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Abstract

Massachusetts and the Netherlands have implemented comprehensive health reforms, which have
heightened the importance of performance measurement. The performance measures addressing
access to health care and patient experience are similar in the two jurisdictions, but measures of
processes and outcomes of care differ considerably. In both jurisdictions, the use of health
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outcomes to compare the quality of health care organizations is limited, and specific information
about costs is lacking. New legislation in both jurisdictions led to the establishment of institutes to
monitor the quality of care, similar mandates to make the performance of health care providers
transparent, and to establish a shared responsibility of providers, consumers and insurers to
improve the quality of health care.

In Massachusetts a statewide mandatory quality measure set was established to monitor the quality
of care. The Netherlands is stimulating development of performance measures by providers based
on a mandatory framework for developing such measures. Both jurisdictions are expanding the
use of patient-reported outcomes to support patient care, quality improvement, and performance
comparisons with the aim of explicitly linking performance to new payment incentives.

Keywords
Health Care Quality Assessment; Quality Indicators; Health Care Reform

1. Introduction

Massachusetts and the Netherlands each implemented system-wide health reforms in 2006
[1, 2]. With a population of 6.5 million, Massachusetts’ reforms in 2006 achieved near-
universal insurance coverage through increased public insurance for low-income residents
and increased private coverage for middle and higher-income residents [2]. In August 2012
a law was enacted to reduce the growth in health care costs while also improving health care
quality. Under supervision of a Health Policy Commission and informed by a new Center
for Health Information and Analysis, Massachusetts is poised to address these challenges
with a variety of performance measures [3]. As Massachusetts implements the blueprint that
guides the new national health care reform in the United States, many eyes are focused on its
efforts to improve quality and contain costs.

The reforms in the Netherlands, with 16.7 million residents, moved from a predominantly
public insurance system with universal coverage towards a regulated privatized market
system. In the beginning of 2012 the Minister of Healthcare announced the establishment of
the Dutch Quality Institute to coordinate the monitoring of quality, accessibility and
affordability of health care in the Netherlands.

A key component of the reforms in both jurisdictions was the establishment of regulated
competitive insurance markets, which include a marketplace (called an “exchange” in the
United States) where individuals and employers can compare and purchase health insurance
plans. In addition, the reforms aim to establish regulated competitive markets for health care
purchasing and health care provision. Regulated competition assumes that if these markets
work properly, they will improve the quality of care and contain costs through increased
efficiency [4].

The reforms increase the importance of performance measurement and reporting to support
consumers in making informed decisions and to provide leverage for insurers as competitive
purchasers. It provides care suppliers with benchmark information, helping them to increase
their market share. The goals of performance measurement in this context are twofold: to
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promote accountability to the public and to improve the performance of the health system
[5]. In this article we compare performance measurement in the health care systems of
Massachusetts and the Netherlands. Our aim is to use this comparison to derive lessons
about the challenges of using performance measurement to improve quality and to discuss
avenues for addressing these challenges. We are not aiming at a comprehensive and detailed
comparison but will explore three main avenues. First we describe the governance in both
jurisdictions for monitoring the performance of the health care system. Second, we compare
the availability of performance measures in Massachusetts and the Netherlands: what
measures are available, by whom they are developed, collected and presented, and for what
purposes. We limit our comparisons to publicly available, and therefore accessible,
performance measures in both jurisdictions. Third, we compare the actual use of quality
measures in Massachusetts and the Netherlands for choosing providers and health plans, and
for performance-based contracting.

2. Comparative framework

Performance measurement and reporting can occur at different levels and have different
purposes, with consequences for the choice of measures and how they are collected and
presented [6]. Health system performance can be used at several levels reflecting differing
interactions between participants in the health care system. Clinicians may use quality
measures to assess individual interactions with patients and for quality improvement within
their organizations. Comparisons of the performance of health care providers can inform
health insurers as they implement performance-based contracting, and public reporting can
support patients and consumers in choosing health plans and providers. Taken together,
performance measures enable government to monitor the quality of the health care system as
a whole. Figure 1 summarizes the different purposes of quality measurement within the
health care system and shows the involvement of multiple participants. In comparing the
two jurisdictions we assessed the roles of these participants in collecting and using quality
and performance information. We then analyzed similarities and differences in the
approaches of Massachusetts and the Netherlands.

