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A Jimena et à Aube.
En mémoire de Henri Grandmaison (1914-2007).

En mémoire de Stefanos Tsigrimanis (1980-2010).

Nec certam sedem, nec propriam faciem, nec munus peculiare tibi dedimus, a Adam, 
ut quam sedem, quam faciem, quae munera tute optaveris, ea, pro voto, pro tua 
sentential, habeas et possideas. Definita ceteris natura intra praescriptas a nobis leges 
coercetur. Tu, nullis angustiis coercitus, pro tuo arbitrio, in cuius manu te posui, tibi 
illam praefinies. Medium te mundi posui, ut circumspiceres inde commodius quicquid 
est in mundo. Nec te caelestem neque terrenum, neque mortalem neque immortalem 
fecimus, ut tui ipsius quasi arbitrarius honorariusque plastes et fictor, in quam malueris 
tute formam effingas…

Pic de la Mirandole,
Oratio de hominis dignitate.

Je ne t’ai donné ni visage, ni place qui te soit propre, ni aucun don qui te soit particulier, 
ô Adam, afin que ton visage, ta place, et tes dons, tu les veuilles, les conquières et les 
possèdes par toi-même. Nature enferme d’autres espèces en des lois par moi-même 
établies. Mais toi, que ne limite aucune borne, par ton propre arbitre, entre les mains 
duquel je t’ai placé, tu te définis toi-même. Je t’ai placé au milieu du monde, afin 
que tu pusses mieux contempler ce que contient le monde. Je ne t’ai fait ni céleste ni 
terrestre, mortel ou immortel, afin que de toi-même, librement, à la façon d’un bon 
peintre ou d’un sculpteur habile, tu achèves ta propre forme.

Pic de la Mirandole,
Oratio de hominis dignitate.

I have granted you neither your own face, nor your own place, nor any gift of your 
own, O Adam, in order that you may desire them, conquer them and possess them 
for yourself. I established the laws of nature to enclose and define other species. But 
I have left you responsible for yourself, and you define yourself, without boundary, 
through  your own will. I situated you in the centre of the world so that you might 
better see what the world contains. I made you neither heavenly nor earthly, neither 
mortal nor immortal, so that you may freely create your own form, as a good painter 
or sculptor creates a masterpiece.

Giovanni Pico della Mirandola
Oration on the Dignity of Man
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Chapter 1

Context
Over the last 25 years, there has been a dramatic growth in the scope and nature of 
health system performance measurement and reporting efforts worldwide [1]. This 
growth has been motivated by a number of factors: cost-containment pressures faced 
by governments; changing public expectations and demand for accountability and 
transparency; progress in access to more timely, valid, and reliable information at a 
lower cost; and an increased interest of governments in the performance management 
paradigm [1].
 A driving force for the development of health system performance measurement 
systems has been the emergence of an era of assessment and accountability anticipated 
by Relman in 1988 [2]. In addition, the professional resistance encountered by 
pioneers in the field of performance measurement in health systems such as Florence 
Nightingale and Ernest Codman [1,3] was progressively overcome, and in the 1980s 
the concept of systematic outcomes management in health care expanded rapidly. This 
concept designates the system linking medical management decisions to systematic 
information about outcomes [4].
 Since then, the development of an abundant literature on variations of care 
[5] and pointed comparisons of variations in quality of care at international level 
have highlighted the potential to improve performance and meet citizens’ expectations 
by better managing health system performance [6]. In addition, the consequences 
of the recent financial and economic crises in Europe and North America coupled 
with upward trends in health care spending and variations in care delivery have 
emphasized the need to maintain high-quality standards of care and improve health 
system performance whilst operating as cost-effectively as possible [7]. Indeed, 
the need to use performance measurement and scientific evidence to steer health 
and health system outcomes has become a priority for governments [1] and has 
contributed to the development of numerous health system performance management 
efforts such as the National Health System Outcomes Framework in England [8]. The 
performance management paradigm is underpinned in the health sector by different 
general objectives: enhancing accountability; managing public services; controlling 
professional autonomy; containing costs; accommodating rising public expectations; 
and improving cost-effectiveness in health systems [9,10].
 If the concept of health system performance management has become an 
area of interest for policy-makers, health system managers, and researchers, it is 
also often poorly defined. Performance can be defined as the maintenance of a 
state of functioning that corresponds to societal, patient, and professional norms 
[11]. Performance management is defined by Daniels as a technology for managing 
behaviour and results, two critical elements of what is known as performance [12]. 
In the health sector, Smith defined performance management as a set of managerial 
instruments designed to secure optimal performance of the health care system over 
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time, in line with policy objectives [13]. Health system performance management 
includes both the instruments and processes to improve health system performance 
[14]. Finally, the World Health Organization (WHO) defines health systems as 
all actors, institutions, and resources that undertake health actions—where 
the primary intent of a health action is to improve health [15]. Health systems 
encompass personal health services, non-personal health services, and intersectoral 
actions designed specifically to improve health. Although health systems throughout 
the world vary widely in their design and organization, they generally share the 
same core goals of good health, responsiveness to people’s expectations, social and 
financial protection, efficiency, and equity [1,15]. Health systems have four common 
functions of stewardship, health services provision, resource generation, and health 
financing [15].
 The emergence of the concept of performance management in health care 
has been largely influenced by the development of performance measurement efforts 
and results-based management in the various reforms that have affected the public 
sector since the 1970s. The performance management paradigm is pivotal to the 
different waves of New Public Management approaches to better managing public 
services [16–19]. New Public Management is a concept which developed in the United 
Kingdom and in North America in the 1970s and 1980s and which is defined as the 
aim to make the public sector “lean and more competitive while, at the same time, 
trying to make public administration more responsive to citizens’ needs by offering 
value for money, choice, flexibility, and transparency” [20].
 This concept has been influenced by a variety of theoretical contributions from 
different disciplines, which can be grouped into three broad categories: neoclassical 
public administration and public management, management sciences, and new 
institutional economics [21].
 The first stream’s main orientation is the orderly organization of the state, 
applying empirically derived principles of government organization and collective 
decision-making. The second (management sciences) advocates the introduction in 
the public domain of private sector management ideas and techniques. Examples 
relate to the literature on strategic management and strategy execution [22–32], on 
target-setting [33–35], on performance and practice benchmarking [36–38], and on 
innovation applied to the health sector [39]. The third orientation (new institutional 
economics) views governmental decision-makers as self-interested subjects, working in 
an environment in which information asymmetry, bounded rationality, and opportunism 
lead to inefficiencies and agency costs [21]. These orientations have in common the 
objective to transform services through a greater focus on managing performance and 
service improvement [40].
 This interest in health system performance management challenges the 
traditional role of governments and requires ministries to go beyond the traditional 
legislative and regulatory role of governments to focus on achieving better outcomes. 
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In the health sector, the implementation of the concept of stewardship by national 
health ministries is an attempt to reconfigure the governing role of the state in 
the health sector and encourage decision-making in the public sector that is both 
normatively based and economically efficient [41]. Saltman and Ferroussier-Davis 
define stewardship as a “function of governments responsible for the welfare of 
populations and concerned about the trust and legitimacy with which its activities 
are viewed by the general public” [41]. The values of trust, ethical behaviour, sound 
decision-making, and efficiency underpinning the stewardship concept [41–43] are 
consistent with the focus on accountability, performance measurement, and outcomes 
management outlined earlier. The concept of performance management can therefore 
be seen at the system level as a paradigm aligned with the stewardship concept 
and as a possible instrument supporting the implementation of stewardship in the 
health sector.
 It should also be noted that there have been criticisms of the use of performance 
measurement to manage the performance of the health system [44]. These criticisms 
pertain to a number of issues: the fact that when utilized improperly, performance 
indicators used for performance management can result in sub-optimal service delivery 
[45]; the difficulty of improving performance in targeted areas while ensuring that 
other non-reported aspects of care or health system performance are not adversely 
affected [44]; the need to balance formal and informal aspects of performance [44]; 
the difficulty of improving performance when interrelations and trade-offs between the 
different dimensions of health system performance are complex and poorly understood 
[46–48]; and the need to act simultaneously on primary, secondary, and tertiary 
factors influencing health to achieve better health system outcomes [49].
 Overall, health system performance management is a concept drawing 
substantial attention from governments desiring to pursue better system outcomes 
and to achieve higher efficiency. It is also a concept in constant evolution in the public 
sector in general and in the health sector in particular, which requires a detailed 
examination of its theory and practice. This thesis focuses on the development and 
use of performance management in health systems and services and more specifically 
studies the development and the use of performance measurement and management 
at the international, jurisdictional, and hospital levels.

The issues studied

This thesis examines several issues related to the knowledge field of performance 
management in the health sector: What is the scope of the health system stewardship 
function of national health ministries in the WHO European Region and how can we 
evaluate its effectiveness in managing and improving health system performance? How 
can international health system performance comparisons be used for performance 
management purposes, and how can methodological issues and challenges related 
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to international comparisons be addressed? How can health ministries design and 
implement health system performance management systems in practice? What 
is the importance of risk-adjustment for place of residence when using patient 
satisfaction rankings for accountability and performance management purposes? 
What performance management model can be developed to support evidence-
based decision-making and quality improvement in hospitals in the WHO European 
Region? What has been the perceived impact of the implementation of this hospital 
performance management model in eight European countries as well as the perceived 
enabling factors and barriers?
 I researched these issues between 2004 and 2011 when working in different 
capacities: as a policy adviser for the WHO Regional Office for Europe, responsible for 
hospital performance measurement and hospital reforms; as a reform lead in Ontario 
(Canada), responsible for health system performance measurement and management 
at the Health Results Team for Information Management of the Ontario Ministry of 
Health and Long-Term Care in 2005 and 2006; as the regional adviser (ad interim) 
for health policy and equity at the WHO Regional Office for Europe in 2007–2010; 
and finally as the Vice-President, Research and Analysis, at the Canadian Institute for 
Health Information (Canada) since May 2010.
 Most of my research was carried out in the role of a privileged observer [50,51] 
during the years 2004–2011, contributing to the development and use of theoretical 
models related to health system performance measurement and management, based 
on reviews of the literature from different fields, consultations with governments, and 
iterative discussions with international experts; and evaluating their implementation 
in different contexts at international, national, and hospital levels.

Aims and outline of the thesis
The thesis aims to contribute to the field by examining the development and use of 
health system performance management in diverse contexts at international, national, 
and hospital levels. This thesis addresses the following six research questions:
1.  What is the scope of the health system stewardship function of national health 

ministries in the WHO European Region, and how can the consistency and the 
completeness of stewardship be evaluated?

2.  How can international health system performance comparisons be used for 
performance management purposes, and how can methodological issues and 
challenges related to international comparisons be addressed?

3.  How can health system performance management approaches be developed and 
used by health ministries to improve health system performance?

4.  What is the importance of considering risk-adjustment for place of residence 
when using patient satisfaction rankings for accountability and performance 
management purposes?
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5.  What performance management model can be developed to support evidence-
based decision-making and quality improvement in hospitals of the WHO 
European Region?

6.  What has been the perceived impact of the implementation of this hospital 
performance management model in eight European countries, and what 
have been the perceived enabling factors and barriers experienced by 
participating hospitals?

 The thesis is structured in three different sections. After this general 
introduction, the first part of the thesis addresses the first two research questions (in 
chapters 2 and 3) by studying the scope of health system stewardship of national health 
ministries in the context of the WHO European Region and derives from a review of the 
literature and Member States’ consultations a framework to evaluate health system 
stewardship; and studies how health system international performance comparisons 
can be used by national health ministries for performance management purposes.
 The second part of the thesis (chapters 4 and 5) addresses the next two 
research questions and evaluates the development and application of health system 
performance measurement and management at a jurisdictional level in Ontario 
(Canada). This part studies how strategy-based performance measurement and 
management was developed and used at the Ontario Ministry of Health and Long-Term 
Care to stimulate performance improvement and enhance accountability; and uses 
statistical methods to evaluate the impact of place of residence on patient satisfaction 
in Ontario to discuss some of the implications of the possible use of patient satisfaction 
rankings for accountability and performance management purposes.
 Finally, the last part of the thesis (chapters 6 and 7) addresses the last two 
research questions and studies the development and use of a hospital performance 
management model, focused on quality improvement; and evaluates the perceived 
impact of the implementation of this model in several European countries as well as 
the perceived barriers and enabling factors to implementation. Chapter 8 discusses 
the findings of this thesis and their implications for research and policy-making.
 Chapter 2 makes use of a purposive and multi-disciplinary literature review, 
of policy analysis, and of a consultative process with senior decision-makers from 53 
countries to address the first research question. It attempts to clarify the health system 
stewardship function of national health ministries and its scope when applied to 
Member States of the WHO European Region. It proposes an evaluation framework to 
assess the consistency and completeness of health system stewardship and ultimately 
the competences and institutionalization of these functions required to manage and 
improve health system performance.
 Chapter 3 uses a purposive review of the literature and a case study of the 
Organisation for Economic Co-operation and Development (OECD) experience with 
the Health Care Quality Indicators Project to address the second research question. 
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It reviews the scope and the various functions of international health system 
performance comparisons; analyses the methodological issues and challenges in 
carrying out international health system performance comparisons; and reviews recent 
experiences to draw lessons about how health ministries can mobilize results from 
international health system performance comparisons for health system performance 
management purposes.
 Chapter 4 evaluates the experience of the Ontario Ministry of Health and 
Long-Term Care in Ontario, Canada, in the development and use of a strategy-
based performance management framework to improve health system performance. 
The evaluation was carried out through direct policy observation over three years, 
document analysis, interviews with decision-makers, and a systematic discussion 
of findings with other authors and external reviewers. This chapter addresses the 
third research objective and studies how national or provincial health ministries can 
develop integrated strategy-based performance management frameworks focused on 
stimulating accountability and performance improvement.
 Chapter 5 uses a conditional regression analysis of stratum matched case-
controls to examine whether place of residence for patients living in the Greater Toronto 
Area or in Ontario outside of the Greater Toronto Area affects patient satisfaction with 
their experiences during hospitalization. It aims to determine the effect of patients’ 
place of residence on their evaluations of care and to explore related policy implications 
from an accountability and performance management perspective.
 Chapter 6 uses an extensive review of the literature on hospital performance 
measurement projects, the scrutiny of more than 100 performance indicators, 
a survey carried out in 20 European countries, and a nominal group technique to 
develop a multi-dimensional performance assessment framework for hospitals (the 
Performance Assessment Tool for quality improvement in Hospitals) to better manage 
their performance.
 Chapter 7 evaluates the perceived impact of the Performance Assessment 
Tool for quality improvement in Hospitals project and the enabling factors and 
barriers experienced by participating hospitals during implementation in eight 
participating countries and 140 hospitals in the WHO European Region. The final 
research question of the thesis was addressed through semi-structured interviews of 
a sample of participating hospitals (twelve) and of all country coordinators (eight) and 
an inductive analysis of the interview transcripts, which was carried out using the 
grounded theory approach.
 Chapter 8 concludes this thesis with a general discussion of the findings, 
outlining some methodological considerations as well as the scientific and policy 
implications of the findings in the context of the needs and growing knowledge in the 
field of performance measurement and management in the health sector.
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Abstract
Objectives. To propose an operational framework for assessing the completeness and 
consistency of the stewardship function of national health ministries.

Methods. The authors carried out a purposive and multi-disciplinary review of the 
literature and derived an operational framework through iterative discussions and 
participatory methods. The results of the literature review were compared to the 
authors’ observations of stewardship in action and key functions were matched with 
case examples from Europe and North America.

Results. The operational framework relates six functions of stewardship with national 
contexts, values, and ultimate goals pursued by health systems: to define the vision 
for health and strategy to achieve better health; to exert influence across all sectors for 
better health; to govern the health system in a way that is consistent with prevailing 
values; to ensure that system design is aligned with health system goals; to better 
leverage available legal and regulatory instruments; and to compile, disseminate, and 
apply intelligence.

Conclusions. Challenges in the implementation of stewardship relate to limitations to the 
role of health ministries, and to governance, operational, and change implementation 
issues. The framework proposed seems flexible enough to help assess the health 
system stewardship function; however it should be further tested in practice.
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Introduction
Health in the 53 Member States of the World Health Organization (WHO) European 
Region has improved over the past 15 years, as reflected by improvements in key 
indicators such as life expectancy at birth, disability-adjusted life expectancy, or 
mortality amenable to health care [1,2]. However, this improvement coexists with 
continued concerns, such as the increasing prevalence of chronic diseases, inequalities 
between and within countries in both access to care and health outcomes, variations 
in the quality and safety of care, a mismatch between human resources and health 
needs, and between rising health care expenditures and changing public expectations 
[1]. The recent financial and economic crisis has amplified concerns over health 
system performance, sustainability, and value for money [3]. In particular, the crisis 
highlighted the importance of well-functioning health systems and of the role of 
governments in safeguarding social solidarity, targeting improvements in health, and 
stimulating efficiency gains [4].
 In the WHO European Region, the need to reconstitute previously socialist 
states after the collapse of the Soviet Union and the recent financial and economic 
crisis have reaffirmed the importance of well-functioning states in the achievement of 
economic and social objectives [1,5]. A number of studies point to the importance of 
government—whether embodied in ministries of health or other agencies—in ensuring 
improvements in health as well as well-functioning health systems [5–7].
 The World Health Report 2000 proposed that stewardship—which in its 
traditional definition points to the ethical use of common resources in pursuit of 
financially efficient outcomes [5]—is the appropriate basis on which to reconfigure the 
governing role of the state in the health sector [8]. This report pointed to the potential 
of the health system stewardship function of national health ministries to encourage 
decision-making in the public sector that is ethical, fair, and economically efficient 
and defined stewardship as “being ultimately responsible for the careful management 
of the well-being of the population” [8]. Saltman and Ferroussier-Davis define 
stewardship as a “function of governments responsible for the welfare of populations 
and concerned about the trust and legitimacy with which its activities are viewed by 
the general public” [5]. In both definitions, the values of trust, ethical behaviour, and 
sound decision-making are underpinning this concept [9].
 Health system stewardship has drawn an increasing interest from national 
health ministries in Europe and elsewhere on the promise that it could incorporate 
concerns about efficiency into a more socially responsible, normative framework 
reinvigorating the broader social contract on which the state is based [5]. After the 
2008 financial and economic crisis, this promise seems particularly relevant in a 
fiscal context calling for an efficient use of available or diminishing resources to deliver 
better outcomes expected by citizens.
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 However, it has been often pointed out that the stewardship concept is difficult 
to grasp, risky to implement, that its boundaries are unclear, that the term stewardship 
itself does not translate well to other languages than the English language, and that 
it has been challenging for countries to implement [5,6,10,11]. Indeed, stewardship 
involves a wide range of issues that have been addressed by scholars in numerous 
disciplines, in particular philosophy (the relationship between the individual and 
the state), political science (the role of government), law (the role of legislation), 
organizational theory (intersectoral action), management science (stewardship theory 
of management), and other disciplines such as complexity theory [5–7,9,12]. In 
addition, implementing health system stewardship is challenging, risky for governments 
if they fail to deliver on health outcomes, and may not be adapted to all contexts. In 
fact, the existing literature reveals only limited operational research on the concept 
and little evaluation of its implementation [11,13]. If there are on-going discussions 
of the range of tools available to national health ministries pursuing stewardship (such 
as health system performance assessment and health impact assessment), these 
discussions are neither comprehensive nor sufficient to guide governments wishing 
to pursue a stewardship model in the health sector. Still, the continued interest for 
this model (based on the promise that it could help deliver better outcomes more 
efficiently and in a socially responsible manner) calls for an identification of the key 
consistent elements of the concept so that governments desiring to pursue health 
system stewardship understand its scope, can assess their effectiveness in engaging 
in this model, and can address the challenges related to its implementation [11].
 This research paper attempts to clarify the concept and boundaries of the 
health system stewardship function; derives core health system stewardship functions 
from a review of the literature and matches them with case examples from countries 
in Europe and North America; proposes a set of guiding evaluation questions as 
well as an operational framework for policy-makers to assess the completeness and 
consistency of their health system stewardship functions in their particular context; 
and discusses the challenges of implementing the health system stewardship model 
in different national contexts in the WHO European Region.

