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Many healthcare organisations are having to confront 
the challenge of how to provide high quality care within 
a fixed (or sometimes shrinking) budget.1 The Veterans 
Health Administration, which provides care for over 5 
million veterans within the largest integrated healthcare 
system in the United States, faced this problem in the 
early 1990s, when it was struggling to overcome a reputa-
tion for providing inferior and inefficient health care. In 
1995 it began a programme to simultaneously improve 
the organisation and quality of its care, with performance 
monitoring having a key role.2 3 Within 10 years, it was 
lauded as providing the best care in the US.4 

The turnaround shows the value of monitoring 
performance and providing appropriate incentives 
to improve care. We explain how the organisation 
brought about the changes and look at some of the 
remaining challenges.

Foundation for change
The administration made several organisational changes 
as a foundation for the quality improvements.3 5 Firstly, 
it reorganised care into regional networks (veterans 
integrated service networks), which were provided with 
fixed resources and held accountable for managing all 
care within their facilities. Secondly, it shifted care to 
ambulatory settings, opening new outpatient clinics and 
closing many inpatient beds. Thirdly, the capacity of 
the administration’s automated information system was 
improved to allow providers to access and enter all 
patient information within a unified electronic medical 
record, thus enhancing coordination of care.6

A cornerstone of the efforts to transform care was 
the systematic use of data driven measures to monitor 
performance across several domains, including techni-
cal quality of care, access, functional status, and patient 
satisfaction.3 Many of the measures paralleled those 
developed by other US quality assessment organisa-
tions, but the administration also included measures to 
assess care of particular relevance to veterans. 

Initially, assessment focused primarily on process 
measures concerning outpatient management of 
chronic conditions (control of diabetes, use of inhalers 
for obstructive lung disease, diet and exercise counsel-
ling for hypertension and obesity, drug management 
and cholesterol testing after myocardial infarction) and 
preventive care (immunisations; screening for breast, 
colon, cervical, and prostate cancer; and counselling on 
alcohol and tobacco use). Currently, the administration 
assesses over 50 measures covering acute and chronic 
conditions as well as palliative and preventive care 
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(box). An external contractor collects data quarterly 
by auditing the electronic medical records for a sample 
of veterans from all the administration’s facilities. It also 
surveys a sample of patients at each facility about their 
healthcare experiences, satisfaction, and health status.

In addition to monitoring quality, the administra-
tion instituted mechanisms to make it more likely that 
performance monitoring would drive quality improve-
ment. Each regional director was held accountable 
through a performance contract, which included 
incentives equivalent to roughly 10% of the direc-
tor’s salary, for meeting specified quality standards. 
The director, in turn, held managers and clinicians 
accountable for the performance standards, and the 
performance results of each regional network and 
facility were widely available within the administra-
tion. Consequently, regional networks began to com-
pete with each other on performance, and facilities 
within each network did the same. 

Although implementation of quality improvement 
initiatives was ultimately in the hands of individual 
networks and facilities, there were also centrally led 
quality improvement efforts. The administration also 
drew on researchers from the Department of Veter-
ans Affairs’ health services research and develop-
ment service and from nine disease specific, quality 
enhancement research initiatives to systematically 
identify quality gaps and develop and assess inter-
ventions to close those gaps.7 8

Response to measurement 
What is the evidence that quality improved in the areas 
monitored? Figure 1 shows change in three representa-
tive measures monitored from 1997 to 2006. The rate 
of β blocker administration after myocardial infarction 

Fig 1 | Changes in performance of Veterans Health 
Administration facilities on three quality measures, 1997-2007 
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Management challenges 
One of the most important decisions in facilitating 
change was to invest heavily in auditing electronic med-
ical records. This enabled the administration to collect 
detailed clinical data that are unavailable electronically 
and helped to ensure that measures are clinically mean-
ingful and evidence based. Instead, of limiting measures 
to those that can be constructed with administrative uti-
lisation data,13 the administration has used clinical data 
to construct measures that incorporate exceptions (such 
as contraindications) and measure processes strongly 
linked to outcomes.14 

Although quality has improved in targeted clini-
cal areas, the administration faces new challenges in 
improving care for all conditions. It is expanding meas-
ures for acute and hospital care, as well as for condi-
tions faced by young veterans returning from conflict. 
Such expansion risks measurement overload—when 
measurement ceases to improve performance. To mini-
mise this risk, the administration removes measures that 
get consistently high performance from the regional 
directors’ contracts, although it continues to monitor 
them so that they can be placed back in the contract if 
performance drops.

The administration is also looking at other ways to 
stimulate quality improvement through performance 
monitoring. It is currently implementing pay for per-
formance initiatives to reward providers for higher 
performance, but further research is needed to identify 
whether rewarding individuals or teams is more effec-

rose from 83% in 1997 to 93% in 2006. Similarly, annual 
testing for glycaemic control rose from 85% in 1993 to 
96% in 2007. Jha and colleagues showed that quality 
improved significantly from 1997 to 2000 on other meas-
ures. For example, influenza vaccination rates rose from 
61% in 1997 to 78% in 2000, pneumococcal vaccination 
rose from 60% to 81%, and aspirin administration after 
myocardial infarction rose from 92% to 98%.9 They also 
showed that the absolute level of quality of care for vet-
erans was higher than for patients covered by Medicare.9 
Similarly, we showed that quality of diabetes care (which 
had been included in performance monitoring since 
1997) was higher in the administration in 2000-2001 than 
in geographically matched commercial managed care 
plans for almost every aspect studied, including timely 
eye screening, testing glucose and lipid concentrations, 
and glucose and lipid control.10 