The comparisons were informed by a targeted literature search in PubMED and Google
Scholar to find both peer reviewed publications and grey literature. We used a wide-angle
approach using combinations of the following search terms: performance measures, quality
indicators, accreditation, certification, pay for performance, payment, incentive, quality,
consumer decision making, patient decision making, consumer choice, patient choice,
Massachusetts, and the Netherlands. In addition, we used policy documents, websites and
information from key-informants in both jurisdictions.

3. Governance of Health Care System Performance

Performance information is essential for the regulatory role of government to monitor the
overall quality of the system. Specifically, monitoring can assure a level playing field to
guide the market rules for competition [7]. The governments in Massachusetts and the
Netherlands established institutions to stimulate coherent and comprehensive monitoring of
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safety, quality, and effectiveness of healthcare, and to allow for linking these aspects to
monitoring of the costs of care.

Based on the recently adopted legislation in Massachusetts a new Health Policy Commission
was established to monitor the reform of the health care delivery and payment systems in
Massachusetts and to develop policy to reduce overall cost growth while improving the
quality of patient care. The newly established Center for Health Information and Analysis
will report on health care quality and cost on behalf of the Commission. The legislation
includes the mandate for a Statewide Quality Advisory Committee (SQAC) to recommend a
standard quality measure set for public reporting. The Committee delivered its first set of
recommendations by the end of 2012 and the standardized set of 135 quality indicators is
expected to be implemented under the new legislation, through expanded public reporting of
quality and costs of health care providers for the most common health care services [8].

In the Netherlands, the newly established governmental Dutch Quality Institute started
operating in 2012 and will reside under the Dutch Healthcare Institute (Zorginstituut
Nederland) for monitoring the quality of care. The main task of the Institute is to impose a
mandatory framework for the development of care standards, clinical guidelines and
performance measures. The mandate of the Institute will be law enforced. Its role is to
facilitate the development of multiple sets of disease- and provider-specific quality
measures. The Institute will develop quality measures if providers do not take responsibility
themselves. The Institute is not responsible for affordability and accessibility of health care
which is instead included within another department of the Dutch Healthcare Institute.

4. Availability of Quality Measures

Quality measures are derived from data collected via patients, health care providers and
health plans. Patient-reported, clinical and administrative data are then used to quantify the
quality of a selected aspect of care. Requirements for validity and reliability are high when
using quality measures for accountability, and data are expected to be collected through
standardized and detailed specifications [6]. In both jurisdictions quality measure sets have
been developed to allow for the publication of comparative information.

Characteristics of publicly reported quality measures at the hospital or physician group level
in Massachusetts and the Netherlands are presented in Table 1. Publicly reported quality
measure sets in Massachusetts are dominated by four mandated sets [9]: (1) Hospital process
measures as developed under auspices of the Center for Medicaid and Medicare Services
(CMS), (2) the Hospital Consumer Assessment of Healthcare Providers and Systems Survey
(HCAPHS) developed under auspices of the Agency for Health Care Research and Quality
(AHRQ), (3) the Healthcare Effectiveness and Data and Information Set (HEDIS) as
developed by the National Committee for Quality Assurance (NCQA), and (4) the
Ambulatory Care Experiences Survey (ACES) as developed by Massachusetts Health
Quality Partners (MHQP). MHQP is a non-profit coalition of physicians, hospitals, health
plans, purchasers, patient and public representatives, academics, and government agencies
working together to promote improvement in the quality of health care services in
Massachusetts [10]. A statewide report by the governmental Division of Health Care
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Finance and Policy provides insight in the cost and quality of hospitals in Massachusetts
using 38 cost measures and 33 quality measures [11].