Methods
This research paper was developed through a purposive and multi-disciplinary review 
of the scientific and grey literature that focused on both the concept of stewardship 
in general, and its implementation in the health sector in particular. We could identify 
one prior review of the literature on stewardship applied to the health sector; however 
this review was not systematic and was based on a limited number of references, 
extracted mainly from the health sector [14]. In contrast, we considered various 
disciplines interested in stewardship: philosophy, political science, law, organizational 
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theory, management theory, public management and administration, and systems 
thinking. We mapped various definitions of stewardship in general and applied to the 
health sector, and identified common elements. We used the same approach to define 
the different functions of health system stewardship. We discussed iteratively different 
versions of the conceptual framework, based on the review of the literature and on 
our relevant professional experiences and observations of health system stewardship 
in action, working for the WHO, the World Bank, the Organisation for Economic Co-
operation and Development (OECD) and national health ministries in Europe and 
Canada. An initial version of the operational framework was presented for discussion 
to 53 country representatives at the 58th Regional Committee of the WHO European 
Region [15]. This discussion was an important contribution to the development of the 
framework proposed in this paper.
 On the basis of the methods presented above, we developed a set of key 
questions, which can support policy-makers in assessing the completeness and 
the consistency of the health system stewardship function; derived an operational 
framework for health system stewardship; and identified challenges related to the 
implementation of the stewardship model in Europe.
 Finally, we defined and ordered the six functions of stewardship applied to the 
health sector so that they would be consistent with the values stated by the Member 
States of the WHO European Region and conducive to the achievement of health 
system ultimate goals such as defined by the WHO and others: improved health (level 
and equity), health system responsiveness, social and financial risk protection, and 
improved efficiency [8,24].

Results
Definition and boundaries of health system stewardship

The review of the literature carried out allowed identifying a number of common 
characteristics from the different definitions of stewardship:
•  It is a function of governments—specifically health ministries—responsible for the 

well-being of the population and for protecting the public interest [5,8,9].
•   It takes place within an overall framework of agreed norms and values [7,9].
•  It is ethically driven, in turn implying an element of trust on behalf of the 

population [5,6,8,9].
•  It involves a focus on health system outcomes and on the well-being of  

the population [5,8,9].
•  It requires effective decision-making based on accountability and  

transparency [5,6,9].
• It implies giving due attention to system design [11,12].
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 Consequently, the boundaries of stewardship in the health sector cover not 
only the stewardship of health system functions and of the health system as a whole, 
but also the stewardship of secondary, health-enhancing factors (such as education, 
employment, transportation policies, etc.) as well as the wider economic and social 
factors influencing health [16–18]. Figure 1 presents the boundaries of the stewardship 
function applied to the health sector. It was adapted from Davies by clarifying that the 
stewardship of the health system covers both strategies (strategic management) and 
policies related to the health system [19].

Figure 1.  Boundaries of the health system stewardship function of national 
health ministries

        Source: Adapted from Davies [19].

 Further, we discussed iteratively the findings of the literature review and 
confronted them to our experience and observations of health system stewardship in 
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• Intersectoral collaboration and action [21].
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 Finally, we defined and ordered the six functions of stewardship applied to the 
health sector so that they would be consistent with the values stated by the Member 
States of the WHO European Region and conducive to the achievement of health 
system ultimate goals such as defined by the WHO and others: improved health (level 
and equity), health system responsiveness, social and financial risk protection, and 
improved efficiency [8,24].

The six health system stewardship functions proposed are to:
• Define the vision for health and strategies and policies to achieve better health.
• Exert influence across all sectors and advocate for better health.
• Ensure good governance supporting the achievement of health system goals.
• Ensure the alignment of system design with health system goals.
•  Make use of legal, regulatory, and policy instruments to steer health 

system performance.
•  Compile, disseminate, and apply appropriate health information and 

research evidence.

 The functions of health system stewardship presented above depart from a 
narrow perception of the role of government in the health sector concentrated on its 
regulatory and policy development role. Differentiating factors from the traditional 
role of government in the health sector are: a focus on the achievement of health 
system ultimate goals (defined as improved health (level and equity), responsiveness 
to individual needs and preferences of patients, financial protection, and improved 
efficiency [24]); the importance of good governance and sound decision-making; the 
necessity to engage and advocate across all sectors to achieve better health; and the 
importance of understanding the complexity of health systems and of ensuring that 
system design aligns with health system goals [5,6,9,12].

Definition and illustration of the functions of health system stewardship

The WHO argues that the first task of a health system steward is to define the strategy 
for achieving better population health. This can be done by defining a vision for health, 
drawing up the strategy and coordinated policies, and defining and mobilizing the 
resources required to attain the desired goals [20]. Key questions for ministries within 
this function, as identified through the review, included defining the role of citizens in 
maintaining good health and specifying the roles and responsibilities of public, private, 
and voluntary stakeholders in implementing the strategy [6]. National policy and 
strategy formulation is both a technical and a political process of transforming broad 
health system goals into linked sets of actions and specific, measurable objectives 
[27–29]. Strategy and policy formulation is however complicated by the challenge 
of ensuring alignment of health system actions and goals with other government 
policy agendas. These include, for example, the overall national economic, social, 
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and political developmental goals, and national values and existing governance 
structures and political processes [20,27]. In order to do this, it is important that 
health system strategies specify health system goals and define boundaries within 
which actors operate [24]. An evaluation of the 2004–2010 national health plan of 
Portugal [30,31] showed that the plan had been successful in gaining continuous 
support from health system stakeholders for a small number of priorities focused 
on health gains despite several contextual changes. However, the evaluation also 
found that the stewardship function of the ministry of health was fragmented and 
that there was a lack of alignment at central level between strategy, decision-making, 
and implementation [31]. Similarly, an evaluation of the stewardship function of the 
Ministry of Health in Spain after the 2001 decentralization reform of health care 
management to autonomous communities showed progress in formulating a strategic 
policy framework but also the lack of an appropriate authority for the Ministry of Health 
to efficiently coordinate the health system and ensure that autonomous communities 
implement policies that are in line with the overall health system objectives [32].
 A second function of health ministries is to exert influence across all sectors 
through intersectoral collaboration and action, in order to promote better health. From 
that perspective, national health ministries can play various roles to influence secondary 
and tertiary health enhancing factors. This involves: building coalitions across sectors 
in government, and with actors outside government, to attain health system goals 
[33,34]; promoting initiatives aimed at improving health or addressing the social 
determinants of health [18]; and advocating for the incorporation of health issues in 
all policies [35]. Focusing on a commitment to better health, rather than simply to 
more effective health care, is ambitious and challenging, and is a long-term approach 
involving alliance-building among many potentially competing interests. It is a political 
process and calls for effective advocacy supported by strong information systems and 
negotiation tools [36]. The use of health impact assessments in Finland and Slovenia 
to evaluate the health impact of policies outside the health sector provides some 
promising examples of intersectoral coordination and advocacy for better health [35]. 
A broader reflection of this same trend is the European Union Declaration on Health 
in All Policies [37]. In Sweden, the Ministry of Public Health initiated multidisciplinary 
research into health determinants and facilitated the active participation of all political 
parties, the public, and other stakeholders in the process of formulating public health 
goals. This led to the approval of the Public Health Objectives Act, which is one of the 
world’s first formalized health strategies employing a health determinants approach 
[38]. The 11 goals and their specific, measurable targets are monitored and evaluated 
by a steering committee of ministers from different sectors, chaired by the Minister of 
Public Health. In Turkey, after the ratification of the WHO Framework Convention on 
Tobacco Control in 2004, a National Tobacco Control Committee was created, with 
high-level representation of key ministries and civil-society organizations. In line with 
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this, the government continually increased taxation on tobacco products to reach 
a compound tax rate of 73–87%, one of the highest rates in the world. This was 
followed by an amended law in 2008 expanding smoke-free environments to cover 
all indoor areas. Despite initial objections on cultural grounds, recent polls show that 
more than 85% of the population now favours the legislation [39].
 A third health system stewardship function is governance and accountability. 
It consists of ensuring that national health ministries govern the health sector in a 
way that is fair, ethical, and conducive to the attainment of health system goals. 
Governance is reflected in the relationship between the state and citizens, in the 
structural reporting relationships in the health system, and in the contractual and 
other instruments that health system actors—including health ministries—can use 
to ensure goal attainment and the broader alignment of the behaviours of system 
stakeholders with health system goals. This involves establishing shared values and 
an ethical base for health improvement; enhancing clarity in roles and responsibilities 
of health system actors and reducing duplication and fragmentation; and ensuring 
mutual accountability and transparency [6]. Enhanced health system governance 
can be achieved, for example, by engaging citizens more fully in policy development 
and decision-making through diverse engagement techniques such as citizen juries, 
consensus conferences, or town halls [40]; by promoting shared clinical decision-
making [41]; or by strengthening health system accountability and transparency 
through the public reporting of performance measures linked to accountability and 
strategy at various levels of the health system [42]. In the United Kingdom, the 2004 
White Paper Choosing Health posed wide-ranging questions on how the country 
could tackle preventable health problems such as obesity and smoking [33]. This 
document formed the basis for a nationwide consultation exercise with hundreds of 
events and included industry, non-profit organizations, and the government. In the 
2004 White Paper, the government also gave a commitment to building health into all 
future legislation, by including it as a component of regulatory impact assessments. In 
2010, the White Paper Equity and Excellence: Liberating the NHS focused on putting 
the patients and the public first by promoting shared decision-making at clinical and 
policy levels [41].
 A fourth function is ensuring that health system design is aligned with 
health system goals and that there are structures and processes in place to manage 
health system performance. It requires first that health ministries ensure a fit between 
strategy and institutional and organizational structure, and that there are efforts in 
place to reduce system duplication and fragmentation. It also implies that the health 
system has the capacity to adapt its strategies and policies to take into account 
changing priorities and health needs [20]. Second, performance assessment and 
evaluation are important tools facilitating health system performance management 
and continuous performance improvement [43]. An example of this is the health 
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system performance management framework adopted within the Ontario Ministry of 
Health and Long-Term Care (Canada), which links strategy, performance measurement, 
resource allocation, accountability, and system improvement through an integrated 
performance management framework [42]. Similarly, in order to stimulate health 
system performance improvement, the health system performance measurement 
framework adopted in the Netherlands links a managerial framework for health care 
system performance (based on the balanced scorecard model) with a public health 
approach focused on health gains [17].
 A fifth health system stewardship function is regulation, or the effective and 
appropriate use of legal, regulatory, and policy instruments to implement health 
system strengthening strategies. For example, legislation and regulations can be 
used to ensure a fair playing field for all system actors, public and private. However, 
the achievement of an effective and comprehensive mix and allocation of powers, 
incentives, guidelines, best practices, and sanctions with which to steer stakeholders 
is a challenge [44], particularly in terms of aligning health system incentives to make 
sure that they support the attainment of policy goals [45,46]. Not surprisingly, there is 
considerable variation in the use of legislation, regulations, and incentives to achieve 
stewardship goals. An example is in how governments, health ministries, and/or 
health insurance funds oversee the role of the private sector while protecting the 
public interest through accreditation, quality control mechanisms, and incentives, as 
in the Netherlands or other countries [44,47].
 The sixth and final health system stewardship function is to ensure the 
collection, dissemination, and application of appropriate health information and 
research evidence. This function supports the other health system stewardship 
functions. This includes the combined use of epidemiological, economic, and 
performance data and research evidence [24,48]. The regular assessment of health 
system performance in an increasing number of countries [24], and recent benchmarking 
and international comparative initiatives [49,50] are useful examples of efforts to build 
more strategically oriented performance information into decision-making. Generating 
this type of information requires that health ministries invest in strengthening their 
health information infrastructures and in standardizing data collection (extraction, 
coding, and audit) practices in order to support benchmarking of performance across 
different levels (intra-jurisdictional, international, longitudinal) of the system [51]. 
There is increasing evidence from the private and public sector that a strong intelligence 
generation function (and capacities to use this information systematically for decision-
making) is a key determinant of performance [52]. A commitment to improved health 
evidence built up over time can facilitate evidence-informed decision-making and thus 
contribute to the attainment of health system goals.
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 In Table 1 key questions are presented that could guide health ministries in 
reviewing how they are carrying out their stewardship function; and/or scope out the 
changes they are considering in implementing a new stewardship approach. These 
questions are complemented by selected examples from countries from the WHO 
European Region. The set of questions is intentionally limited and is intended to be more 
indicative than exhaustive. Health ministries could derive their own comprehensive 
list of assessment questions based on this table.

Table 1.  Key questions to assess the completeness and consistency of health 
system stewardship

Health System 
Stewardship 
functions

Key questions to assess the completeness  
and consistency of health system stewardship

Selected examples from 
European countries

Define vision  
for health and 
strategy and 
policies to achieve 
better health

  Has the ministry of health defined a vision  i. 
for health?

  To what extent are the vision for health and ii. 
related goals consistent with the overall societal 
and developmental goals of the country?

  Is there a health system strengthening strategy iii. 
and coordinated policies in place to implement 
this vision, and are resources allocated in a 
consistent way to attain the desired goals?

  Are the roles and responsibilities of the public, iv. 
private and voluntary sectors and of civil society 
specified in implementing the strategy?

National Health Plan of 
Portugal [30,31]

Evaluation of stewardship 
function of Ministry of 
Health in Spain [32]

Exert influence 
across all sectors 
and advocate for 
better health

  Is there a strategy in place to collaborate and i. 
build coalitions across all sectors in government, 
and with actors outside government, to attain 
health system goals?

  Are there initiatives in place aimed at addressing ii. 
the broader social determinants of health?

  Is the ministry of health advocating the iii. 
incorporation of health issues in all policies?

Health Impact 
Assessment in Slovenia 
and Finland [35]
Sweden Public Health 
Objectives Act [38]
Turkey policy on tobacco 
control [39]
2007 Getting Healthier 
strategy in Italy [53]

Ensure good 
governance 
supporting 
achievement of 
health system goals

  To what extent was the formulation i. 
process for the vision for health and health 
system strengthening strategy inclusive of 
main stakeholders for national consensus 
and ownership?

  Are common values shared across the health ii. 
sector and is an ethical base for health 
improvement established?

  Are health system-wide accountability and iii. 
transparency ensured?

  Are there strategies in place to engage and involve iv. 
patients and citizens in shared decision-making 
and priority setting?

England 2004 White 
Paper Choosing  
Health [33]

England 2010 White 
Paper Equity and 
Excellence: Liberating 
the NHS [41]
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Ensure alignment 
of system design 
with health  
system goals

  Is there a fit between strategy and health system i. 
institutional and organizational design and are 
there efforts in place to reduce duplication  
and fragmentation?

  Is the health system able to adapt its strategy and ii. 
policies to take account of changing priorities and 
health needs?

  Are there processes in place to manage health iii. 
system performance?

Netherlands health 
system performance 
assessment and 
management framework 
[17]

Make use of 
legal, regulatory 
and policy 
instruments to 
steer health system 
performance 

  Does the ministry of health ensure that legislation i. 
and regulations are fairly enforced?

  Is the right mix of powers, incentives, guidelines, ii. 
best practices and sanctions used to steer 
stakeholders in the chosen direction?

  Are health system incentives aligned to make sure iii. 
that they support the attainment of policy goals?

Netherlands health care 
regulatory framework 
[44]

Compile, 
disseminate and 
apply appropriate 
health information 
and research 
evidence

    Does the health ministry ensure that strategy-i. 
based information, research evidence and other 
important data is generated, analysed and used 
for decision-making by policy makers, clinicians, 
other health system actors and the public?

  Are research evidence and strategy-based ii. 
performance information (including health  
system performance assessment) built into 
ministry policy development and decision- 
making processes?

Various European 
countries health system 
performance assessments 
[24]

Netherlands health 
outcomes benchmarking 
study [50]

An operational framework to assess the completeness and consistency of the 
stewardship function

The six functions of stewardship applied to the health sector in the context of the 
WHO European Region are all important. But the extent to which these functions 
should be carried out to achieve health system goals depends largely on contextual 
factors. Thus, to ensure clear alignment with their context, health ministries should 
quantify the goals pursued, starting with the overarching goal of improved health. This 
is critical to the proportionate alignment of all the stewardship functions and resources 
towards these goals. Health system stewards thus need to not only put appropriate 
structures and processes in place to effectively steer the health system, but also to 
ensure that they have an impact on its performance [24,42].
 We propose with Figure 2 an operational framework relating the six functions 
of stewardship applied to the health sector in the context of the national values and 
socio-economic constraints within which the stewardship role of national health 

Health System 
Stewardship 
functions

Key questions to assess the completeness and 
consistency of health system stewardship

Selected examples from 
European countries

Table 1.  Key questions to assess the completeness and consistency of health 
system stewardship (continued)
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ministries takes place; and the ultimate goals of health systems such as defined 
by the WHO. This framework aims to clarify the scope of functions that can be 
exercised by national health ministries to achieve health system ultimate goals within 
the boundaries of stewardship presented in Figure 1. The extent of use of these 
functions will then depend on both context and goals such as stated in the national 
strategies and policies. Furthermore, the framework proposes strategies to evaluate 
the completeness and consistency of the stewardship of national health ministries, 
in relation to the goals set and within the context the steward operates; and health 
system performance assessment as a tool to measure the achievement of health 
system ultimate goals [24].

