the customer is more complex
than in many other services, and there is
a wider range of stakeholders with non-
compatible aims.
The performance measurement

industry (public and private) takes as
its starting point that ‘‘quality measure-
ment and reporting is a powerful
mechanism to drive quality improve-
ment’’.1 However, there is still little
evidence of a positive impact on decision
making, improvement in health service

delivery, or health outcomes.2 We do not
know the degree to which measurement
and reporting by itself or linked to other
processes results in improvements in
quality and safety, not only as measured
by the indicators used but also those
aspects of care not necessarily measured
by the indicators—that is, the overall
effect. Groups busy developing ‘‘evidence-
based indicators’’ do not appear to apply
the same criteria to their own activity as
they do to clinical practice. Given the
immense resources going into this, it is
astounding that there has not been more
pressure to demonstrate impact and value
for money. Just as new health technolo-
gies have to be rigorously evaluated for
effectiveness and increasingly for cost
effectiveness, so should performance
measurement systems.3

LITTLE RIGOROUS EVALUATION
Research on performance assessment
systems that has been carried out is
often of poor quality and naı̈ve. Evalua-
tions are usually tautological in the
sense that the yardsticks used to evalu-
ate the impact of performance assess-
ment are the same potentially imperfect
instruments used in the assessment
itself. This reflects a more general pro-
blem of poor research into quality
improvement.4 Experimental app-
roaches have generally been eschewed
in the quality improvement field. How-
ever, single group pre-test/post-test
designs have low internal validity due
to the absence of the counterfactual
(what would have happened without
the intervention).5 The results from
different designs can give widely diver-
gent results—the more rigorous the
evaluations of continuous quality
improvement, for example, the smaller
the estimated impact.6 The point here is
that evaluations should be aimed at
convincing those who are sceptical or
who will be asked to make serious
investments or change their practices
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as a result, and not those who are already
supporters. In addition, alongside more
experimental approaches, researchers
need to consider both the ‘‘whether’’
and the ‘‘why’’ questions in the same
evaluations and this presents some inter-
esting methodological challenges.
The performance indicator industry

needs to move away from feeding the
performance measurement ‘‘sausage
machine’’ producing more and more
sophisticated indicators. Instead, we
need to consider more the effects of this
activity on the quality and safety of
organisations7 and also on the possible
unintended effects.3 Indicators are
not direct measures of performance,
although they can be used to draw
attention to issues that may need
further investigation or flags to alert us
to possible opportunities for improve-
ment. In many cases considerable
analysis, interpretation, and further
investigation (drilling down) are
required in order to understand properly
what is happening, why, and what can
be done to improve or sustain perfor-
mance. The interpretation of variations
in indicators may often be wrong,
leading to inferences which are both
misleading and unfair.8

TRUST VERSUS OVERSIGHT
What effect does the collection, publica-
tion, and use of performance data have

on levels of trust and on other social and
organisational features of healthcare
delivery, the professions, patients and
the public? No system of external
measurement and auditing will be able
to substitute for the relations of trust
and professionalism which can also
promote quality.9 The indicator industry
has begun to suffer from the ‘‘regula-
tors’ delusion’’ that central systems of
oversight are the sole guarantors of
quality and a bulwark against poor
practice and performance. The contrary
is true; most healthcare professionals
have a common and natural concern
with the benefit of their activities for
patients. It is not the case that they only
respond to formal evidence of perfor-
mance and little else although, of
course, these formal systems can make
a significant difference if mainly at the
margin.
The creative combination of oversight

and active professional self-regulation is
probably the best way forward. The
promotion of professionally led clinical
audit based on high quality clinical
databases is one promising approach
which can harness the enthusiasm of
clinicians. As trust gets eroded in gen-
eral and accelerated by the culture of
measurement, comparison and expo-
sure, one of the key policy and research
questions for the industry is whether we
can develop more trust promoting

approaches rather than trust eroding
ones.
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It’s about more than money: financial
incentives and internal motivation
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The contribution of financial incentives to quality improvement will
only be maximised if we understand their impact on the internal
drivers of health professionals

H
igh profile initiatives such as the
incentive programme introduced
by the Centre for Medicare and

Medicaid Services in the US1 and the
new general practitioner contract in the
UK2 highlight the enthusiasm of policy
makers for using financial incentives as
a way of improving the quality of care.
This enthusiasm is understandable,
given the burden of healthcare costs
experienced by most countries. It makes
sense to ensure that resources are
targeted on buying desirable behaviours
from health professionals and produ-
cing beneficial outcomes for patients.

But is the fascination with financial
incentives based on sound empirical
evidence? At a general level the answer
is a guarded ‘‘yes’’. We know from
observational studies that the way in
which doctors are paid is associated
with particular patterns of clinical beha-
viour. For example, doctors paid under
fee-for-service schemes undertake more
visits and conduct more investigations
than those paid under capitation
schemes.3 In contrast, it is less easy to
find a convincing causal link between
targeted incentives and the behaviour of
individual doctors, and little attention

seems to have been paid to what might
be termed ‘‘spillover’’ effects—that is,
the impact of incentives on behaviours
other than those incentivised. In part,
this lack of evidence results from the
methodological challenges associated
with linking interventions to complex
behavioural change. Even taking this
into account, the evidence still leaves us
with the impression that incentives do
not induce the rational and predictable
response that some observers would
have us believe.
There are several examples to illus-

trate the problem. Firstly, the size of an
incentive does not have a linear rela-
tionship with its impact. Indeed, there is
some evidence that doctors may have a
target income—perhaps a fixed sense of
financial worth—above which they are
no longer motivated to respond.4

Secondly, it also appears that the eco-
nomic component of what appears to be
a financially based incentive scheme is
not what motivates professionals. In a
local improvement project in the UK,
much vaunted as a ‘‘successful’’ exam-
ple of incentivising quality improve-
ments, the costs to some of the
participating general practices of imple-
menting more effective systems of
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