In the Netherlands, quality measure sets for different providers (e.g. hospitals, pharmacy,
mental healthcare, physical therapy practices) and specific diseases (diabetes, COPD,
cardiovascular risk management) have been developed under the auspices of the Health Care
Inspectorate [12, 13]. Patient experience is captured via the Consumer Quality Index (CQ-
index). The use of the CQ-index by insurers is coordinated by the Miletus foundation, a
collaborative of health insurers in the Netherlands; another large part of the development
and use of the CQ-index runs via patient organizations. The quasi-governmental National
Institute of Public Health and the Environment (RIVVM) has been commissioned by the
Minister of Health Care to assess the performance of the Dutch health care system. RIVM
uses a set of 125 indicators for monitoring aspects of healthcare at aggregate level [14].

Detailed description and comparisons of available quality measure sets in both jurisdictions
are presented in the Supplementary file. The majority of quality measures in both settings
are aimed at the process of care, although the specifications show substantial differences
between the measures. The availability of health outcome measures is limited in both
settings. Blood pressure, Hemoglobin Alc (HbA1C) and Cholesterol levels (LDL) are
commonly used clinical outcome measures in Massachusetts [10]. In the Netherlands a
widely used clinical outcome measure is pain level after surgery.

Patient experience in the Netherlands is assessed with the Dutch CQ-index and in and
Massachusetts using the American CAHPS survey. These surveys are based on similar
methodology [15]. Massachusetts Health Quality Partners uses a survey instrument for
patient experience in primary care derived from the clinician/group CAPHS survey and the
state mandated ACES survey [10]. The Dutch CQ-index includes several instruments that
measure patient experiences with a broad spectrum of specific conditions or specific hospital
procedures, including patient-reported outcome measures that are aimed at capturing
(physical) functioning and the outcome appropriate for the intervention measured [16].

4.1 Quality improvement

Quality improvement is inherent to the professional responsibility of health care providers
and the formative use of indicators for quality improvement is considered to be of great
benefit to be discussed and interpreted by clinicians in the light of local contexts [17, 18].
Data may be used for self-reflection and continuous education of individual health care
providers, or for benchmarking and strategic purposes of the healthcare organization. A
variety of sources for quality measures may be used, and data collection and interpretation is
usually conducted at the practice level. For use in Massachusetts and other US states,
clinical quality measures for specific diseases and evidence-based treatment interventions
are published in the National Quality Measures Clearinghouse (NQMC) by the Agency for
Healthcare Quality and Research (AHRQ). Measure developers are usually professional
bodies who are encouraged by AHRQ to submit their quality measures for consideration.
Each submitted measure is reviewed against a standard set of inclusion criteria for the
NQMC [19]. In the Netherlands, clinical quality measures have been developed and
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endorsed by professional bodies, which typically derive from recommendations in clinical
practice guidelines [20].

4.2 Comparing the quality of providers

Consumer comparisons of the quality of health care providers are supported by publicly-
available performance data disseminated by governments in both jurisdictions; even if the
data are collected by private sector organizations. In Massachusetts, the interactive website
My HealthCare Options, sponsored by the governmental Health Care Quality and Cost
Council, supports patients and families in selecting a hospital or primary care group [21].
The Council publishes ratings from other recognized organizations such as Massachusetts
Healthcare Quality Partners (MHQP) and calculates some new ratings from their own health
care database. Quality and cost ratings can be searched by location, provider, medical
condition or procedure. The ratings for specific providers are reported as below, equivalent
to, or above the state average. Cost ratings are limited due to lack of available data from
providers. Data on the quality of primary care groups can also be searched by location,
medical group, doctor’s office, and doctor’s name via the interactive website of MHQP [10].

Quality ratings of hospitals, nursing homes, home care organizations, and disabilities care
organizations in the Netherlands are published on the government-funded website
Kiesbeter.nl [choosing better] [22]. The presented data are based on a variety of resources
and ratings have three levels, corresponding to quality that is below, equivalent to, or above
the national average. The website also shows the accreditation status of providers and
provides limited information on costs. Sixty-one hospitals are currently accredited, which is
approximately 50% of all hospitals in the Netherlands [23].

