
Performance measurement: 
international experiences 

Roland Bal 
Canberra, ANU, 20 June 2013 



Contents 

• Why performance measurement? The rise of 
transparency 
 

• Types of indicators and their effects 
 

• International experiences 
 

• Logic of escalation 
 

• Organizational responses to rankings 



Rise of transparency 
• Combination of democratization and marketization of 

public services – i.e. combination of state and markets 
 

• Main regulatory trends 
– Increasing emphasis on patient rights and choice 

policies 
– Cost control: commodification of care (e.g. DRG), 

regulated market 
– Regulating professional work: guidelines, teaching 

programs 
 

• But: tension between standardization and lack of 
implementation 



Kinds of indicators 
• Known division: structure, process, output/outcome 

– Not further discussed here, but important to notice: 
– Historically most attention has gone to structure and process 

indicators, output/outcome indicators on the rise 
– Important to work with a mix of indicators to prevent perverse 

effects 
• In terms of the ‘performance regime’ other divisions are important 

(as well): 
– Degree of public visibility of indicators: 

• Internal – benchmark – public 
– Degree in which indicators are/can be used by ‘third parties’ 
– Formative (‘tin openers’) – Summative (‘dial’) 

• NB. Notice that validity discussion gains importance with more 
open and more summative performance regime 



Kinds of indicators – examples 
• Pennsylvania Consumer Guide to Coronary Artery Bypass Graft 

(CABG) Surgery, since 1992 
– Open, no sanctions but possibility to ‘choose’ 
– Effect: patients do not choose, but actions of professionals  

• Star system in England, 2001-05 (not Wales, Northern Ireland, 
Scotland!) 
– Open, strong sanctions (‘dirty dozen’) 
– Effect: shock therapy, spectacular rise in quality, much gaming, 

much professional discouragement 
• Netherlands, since 2003 

– Open, with ‘third party’ (IGZ), but as ‘tin opener’, although 
increasing pressure on dial functions (“logic of escalation”); taken 
up in popular media for dial function 

• Sweden, since 1980s 
– Professional led, since 2008 open 
– Targeted at bottom up learning 



Possible effects of indicators 

In literature 3 kinds of effects:  
• No effect on internal policies – indicators (or other forms of 

external accountability) become a ‘ritual’ – decoupling 
– Much ado (time and resources) to get data… 
– …but no effects on primary processes 

• Perverse effects, i.e. ‘gaming’, ‘tunnel vision’ – colonization 
– External accountability directly affects primary process… 
– …but at the expense of (parts of) the quality of care 
– Sometimes fraud 

• Integration of performance and quality 
– External accountability raises awareness in 
 organisations and leads to improved quality 



Gaming: emergency acces England  

Spectacular improvement after STAR system 
– Percentage of patients waiting over an hour at 

emergency departments went down strongly 
– Percentage of patients seen within 4 hours: sting 

increase  
But lots of gaming: waiting before entering emergency; 

redefining of ‘beds’ 



Cheating: response times ambulances 
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Cheating: response times ambulances 
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Types of indicator systems 

Internal indicators External indicators 

 
Use in workfloor 
processes 

 
‘Disease 

management’ 

 
Research 

 
Managerial / policy 
use 

 
Benchmarking  

 

 
Accountability 



Indicators disease management processes 

• Example: rheumatology registry Sweden 
– National registry covering > 95% of services 
– Tied into regulation for biologicals  
– Operating since early 1990s 
– More recent: Including data entered by patients 

 
• Supports shared decision making processes 
• Enables monitoring of progress over time 
• Enables adjustment of therapeutic regime 

 
…and has stimulated research and  
benchmarking 



Benchmarking  

Example: pharmacotherapeutic consultation the Netherlands 
 
• Started in late 1990s 
• 2-3 monthly meetings with community pharmacist and 

GPs 
• Focuses on discussing prescription behavior 
• Supported by insurers (data infrastructure, bonuses) 
• Data are not public 

 
• Very successful – e.g. reducing variation; prescribing 

generics 



The social fabric of data 
Generating waiting times 

– Standardized definition of waiting time (3rd open spot in 
agenda), centrally generated 