Figure 2.  An operational framework for assessing the completeness  
and consistency of the health system stewardship function  
of health ministries
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Discussion
The operational framework proposed here (Figure 2) aims to bring greater clarity 
about the concept of stewardship applied to the health sector and its implementation. 
The value of this framework is to propose an operational approach scoping out the 
different health system stewardship functions and relating them in practice to national 
contexts and various health system goals.
 However, there are a number of practical challenges related to the 
implementation of the stewardship concept in the health sector. A first obvious 
challenge relates to the lack of evidence about the institutional settings favouring the 
level of trustworthiness, ethical behavior, and good decision-making on the side of 
the government and public administration that the stewardship approach has to rely 
on [5]. In addition, if all 53 Member States of the WHO European Region endorsed 
in principle values underpinning the stewardship concept, these values are far from 
being implemented in practice in all countries. This raises the question of knowing 
whether the stewardship concept can be adapted to other models than democratic 
states. Davis et al. [7] argue that greater resistance to implement stewardship will be 
met in societies less eager to accept an involvement-oriented approach, as opposed to 
a control-oriented approach. They suggest that the transition towards a stewardship 
model should take into consideration the challenge of implementing stated values in 
practice across society. From that perspective, the operational framework proposed 
could be used as a starting point to assess the degree of consistency between the 
stewardship model and national values in various countries.
 The second challenge relates to possible limitations in the ability of national 
health ministries to implement strategies and policies, depending on the national 
context. The recent financial and economic crises have since 2008 often reduced 
the capacities of governments to develop health system policies, which is an obvious 
challenge to the implementation of health system stewardship. The decentralization 
of a number of health systems is also bringing difficulties for central ministries of 
health often missing the appropriate authority to ensure an alignment between health 
system objectives and those of sub-levels of government [32,53]. The limited power 
of the state in a number of post-socialist transitional countries in the WHO European 
Region is an additional challenge. Furthermore, the capacity of health ministries to 
gather important information for decision-making (in support of their stewardship role) 
through the collection of data varies widely. Finally, health ministries in some countries 
may not have the influence across government to define a vision for health that would 
underpin in practice government policies. The operational framework proposed allows 
analysing whether national health ministries have the power, influence, and policy 
tools to implement strategies and policies in practice.
 A third challenge relates to the difficulty of implementing change within 
national health ministries. Four possible reasons for this are the relatively short 
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average lengths of time health ministers are in office, in contrast with the long time 
lag between a policy intervention and its impact on health outcomes; an insufficiently 
clear framework for aligning their stewardship function, coupled with political 
pressures to carry out short-term tasks at the expense of medium- and long-term 
action; gaps between available skills and competences of ministry staff and those 
necessary for implementing stewardship, especially if the ministry remains heavily 
involved in direct health services management and provision; and a scarcity of valid 
and reliable performance information and evidence for decision-making. This difficulty 
to implement change is particularly problematic in countries having a long-established 
culture of command-and-control in government and subject to path dependency.
 Some of the limitations of this research paper relate to the difficulty of 
developing an operational framework that would be useful to countries with different 
values and governance contexts; to the limited amount of operational research on 
health system stewardship despite recent evaluation efforts [31,32]; and the fact 
that there are very few countries in practice which have fully implemented all aspects 
of the stewardship function [3]. The approach proposed is a first step to develop a 
broader operational research agenda on the topic. In the meantime, this framework 
requires a formative evaluation of its implementation over time and in different national 
health system contexts in order to assess the validity of its content and construct [54]. 
Comparative case studies of health system stewardship would be a useful approach 
to test this framework in various national health system contexts across the WHO 
European Region [13]. Challenges to the development of appropriate evaluation 
methods relate to the difficulty of assessing with a high degree of validity interrelated 
health system stewardship sub-functions whose implementation is highly dependent 
on national contexts and values. In democratic states, this context may change during 
the evaluation, requiring an even more nuanced approach to evaluation.
 Other potential areas for empirical research include the applicability of the 
stewardship model in non-democratic states; a review of the institutional settings 
supporting the successful implementation of health system stewardship in different 
contexts; lessons learned from its implementation in decentralized and centralized 
countries; a review of the effectiveness of the policy tools and levers most appropriate 
to support different health system stewardship sub-functions and of their effectiveness; 
what are the challenges, such as capacity building and talent retention, that health 
ministries face in implementing health system stewardship and how these can be 
overcome; and how to use health system performance assessment, international 
comparisons and benchmarking for overall health system performance management.
Stewardship remains a concept in evolution and is likely to do so until further research 
articulates its effectiveness in national health goal attainment in various contexts. This 
paper hopefully provides greater conceptual clarity for the continued application of 
stewardship in different countries, along with the articulation of specific stewardship 
functions and of an initial evaluation framework.
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Abstract
Objectives. To review current experiences in using international health system 
performance comparisons for performance management purposes and analyse 
methodological issues and challenges in carrying out international health system 
performance comparisons.

Methods. We used a purposive review of the literature and a case study of the OECD 
experience with the Health Care Quality Indicators Project.

Results. We observed that motivations for international health system performance 
comparisons included an increasing need by policy-makers to be accountable to 
the public, the desire of policy-makers for better strategic planning to meet desired 
outcomes, and the mutual benefit of benchmarking for health system re-engineering. 
We also noted that previous initiatives varied widely in scope. Some conducted 
comparisons between national health systems using broad indicators while others 
conducted disease or sector-specific comparisons cross-nationally. Using the OECD-
HCQI project as an example, we compiled the methodological barriers to international 
comparisons into six key issues: specifying indicators using internationally standardized 
definitions; controlling for differences in population structures across countries; 
adjusting for differences in information systems’ ability to track individual patients; 
controlling variability of data sources; identifying nationally representative data; and 
determining retrospective completeness of the time series. Finally, we identified a 
number of innovative approaches to using health system performance comparisons for 
performance management purposes and discussed potential policy implications.

Conclusions. International health system performance comparisons are increasingly 
used for performance management purposes, which calls for further research in 
defining the characteristics of practice benchmarking systems supporting policy 
learning and performance improvement.
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Introduction
International comparisons of health system performance as provided by multilateral 
organizations such as the World Health Organization (WHO) and the Organisation 
for Economic Co-operation and Development (OECD) generate much interest. The 
provision of comparative data presents vast methodological challenges but offers 
considerable potential for cross-country learning. Policy-makers are looking for 
examples, benchmarks, and solutions to address the pressures imposed by the 
epidemiological, economic, societal, and technological demands on all European 
health care systems.
 The use of international performance indicators to assess national economies 
and public domains such as education, transport, and environment has paved the 
way for their acceptance in the health care field. Dating back to the 1930s [1], 
studies on health insurance programmes in Western Europe show that international 
comparisons of health systems were used as a means to guide policy processes [2]. 
Several decades ago, such international assessments focused mainly on structural 
characteristics (e.g. numbers of physicians, nurses, and hospitals) and a few specific 
outcome parameters (e.g. perinatal mortality, under-five mortality, maternal death, 
incidence and prevalence of infectious diseases, average life expectancy at birth). In 
the European region these parameters were complemented by the work done around 
avoidable deaths [3] and the release of the first atlas of avoidable deaths in the 
European Union [4,5], thus introducing attempts to assess the contribution of health 
care to the overall health of populations. Coupled with data on health expenditures 
[6,7], these produced the first picture on the performance of national health systems 
in relation to resources used.
 The publication of WHO’s World Health Report 2000 and the OECD’s Health 
at a Glance 2001 received (and continues to receive) much attention. The World 
Health Report 2000 was based on a generic conceptual performance framework and 
ranked Member States in a league table. Despite many criticisms (see Box 1), the 
report placed international health system performance on the political agenda; raised 
awareness about performance issues; and resulted in many initiatives to improve 
the perceived health situation in different countries. The latest version of Health 
at a Glance [8] contains a comprehensive array of performance indicators without 
attempting to group the findings in league tables. This has elicited a more nuanced 
reaction from participating countries. The OECD experience underscores the fact that 
comparative data help primarily by raising questions about the performance of health 
care systems rather than explaining why one country performs better than another.
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Box 1. Debates around the World Health Report 2000

The World Health Report in 2000 was subject to a great deal of controversy. The 
following points summarise the key controversies pertaining to the political, technical, 
and methodological aspects of the report [9]:

Underlying political philosophy—political and ideological debates accused the report • 
of being too medical-model based and criticized its failure to consider the importance 
of primary health care systems. 

Face validity—experts questioned the actual rankings of certain countries. For • 
example, the United States ranking higher than Denmark in the responsiveness 
measure despite the latter having a system of universal health care coverage.

Coherence of performance measures—the report was criticized for mainly focusing on • 
health care systems instead of considering broader social and educational factors and 
not accounting for the lag between health interventions and their measurable impact.

Data availability—one of the greatest areas of contention was the use of estimates • 
instead of actual data.

Health levels and distribution—critics questioned the use of specific measures such • 
as Disability-Adjusted Life Expectancy and equality measures. 

Responsiveness levels and distribution—another major area of contention was the • 
use of limited key informants for assessing responsiveness of health systems and not 
considering the political contexts that could impact this measure. 

Fairness of financing—critics disputed the definitions and methods used to assess the • 
fairness of financing measures.

Estimating performance—several debates questioned the “achievement of • 
performance in health system” concept used in the report.

Composite index—the use of a composite index (especially the weighting methods • 
used in the report) to measure health systems was heavily questioned.

Use of evidence —many criticized the report for using a narrow evidence base.• 

Despite these debates, the World Health Report 2000 fostered the importance of health 
systems; its publication emphasized the need for health stewardship within national 
governments and played a significant role in raising the profile of accountability for health 
on political agendas. Following the release of the report, numerous countries such as 
Kyrgyzstan requested technical support from the WHO to revise their national health 
system policies and strategies. Furthermore, it created an impetus for further cross-
national discussions around the importance of developing comparable data standards 
that can be utilized towards strengthening health system performance in countries.
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 This chapter discusses some of the main issues involved in international 
health system comparisons. The first two sections will examine the rationale (why) 
and the scope (what) of cross-national health system performance assessments, 
emphasizing various functions of comparisons (accountability, strategy development, 
and learning) and the scope of such efforts (whole systems, specific services, specific 
diseases, sub-national approaches). Using the OECD’s HCQI project as an example, 
the third section deals with outstanding methodological issues and challenges (how) 
such as population variations, data standardization problems, differences in coding 
practices, and definitional issues that arise during international comparisons. The 
final section addresses the question of how countries can move from measurement to 
management by illustrating new initiatives that ensure cross-system data comparisons 
become an integral part of health system performance management and decision-
making processes.

Increased interest in international health  
system comparisons
Several reasons underlie the increased interest in international health system 
comparisons. Firstly, in resource-scarce environments, the public and the media are 
increasingly holding policy-makers accountable. International data therefore play a key 
role in the accountability agenda, which enables countries to demonstrate that their 
performance on specific items is equivalent to (or better than) that reported in other 
countries. Various surveys indicate that accountability can be a generic function of 
governments towards their citizens but users’ negative experiences of health systems 
can also increase the pressure for governments to seek out best practices and policy 
lessons from other settings [10]. Additionally, the issue of patient responsiveness has 
recently gained momentum at the European level and could impact on future policy 
agendas in several countries. Furthermore, patient mobility adds an additional layer 
of public pressure on governments as borders become more porous in the European 
region [11,12].
 Secondly, performance information from international comparisons, along 
with trend data and careful policy analysis, can form the input for national strategy 
development [13]. Following the application of balanced scorecards and strategy 
maps in the private finance industry [14,15], a growing number of countries are in 
the process of developing frameworks to assess their health systems through national 
performance reports and strategy development. Examples of such reports are found in 
the United States [16,17], Ontario, Canada [18], and the Netherlands [19]. Similarly, 
the use of balanced scorecards has impacted the establishment of information systems 
and the management and delivery of health care services at national and sub-system 
levels [20,21]. International benchmarking data can thus help in formulating the 



36

Chapter 3

national policy programme. However, it is necessary to use a cautious approach when 
using comparative data for strategy development purposes since hidden political 
agendas and selective perception can distort the performance evidence [22].
 Thirdly, other systems gain opportunities to learn from and emulate the efforts 
of effective restructuring successes based on performance data from health systems 
such as the Veterans Health Administration in the United States [23]. Thus mutual 
learning constitutes the third function of international health system comparisons. As 
data become more robust it becomes feasible to analyse the factors contributing to 
better performance—this constitutes an important part of the still limited evidence-
based knowledge on health system engineering. The value of sharing similar challenges 
and experiences is greatly enhanced when governments identify peer groups for 
comparison. For example, the Nordic Council of Ministers is involved in efforts to 
compare the quality of care among their countries—Denmark, Finland, Iceland, 
Norway, and Sweden. The results of the study are intended for use in monitoring and 
evaluating health services while providing a forum for sharing learning experiences 
amongst participating countries [24].
 In summary, accountability and strategy development are currently the major 
functions driving governments to engage in international health system comparisons. 
However, mutual learning is gaining further interest with the increasing scientific 
robustness of knowledge created through health systems research.

Scope of international health system comparisons
The scope of international health system comparisons varies by country, type of 
established health information system, and availability of resources. The first stage 
in setting up an international comparison comprises the development or identification 
of a conceptual framework against which the utility and validity of a set of indicators 
can be assessed. International organizations have presented conceptual frameworks 
that aim to describe the underlying constructs, domains, and their mutual relations. 
For example, WHO and the OECD developed such frameworks for health system 
performance assessment to form the basis for the World Health Report 2000 and a 
frame for the HCQI project, respectively [25] (see Box 2).
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Figure 2. Boundaries of Health systems in the WHO conceptual framework

Box 2.  Standardization of performance concepts in international health system 
comparisons – WHO and OECD conceptual frameworks

WHO health system performance measurement: The tiers chosen by WHO 
in conceptualizing performance are multi-dimensional, reflecting those 
considered as the main goals of a health system: improvement of population 
health, responsiveness to population expectations, and fairness in financial 
contribution across the population. Figure 1 provides a summary of the main 
features of this framework. Additionally, in order to provide a relevant policy 
context for the performance of a health system, four main functions were 
identified: stewardship, financing, service provision, and resource generation.

Figure 1. WHO Health System Performance Framework

Components for assessment
Goals

Average 
level Distribution

Health improvement ✓ ✓

Responsiveness to expectations ✓ ✓

Fairness in financial contribution ——— ✓

Source: Murray and Frenk, 2000 [26]

 
Source: Murray and Evans, 2003 [27]

OECD HCQI conceptual framework: Similar to the conceptualization by WHO, 
the OECD also adopted a multi-dimensional approach. The framework below 
presents a visual summary of the dimensions of health care performance, 
including: quality, access, cost, efficiency, and equity. It also presents a picture 
of factors related to, but distinct from, health system performance, such as: 
health system design, policy, and context; non-health care determinants of 
health and overall levels of health. Finally, it highlights the particular dimensions 
of quality of care that are the focus of the HCQI project, namely effectiveness, 
safety, and responsiveness or patient experience.
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Box 2.  Standardization of performance concepts in international health system 
comparisons – WHO and OECD conceptual frameworks (continued)

Figure 3. Conceptual framework for HCQI Project

 DELSA/HEA/WD/HWP(2006)3 

15

care determinants of health and overall levels of health. Finally, it highlights the particular dimensions of 
quality of care that will be the focus on the HCQI Project, namely: effectiveness, safety and responsiveness
or patient centeredness.

Figure 1. Proposed conceptual framework for HCQI Project 

Healthcare System Performance
How does the health system perform?  What is the level of quality of care across the 

range of patient care needs?  What does this performance cost? 

Dimensions

Quality Access Cost/ 
expenditure

Health care 
needs

Effectiveness Safety Responsiveness/ 
Patient 
centeredness 

Accessibility  

Staying healthy 
Getting better 
Living with 
illness or 
disability 
Coping with 
end of life  
     

E
qu

ity
 

Non-health care determinants of health 

Health 

Efficiency
Macro and micro-economic efficiency

Health system design, policy and context

Current focus 
of HCQI 
Project 

40. For the first (“Health”), second (“Non-health care determinants of health”) and fourth (“Health 
system design, policy and context”) tiers of the framework (Figure 1), many data elements and indicators 
from the OECD Health Data and OECD Factbook indicators, for example, could be used to fill in the gaps 
and give a rounded picture of health progress in a country. The third tier (“Healthcare System 
Performance”) in Figure 1 is a matrix of dimensions of healthcare performance (‘vertical axis’ or columns) 
by healthcare needs (‘horizontal axis’ or rows). The represented dimensions are effectiveness, safety, 
responsiveness/patient-centeredness, utilisation, and cost/expenditure. These map approximately into 

 
Source: Mattke et al, 2006 [28]

 The design of a proper set of indicators within such frameworks necessitates 
the initial, unavoidable task of answering fundamental questions relating to the 
definition of health system performance, selection of measures, and interaction 
among the individual indicators. The set cannot be a random list of measures or a 
simple repository of information and is normally conceived as a system articulating 
information with a certain purpose—in the case of WHO and OECD, to inform the 
comparative performance of health systems. There is consensus that indicators 
selected to compare performance should (i) be scientifically solid; (ii) be politically 
relevant; (iii) be available across a sufficient number of countries; and (iv) allow for 
sustainable and feasible data collection across time [26,27].
 These frameworks developed by international organizations encompass 
structures used in several existing national performance reports [29] and, as Arah 
et al. (2003) noted [30], contain many similar dimensions and perspectives. For a 
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classification of the on-going health system comparisons one can also look at whole 
system, multilateral, bilateral, disease, sector- or domain-specific approaches. Table 
1 provides a broad categorization of different types of international comparisons of 
health systems. Some are undertaken on a regular, systematic basis (e.g. OECD HCQI 
project); others were one-time comparisons (e.g. between the United Kingdom’s NHS 
and California’s Kaiser Permanente). Although the list is by no means comprehensive, 
many of these endeavours seek to overcome epidemiological, economic, or geopolitical 
considerations by identifying specific components of the health system and measuring 
performance on those factors.