4.3 Comparing the quality of health plans

Massachusetts’ residents can use the accreditation status of health plans as conducted by the
National Committee for Quality Assurance (NCQA) to make an informed choice about
purchasing coverage with a specific health plan. Accreditation is voluntary but all 13 Health
Maintenance Organizations and Medicaid health plans in Massachusetts (n=13) were NCQA
accredited in 2011, compared to approximately 60% of health plans in the rest of the US.
The Massachusetts Health Connector acts as an insurance exchange where private health
plans are offered and people are given information for choosing a health plan [24]. At the
state level an annual report about the quality of care and service of health plans is published
by the governmental Division of Health Care Finance and Policy based on HEDIS data [25].

In the Netherlands, the governmental website Kiesbeter.nl provides an interface to compare
premiums, deductibles and supplementary coverage for all health plans. Similar information
is provided on private websites such as Independer.nl and Consumentenbond.nl. A quality
rating of the administrative services of health plans is also included on Kiesbeter.nl based on
experience of consumers. Health plans received confidential reports in which their
performance is compared with the average across all health plans based on consumer
experience [26]. However, due to budget cuts and private initiatives these ratings are no
longer collected and published on the governmental website.
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A key difference between the Massachusetts Health Connector and the Dutch consumer
websites is that the Health Connector was established to support low- and middle-income
residents to obtain subsidized health insurance, and to create a health insurance exchange to
assist higher-income residents to obtain unsubsidized insurance. Health plans of the Health
Connector are offered by a selected number of insurers and carry the seal of approval of the
Health Connector for high quality and good value. The Dutch websites are aimed at
comparisons of all available insurers.

5. The use of quality measures in practice

5.1 Quality improvement

Many health care organizations and providers use quality indicators for quality improvement
activities, although this type of use rarely results in publicly available information [27].
Structural capabilities intended to improve quality of care among physician groups in
Massachusetts, such as frequent meetings to discuss quality and physician awareness of
patient experience ratings, were associated with better performance [28, 29]. The majority of
Massachusetts physician groups that receive patient experience reports are engaged in
efforts to improve patient experience [30]. Examples of the use of indicators for quality
improvement in the Netherlands have been published for head-neck cancer, diabetes and
pneumonia [31].

5.2 Choosing providers

The evidence for the consumers’ or patients’ use of quality information to select providers in
Massachusetts and the Netherlands is limited. A Massachusetts survey in 2007 showed that
the lack of objective information or independent ratings of doctors and hospitals led
consumers to rely primarily on subjective recommendations from professionals, friends and
family [32]. An evaluation of the website kiesbeter.nl in the Netherlands showed that most
visitors reported it was not useful in their decision making [33]. In addition, a survey of
Dutch households showed that respondents tend to stay with their general practitioner even
if they had the option to switch to a higher quality alternative [34].

5.3 Choosing health plans

Consumer mobility between health plans is considered important for adequate functioning of
the health care markets. However, in both jurisdictions the ability of people to switch
between health plans is limited due to the large proportion of collective contracting via
employers or other group purchasing organizations. Many consumers rely on a group
purchasing organization to assess information about quality, patient experience and price
[35]. After initial implementation of health reform in the Netherlands about 18% of people
switched to a different insurance company, while mobility decreased to 3% in 2009. Recent
estimates show an increasing switching rate (6-8%), mainly due to increased premiums

[36]. Surveys in the Netherlands have shown that costs and to a lesser extent the benefits
package are the main drivers for switching insurance plans, as opposed to quality [37].
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5.4 Performance-based contracting

Health insurers are increasingly using quality information for performance-based payment
and selective contracting of providers [38]. One model, pay-for-performance gives providers
financial incentives to increase quality of care. Massachusetts has ample experience with
pay-for-performance. As early as 2004, 89% of Massachusetts physician groups had pay-
for-performance incentives [39]. However, early evaluations of pay-for-performance
initiatives show limited impact on improving quality [40-42]. A promising approach was
introduced in 2009 with the Alternative Quality Contract (AQC) by the largest insurer in the
state. AQC is a hybrid payment reform model based on global payment and pay-for-
performance. Providers receive an annual fee for the care of each patient, with higher
payments for patients deemed to be greater health risks and with bonuses for high-quality
care. Early results suggest that global budgets with pay-for-performance slow the growth in
medical spending while improving quality of care. An important success factor of the AQC
project is the partnership between the insurer and health care providers [43].