– However: waiting time is a local phenomenon 
• contingencies in work force (holidays, illness, etc) 
• ward strategy (e.g. ‘we don’t want to see that many 

patients’, ‘this doctor is on a holiday’, ‘we have agreed 
that this doctor will not see new patients’ 

Pain scores for rheumatology patients 
– But pain scores tied into expensive drug regulation 
– Pain scores tend to get renegotiated during consultations if 

rheumatologist wants patient on biologicals 
 No problem for local practices, but problematic when data 

travels 



Logic of escalation 
• Indicator systems tend to ‘harden’ over time 

– More emphasis on validity of data 
– More emphasis on comparability 
– More uses attached to indicator systems (e.g. 

accountability, P4P, choice) 
 

• Example: Netherlands: 
– Starting 2003 with ‘feasibility first’ – indicators as ‘tin 

openers’ 
– Took up by media: rankings of hospitals 
– Increased focus on validity led to new programs, e.g. 

‘Transparent Care’ 



How is this affecting hospitals? 
 

• Ethnographic research – comparing 10 Dutch hospitals 
 

• Questions:  
– How do rankings affect the organization of hospital 

care? 
• organization and work floor levels 
• rise of new tasks and professions 

– What types of new (information and accountability) 
infrastructures are being built in response to rankings? 

– How does this affect the functioning of hospital 
organizations? 



Rankings as new organizational 
reality 

• Alignment of strategic goals organization with rankings 

• Building information infrastructures to accommodate 
rankings – investing in both IT systems and people 
(coders, quality managers) 

– Building indicators into internal performance 
management systems 

• More external focus of quality department, blending with 
marketing – ‘reputation’ as organizational risk 

• Rankings affect care policies (e.g. new services, 
restructuring of existing ones) 



Valet parking 

Care boulevard 

One stop shop 



Rankings as new organizational 
reality 

• But much ambiguity: 

– Rankings next to other external drivers – payers 
(insurers), regulators, patient and professional 
associations – with different accountability regimes, 
different rankings, different indicators 

– Different raking systems come to different results 

• Algemeen Dagblad (Newspaper) ranking based on 
performance indicators inspectorate 

• Elsevier (magazine) ranking based on peer review 

 

•  Rankings themselves under criticism 

 



AD and Elsevier rankings compared 



Involving work floor levels 

• Hospitals and professionals focus on those rankings that 
fit their strategic goals 

• Distrust amongst hospitals in strategic use of 
measurements for indicators – especially amongst 
professionals 

• Much tinkering with data (cf. pressure ulcers, pain scores)  
• Critique on quantitative ways of accounting – development 

of other, more narrative forms 
– patient participation 
– stimulating reflexive dialogues amongst professionals 



Effects on ranking systems 

• In the process, rankings themselves are affected: 
– Restructuring of Elsevier ranking to reflect ‘objective’ 

(indicator) data rather than ‘subjective’ (peer review) 
– Rebuilding of specific indicators, e.g. diabetes care 

indicator to reflect integrated care 
 

• Rankings systems build on existing social and 
informational infrastructures – and professionals an 
hospitals are involved in those 



Conclusion (1) 

• Performance measures create new reality for hospitals – 
reputation (as defined by rankings) as a new ‘risk object’ 
– Tight coupling at strategic levels 

• Much ambiguities surounding performance 
– Differences between ranking systems 
– Focus on quantitative definition of quality 
– Distrust between hospitals 

• Loose coupling at workfloor levels 
• Rankings are co-constructed with hospital practices 



Conclusion (2) 

• Governance through measures (or: ‘information’) 
increasingly popular 

• But: information is never neutral: 

– It gives preference over some definitions rather than 
others 

– It changes what gets measured 

– It changes social interactions 

– It induces new dynamics (also countering ‘governance 
through information’) 

• Politics of information needs study in its own right 



Thanks for your attention! 

Questions? Comments? 

Further info: r.bal@bmg.eur.nl 

www.bmg.eur.nl/staff/bal/ 

mailto:r.bal@bmg.eur.nl
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