Table 1. General classification of health system comparisons

Type of initiative Systems/factors involved Selected examples 

Entire health 
system

Broad comparisons of overall 
health systems

World Health Report 2000 [31]

Commonwealth Fund studies comparing high-
performing health systems of the United States, 
United Kingdom, Canada, Germany, Australia 
and New Zealand [32] 

Multilateral Comparisons between national or 
sub-national health systems

Commonwealth Fund study on health system 
comparisons of six countries that measure 
various dimensions of health-care systems 
including quality, access, equity, efficiency  
and healthy lives [32]

European Commission-funded project: 
Indicateurs de Santé des Régions Européennes 
(ISARE) covers 283 health regions in 24 
European countries [33] 

Bilateral Comparisons between  
national health systems; national 
health systems and provincial 
regional health systems; or 
national health systems and 
health-care organisations

Comparison of health system in Canadian 
province of Ontario and health system in  
the Netherlands [34]

Comparison of the United Kingdom’s NHS  
and California’s Kaiser Permanente in the 
United States [35]

Disease-specific Comparisons of specific  
health conditions across 
countries/regions

Joint WHO/European Commission project: 
Benchmarking Regional Health Management 
(Ben RHM) covering 19 regions in 15 European 
countries and tracking 3 conditions – diabetes, 
breast cancer and measles [36,37]

Nordic Council of Ministers’ comparisons of 
specific disease conditions in Demark, Finland, 
Iceland, Norway and Sweden [24]

Sector-specific Comparisons of segments of  
the health care system  
e.g. primary care

Comparison of primary care systems for 18 
OECD countries from 1970-1998 [38]

Domain-based Comparisons among components 
of the health-care system  
e.g. waiting times,  
patient experiences

OECD HCQI project involving 30 countries [25]

Commonwealth Fund study on patient 
experiences in 7 countries [39] 
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 As noted earlier, initiatives such as those undertaken by the WHO and OECD 
assess a broader set of health measures than those studied in traditional comparisons 
of health systems (e.g. health expenditures among countries; indicators such as life 
expectancy). Taken a step further, countries and international agencies are increasingly 
implementing sub-level comparisons, especially at the European Union level. For 
example, Ben RHM and ISARE are two European Commission funded projects that 
identified European regions with some common features in their political, socio-
demographic, and epidemiological development and initiated benchmarking efforts to 
determine the structural, functional, and quality differences of health services within 
the selected countries. Experiences from these projects show that smaller countries 
often prefer comparative efforts in which they are evaluated against regions, rather 
than the entire national health system, of bigger countries [33]. Furthermore, sub-level 
comparisons enabled networking opportunities among health experts and fostered 
mutual learning experiences [36].
 A major reform of their health system provides a unique opportunity for 
countries to undertake comparative studies, allowing related policy and performance 
changes to be monitored. In 2006, following such a restructuring, the Netherlands 
initiated a comparative study of their health sector and that of Ontario, Canada, which 
had undergone reforms during a similar time period. Both Ontario and the Netherlands 
invested in the development of reliable health system performance assessment 
frameworks. The study mapped various dimensions of these and compared each of 
the systems. Conceptual and contextual problems prevent the two systems from being 
completely comparable but they still provide a starting point for such benchmarking 
efforts and highlight the range of issues involved in international comparisons [34].
 Some researchers have attempted to overcome larger methodological barriers 
of cross-country assessments by examining specific components of health systems. 
For example, a controversial study by Feachem et al. in 2002 compared performance 
factors such as access and responsiveness in the British NHS to the California branch 
of Kaiser Permanente in the United States [35]. The authors concluded that Kaiser 
Permanente performed better and had a better integrated and managed system 
than the NHS, despite similar costs. The study was heavily criticized for flaws in 
both its methodology and its assumptions [40] and illustrates that, while individual 
components of health systems can be compared, it is imperative that such exercises 
are approached with caution.
 This discussion of the various comparative projects is far from complete 
but illustrates the type of work currently being implemented. In addition, it should 
be mentioned that major developments are underway to increase the potential of 
international comparisons in health care at the level of both international research 
and of cross-system databases. At the research level, studies in areas such as cancer 
care, cardiovascular diseases, and diabetes have largely increased the availability of 



41

International health system comparisons:  
From measurement challenge to management tool

international comparative data. Research projects funded by the EC (e.g. Ben RHM, 
ISARE) are good examples of this type of work currently being implemented. The field 
of health systems analysis has also expanded and various targeted research groups 
have been established over the past decade.
 Apart from these research processes, expert working groups in international 
organizations are leading efforts to increase data comparability among countries. Along 
with the WHO work on classification of diseases (ICD-9, ICD-10, ICD-11) [41] and 
the OECD’s focus on comparing national health accounts and health financing data 
(OECD System of Health Accounts), there is active collaboration among WHO, OECD, 
and the European Union [42] to improve the comparability of national data systems.
 By contrast, several transition countries in the European region are still 
establishing their health information systems and therefore comparative studies occur 
on a limited basis. However, as a first step, a number of countries are involved in 
the Health Metrics Network (http://www.who.int/healthmetrics) which is hosted by 
WHO and enables them to overcome problems of data availability and improve the 
quality and reliability of their information systems. Although some transition countries 
lack optimal quality control measures, many are increasing investments in efforts to 
align their health systems with international standards. For example, WHO recently 
led initiatives by which Armenia and Kyrgyzstan developed performance assessment 
frameworks to aid them in strengthening their health sector. In the long run, such 
endeavours will lead to benchmarking among comparable countries in the region and 
highlight areas for improvement in health system performance.
 As seen in this section, international health system performance comparisons 
have a broad scope. Such assessments depend largely on project aims, policy 
opportunities, and availability of resources and data. Each type of comparison—from 
multilateral to domain specific—serves an important function in drawing attention to 
a particular health system and possible ways to strengthen its performance.

Methodological issues in conducting international health 
system comparisons: lessons from the OECD experience
Initiatives to build relevant and meaningful indicators across different countries 
face numerous challenges. This section provides an overview of the operational 
and methodological issues involved in such efforts. The matters explored follow the 
experience within the OECD HCQI project, but can be generalized to comparative 
efforts in similar international health systems.
 The OECD HCQI project started in 2002 with the objective of developing a set 
of health care quality indicators that can be reported reliably and regularly across 30 
OECD countries. The purpose was to help raise questions for further investigation into 
differences in the quality of care across countries. The number of countries involved 



42

Chapter 3

in the HCQI project has recently expanded to include all European Union Member 
States, including non-OECD nations, following an agreement between the European 
Commission Directorate-General for Health and Consumers and the OECD.
 The HCQI project has undergone several phases. The initial list of indicators 
consisted of 86 potential measures in five priority areas of care (patient safety; mental 
health care; health promotion, prevention, and primary care; cardiac care; and 
diabetes care). However, data availability proved to be a major hurdle [28].
 There has been a two-pronged strategy to overcome this barrier: (i) initiate 
regular data collection of widely available indicators; and (ii) simultaneously work 
with countries to improve information systems and enhance the comparability of data 
indicators. At the current state of development, the regularly updated set covers health 
areas outlined in Table 2 [43]. In addition, fourteen measures for patient safety and 
two for mental health care have reached the last phase of piloting and it is envisioned 
that they will be included in the regular set for 2009 data collection. The indicator 
set includes both process and outcome measures since they provide different but 
complementary insights—information derived from process indicators is easier to 
translate into specific improvements; outcome indicators may be subject to multifactor 
causal attribution but are indispensable in aligning performance assessment with 
health system objectives. The key is to establish a balance between these two types 
of measures.

Table 2. HCQI project indicators

Care type Outcome Process

For acute conditions In-hospital AMI case-fatality rates

In-hospital ischemic/hemorrhagic 
stroke case-fatality rates

Waiting times for surgery after 
hip fracture Age 65+

For cancer Survival rate for colorectal cancer 

Survival rate for breast cancer 

Survival rate for cervical cancer 

Mammography screening 

Cervical cancer screening 

For chronic conditions Hospital admission rate for asthma 
(people 18+) 

Asthma mortality rate  
(people aged 5-39) 

Annual retina exam for diabetics

For prevention of 
communicable diseases

Incidence of measles 

Incidence of Pertussis 

Incidence of Hepatitis B 

Vaccination against influenza  
(people 65+) 

Vaccination against measles 

Vaccination against Pertussis 
(and diphtheria and tetanus) 

Vaccination against Hepatitis B 

Other Smoking rates  
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 Within the HCQI project, indicators are considered ready for international 
comparisons once the agreed threshold of 10 countries can provide data from well-
identified and stable databases according to agreed definitions (age group, codes, 
methods of identification). Indicators are added and deleted in order to ensure that 
the set remains responsive to changes in data availability or measurement quality. 
The tension between maintaining a stable set over time and the imperative to convey 
a concise message to policy-makers should be balanced while making decisions. 
Furthermore, there is a trade-off between implementing rigorous methodological 
approaches and including all countries in the calculations. A balance point is achieved 
when the methodology is strict enough to provide policy insights but flexible enough 
to allow participation by the maximum number of countries. Another compromise is 
to achieve homogeneous information systems without overburdening the countries 
that are required to comply with such constraints, especially those bearing the cost 
of adding new data items to their collection structures. The improvement of national 
health information systems can be considered a positive side effect of the involvement 
in international performance assessment initiatives but any changes must take account 
of existing structures.
 The OECD HCQI project provides a rich empirical experience of dealing with 
complex methodological barriers. Several key issues that need to be considered when 
establishing and monitoring cross-country performance indicators are as follows:

1. Specifying indicators using internationally standardized definitions.
2. Controlling for differences in population structures across countries.
3.  Adjusting for differences in information systems’ ability to track 

individual patients.
4. Controlling variability of data sources.
5. Identifying nationally representative data.
6. Determining retrospective completeness of the time series.

These are described in the following sub-sections together with suggestions to 
overcome them.

Specifying indicators using internationally standardized definitions

Standardization constitutes the best way to ensure data comparability across countries 
since it is applied across all stages of data production, storage, and report.
 WHO leads the main initiative in this field through the WHO Family 
of International Classifications (WHO-FIC) programme, comprising three types 
of systems:

1. International Classification of Diseases (ICD)
2. International Classification of Health Interventions (ICHI)
3. International Classification of Functioning, Disability and Health (ICF)
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 The ICD is used to classify diseases and other health problems and has 
become the international standard diagnostic classification for epidemiological and 
health management purposes. ICD-10 is the latest version (an updated ICD-11 is 
currently under development). However, countries can find it difficult to update to new 
versions of ICD as its impact in shaping national information systems involves issues 
such as staff training, adapting to new definitions, and changes to funding schemes. 
For example, ICD-10 contains 12,640 codes while ICD-9 had only 6,969 codes. As a 
consequence, the use of different versions of ICD across countries is a real issue while 
attempting to identify indicators for international comparison.
 In the absence of an internationally accepted system for reconciling ICD-9 and 
ICD-10, the HCQI project has opted to develop ad hoc validated crosswalks for the 
indicators relying on them. The first initiative comprises 14 patient safety indicators 
that are currently being tested for adoption in 2009. The International Methodology 
Consortium for Coded Health Information (IMECCHI) is an expert network that has 
worked with the HCQI project to develop and validate a manual for the calculation 
of these measures. Consideration of both ICD versions and the national adaptations 
of ICD-10 provides a solid basis for ‘translation’ and enhancing comparability across 
countries [44].
 There are other outstanding issues concerning the calculation of indicators 
based on standardized codified databases. For instance, actions to address variation in 
documentation and coding practices across countries will entail some cultural changes 
that take time. However, participation in international initiatives has the beneficial effect 
of drawing attention to practices that might be regarded as adequate at the national 
level, but become less acceptable when compared to those in similar countries.
 The current lack of international classification system for procedures is 
another relevant aspect, especially for the specification of process indicators. The 
ICHI covers a wide range of measures for curative and preventive purposes but is still 
in its beta trial version and entering extensive field trials before being submitted for 
endorsement by the governing bodies of WHO [41]. Despite encouraging progress, it 
may be several years before ICHI will be ready for adoption; therefore the HCQI project 
currently utilizes ICD-9-CM and ICD-10 to specify procedures.
 Endorsed in 2001, the ICF seems promising. However, it is not yet used 
widely across countries and its specific applicability in defining outcome indicators 
needs to be explored further.

Controlling for differences in population structures across countries

A number of indicators can be affected by a country’s demographic structure. For 
example, survival or mortality rates are influenced by the age and gender structure 
of the population. This demographic composition has an impact on the epidemiology 
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of diseases and becomes a confounding factor that assessments need to adjust for. 
Age and sex standardization facilitates comparisons across countries by controlling for 
these differences in national populations.
 When selecting a reference population it is important to decide whether to 
use the general population or one that is disease-specific (i.e. has the distribution 
of patients with the respective disease). As the incidence and prevalence of most 
diseases increases with age, disease-specific populations tend to weigh older 
population segments more heavily. A disease-specific reference population is therefore 
theoretically superior but is frequently not feasible as it requires the construction of a 
population for each disease. Many research projects overcome this problem by using 
general population weights. Another technique reduces distortion by removing the 
segment of the population that is less affected by the disease, truncating the sample 
to include only those above a certain age, e.g. 40 [45].
 The HCQI project initially considered the 1980 OECD population structure 
for age-standardization calculations. This decision is now being revised because (i) 
the structure of this population is becoming outdated with the demographic aging 
trends in OECD societies, and (ii) the OECD has expanded from 24 to 30 countries 
and therefore the 1980 reference has limited validity. The transition to a 2005 OECD 
reference population is under assessment. The adoption of a truncated population is 
also being analysed, especially as countries such as Japan face a higher prevalence of 
myocardial infarction in the elderly group rather than the typical middle-age range.
 There is a trade-off between updating the structure of the reference population 
and maintaining valid comparable data over time. Other international comparative 
projects face similar challenges caused by aging populations and incorporating new 
member countries, e.g. European Union’s development of the European Community 
Health Indicators Monitoring project or the European Health Interview Survey [46,47]. 
Steps should therefore be taken to ensure that the data remain valid and comparable 
over time.

Adjusting for differences in information systems’ ability to track individual patients

Indicators often take the form of rates in which the denominator is a specific group of 
patients—this cluster of indicators includes hospital fatality rates among patients with 
certain diagnoses or rates of specific procedures among chronically ill patients. Two 
interrelated issues affect the feasibility of these indicators: (i) the need to distinguish 
between different patients and repeated events affecting the same patient; and (ii) 
the necessity of detecting a patient’s contact at any level of care and across different 
institutions. However, national information systems do not have a uniform ability to 
identify patients and often the only data available are activity records that count each 
episode of care separately, even if the same patient was involved.



46

Chapter 3

 Hence, there is a clear need to harmonize calculations across countries to 
ensure data comparability; Mattke et al. in 2006 illustrate the effect of different bases 
of calculation on 30-day hospital fatality rates for myocardial infarction and stroke 
[28]. Currently, the most generally feasible approach is events-based calculations in 
which it can be reasonably argued that the validity of a specific indicator is not affected. 
However, a unique patient identifier is the most efficient tool for performing patient-
based calculations and the OECD recently began encouraging member countries to 
establish these across their key health information systems.

Controlling variability of data sources

National information systems comprise a variety of data sources with substantial 
differences in their structure; the nature of data recorded; and the purpose for which 
they were conceived. Data systems have been shaped to serve monitoring functions 
within each country. Often, the purpose of such monitoring is not performance 
comparison or quality measurement but rather to support administrative activities 
such as budget distribution or system management (see Box 3 for a summary of 
main data sources and their general strengths and weaknesses). This means that a 
fair assessment of the available sources across countries and their suitability (on an 
indicator by indicator basis) will be required when building indicators for international 
comparison. For instance, process indicators such as vaccination or screening rates 
can be built from data from varying sources across countries but the nature of available 
data will vary with the structure of health service provisions in each system.

Box 3. Sources of information available to assess quality of care across countries

Source Weaknesses Strengths

1. Administrative data
Admission/discharge 
records
Minimum set of data
Insurance-
reimbursement
DRGs accounting
Prescription

Limited/no information on processes of care 
and physiologic measures of severity
Limited/no information on timing (co-
morbidities vs. onset or adverse events)
Heterogeneous severity within some  
ICD codes
Accuracy depends on documentation  
and coding
Data are used for other purposes, subject  
to gaming
Variation in how administrative data are 
collected and used, in particular DRG-based 
payment versus global budgeting versus 
service-based payment
Time lag may limit usefulness
Poor development outside the  
hospital setting

Data availability improving
Coding systems 
(international classifications 
of diseases) and practices 
are improving
Large data sets  
optimize precision
Comprehensiveness (all 
hospitals, all payers) avoids 
sampling/selection bias
Data are used for other 
purposes and therefore 
subject to auditing  
and monitoring
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2. National surveys
Health status
Health services use
Pharmaceutical 
consumption

Self-reported (recall bias, lack of accuracy 
due to lay approach of those interviewed)
Inability to identify and follow up subjects

Population based rather than 
patient based information, 
including individuals that 
health information systems 
cannot account for
Can provide a basis 
for access and 
needs assessments

3. National registries
Cancer
Chronic diseases
Adverse events
Certain procedures
Mortality

When not mandatory, some eventual 
selection bias may deem them not 
representative
Resource intensive to register the detailed 
specific features (e.g. adding cancer 
staging data to the diagnosis in the 
cancer registries)
Not always linkable to other sources 
of information

Precise specific information

4. Medical records
Data retrieval is work intensive and therefore 
expensive, even with electronic records 
Difficult to sustain over time

Complete clinical information 
and good chronology

5. Patients surveys
Satisfaction
Experience 
Access

Low degree of standardization in patient 
survey tools, often even within countries
Cultural influences on concepts like 
satisfaction, expectations and experience 
hinders comparability across countries

Most reliable method 
of assessing system 
responsiveness and 
obtaining information about 
how patients perceive and 
experience the care provided
Leads to improvements in 
designing trans-cultural 
assessment tools

 
 In some countries, prevention activities are organized in large-scale national 
programmes with routine databases that can be used for analysis. However, data 
in other countries are managed by each municipality and therefore registries are 
fragmented and not always accessible at the national level. In addition, registries for 
prevention activities often do not cover settings outside the health care system (e.g. 
work or school) and private organizations that provide this type of care can vary by 
country, complicating the retrieval of documented activity. In other cases, programmes 
are non-existent and services are provided on a demand basis. In all these situations, 
population surveys might be the most valid source of information.
 The key question is whether data from so many different data sources (registries 
and population surveys) are comparable. As part of a methodological refinement, the 
HCQI project assessed the data comparability of surveys and programme registries 
for cancer screening indicators. Median rates of mammography and cervical cancer 

Source Weaknesses Strengths
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screening for each available year were calculated separately for programme and survey 
data. Based on surveys compared to registries, the variation over time is remarkable 
and suggests that both sources of data should be utilized with caution. Furthermore, 
international health system comparisons should use the source factor to adjust 
differences in the indicators.

Identifying nationally representative data

Cross-national assessments should reflect country-wide data. This is especially true 
when using process indicators (e.g. measuring care for chronic diseases) where data 
are often derived from pilots or ad hoc registries and raises serious concerns about the 
representativeness of data. Unique patient identifiers could make patients much more 
traceable within routinely collected information and thereby increase the reliability of 
data collected.
 To ensure data comparability across countries, the HCQI project recently 
adopted a system of classification of the quality of data. This system comprises 
three levels:
•  A—corresponds to national administrative registries, with demonstrated  

non-selection bias;
•  B—accounts for non-national administrative registries with demonstrated  

non-selection bias;
•  C—applies to ad hoc registries (e.g. research and pilots) and any other source  

not classified elsewhere.
 Such a system has the advantage of enabling data collection at different 
levels of quality and using all available data sources, while preserving the rigour of the 
analysis. For instance, only data within categories A and B can be utilized but C type 
data can be collected and efforts made to raise them to the two higher categories.