In the Netherlands, experience with pay for performance is limited, although a recent study
concluded that the Netherlands seems well suited for pay for performance, based on existing
risk adjustment data collected by health plans and the introduction of bundled payments for
chronic disease care [44]. Early results from adoption of bundled payment for diabetes care
in the Netherlands show improvement in care coordination, although it is too early to draw
conclusions about the effects of the new payment system on the quality or the overall costs
of care [45].

6. Implications for future policy

The recent developments in Massachusetts and the Netherlands to stimulate performance
measurement share many similarities, but also some important differences. We highlight
lessons in four key areas of future policy: (1) governance of performance measurement, (2)
availability of quality measures, (3) the use of quality measures, and (4) integration of data
collection

6.1 Governance of performance measurement

Both jurisdictions are in still in early stages of implementing legislation with newly
established institutions and the next several years will be a test of their objectives. The
objectives of the Massachusetts Health Policy Commission are comprehensive, looking at
multiple aspects of reforming health care delivery and payment systems in Massachusetts.
The Dutch Quality Institute’s objectives are more narrowly defined with a focus on the
quality of health. In monitoring the quality of the health care system, the Dutch Quality
Institute and the Massachusetts Health Policy Committee have a similar mandate. They can
require providers to provide data about their quality, but do not have direct regulatory power
to force the system to change. Instead they will monitor the quality of health care and are
aiming at establishing a shared responsibility of providers, consumers and insurers to
improve the quality of health care. Both institutions rely heavily on the partnership with
health care providers in establishing monitoring systems. Health care providers collect and
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produce the data while the state and national institutions establish the rules and standards
that promote comparability and validity of the data.

6.2 Availability of quality measures

Our description showed the limited use of measures that capture patient-reported and other
clinical health outcomes in the two jurisdictions. Among the reasons that health outcome
measures are less well developed is that they are less feasible, more subject to confounding,
and less directly actionable than process measures. Outcome measures often require risk
adjustment for specific populations in assessing benefits or changes related to specific health
interventions [6]. Both jurisdictions aim to expand the use of outcome measures and are
starting to address the challenges of data collection and analysis.

The abundance of available measures in both jurisdictions creates the risk of overload of
quality information. Massachusetts addressed this issue by prioritizing measures based on
sufficient validity and practicality. However, its first standard set still contains 135 quality
measures out of 186 measures considered for inclusion. The Dutch Quality institute does not
aim at establishing a list of mandated quality measures. Instead, stakeholders in healthcare
will be able to submit quality measures to a public registry if the measures meet certain
(methodological) criteria. The Dutch Quality Institute published a framework with criteria
for the development of standards of care, clinical practice guidelines and quality measures in
anticipation of its formal endorsement role [46].

The different approaches of the two jurisdictions in establishing quality measures may have
consequences for their further use. The Massachusetts’ approach (a mandated standard
quality measure set) increases comparability between providers, and may facilitate informed
decision making of consumers and purchasers of health care. The Dutch approach (a registry
of endorsed measures that providers can select) may lead to variable selection of quality
measures, thus limiting comparability. The Netherlands could learn from the approach in
Massachusetts by establishing a minimum set of quality measures for longitudinal
monitoring, which would also allow for international comparisons when common measures
are used. For both jurisdictions we recommend selecting a small core set of quality measures
to increase the feasibility for longitudinal monitoring and comparisons.

A strength of the Dutch approach is that quality measures developed by clinical groups
typically result in measures useful internally for quality improvement and providers may be
more inclined to use them. Engagement of providers in data collection and use of quality
measures is essential for a sustainable system of performance measurement and is a key
component for further implementation. Massachusetts may learn from the Dutch approach to
stimulate providers to take responsibility themselves, thus increasing the likelihood that they
are actually utilized.