The improvements in care occurred mainly in condi-
tions that were being monitored, as shown by results 
from a study comparing the quality of care for patients in 
the administration with that of a sample of people from 
12 major US communities between 1997-2000.11 This 
study used a global quality assessment tool that com-
prised over 300 measures across 26 diseases, including 26 
measures targeted by the administration’s performance 
monitoring. Although overall care was higher for veter-
ans than in the community, the advantage was greatest 
for the measures that the administration was using to 
monitor quality (such as retinal screening for people with 
diabetes) and spilled over beyond the targeted measures 
to the conditions covered by performance monitoring 
(such as diabetes). However, for conditions not part of 
the performance monitoring system, veterans had no 
advantage (fig 2).11 

Although this was a retrospective, observational 
study, these results, taken together with evidence 
for improvement over time, suggest that perform-
ance on measures being monitored improves, that 
improvement may extend beyond the single meas-
ure to conditions being monitored, but that areas 
not being monitored are less likely to improve. 
Additionally, national surveys have shown that 
patient satisfaction in both the inpatient and out-
patient settings is higher for veterans than in other 
surveyed settings.12 

Fig 2 | Comparison of quality of care for veterans and national 
sample on performance measures monitored by Veterans Health 
Administration, measures related to monitored conditions, and 
measures unrelated to monitored conditions 
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tive, the types of quality measures that best motivate 
true quality improvement,1415 and the levels of incen-
tives necessary to further stimulate change in provider 
behaviour. 

The administration’s experience has shown the valu-
able role that well constructed and clinically detailed 
measures of performance can have on improving qual-
ity of care, even without large monetary incentives for 
individual doctors. Nevertheless, monitoring can pro-
duce unintended consequences such as patient deselec-
tion,16-18 overtreatment of patients not likely to benefit 
from an intervention,14 19-22 and neglect of areas not 
covered in performance monitoring.11 Like other large 
healthcare organisations seeking to improve the quality 
of its care, the administration now needs to find ways 
to measure and ensure quality across the continuum 
of care and guard against unintended consequences of 
measurement.
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Neglected tropical diseases 
An error crept into this editorial by Gavin Yamey and Peter Hotez during the 
editing process and persisted to publication (BMJ 2007;335:269-70, 11 
Aug). The cost of the four drugs for controlling seven major tropical diseases 
for 500 million people in Africa should have been about $0.50 (£0.25; €0.36) 
per person each year—much lower than the $50 stated in the article.

Fifty sudden deaths may be related to central suppression 
In the final paragraph of this letter by Rokuro Hama about oseltamivir’s 
adverse reactions (BMJ 2007;335:59, 14 Jul), “oseltamivir-P” (oseltamivir 
phosphate) should read  “oseltamivir.” Oseltamivir is present in oseltamivir 
products as oseltamivir-P; oseltamivir-P is extensively metabolised to 
oseltamivir, which has a central suppressive action.

BMJ Updates: Yearly infusion of zoledronic acid helps prevent fractures in 
postmenopausal women with osteoporosis  
In this filler item (BMJ 2007;335:36, 7 Jul), we wrongly reported the 
frequency of serious atrial fibrillation in the zoledronic acid and placebo 
groups as “5% v 1.3%, P<0.001”. The correct figures (1.3%  v 0.5%, P<0.001) 
reflect a much lower frequency.

Syphilis 
In this Clinical Review by Patrick French (BMJ 2007;334:143-7, 20 Jan), 

we missed an incongruity in reference 14. The page numbers for reference 
14 should have been 1569-72 (not 1587-72). Thus the whole reference 
is: Johns DR, Tierney M, Felsenstein D. Alteration in the natural history of 
neurosyphilis by concurrent infection with the human immunodeficiency 
virus. N Engl J Med 1987;316:1569-72.

The rise of the doctor-manager
Overzealous copy editing in this feature by Michael Day led to the introduction of 
an erroneous “UK” (BMJ 2006;335:230-1, 4 Aug). David Nicholson is the chief 
executive of the NHS in England—not the entire United Kingdom.

Management of psoriasis in pregnancy
In this Practice article by Sophie Weatherhead and colleagues, a mix-up in T 
helper 1 and 2 profiles persisted to publication (BMJ 2007;334:1218-20, 9 
Jun). In the section titled “Does pregnancy affect psoriasis?” the text should 
have stated that psoriasis causes a bias towards the T helper 1 profile and 
pregnancy causes a bias towards the T helper 2 profile (not the reverse).

Minerva 
We inadvertently introduced an error while editing the caption for a 
recent Minerva picture item by S Amerasekera and colleagues (BMJ 
2007;335:266, 4 Aug). The picture showed a pneumoperitoneum, not a 
pneumomediastinum, as stated.

Corrections and clarifications

Summary points
Care provided by the 
US Veterans Health 
Administration has greatly 
improved over the past 
10 years
Key to the transformation 
was use of clinically 
based measures to 
monitor performance in 
targeted areas
Competition between 
regions and financial 
incentives to regional 
directors helped drive 
change
Challenges remain 
to improve care in 
unmeasured areas 