Determining retrospective completeness of the time series

Almost all international comparative efforts face problems in obtaining uninterrupted, 
reliable data over a given time period. This limits the validity of trend analysis and 
affects the ability to interpret related indicators together. The time lag between policy 
implementation (e.g. breast cancer screening for a target population) and expected 
outcomes (improvement in breast cancer survival rates) can hardly be accounted 
for in the absence of time series. Prospective time series rely on regularly updated, 
sustainable data sources; retrospective completeness could be hindered by problems 
with (for example) the availability of data that need to be considered during 
international comparisons.
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 Comparative projects of health systems similar to those developed and 
implemented by the OECD have great potential in driving health policy. There can be 
numerous methodological barriers but the process of identifying and overcoming these 
pitfalls can lead to valid, reliable conclusions that enable effective health decision-
making for overall system improvement.

Turning international health system comparisons into health system  
performance management

International comparisons of health systems can be a valuable tool for governments 
to revise their policies, review accountability agreements, and reassess resource 
allocation procedures. However, to strengthen health systems it is necessary to use 
these comparisons for performance management purposes and, as a first step, to 
integrate performance data needs into the policy-making process. An example from 
the Ontario Ministry of Health and Long-Term Care illustrates the systematic use of 
performance information and its flow through the decision-making cycle (Figure 4). 
The diagram shows that comparative data can be used at different stages of the health 
ministry’s business cycle, which (as a continuous improvement process) facilitates the 
use of strategic performance information for performance improvement purposes.

Figure 4.  Conceptualizing the range of potential impacts of health system 
performance comparisons on the policy-making process 

Source: Veillard et al [18]
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 Similar examples can be found in the United States Veterans Health 
Administration where performance indicators were used to monitor the effects of health 
system reforms while driving accountability agreements at sub-system and individual 
levels [23]. Other successful case studies range from health care organizations [48] to 
private industry [15]. In order to guide health policy-makers in the delivery of better 
results, it is critical to turn strategy-based performance information into performance 
management systems.

Translating performance information for policy-makers

Another crucial aspect of performance management is translating performance 
information to make it simple and clear to policy-makers [49]. For instance, the 
Ontario Ministry of Health and Long-Term Care represented health system performance 
measures from two different perspectives: variation in performance over time and 
against selected benchmarks (or comparators), respectively. These approaches are 
interesting examples of how to present performance information to health policy-
makers in relevant ways. For instance, Figure 5 indicates to Ontarian decision-
makers whether performance is improving; if it is favourable compared to pre-defined 
benchmarks (standards, international comparators, provincial comparators); and the 
policy actions required for different levels of performance. This approach suffered from 
standardization difficulties but with comparable performance data can be a promising 
practice for governments wishing to benchmark their health system performance in a 
concrete fashion.

Figure 5.  Translating benchmarking information to policy-makers. Example from 
the Ministry of Health and Long-Term Care, Ontario, Canada [50]
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 Funnel plots are another tool for benchmarking performance management 
and are used increasingly by countries such as the United Kingdom and Canada 
[51]. Figure 6 shows a set of funnel plots that represent the performance indicator (in 
this case, the rate of hospitalizations for ambulatory care sensitive conditions) with 
deviations from the average. A trend component is incorporated, by using an arrow 
to indicate whether performance has improved or declined; the length of the arrow 
shows the relative magnitude of change over time. The calculation of funnel plots is 
associated with some statistical problems but they can provide policy-makers with a 
visual representation of their country’s relative performance against comparators that 
is easy to interpret and helps to identify areas for improvement [51].

Figure 6.  Funnel plots for ambulatory care sensitive conditions for different 
Canadian provinces, 2006 data [50]

2 
Benchmarking Health System Performance

Despite the methodological difficulties of comparative efforts, the diversity of 
benchmarking initiatives shows that national and regional health authorities are gaining 
increasingly from comparing their performance and learning policy lessons from better 
performers. The selection of benchmarks is becoming more pragmatic and increasingly 
driven by the specific strategies of health systems and by performance expectations. 
Performance measurement thus becomes the basis for policy discussions concerning 
how to improve health system performance and specifically about sharing how others 
have achieved higher performance in a particular context. For instance, a number of 
European countries have invested in efforts to benchmark their performance against 
countries such as Australia, Canada, New Zealand, and the United States through the 
work of the Commonwealth Fund (Box 4).
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Box 4.  Benchmarking for better health system performance: example of the 
Commonwealth Fund in the United States

The Commonwealth Fund, a private organization in the United States, 
established the Commission on a High Performance Health System in 2005. 
This group of experts was assembled to analyse best practices from several 
health systems. Their benchmarking shows that Denmark performs better 
than any other country in Europe on measures of patient satisfaction and 
primary care; Germany is a leader in national hospital quality benchmarking; 
and the Netherlands and the United Kingdom lead on transparency in 
reporting quality data [52]. 

Within the United States, the Commission also benchmarked states against 
each other across five key dimensions of health system performance—
access, quality, avoidable hospital use and costs, equity, and healthy lives 
[53]. Cumulative and dimension-specific ranks were published along with 
an analysis of the policy implications. The results are publicly available 
and are intended to assist states to identify opportunities to better meet the 
population’s health needs and learn from high-performing states [54].

 From this perspective, a well-designed benchmarking system has the potential 
to guide policy development and can be used both prospectively and retrospectively 
[2]. It can support better understanding of past performance and the rationale behind 
certain performance patterns (retrospective use) and also help to revise strategies for 
improving future performance (prospective use).
 Such strategy-based performance benchmarking systems have certain 
characteristics:

•  Strategic focus: link between health system strategies and international 
benchmarking efforts ensures that policy lessons will be designed for those who 
can act upon the findings (the policy-makers).

•  Adaptability and flexibility: benchmarking efforts can undertake both large (full 
health systems comparisons) and narrower scope studies, using tools that can be 
administered in a time frame that matches the agenda of policy-makers (e.g. using 
patient survey comparisons such as that of the Commonwealth Fund).

•  Data standardization: efforts are made to standardize data and facilitate credible 
comparisons.

•  Policy focus rather than research focus: benchmarking systems are not driven by 
experts or researchers but by policy-makers supported by experts and researchers.
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•  Efforts to translate performance information and policy lessons for decision-
makers: new tools (e.g. funnel plots) are used increasingly to represent 
performance information in rigorous yet explicit ways, conveying data in 
a meaningful manner while reducing the need to rank health systems in 
league tables.

•  Sensitivity to political and contextual issues: interpretation of indicator data 
should not lose sight of the policy context within which they are measured; of the 
players involved in formulating and implementing policy; of the time lag needed to 
assess the impact of different policies; and of aspects of health care that remain 
unmeasured by available data.

Conclusion
This chapter reviewed the reasons for an increased governmental interest in international 
health system performance comparisons—they offer greater accountability and 
transparency and support strategy review and development. However, mutual learning 
is a third function that is becoming more important with the increasing scientific 
robustness of knowledge created through health systems research. Projects such as 
the OECD HCQI project or the Commonwealth Fund’s cross-national benchmarking 
initiatives in the United States are two good examples of comparative efforts in this 
direction. The scope of experiences is growing and covers comparisons at different levels 
of the health system and from different perspectives. The methodological difficulties 
of such exercises can be classified and addressed over time but require investment 
from countries. Governments can achieve superior health system performance 
through the powerful policy instruments offered by linking performance measurement 
to performance management; translating performance information in ways that are 
meaningful for policy-makers; and investing in benchmarking and mutual learning.
Finally, important requirements for fostering the value of international comparisons 
and their practical use for performance improvement are listed below:

•  Recognize the value of information and make substantial investments in improving 
minimum data quality for developing and transition countries (e.g. through 
the Health Metrics Network) and data quality for developed countries (through 
projects such as the OECD HCQI project).

•  Build upon knowledge of how to resolve methodological issues in health system 
performance comparisons in order to strengthen such comparisons.

•  Encourage international organizations to actively provide support for data 
standardization efforts within their member states.

•  Achieve a balance between process and outcome indicators in comparisons 
of health system performance in order to provide different but complementary 
insights into health care processes.
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•  Avoid inconsistencies, strategic misalignment, and (ultimately) health system 
sub-performance by selecting indicators that cascade across different (macro, 
meso, micro) levels of the health system through performance measurement and 
accountability mechanisms.

•  Benchmark networks structured against common strategic objectives and 
performance patterns to build stronger analytical capacities are built within and 
between countries.

•  Evaluate indicator data across countries with an adequate understanding of the 
regulatory and evaluative policies that underpin them.

•  Develop and use graphic tools to convey performance information to policy-makers 
in a meaningful way.

•  Undertake further research in health system performance management and share 
the results effectively among countries.



55

International health system comparisons:  
From measurement challenge to management tool

References
[1]  Mountin JW, Perrott GS: Health insurance programs and plans of Western Europe: 

Summary of observations. Public Health Rep 1948, 62: 369–399.
[2]  Nolte E, Wait S, McKee M: Investing in health: Benchmarking health systems. London: 

The Nuffield Trust; 2006.
[3]  Rutstein DD, Berenberg W, Chalmers TC, Child CG, Fishman AP, Perrin EB: Measuring the 

quality of medical care. N Engl J Med 1976, 294: 582–586.
[4]  Holland WW, ed.: The European Community atlas of avoidable death. Oxford: Oxford 

University Press; 1988.
[5]  Holland WW: Avoidable death as a measure of quality. Int J Qual Health Care 1990,  

2: 227–233.
[6]  Organisation for Economic Co-operation and Development: Health at a Glance 2001, 

Paris: Organisation for Economic Co-operation and Development; 2001.
[7]  World Bank: World Development Report 1993: Investing in health. New York:  

Oxford University Press; 1993.
[8]  Organisation for Economic Co-operation and Development: Health at a Glance 2009, 

Paris: Organisation for Economic Co-operation and Development, 2009. Available at: 
http://www.oecd.org/health/healthataglance (accessed November 6, 2011).

[9]  McKee M: The World Health Report 2000: Advancing the debate. European Regional 
Consultation on Health Systems Performance Assessment, Copenhagen, Denmark, 2001. 
Copenhagen: World Health Organization Regional Office for Europe; 2001.

[10]  Schoen C, Osborn R, Huynh PT, Doty M, Zapert K, Peugh J et al.: Taking the pulse 
of health care systems: Experiences of patients with health problems in six countries. 
Health Aff (Millwood) 2005, W5: 509–525.

[11]  Legido-Quigley H, McKee M, Walshe K, Suñol R, Nolte E, Klazinga N: How can quality 
of health care be safeguarded across the European Union? BMJ 2008, 336: 920–923.

[12]  Rosenmöller M, McKee M, Baeten R, eds.: “Patient mobility: The context and issues.” 
Patient mobility in the European Union: Learning from experience. Copenhagen: World 
Health Organization Regional Office for Europe; 2006.

[13]  Hsiao WC: Comparing health care systems: What nations can learn from one another. J 
Health Polit Policy Law 1992, 17: 613–636.

[14]  Kaplan R, Norton D: The Balanced Scorecard: Measures that drive performance.  
Harv Bus Rev 1992, 70: 71–79.

[15]  Kaplan R, Norton D: Having trouble with your strategy? Then map it. Harv Bus  
Rev 2000, 78: 167–176.

[16]  Agency for Healthcare Research and Quality: National health care disparities report 
2007. Rockville: U.S. Department of Health and Human Services; 2008.

[17]  Agency for Healthcare Research and Quality: National health care quality report 2007. 
Rockville: U.S. Department of Health and Human Services; 2008.

[18]  Veillard J, Huynh T, Ardal S, Kadandale S, Klazinga NS, Brown AD: Making health 
system performance measurement useful to policy makers: Aligning strategies, 
measurement and local health system accountability in Ontario. Healthc Policy 2010,  
5: 49–65.



56

Chapter 3

[19]  Westert GP, Verkleij H, eds.: Dutch Health Care Performance Report 2006. Bilthoven: 
National Institute for Public Health and the Environment; 2006.

[20]  Goodspeed SW: Metrics help rural hospitals achieve world-class performance. J Healthc 
Qual 2006, 28: 28–32.

[21]  Zelman WN, Pink GJ, Matthias CB: Use of the Balanced Scorecard in health care. J 
Health Care Finance 2003, 29: 1–16.

[22]  Klein R: Learning from others: Shall the last be the first? J Health Polit Policy Law 1997, 
22: 1267–1278.

[23]  Kerr E, Fleming B: Making performance indicators work: Experiences of US Veterans 
Health Administration. BMJ 2007, 335: 971–973.

[24]  Wait S, Nolte E: Benchmarking health systems: Trends, conceptual issues and future 
perspectives. Benchmark Int J 2005, 12: 436–448.

[25]  Kelley E, Hurst J: Health Care Quality Indicators Project Conceptual Framework 
Paper. Health Working Paper 23. Paris: Organisation for Economic Co-operation and 
Development; 2006.

[26]  Murray CJ, Frenk J: A framework for assessing the performance of health systems. Bull 
World Health Organ 2000, 78: 717–731.

[27]  Murray CJ, Evans DB: Health systems performance assessment: Debates, methods and 
empiricism. Geneva: World Health Organization; 2003.

[28]  Mattke S, Kelley E, Scherer P, Hurst J, Lapetra MLG and the HCQI expert group 
members: Health care quality indicators project initial indicators report. Health Working 
Paper 22. Paris: Organisation for Economic Co-operation and Development; 2006.

[29]  Hurtado MP, Swift EK, Corrigan JM, eds: Envisioning the national health care quality 
report. Washington: National Academy Press; 2001.

[30]  Arah OA, Klazinga NS, Delnoij DM, ten Asbroek AH, Custers T: Conceptual frameworks 
for health systems performance: a quest for effectiveness, quality, and improvement.  
Int J Qual Health Care 2003, 15: 377–398.

[31]  World Health Organization (WHO): The World Health Report 2000—Health Systems: 
Improving performance. Geneva: World Health Organization; 2000.

[32]  Davis K, Schoen C, Schoenbaum SC, Doty MM, Holmgren AK, Kriss JL, Shea KK:  
Mirror, mirror on the wall: An international update on the comparative performance of 
American health care. New York: The Commonwealth Fund; 2007.

[33]  Fédération Nationale des Observatoires Régionaux de la Santé (FNORS): Project 
ISARE 3: Health indicators in European regions. Paris: La Fédération nationale des 
observatoires régionaux de la santé; 2007.

[34]  Tawfik-Shukor AR, Klazinga NS, Arah OA: Comparing health system performance 
assessment and management approaches in the Netherlands and Ontario, Canada.  
BMC Health Serv Res 2007, 7: 25.

[35]  Feachem R, Sekhri NK, White KI: Getting more for their dollar: a comparison of the NHS 
with California’s Kaiser Permanente. BMJ 2002, 324: 135–143.



57

International health system comparisons:  
From measurement challenge to management tool

[36]  Brand H: Benchmarking Regional Health Management II (Ben RHM II) final report. 
Bielefeld: Institute of Public Health of Nordrhein-Westfalen; 2007. http://ec.europa.eu/
health/ph_projects/2003/action1/docs/2003_1_25_frep_en.pdf (accessed  
November 11, 2011)

[37]  Schröder-Bäck P: Results from the benchmarking regional health management II (BEN II) 
study (Presentation). Bielefeld: Institute of Public Health of Nordrhein-Westfalen; 2007.

[38]  Macinko J, Starfield B, Shi L: The contribution of primary care systems to health 
outcomes within Organisation for Economic Co-operation and Development (OECD) 
countries, 1970–1998. Health Serv Res 2003, 38: 831–865.

[39]  Schoen C, Osborn R, Doty MM, Bishop M, Peugh J, Murukutla N: Toward higher-
performance health systems: adults’ health care experiences in seven countries.  
Health Aff 2007, 6: W717–W734.

[40]  Himmelstein DU, Woolhandler S: Responses—getting more for their dollar: Kaiser v the 
NHS. BMJ 2002, 324: 1332–1339.

[41]  World Health Organization (WHO): International classification of health interventions. 
Geneva: World Health Organization; 2007. Available from: http://www.who.int/
classifications/ichi/en/ (accessed October 30, 2011).

[42]  Eurostat: Eurostat database. Brussels: European Commission; 2011. Available from: 
http://epp.eurostat.ec.europa.eu/portal/page/portal/eurostat/home (accessed  
November 6, 2011).

[43]  Garcia-Armesto S, Lapetra MLG, Wei L, Kelley E and the HCQI expert group members: 
Health care quality indicators project 2006 data collection update report. Health 
Working Paper 29. Paris: Organisation for Economic Co-operation and  
Development; 2007.

[44]  Drösler S: Facilitating cross-national comparisons of indicators for patient safety at the 
national health-system level in the OECD countries. Health Technical Paper 19. Paris: 
Organisation for Economic Co-operation and Development; 2008.

[45]  Lousbergh D, Buntinx F, Geys H, Du Bois M, Dhollander D and Molenberghs G: Prostate-
specific antigen screening coverage and prostate cancer incidence rates in the Belgian 
province of Limburg in 1996–1998. Eur J Cancer Prev 2002, 11: 547–549.

[46]  European Community Health Indicators Monitoring (ECHIM): European Community 
Health Indicators Monitoring project. Brussels: European Commission; 2008.  
Available from: http://www.echim.org/index.html (accessed October 30, 2011).

[47]  European Health Interview Survey (EHIS): European Health Interview Survey. Brussels: 
European Commission; 2008. Available from: http://ec.europa.eu/health/ph_information/
dissemination/reporting/ehss_01_en.htm (accessed October 30, 2011).

[48]  Kaplan R, Norton D: The office of strategy management. Harv Bus Rev 2005,  
83: 72–80.

[49]  Lavis J: Research, public policymaking, and knowledge-translation processes:  
Canadian efforts to build bridges. J Contin Educ Health Prof 2006, 26: 37–45.

[50]  Health Results Team for Information Management: Strategy mapping. Toronto: Ontario 
Ministry of Health and Long-Term Care; 2006 (unpublished).



58

Chapter 3

[51]  Spiegelhalter D: Funnel plots for comparing institutional performance. Stat Med 2005, 
24: 1185–1202.

[52]  Davis K: Learning from high performance health systems around the globe. New York: 
The Commonwealth Fund; 2007. Available from: http://www.commonwealthfund.org/
publications/publications_show.htm?doc_id=441618 (accessed October 30, 2011).