6.3 The use of quality measures in practice

The limited use of quality information by consumers in selecting providers is striking given
that consumers report valuing quality information about their providers; yet a vast majority
of the public says that they have never seen comparative quality information [47]. Evidence
that public reporting stimulates quality improvement of providers is stronger, suggesting that

Health Policy. Author manuscript; available in PMC 2016 February 08.



1duosnuen Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Van der Wees et al.

Page 10

quality improvement activities increase in response to public report cards [48, 49]. Limited
evidence exists for choosing health plans, suggesting that consumers tend to choose health
plans that perform better, although use of the data in health plan choice varies among
consumers and across population subgroups [48, 50-52].

Both jurisdictions aim to support consumer decisions. This includes an important task to
present the quality and cost of health care services in a format that is understandable and
valuable to consumers and which actually improves the likelihood that they will use the data
to make informed decisions. Evidence suggests that presenting cost data alongside easy to
interpret quality information and highlighting high-value options improves the likelihood
that consumers will choose those options [53]. Many consumers continue to believe that
more care is better care and that higher cost is a signal of higher quality [54]. The challenge
is in presenting and targeting the available information to support decision making [55].
Analysis of preference profiles of consumers shows that comparative information derived
from quality measures indeed can support consumers in fulfilling as critical role in choosing
providers. However this will only be effective if the information is tailored to the specific
situation of the patient [56].

New models of performance-based contracting are emerging in Massachusetts based on
partnership between insurers and health care providers. Further development of such
payment reform models may assist in the stimulating the meaningful use of quality measures
for a variety of purposes. Initiatives in the Netherlands can build on the Massachusetts
experience.

6.4 Integration of data collection

Data collection for quality improvement purposes is provided by health care professionals
and patients, and it is a challenge to aggregate information at a higher level for
accountability purposes in such a way that transparency is experienced by healthcare
providers as positive and not as burden. Overcoming this challenge should be the main focus
in both Massachusetts and the Netherlands, by creating quality measure sets that can be used
both at the level of quality improvement and at the aggregate level. A promising initiative to
address this challenge is the use of patient-reported outcome measures. These measures have
the potential to be used at the aggregate level for performance measurement while
simultaneously serving their purpose at the clinical level to focus on a patient’s individual
health goals across a variety of dimensions [57].

An initiative for implementing patient-reported outcome measures at both the clinical and
aggregate levels has been launched by Partners HealthCare, the largest provider organization
in Massachusetts. In addition, Massachusetts Health Quality Partners (MHQP) aims at
advancing the adoption of patient-reported outcomes measurement and reporting across
Massachusetts as key strategic priority for 2013. Also in the Netherlands several initiatives
have been established. Radboud University Nijmegen Medical Center started a project to use
outcomes as reported by patients for reducing variation in clinical practice [58]. The Miletus
Foundation initiated a platform for researchers to stimulate national collaboration in the
development, use and evaluation of patient-reported outcomes.
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7. Conclusion

The Massachusetts Health Policy Commission and the Dutch Quality Institute share a
similar mandate to monitor the quality of the health care system. Both jurisdictions rely on
and should further invest in engagement of and partnership with patients, health care
providers and insurers in order to establish reliable and meaningful quality monitoring
systems. The main challenges are (a) to create a routine flow of data collection that allows
for use at the clinical level and quality improvement, as well as for aggregation of the data at
a higher level for accountability purposes and performance-based contracting; (b) to
establish a carefully-selected core set of standardized quality measures which includes
patient-reported health outcomes in order to prevent an overload of quality information, and
(c) to present easy to interpret and tailored information on quality and cost to support
decision making of consumers. The tasks are formidable. The two jurisdictions should be
able to learn from each other, especially when they select different solutions to the same
challenge. More generally, increased monitoring and exchange of experiences regarding the
use of performance indicators across many jurisdictions would be helpful in meeting one the
largest challenges facing health systems today.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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