[53]  The Commonwealth Fund Commission on a high performance health system: Why not 
the best? Results from a national scorecard on U.S. health system performance. New 
York: The Commonwealth Fund; 2006. Available from: http://www.commonwealthfund.
org/publications/publications_show.htm?doc_id=401577 (accessed October 30, 2011).

[54]  Cantor JC, Schoen C, Belloff D, How SKH, McCarthy D: Aiming higher: Results from 
a state scorecard on health system performance. New York: The Commonwealth Fund 
Commission on a High Performance Health System; 2007. Available from: http://www.
commonwealthfund.org/publications/publications_show.htm?doc_id=494551 (accessed 
October 30, 2011).



59

International health system comparisons:  
From measurement challenge to management tool

Chapter 4
Making health system performance measurement 

useful to policy makers: Aligning strategies, 
measurement and local health system 

accountability in Ontario (Canada)



60

Chapter 4

Abstract
Objectives. This study examined the experience of the Ontario Ministry of Health 
and Long-Term Care in enhancing its stewardship and performance management 
role by developing a health system strategy map and a strategy-based scorecard 
through a process of policy reviews and expert consultations, and linking them to 
accountability agreements.

Methods. An evaluation of the implementation and of the effects of the policy 
intervention was carried out through direct policy observation over three years, 
document analysis, interviews of decision-makers, and systematic discussion of 
findings with other authors and external reviewers.

Results. Cascading strategies at health and local health system levels were identified, 
and a core set of health system and local health system performance indicators was 
selected and incorporated into accountability agreements with the Local Health 
Integration Networks.

Conclusions. Despite the persistence of such challenges as measurement limitations 
and lack of systematic linkage to decision-making processes, these activities helped to 
strengthen substantially the ministry’s performance management function.
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Introduction
Canada’s provinces face challenges with regard to costs, efficiency, access, and the 
quality and safety of their health care services [1]. In Ontario, health care expenditures 
have been steadily growing, accounting for 46% of the total provincial budget and 
reaching CAD$40.4 billion in 2008/09 [2]. At the same time, the expectations of 
Ontarians have risen with respect to timely access to high-priority services such as 
cancer treatments and primary health care services. Policy makers in Ontario are 
seeking to balance these expectations with available resources while promoting 
performance, and have attempted various strategies over recent years such as 
strengthening primary health care and setting up Local Health Integration Networks 
(LHINs) to enhance health system performance and improve system integration. 
Ontario’s 14 LHINs oversee over 150 hospital corporations operating on over 200 
sites, over 600 long-term care homes, home care programmes, and thousands of 
community agencies, while management of drug programmes and funding for the 
province’s 23,000 physicians remain provincial responsibilities.
 Over the past decade, a growing body of research has suggested that the 
use of strategy-based performance management tools in the public sector can result 
in substantial improvements in both health outcomes and cost-effectiveness gains 
[3-6]. For example, the Veterans Health Administration in the United States achieved 
significant improvements in targeted health outcomes between 1995 and 2000 by 
linking its strategy, a core set of performance indicators, and a vigorous performance 
management system built on strengthened information management [3,7–10]. In the 
meantime, the strategic use of performance measurement through implementation 
of the balanced scorecard model [11,12] at the Cleveland Clinic, the Mayo Clinic, 
and Duke University Children’s Hospital [13] has been associated with improvements 
in clinical and financial performance. Other examples demonstrate that focusing on 
clear linkages among strategy, performance measurement, and accountability through 
performance measurement is a key feature in performance improvement efforts and 
can lead to increased value for health systems [6,14,15].
 Before 2004, Ontario had experimented with a limited number of strategy-
based performance management elements. The province had developed extensive 
analytic capabilities through research institutes focused on the health system; 
developed a substantial hospital report card process that linked into common health 
system strategies [16,17]; and had created a strategy-based scorecard for its cancer 
system that was used for both public reporting and performance management of 
regional cancer systems [18]. Starting in 2004, the focus on the performance of the 
health care system changed in a number of ways: the government implemented a 
core strategy that focused on targeted initiatives to reduce wait times and strengthen 
primary health care; it created LHINs to devolve large amounts of managerial authority 
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to the local level in order to improve integration and efficiency across the health 
system; it created a vehicle for public reporting of performance by establishing the 
Ontario Health Quality Council; and finally, it created several reform teams called 
Health Results Teams to drive performance improvement [19].
 As planning and funding for the system shifted to the local level, these reforms 
had major implications for the Ministry of Health and Long-Term Care (MoHLTC). The 
ministry had to move away from hands-on management of the health system towards 
a stewardship model [20] through which it established and communicated goals, held 
partners accountable for these goals, and established policies for the health system.
 The paper attempts to answer two key questions: How can strategy-
based performance measurement be developed in the absence of an explicit and 
comprehensive strategy for the whole health system? And more broadly, how can 
health ministries use this information to target specific performance improvements 
for its agents? A retrospective evaluation of the implementation and effects of the 
policy intervention [21] was carried out through direct policy observation over three 
years, document analysis, interviews of decision-makers, and systematic discussion 
of findings with other authors and external reviewers. Four of the authors of this paper 
(JV, TH, SA, AB) were privileged observers when the other two authors (SK, NK) were 
not involved in the policy intervention. The authors documented the findings with 
data as much as possible, grounded them into theory and referenced them with the 
relevant scientific literature. Furthermore, all policy papers and documents quoted are 
referenced and publicly available. Overall, this paper presents the methods and results 
of the policy intervention and discusses the valuable lessons and the applicability of 
this approach to other contexts.

Methods: Linking Strategy-Based Performance 
Measurement and Accountability
Developing the health system strategy map

The MoHLTC applied the strategy mapping approach to health care [18,22], in which 
(a) government priorities and objectives are identified, (b) these aims are grouped 
into a logical set of strategic goals, and (c) the goals are mapped in relation to one 
another. The methodological steps in formulating strategy maps have been previously 
defined by Kaplan and Norton [4]. However, as there was no single overarching 
strategic document in the system, the strategy would have to be derived from public 
statements of government intent and existing documents that detailed often silo-based 
planning efforts.
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 The Ontario health system strategy map was developed through six consecutive 
steps, which took place between November 2004 and March 2005:
•  Step 1: Common themes in health system policies, investments, and public 

statements were identified, grouped by strategic themes, and mapped in a logical 
sequence through a comprehensive policy review of different information sources, 
such as the MoHLTC budget submission and policies.

•  Step 2: Intersectoral cabinet submissions and related policies affecting health 
system strategies were reviewed and mapped within the health system 
strategic themes.

•  Step 3: External experts were consulted to validate the groupings of strategic 
themes and develop a draft health system strategy map outlining cause-and- 
effect relationships.

•  Step 4: The draft health system strategy map was shared with other ministries 
and stakeholder groups.

•  Step 5: Relevant inputs from the consultation process were incorporated in the 
draft health system strategy map, which was then internally validated by  
different committees and ultimately by the Executive Management Committee  
of the MoHLTC.

•  Step 6: The first iteration of the scorecard was distributed to 13 international 
experts in health system performance assessment, who appraised the model.

 Once the framework was established, the next task was to identify how 
performance in Ontario can be measured against this foundation.

Developing a strategy-based health system performance scorecard

Despite the absence of a single performance measurement framework for the health 
system, there was an abundance of available performance information on health system 
performance [1,23–26]. Although the review team identified over 2,000 performance 
and volume measures, few indicators were aligned to the strategic themes identified. 
The MoHLTC carried out a pre-screen of this inventory of measures in order to pre-
select a set of indicators for review by a technical expert panel. The criteria used for 
pre-selection were validity and alignment with strategic themes; data quality issues; 
calculation feasibility and timeliness; and the feasibility of reporting at multiple levels 
of the health system.
 The review of inventoried indicators revealed that only 156 indicators initially 
met these criteria and, of these, only 54 could be cascaded to reflect different levels 
within the health care system. These indicators were submitted to an 18-member 
health system performance expert panel chosen based on technical knowledge of 
health system performance indicators. Members evaluated each indicator based on 
available evidence summarized in descriptive sheets detailing the rationale and the 
supporting evidence for inclusion in the scorecard. Different selection criteria were 
reviewed to identify those most appropriate to this exercise, detailed in Table 1.
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Table 1. Criteria used in indicator selection by expert panel

Criteria Description

Importance Reflects critical aspects of health system functioning and the strategic dimension

Relevance Provides information that can be used to monitor and measure health system 
performance over an extended period of time

Feasibility The needed data required are readily available or obtainable with reasonable effort

Reliability The indicator produces consistent results

Validity The indicator is an accurate reflection of the dimension it is supposed to assess

 Members used the descriptive sheets, gathering related evidence to rate the 
indicators against each criterion using a five-point Likert scale (a psychometric scale 
in which respondents specify their level of agreement with a statement). The results 
were collated in a report and used as background material for an experts’ workshop 
using a modified Delphi technique (a systematic forecasting process that utilizes 
independent experts). Although an attempt was made to distribute indicators across 
the system goals articulated in the strategy map, a small number of performance 
dimensions ended up without accepted indicators. Consequently, the expert panel 
proposed several additional indicators; and descriptive sheets were commissioned for 
use in a second meeting in which panelists made their final recommendations for a 
set of 26 system performance measures. In accordance with the feasibility criteria, all 
26 measures selected by the experts could be calculated by ministry analysts using 
readily available administrative and survey data.

Linking strategy, measurement, and accountability

Performance improvement requires aligning strategy, performance information, 
resource allocation, incentives, and accountability [3]. The MoHLTC conceptualized 
its performance management cycle, in which the ministry (a) sets its strategic 
priorities, (b) selects key performance indicators related to strategy to gauge progress, 
(c) uses these indicators to support resource allocation processes, (d) holds those 
receiving resources accountable for results, and (d) assesses whether performance 
improvements have the desired impact on the performance of the health system in 
order to adjust strategies accordingly (Figure 1).
 It is important to emphasize that the development of this process did not start 
at the top with the intentional development of a single strategy. Rather, the process of 
developing the performance management structure led to a reverse engineering of the 
strategy and stimulated the development of other tools to help align activities to it.
 In order to link strategy, performance measurement, and accountability, the 
MoHLTC undertook with its LHINs the joint exercise of incorporating performance 
indicators aligned with the health system strategy map and scorecard into 



65

Making health system performance 
measurement useful to policy makers

accountability agreements, following a process similar to the one used for the 
development of the health system scorecard. The ability of LHINs to influence specific 
performance indicators was an additional criterion that was included in the selection 
of performance indicators.

Figure 1.  A strategy-based performance management framework for the  
Ontario MoHLTC

Results
The 2005 Ontario health system strategy map

All health system-related strategies identified within the MoHLTC and across the 
government of Ontario were mapped, grouped within strategic themes, and broken 
down into subdimensions of performance (Table 2).
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Table 2.  Ontario health system strategy map performance dimensions  
and subdimensions

Performance dimensions Performance subdimensions

Increase availability of high quality, 
relevant evidence

Appropriateness of allocation of resources

Availability of evidence

High-quality evidence

Increase access to and uptake of 
evidence for decision-making  
and accountability

Increased access to evidence

Increased uptake of evidence

Increase productive use and appropriate 
allocation of resources across the system

Appropriateness of resource allocation to achieve health 
system outcomes

Productive use of resources to achieve financial efficiency

Increase access to key health  
care services

Availability of programs and services

Improve patient-centredness, integration 
and quality of health services

Appropriateness

Acceptability

Responsiveness

Competence

Safety

Continuity of care

Improve healthy behaviours through 
health promotion and disease prevention

Health promotion

Disease prevention

Improve clinical outcomes Clinical effectiveness

Improve health status Health conditions

Human Function

Well-being

Mortality

Increase sustainability and equity of  
the health system

Financing

Technology/capital infrastructure

Human resources

Confidence

 These strategic themes were articulated in a way that linked the intermediate 
objectives and ultimate goals of the Ontario health system [27]. The strategy map 
shows that the value of other intermediate objectives and their associated actions is 
measured in terms of their effect on health system ultimate goals, such as improving 
health status, equity, and health system sustainability (Figure 2).
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Figure 2. The Ontario health system strategy map, 2005

Core set of performance indicators
The 26 performance indicators selected covered all dimensions of the framework except 
for the first dimension, which lacked a quantitative measure meeting the pre-defined 
criteria. Therefore, a qualitative assessment was undertaken by experts and reviewed 
by the initial panel. Table 3 outlines the final set of indicators selected for inclusion. 
Each indicator is linked to a strategy map goal and subdimension of performance.

Table 3.  Core set of performance indicators for the Ontario health  
system scorecard

Performance dimension Performance indicators

Increase availability of high-
quality, relevant evidence

Qualitative assessment of the availability of high-quality, relevant 
evidence for decision-making

Increase access to and 
uptake of evidence  
for decision-making  
and accountability

Percentage of clinical cases being treated according to clinical 
practice guidelines

Increase productive use and 
appropriate allocation of 
resources across the system

Percentage of alternate level of care (ALC) days 

Emergency department visits that could be managed elsewhere

Hospitalization rate for ambulatory care-sensitive conditions

Increase access to key 
health care services

Median wait times in priority areas: cancer surgery, cardiac procedures, 
cataract surgery, joint replacement, MRI/CT scan, long-term care 
placement

Population aged 12 and over reporting having a regular medical doctor

Regular provider of diabetes care

Percentage of population reporting unmet need

Increase access 
to & uptake of 
evidence for 

decision-making 
and accountability

Increase 
availability of 
high quality, 
relevant data

Increase productive 
use & appropriate 

allocation of 
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outcomes
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prevention Improve health 
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Increase 
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Improve patient-
centredness, integration and 
quality of health services

Percentage of patients with cancer who died in acute care beds

Perceptions of availability and quality of health care services

Inpatient readmission rates for acute myocardial infarction,  
psychiatric conditions, neonatal care

Percentage of people accommodated in their first choice of  
long-term care home

Percentage of adverse events (in-hospital fractures, new stage 2+ skin 
ulcers in chronic-stay patients)

Improve healthy behaviours 
through health promotion 
and disease prevention

Risk factors for chronic disease

Flu vaccination

Preventive screening

Improve clinical outcomes 30-day post hospital acute myocardiaI infarction (AMI) survival rate

5-year survival rate for prostate, breast, colorectal and lung cancer

Measure of functional improvement for rehabilitation patients

Improve health status Teenage pregnancy rates

Sexually transmitted disease (STD) rates

Potential years of life lost (PYLL)

Health-adjusted life expectancy (HALE) for overall population

Increase sustainability and 
equity of the health system

Health care spending

Change in productivity

Change in health human resource supply

 Finally, all performance indicators were calculated using historical data with 
five-year trends where available. A number of partner organizations including the 
Canadian Institute for Health Information, the Institute for Clinical Evaluative Sciences, 
and Cancer Care Ontario supported the MoHLTC in calculating the indicators. Results 
were interpreted in continuous collaboration with the members of the technical 
expert panel involved in the selection of the set of performance indicators and those 
organizations involved in data calculation.

Local health system accountability agreements

Prior to the creation of the LHINs, performance management between the payer 
(MoHLTC) and the providers was largely focused on financial sustainability and in 
some cases, volumetric measures. The set of performance indicators included in the 
health system scorecard was a relevant performance management tool to ensure 
strategic alignment between the health system and local health system strategies.
 In 2007, the first generation of accountability agreements was developed 
between the MoHLTC and the newly created LHINs, which receive about half of 
the MoHLTC’s budget [28]. Accountability agreements comprising 10 performance 

Table 3.  Core set of performance indicators for the Ontario health  
system scorecard (continued)

Performance dimension Performance indicators
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indicators aligned with the health system scorecard were developed (Table 4). 
Five developmental (pilot) performance indicators covering additional performance 
dimensions were included in the agreement for monitoring by the LHINs and inclusion 
in accountability agreements in the mid-term. These agreements were in turn 
cascaded to other levels of the health system, such as hospitals or long-term care 
facilities. A ministry team calculates quarterly results for all performance indicators 
and posts them in a dashboard that flags performance occurring outside negotiated 
corridors. LHINs must report quarterly on action plans related to their performance 
and are accountable for attaining specific annual performance goals. It is anticipated 
that LHINs will be accountable for an integrated and balanced set of outcome-based 
performance indicators, with consequences for low-performing LHINs.

Table 4.  Core set of performance indicators for accountability agreements between 
the MoHLTC and the LHINs

Performance Dimension Accountability indicators Developmental indicators

Improve coordination and 
integration of services 
within local health system

Percentage of alternate level of care 
(ALC) days 

Rate of emergency department visits 
that could be managed elsewhere

Hospitalization rate for ambulatory 
care-sensitive conditions (ACSC)

Median wait time to long-term care 
home placement 

N/A

Increase access to key 
health care services

90th percentile wait times for  
cancer surgery

90th percentile wait times for 
diagnostic (MRI/CT) scan

90th percentile wait times for cardiac 
bypass procedures

90th percentile wait times for 
cataract surgery

90th percentile wait times for hip 
and knee replacement

N/A

Improve patient-
centredness, patient  
safety and quality of  
health care services

Readmission rates for acute 
myocardial infarction (AMI)

Perception of change in quality 
of care

Percentage of chronic-stay 
patients in complex continuing 
care with new stage 2 or greater 
skin ulcers

Percentage of in-hospital cancer 
deaths as a proportion of all 
cancer deaths

Psychiatric readmission rates  
in hospitals

Increase sustainability and 
equity of the health system

N/A Change in hospital productivity
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Discussion
Lessons from the Ontario experience: Achievements and areas for improvement

While many of the principles articulated by Kaplan and Norton [11–13] in their work 
on balanced scorecards and strategy maps have been adopted through this experience, 
significant modifications were made to the way in which these tools were applied for 
the following reasons:

•  Context of strategy. While the strategies related to specific reform efforts were 
clearly defined by the government of Ontario (e.g. wait time reduction strategy), 
the absence of an overarching strategy for the health system as a whole meant 
that the strategy map had to be built based on a review and synthesis of the 
existing collection of disparate strategies. Therefore, the resulting strategy map 
can be interpreted only as an articulation of the system’s emergent, rather than 
deliberate, strategy [29]. Owing to the dynamic nature of the policy environment, 
constructing a strategy map for the health system on the basis of explicit intent 
was not possible. The resultant scorecard should therefore be viewed only as a 
snapshot of system performance in areas of strategic importance, which may 
change from year to year, rather than as a true evaluation of the effectiveness of  
a particular strategy.

•  Unit of analysis. As opposed to the traditional application of the balanced 
scorecard, the unit of analysis is the entire health system. Therefore, measures 
chosen are focused largely on system outcomes.

•  Role of the ministry. While there is a parallel between the stewardship role of 
the MoHLTC and that of a traditional corporate headquarters, the former does 
not have the same degree of control over its “business units” (e.g. provider 
organizations) as do typical corporations. This makes the job of creating strategic 
alignment across the system much more difficult.

 Several lessons can be drawn from this policy intervention. First, it illustrated 
the value of using strategy-based performance information for decision-making. 
The regular monitoring of a core set of strategy-based performance indicators by 
the ministry’s decision-makers helped refocus the role of the MoHLTC on health 
system outcomes and its overall stewardship function [30]. Second, the process for 
developing the health system scorecard was important in building credibility for health 
system performance assessment and improvement. Separating the process of strategy 
mapping (by policy-makers), selecting performance indicators (by experts), and 
negotiating local health system performance improvement targets (by MoHLTC and 
LHIN executives) are strong assets in building a culture of trust, accountability, and 
performance improvement. Finally, if the development of accountability agreements 
between the MoHLTC and the LHINs served as a powerful tool to steer local health 
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system performance, it is important to ensure that local management can respond 
to local needs while still meeting system-level priorities. If the scorecard provides 
any support for ensuring this balance, it is by articulating a set of goals—the desired 
outcomes and their indicators for the system—that can help shift attention away 
from more restrictive process requirements that would reduce responsiveness to local 
needs. As the performance measurement system develops, it will be important to 
ensure that the overall number of indicators is limited so that local management has 
the ability to introduce additional, local indicators.
 However, several challenges arose from this experience. First, there were 
difficulties in defining, measuring, and regularly monitoring the performance of the 
health system. In 2006, the strategy map was redeveloped to broaden the scope 
of health system performance dimensions covered, and a few initial indicators were 
excluded from the core set and replaced owing to reliability and validity issues. The 
second set of challenges relates to the need to provide concise and synthetic information 
to policy-makers about complex systems such as a health system. These efforts have 
been frustrated by a dearth of effective tools such as visually representative aids [31]. 
The work has also been limited by difficulties in summarizing overall performance 
into composite measures. Third, the strategy map was set through consultative 
techniques, which require different contributors to take on the interests of the health 
system. However, performance management in the Canadian context is typically 
implemented through a negotiated process whereby groups represent their own 
interests. This approach can lead to a gap between intended strategy and negotiated 
levels of performance. This challenge may be addressed by allowing LHINs and other 
partners to determine how best to maximize overall performance in a way that adjusts 
for local needs. Finally, the process of systematically linking performance information 
to the decision-making cycle of the MoHLTC has also proven to be challenging. 
Even if the links between strategy, performance measurement, and accountability 
have been clearly established, the link to the resource allocation process has to be 
further developed [32]. In addition, the performance improvement phase of the cycle 
has to be further strengthened through benchmarking and continuous performance 
improvement activities [4,33].
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Conclusion
A strategy-based approach offers an innovative way to make health system performance 
information measurement relevant to the policy environment: establishing the 
strategic context, selecting indicators to setting performance targets at the local health 
system level, and incorporating them into performance agreements. The Ontario 
experience suggests that the development and use of strategy-based scorecards can 
be useful to policy-makers if clear principles are respected: performance information 
has to be relevant, credible, and intuitive. However, the main challenge remains in 
systematically embedding performance information in the decision-making processes 
of health ministries, and implies a strong corporate discipline as well as investing in 
priority-setting capacities in order to allocate resources more strategically. Overall, 
aligning strategies, measurement, and local health system accountability proved 
feasible in Ontario and is, in our opinion, a promising approach to be taken up by 
other constituencies to improve health system performance.
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The importance of place of residence 

in patient satisfaction
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Abstract
Objectives. To determine the effect of patients’ place of residence on their evaluations 
of care, and to explore related policy implications.

Methods. We used a conditional regression analysis of stratum matched case-controls 
to examine whether place of residence of patients living in the Greater Toronto Area 
(GTA) or in Ontario outside of the GTA affects patient satisfaction with their experiences 
during hospitalization. We studied 106 acute care hospitals located in the province of 
Ontario, Canada and a total of 101,683 Ontario residents hospitalized as inpatients 
between 1 October 2002 and 30 June 2004. The main outcome measures for this 
study are patient satisfaction indicators publicly reported in Ontario and comprising 
patient perceptions of consideration, responsiveness, communication, and overall 
impressions, scored on a continuous scale from 1 to 100.

Results. Patients who lived outside Toronto were consistently more satisfied than 
patients who lived inside Toronto when both types of patients were hospitalized in 
Toronto (P< 0.0001). In contrast, patients who lived inside Toronto were usually and 
substantially more satisfied than patients who lived outside Toronto when they were 
hospitalized in facilities outside Toronto  (P< 0.02). These findings were consistent 
after adjustment for several patient-level predictor variables: age, sex, self-assessed 
health status, and number of hospital stays in the last 6 months.

Conclusions. Findings suggest that where patients live has a small but potentially 
important impact on how they rate their care. Residence may therefore be considered 
when designing public reporting systems and pay-for-performance programmes. 
Further attention to patient-level factors may be important to accurate and useful 
public reporting of patient satisfaction.
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Introduction
Patient satisfaction and patients’ evaluations of their care are an important and common 
component of public performance reporting and pay-for-performance programmes 
by Health Maintenance Organizations (HMOs) and other payers [1]. In line with a 
large volume of work on conceptual models for patient satisfaction [2], and to ensure 
that these comparisons are fair, reports of patients’ evaluations of care are typically 
risk-adjusted for patient-level factors over which providers have no control, such as 
patients’ age, sex, or severity of illness [3]. Although risk-adjustment can benefit from 
sophisticated statistical approaches such as hierarchical modeling [4], there may be 
a number of important factors that can affect patients’ evaluations of care that are not 
captured in common conceptual models [5].
 One potentially important factor is the location of the provider. In Ontario, 
report cards for emergency departments and acute care hospitals have consistently 
shown a lower level of patient satisfaction across Toronto (for this study, Toronto 
designates the Greater Toronto Area [GTA] which had a population of 5.5 million 
inhabitants in the 2006 census) hospitals compared with Ontario hospitals in other, 
smaller urban areas and in rural communities. This persistent finding has led chief 
executives at Toronto hospitals to argue for Toronto-specific risk-adjustments. The 
most recent hospital report cards have used hierarchical modeling to adjust for both 
patient-level characteristics (such as age and self-rated health) and the hospital 
corporation’s peer group [4,6]. However, it is difficult to determine whether there 
is a need to risk-adjust for the location of the hospital or for the place of residence 
of its patients [7,8]. This question is difficult to answer using regression methods. 
Further, any inquiry is complicated by issues common in large provinces and states: 
hospitals in Toronto tend to be larger than elsewhere in Ontario, they are more likely 
to be teaching hospitals, and they serve the most heterogeneous communities. These 
factors may affect patients’ perceptions of care without any need to rely on place-
specific arguments. At the same time, the patients resident in these communities 
may have different expectations of care because of a choice among hospitals, because 
they lack social connections to the workers in their local hospital that might exist 
in smaller communities, or because there is greater exposure to media reports on 
problems with care in hospitals, particularly if larger newspapers tend to focus on 
negative stories compared with smaller newspapers [9]. Other studies have suggested 
similar differentials in satisfaction in the USA, with rural patients reporting ‘better 
care’ than urban patients [10,11]. If patients’ place of residence does affect patients’ 
evaluations, then performance reports and pay-for-performance programmes may 
need to take place of residence into account.
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 This study aims to disentangle the effects of where patients live and where 
patients receive care on their evaluations of care to determine whether or not the lower 
scores seen in Toronto hospitals are more related to the care received or to patient 
characteristics. It uses conditional regression analysis of stratum matched case-
controls [12] to examine whether place of residence affects patient satisfaction with 
hospitalization. Specifically, the study focuses on differences in perceptions between 
patients who live in Toronto and patients who live elsewhere in Ontario when they are 
hospitalized either in Toronto hospitals or in hospitals outside of Toronto.

Methods
Data

We used 101,683 surveys (45.8% response rate) collected by the NRC Picker Group 
Canada as part of a hospital report card project from Ontario residents hospitalized 
as inpatients in 106 Ontario hospitals between 1 October 2002 and 30 June 2004. 
These surveys follow the Picker Institute’s Patient-Centered Care philosophy and ask 
questions about patients’ experiences with their hospital stay. These response rates 
are consistent with those seen in the USA and Europe for such broad surveys and 
with historical experience in Canada, but Table 1 shows that response rates do vary 
by category (peer group) of hospital. It should be noted that hospital categories (small, 
community, and teaching hospitals) are defined based on a number of different factors 
such as hospital size, acuity of cases treated, activities carried out, isolation, and 
geographic location [13]. Tables 2 and 3 show that there are a number of statistically 
significant differences between populations based on where they live and where they are 
hospitalized that could be sufficient to account for differences in reported evaluations 
of Toronto and non-Toronto hospitals. These differences are associated with differences 
in patient satisfaction scores and are adjusted for in our analyses. We also excluded 
responses from patients who were under 18, who were hospitalized at the two Ontario 
specialized stand-alone pediatric hospitals, and responses completed by someone 
other than the patient because of difficulty in applying risk-adjustment models to 
these groups. We scaled the responses to questions using a similar approach to that 
employed by the Picker Institute, Europe (lowest score = 0; highest score = 100) and 
calculated indicators of patient-centred care using the data from these surveys using 
indicators that broadly correspond to the collapsed sets of the dimensions originally 
developed by the Picker Institute and that are used for public reporting in Ontario. 
Details of the questions, derived indicators and adjustment methods are described 
elsewhere [4,6].
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Table 1. Response rates where hospitals are located and where patients live

Hospital location Small Community Teaching

In Toronto
Patient from Toronto
Patient from Outside Toronto 

N/A
N/A

43.8% (N=54228)
56.2% (N=2110)

43.9% (N=5422)
59.5% (N=555)

Outside Toronto
Patient from Toronto
Patient from Outside Toronto 

41.7% (N=36)
52.7% (N=11755)

51.1% (N=603)
51.6% (N=71640)

52.2% (N=224)
52.9% (N=28720)

Statistical analysis

This study employs a case-control study design matching cases (n) and controls (m) 
in order to compare: (i) the perceptions of care by people living in the Greater Toronto 
Area (designated as Toronto in this study for convenience) and receiving care in Toronto 
against those of people living in Ontario outside Toronto but receiving care in Toronto 
matched by hospital and (ii) the perceptions of care by people living in Toronto but 
receiving care outside Toronto against the satisfaction of people living outside Toronto 
and receiving care outside Toronto.

Table 2.  Characteristics of patients hospitalized in Toronto, depending on where 
they live

Variable
Residence concordant
with hospital location

Residence non-
concordant
with hospital location

General Health Status
Poor
Fair
Good
Very Good
Excellent

1061 (5.1%)
3812 (18.3%)
6866 (32.9%)
6176 (29.6%)
2942 (14.1%)

43 (3.9%)
176 (12.6%)
492 (35.3%)
485 (34.8%)
197 (14.1%)

P < 0.0001

Including this stay, how many 
times in the last six months have 
you been in a hospital overnight 
or longer?
Only this time
This time and one other time
This time and more than one 
other time

15689 (75.2%)
3443 (16.5%)

1746 (8.4%)

1027 (73.4%)
245 (17.5%)

127 (9.1%)
P = 0.34

Education Level
Public school
High school
College, trade, or technical school
Undergraduate degree
Graduate education

2186 (10.9%)
6567 (32.8%)
5503 (27.5%)
3488 (17.4%)
2306 (11.5%)

115 (8.6%)
515 (38.4%)
421 (31.4%)
169 (12.6%)
123 (9.2%)

P < 0.0001

Sex
Female
Male

13276 (61.1%)
8455 (38.9%)

789 (55.1%)
644 (44.9%)

P < 0.0001
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Age 57.85 (0.13)
(N=21731)

57.40 (0.44)
(N=1433)

P = 0.33

Length of stay 5.51 (0.05)
(N=21715)

4.66 (0.16)
(N=1433)

P < 0.0001

During the past month, how many 
days did illness or injury keep you 
in bed all or part of the day?

1.8 (0.02)
(N=20562)

1.5 (0.08)
(N=1379)

P < 0.0001

Table 3.  Characteristics of patients hospitalized outside of Toronto, based on where 
they live

Variable
Residence concordant
with hospital location

Residence non-
concordant
with hospital location

General Health Status
Poor
Fair
Good
Very Good
Excellent

22 (3.0%)
113 (15.3%)
227 (30.8%)
250 (33.9%)
126 (17.1%)

3276 (5.7%)
11683 (20.3%)
18347 (32.0%)
16157 (28.1%)
7966 (13.9%)

P < 0.0001

Including this stay, how many 
times in the last six months have 
you been in a hospital overnight 
or longer?
Only this time
This time and one other time
This time and more than one 
other time

547 (73.3%)
127 (17.0%)

72 (9.7%)

41083 (71.8%)
10192 (17.8%)

5987 (10.5%)
P = 0.62

Education Level
Public school
High school
College, trade, or technical school
Undergraduate degree
Graduate education

45 (6.3%)
243 (33.9%)
208 (29.1%)
140 (19.6%)
80 (11.2%)

9368 (17.1%)
20378 (37.2%)
15256 (27.9%)
5939 (10.9%)
3808 (7.0%)

P < 0.0001

Sex
Female
Male

471 (60.4%)
309 (39.6%)

37046 (61.9%)
22851 (38.25%)

P = 0.40

Age 54.1 (0.69)
(N=780)

58.2 (0.08)
(N=59912)

P < 0.0001

Length of stay 4.9 (0.27)
(N=755)

6.7 (0.88)
(N=58891)

P = 0.05

During the past month, how many 
days did illness or injury keep you 
in bed all or part of the day?

1.6 (0.11)
(N=732)

1.8 (0.01)
(N=56629)

P = 0.27

  

Table 2.  Characteristics of patients hospitalized in Toronto, depending on where 
they live (continued)

Variable
Residence concordant
with hospital location

Residence non-
concordant
with hospital location
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 In this study, cases n are patients residing in the GTA and controls m are 
patients residing in Ontario outside the GTA. The dummy variables are similarly 
matched to cases (patients residing in the GTA) and controls (patients residing in 
Ontario outside the GTA). In addition, all cases and controls are matched to their 
hospital of treatment via a strata statement. Analysis is carried out through a conditional 
logistic regression method (SAS 8.2, SAS, Cary, NC) [ 14– 16]. By using the hospital 
as the stratification or matching variable, we effectively set up a series of two-by-two 
tables that enabled us to compare patient scores by where the patient resided and 
where the patient sought care. This means that we are making comparisons only for 
patients inside and outside Toronto who were seen at the same hospital within the 
time period of the study. We compared the satisfaction scores across these different 
groups of patients using hazard ratios to approximate odds ratios and also calculated 
means and standard errors of average satisfaction scores for each of the indicators.
The structure of the model is presented in Table 4.

Table 4. Model structure

Design Case-Control using Conditional Logistic Regression

Strata (matching n:m) i.e. variable 
number of cases to controls

Hospital facility (acute care)

Model application 1. Patients hospitalized in GTA
2. Patients hospitalized outside GTA

Outcome (dependent variable) GTA patient versus non-GTA patient (dummy coded 0/1)

Patient characteristics  
(independent variables)

• Age (continuous)
• Sex
• Education (see table 2)
• Length of stay (days)
• General health status
• Bed days due to illness or injury in the past month
• Number of hospitalizations in the last 6 months 

Facility characteristics Peer group (table 1) (excluded from final analysis)

Effect of interest Patient satisfaction with hospital experience: (continuous)
• Responsiveness
• Dignity
• Communication
• Overall satisfaction

 The methods used have a number of advantages over typical unconditional 
models, which were particularly useful for this study. First, we could match any 
number of patients in the GTA to those outside the GTA: thus, all the data contributed 
to the analysis, unlike propensity scoring where we have a 1:1 or 1:n design. Second, 
the methods allowed for the development of exact estimates and testing of the fit of 
the models themselves. Finally, the same conditional likelihood applies whether the 
design is prospective or case-control [17].
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 In order to see if the results presented below were due to some small amount 
of border crossing by residents living close to one side or the other of the heavily 
populated edges of the GTA, we recalculated the results focusing on the historic 
centre of Toronto, a much smaller geographic and population area with fewer but, on 
average, larger hospitals. This did not have any substantial impact on the direction, 
significance, or sizes of the differences reported below. In order to see if the results 
were due to the type of hospital (e.g. patients hospitalized in Toronto were more likely 
to be hospitalized in large or teaching hospitals), we also recalculated the results by 
peer group (small, large community, or teaching) of hospitals. Although the type of 
facility or peer group has been found to correlate strongly with a variety of patient 
satisfaction measures [7], this did not have any substantial impact on the direction 
of the differences reported below, although some comparisons were impossible, i.e. 
there are no small hospitals in Toronto.

Results
Tables 1–3 show that there are substantial differences in response rates and in 
demographic characteristics between patients living inside and outside Toronto when 
they are hospitalized in Toronto and outside Toronto. Most importantly, patients tend 
to report being healthier when they are hospitalized away from home and tend to 
stay for shorter durations when hospitalized away from home. These differences are 
adjusted for in our analyses. However, this finding is consistent with the fact that 
most people are hospitalized close to home in Ontario and that most emergency care 
happens close to home [18].

Table 5.  Average patient evaluations of care in Toronto hospitals,  
based on where they live

Outcome Odds ratio P-value

Residence 
concordant with 
hospital location 
Mean (SE)

Residence non-
concordant with 
hospital location 
Mean (SE)

Responsiveness 
      (Unadjusted)
      (Adjusted)

1.018 (1.014,1.022)
1.015 (1.011,1.019)

< 0.0001
< 0.0001

77.93 (0.12)
(N=21075)

82.73 (0.42)
(N=1402)

Dignity 1.021 (1.017,1.025)
1.019 (1.015,1.023)

< 0.0001
< 0.0001

80.54 (0.12)
(N=21210)

85.51 (0.38)
(N=1413)

Communication 1.009 (1.006,1.012)
1.006 (1.003,1.009)

< 0.0001
< 0.0001

75.13 (0.17)
(N=19413)

79.67 (0.60)
(N=1305)

Overall Satisfaction 1.012 (1.009,1.015)
1.009 (1.006,1.013)

< 0.0001
< 0.0001

80.83 (0.14)
(N=21225)

85.29 (0.47)
(N=1411)
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Table 6.  Average patient evaluations of care in hospitals outside of Toronto, 
based on where they live

Outcome Odds ratio P-value

Residence 
concordant with 
hospital location 
Mean (SE)

Residence non-
concordant with 
hospital location 
Mean (SE)

Responsiveness 
      (Unadjusted)
      (Adjusted)

1.007 (1.002,1.012)
1.006 (1.001,1.012)

0.005
0.02

83.58 (0.55)
(N=747)

82.73 (0.06)
(N=57957)

Dignity 1.010 (1.005,10.16)
1.008 (1.002,1.014)

0.0003
0.008

86.47 (0.52)
(N=750)

84.89 (0.06)
(N=58950)

Communication 1.002 (0.998,1.006)
1.001 (0.997,1.005)

0.31
0.74

79.21 (0.81)
(N=680)

79.47 (0.09)
(N=54083)

Overall Satisfaction 1.008 (1.003,1.013)
1.007 (1.002,1.012)

0.0006
0.005

86.52 (0.62)
(N=752)

84.76 (0.07)
(N=58238)

 A comparison of Tables 5 and 6 shows that regardless of where patients 
lived, scores for patients’ perceptions of care tend to be lower for Toronto hospitals. 
This confirms past findings [4]. However, Tables 5 and 6 also show that perception 
scores were consistently higher for patients living outside Toronto and hospitalized 
in Toronto, than for patients living in and hospitalized in Toronto. All hospitals in 
Toronto received patients from outside the GTA (19/19). For each indicator, patients 
from outside Toronto scored significantly higher or better (P< 0.0001) than Toronto 
patients when hospitalized in the same Toronto hospitals, as reflected in risk ratios 
that were significant. Even after adjusting for age, sex, self-assessed health status, and 
number of times the patient was hospitalized in the last 6 months, scores for patients 
living outside Toronto were considerably higher, with P values< 0.0001 across all 
indicators. This means that patients from outside Toronto rated the care they received 
in Toronto hospitals more positively than patients residing in Toronto and receiving 
care in the same hospitals. In addition, it is worth noting that patients from outside 
Toronto had comparable results in their evaluation of care received when comparing 
for hospitals inside and outside Toronto.
 However, Table 6 shows that (with one exception) patients from Toronto 
consistently and significantly (P< 0.02) rated their care more positively when 
hospitalized outside Toronto, when compared with non-Toronto patients. The one 
exception is their ratings of communication. Patients from outside Toronto rated 
the communication indicator more positively but not significantly so compared with 
patients from Toronto when hospitalized outside Toronto (mean score of 79.47 vs. 
79.21, P = 0.75). This difference is much smaller than the nearly five times as 
large difference observed when comparing patients from inside and outside Toronto 
hospitalized in Toronto. However, it is important to note that the difference associated 
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with living inside and outside Toronto when hospitalized in Toronto was larger than the 
mean difference between the historically lower scoring Toronto hospitals and hospitals 
located elsewhere in the province. This means that although the difference attributable 
to place of residence is small, it is large enough to change the provincial rankings of 
hospital satisfaction if included in statistical risk-adjustment.

Discussion
This analysis suggests that where people reside can have some impact on their 
perceptions of care. In Ontario, when hospitalized in Toronto hospitals, patients 
residing in Toronto rate their care more poorly than patients residing outside of 
Toronto. Another finding of this study is that when hospitalized outside of Toronto, 
patients residing in Toronto largely rate their care better than patients residing outside 
of Toronto. Finally, we found that patients residing outside of Toronto rated the care 
they received consistently, whether they were hospitalized inside or outside Toronto. 
This was not the case for patients residing in Toronto. Taken together, these results 
suggest that patients’ place of residence has some impact on their satisfaction with 
care received. However, this is not sufficient to explain all of the observed differences 
in patients’ evaluations of care between Toronto and non-Toronto hospitals.
 There are many reasons why Toronto patients may rate Toronto hospitals 
more poorly than their peers from elsewhere in Ontario. First, these patients may have 
higher expectations of care because of a perception of choice. The large number of 
hospitals in Toronto may lead patients to think that there may be hospitals providing 
better care in their city. In effect, expectations may be higher for patients who perceive 
a choice leading to lower scores according to the expectation disconfirmation model 
of satisfaction [19,20]. In a previous report we noted that patients resident in Toronto 
and hospitalized in Toronto were less likely to report that they would return to the 
same hospital for care when compared with patients resident outside of Toronto and 
hospitalized outside of Toronto who reported the same overall levels of satisfaction [8]. 
Second, patients resident in Toronto may be less satisfied with their care experience 
because they expect to be less satisfied. A number of media reports and some 
scholarly work have pointed to profound limits on the capacity of Toronto hospitals 
with resulting overcrowding [21]. An alternative explanation for these variations 
would be that in many instances when patients receive care outside of their place of 
residence they are doing so in order to obtain services that are specialized and/or not 
readily available nearby; patients may be more inclined to report higher satisfaction 
under such circumstances.
 However, none of these potential explanations suggest why Toronto residents 
may be relatively happier with their care outside of Toronto. Toronto residents may 
receive less intense care or may be on holiday when receiving care outside of Toronto, 
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but it is hard to argue that people would be pleased or have different expectations in 
such a situation. Risk-adjustment for self-reported health status might have handled 
the first possibility. To investigate the second possibility, we examined whether the 
Christmas period had any effect on the results, to see whether or not patients viewed 
hospitalization over holidays more positively. There was no effect. Likewise day of the 
week in which a patient was hospitalized was statistically insignificant, suggesting that 
weekend hospitalizations during trips to cottages did not lead to better evaluations of 
care (data available on request).
 It is important to emphasize that even if the differences accounted for by 
place of hospitalization and residence may be small in absolute terms (all odds ratios 
reported are significant but close to 1.0), they are consistent and significant. Because 
patient satisfaction scores are so tightly clustered for many hospitals, they would 
be sufficient to change a ranking of hospitals by patient satisfaction scores. Thus, 
the results could have several important implications for using comparative reports 
on patients’ evaluations of their care. First, when using comparative scores to guide 
benchmarking and quality improvement exercises, hospitals should be careful to select 
hospitals that have similar environments. Not surprisingly, large urban hospitals may 
want to benchmark against other large urban hospitals and not against suburban 
hospitals. Second, comparative report cards that include patients’ evaluations of care 
may want to consider whether some risk-adjustment for place of residence using 
hierarchical models is necessary. An argument against risk-adjustment for place of 
residence would be that such risk-adjustment could be detrimental to efforts underway 
to improve patient satisfaction in hospitals with lower patient satisfaction rates. Third, 
the unadjusted use of comparative scores as part of pay-for-performance schemes 
may be problematic [22]. Although large urban hospitals are not likely to reject local 
residents because of concerns over their evaluations of care—a common concern 
over the impact of other types of pay-for-performance programmes [23]—large urban 
hospitals may perceive comparative analyses that do not adjust for patient place of 
residence to be unfair.
 These data also suggest that comparisons of patient satisfaction scores 
across jurisdictional boundaries should be approached carefully and that more 
focused comparisons between clinical groupings of patients hospitalized in similar 
settings may be more appropriate ways of generating cross jurisdictional comparisons 
of performance [24]. Alternatively, comparisons of adjusted scores across time within 
a jurisdiction may be a safer approach to comparative performance reporting of 
patient perceptions of care, that is comparing the amount of improvement, and one 
that is more compatible with improvement-oriented theoretical models like patient- 
centred care [25].
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 A number of limitations of this study should be pointed out. One limitation 
is the absence of risk-adjustment based on clinical judgment of severity of illness. 
We relied upon patient self-report of medical status. Even if precautions were taken 
to avoid bias as mentioned in the Methods section, in the future it would be helpful 
to link clinical records and patient satisfaction surveys in a way that is respectful of 
privacy policies and regulations but can also support more precise adjustments of 
satisfaction based on health status at admission to hospital. It should also be noted 
that the response rate among Toronto residents hospitalized in Toronto hospitals is 
lower than among patients living outside of Toronto. Like the difference in satisfaction 
scores, the overall difference in response rates is small but statistically significant. 
If the likelihood of responding was inversely related to satisfaction with care, this 
difference could account for the observed differences in scores between Toronto and 
non-Toronto hospitals. However, limited evidence suggests that non-respondents are 
actually less satisfied with care [26]. Notwithstanding this argument, response rates 
do deserve attention in further research.
 The fundamental point of this paper is that there is a complex set of factors that 
affect patient satisfaction and patients’ perceptions of care that may be independent 
of the technical quality of care provided in a hospital. These factors are important for 
risk-adjustment and accountability uses of the data but they are also important for 
understanding the best way to target improvement strategies centred on patient care. 
Depending on the nature of unmeasured risk factors, it may or may not be realistic 
or credible to hold clinicians or other providers fully accountable for performance 
differences [27] and policy-makers will need to weigh the competing arguments when 
deciding on the appropriate use of risk-adjusted data.
 Future research could examine the impact of patients’ place of residence on 
the effectiveness of different strategies designed to improve patient perceptions of care; 
or could consider a more in-depth exploration of how expectations and other patient 
factors differ based on the number of hospitals in a community, perceived competition 
among hospitals, and a priori perceptions of the quality of care in a hospital. Most 
importantly, the improvement in clinical data systems and new possibilities for linking 
clinical data with survey data will open new opportunities to re-examine the range of 
useful predictor variables in risk-adjustment models and enable fair and meaningful 
comparisons [24].
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Abstract
Objective. The World Health Organization (WHO) Regional Office for Europe launched 
in 2003 a project aiming to develop and disseminate a flexible and comprehensive 
tool for the assessment of hospital performance and referred to as the Performance 
Assessment Tool for quality improvement in Hospitals (PATH). This project aims to 
support hospitals in assessing their performance, questioning their own results, and 
translating them into actions for improvement, by providing hospitals with tools for 
performance assessment and by enabling collegial support and networking among 
participating hospitals.

Methods. PATH was developed through a series of four workshops gathering experts 
representing most valuable experiences on hospital performance assessment 
worldwide. An extensive review of the literature on hospital performance projects was 
carried out, more than 100 performance indicators were scrutinized, and a survey 
was carried out in 20 European countries.

Results. Six dimensions were identified for assessing hospital performance: clinical 
effectiveness, safety, patient-centredness, production efficiency, staff orientation, and 
responsive governance. The following outcomes were achieved: (i) definition of the 
concepts and identification of key dimensions of hospital performance; (ii) design 
of the architecture of PATH to enhance evidence-based management and quality 
improvement through performance assessment; (iii) selection of a core and of a tailored 
set of performance indicators with detailed operational definitions; (iv) identification of 
trade-offs between indicators; (v) elaboration of descriptive sheets for each indicator 
to support hospitals in interpreting their results; (vi) design of a balanced dashboard; 
and (vii) strategies for implementation of the PATH framework.

Conclusion. PATH is currently being pilot implemented in eight countries to refine its 
framework before further expansion.
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Introduction
The World Health Report 2000 [1] identified three overall goals of a health care system: 
achieving good health for the population, ensuring that health services are responsive 
to the public, and ensuring fair payment systems. Hospitals have a central role in 
achieving these goals [2]. Obviously, the organization, configuration, and delivery of 
health care services impact on the performance of the overall health system.
 More specifically, the restructuring of health care services among 
several European countries aims at increasing accountability, cost-effectiveness, 
sustainability, and quality improvement strategies and involves a growing interest in 
patient satisfaction. These reforms highlight a quest throughout Europe for achieving 
more efficient and effective hospital care, although maintaining hospital functioning 
at quality levels acceptable to those served. Such reforms would best be based on 
scientific evidence and better practice models to enhance hospitals’ performance.
 Emphasis should therefore be put on the development of systems monitoring 
the performance of health care providers, especially hospitals as they generally consume 
more than half of the overall health care budget in most European countries [3]. 
Within that, it is both desirable and urgent to monitor health care quality improvement 
[4]. Such systems are still poorly developed across Europe [5].
 It thus seemed important for the World Health Organization (WHO) Regional 
Office for Europe to gather evidence in the field of hospital performance and contribute 
to the development of new frameworks, to enhance greater accountability, and 
stimulate continuous quality improvement.
 The Regional Office launched in 2003 a new project for the benefit of its 
52 Member States, aiming to develop and disseminate a flexible and comprehensive 
framework for the assessment of hospital performance and referred to as the 
Performance Assessment Tool for quality improvement in Hospitals (PATH).
 This article describes the first stage of this project, namely the development 
of an overall framework for hospital performance assessment. Stages 2 (pilot 
implementation in eight countries) and 3 (expansion of PATH) will be carried out 
in 2004/2005. We present hereunder the methods and approach used to develop 
the tool, the results of the work performed, and the conclusion, which points out 
the main lessons drawn from the project and the next steps concerning PATH  
pilot implementation.

Purpose and orientations of the project
There are two principal uses of indicator systems: as a summative mechanism for 
external accountability and verification in assurance systems and as a formative 
mechanism for internal quality improvement [6].
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 The purpose of the PATH project is to support hospitals in assessing their 
performance, questioning their own results, and translating them into actions 
for improvement. It is achieved by providing hospitals with tools for performance 
assessment and by enabling support to and networking among participating hospitals. 
Performance assessment is conceived in this project as a quality management tool, 
that is a tool to be used by hospital managers for the evaluation and improvement 
of hospital services (formative and supportive perspectives as shown in Figure 1, 
cell A). In the short term, the PATH project aims only at national or subnational data 
comparisons. Nevertheless, experiences in quality improvement through performance 
assessment could be shared at international level among participating hospitals. In 
the midterm, data standardization could allow international comparisons.
 The WHO Regional Office for Europe supports 52 individual Member States 
in initiatives related to the development of hospital quality standards and accreditation 
processes (Figure 1, cell B: supportive of continuous quality improvement with external 
source of control) and in improvements in hospital accountability and performance 
management in the public sector through public reporting of performance indicators 
and quality-based purchasing (Figure 1, cell D: punitive or summative context with an 
external source of control). WHO is usually not involved itself in the internal evaluation 
of hospitals in Member States (Figure 1, cell C).

Figure 1. Taxonomy of quality assessment systems [7]

 The WHO literature on hospital performance assessment was reviewed [1,8–
11], and main policy orientations were identified and taken into consideration during 
the PATH framework development. WHO strategic orientations are encompassed 
into six interrelated dimensions: clinical effectiveness, safety, patient-centredness, 
responsive governance, staff orientation, and efficiency. It advocates a multi-dimensional 
approach of hospital performance: all dimensions are considered inter-dependant and 
are to be assessed simultaneously. This multi-dimensional approach forms the basis 
of the definition of hospital performance in the frame of the PATH project. In the PATH 
framework, satisfactory hospital performance is defined as the maintenance of a state 
of functioning that corresponds to societal, patient, and professional norms. High 
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hospital performance should be based on professional competencies in application 
of present knowledge, available technologies, and resources; efficiency in the use 
of resources; minimal risk to the patient; responsiveness to the patient; optimal 
contribution to health outcomes. Within the health care environment, high hospital 
performance should further address the responsiveness to community needs and 
demands, the integration of services in the overall delivery system, and commitment 
to health promotion. High hospital performance should be assessed in relation to the 
availability of hospitals’ services to all patients irrespective of physical, cultural, social, 
demographic, and economic barriers.
 Based on WHO orientations and on the identification of six dimensions of 
hospital performance, a review of literature was carried out. The dimensions of hospital 
performance were defined and the subdimensions identified. An indicator was defined 
as ‘a measurable element that provides information about a complex phenomenon 
(e.g. quality of care) which is not itself easily captured’ [12].

Methods and approach
The development of PATH is split into three stages (2003–2005):
•  analysis of different models and performance indicators currently in use 

worldwide and agreement on a comprehensive framework for assessing hospital 
performance (2003);

•  PATH pilot implementation in eight countries (Belgium, Denmark, France, 
Lithuania, Poland, Slovakia in Europe plus two voluntary countries outside Europe, 
Canada and South Africa) to assess the feasibility and usefulness of the strategy 
used to evaluate hospital performance (2004);

•  definition of guidelines to support countries in the implementation of the 
framework and creation of national and/or international benchmarking 
networks (2005).

 The development process of the PATH framework includes reviews of the 
literature, workshops with international experts, and a survey in 20 European countries. 
Thirty-one experts coming from fifteen different countries (western and central 
European countries, Australia, South Africa, and North America) and representing 
most valuable experiences on hospital performance worldwide met in four workshops. 
These experts built the framework based on evidence gathered in background articles 
and on their own experience.
 A conceptual model of performance was elaborated to identify dimensions 
and subdimensions of performance. Next, a list of 100 hospital performance indicators 
was identified through a review of the literature. Indicators were assessed against a 
series of criteria by the expert panel through a nominal group technique. Indicator 
selection was based on evidence gathered through the previous review of the literature 
and on the survey carried out in 20 countries.
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 This process was iterative in the sense that even though agreement on the 
conceptual model preceded and guided indicator selection, analysis of the evidence on 
various performance indicators led to refinements on the conceptual model. Furthermore, 
even though the main process of indicator selection was one of progressive elimination 
starting from a comprehensive set to a parsimonious one limited to a range of 20–25 
indicators, new indicators had to be sought and introduced throughout the process as 
new evidence was gathered.

The overall work was performed through five objectives, which were to:
1.  develop a comprehensive theoretical model sustaining WHO orientations in the 

field of hospital performance and identifying trade-offs between dimensions;
2.  establish a limited list of indicators (100) allowing a preliminary discussion in 

experts’ committee;
3.  build a comprehensive operational model, shaped on the conceptual model, with 

indicators assessing dimensions and subdimensions of performance previously 
agreed upon;

4. ascertain face, content, and construct validity of the set of indicators;
5.  support hospitals in collecting data and interpreting their own results to move 

from measurement to assessment to action for quality improvement.

Conceptual model (dimensions, subdimensions, how they relate to each other)

The conceptual model was built by considering and analysing: (i) WHO policies relevant 
to hospital performance; (ii) WHO literature related to health care systems performance 
and hospital performance; (iii) published conceptual models of performance; and (iv) 
published information on various international experiences in hospital performance 
assessment systems. During workshops, experts discussed this background material 
and defined dimensions of hospital performance underlying the PATH framework.
 The WHO strategic orientations are encompassed into the six interrelated 
dimensions of the PATH conceptual model, namely clinical effectiveness, safety, 
patient-centredness, responsive governance, staff orientation, and efficiency. Two 
transversal perspectives (safety and patient-centredness) cut across four dimensions of 
hospital performance (clinical effectiveness, efficiency, staff orientation, and responsive 
governance) (Figure 2). For instance, safety relates to clinical effectiveness (patient 
safety), staff orientation (staff safety), and responsive governance (environmental safety) 
when patient-centredness relates to responsive governance (perceived continuity), staff 
orientation (interpersonal aspect items in patient surveys), and clinical effectiveness 
(continuity of care within the organization).
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Figure 2. The PATH theoretical model for hospital performance

Dimensions and subdimensions of hospital performance are described in Table 1.

Table 1. Description of the dimensions and subdimensions of hospital performance

Dimension Definition Subdimensions

Clinical 
effectiveness

Clinical effectiveness is a performance dimension wherein 
a hospital, in line with the current state of knowledge, 
appropriately and competently delivers clinical care or 
services to, and achieves desired outcomes for all patients 
likely to benefit most. [13]

Conformity of processes 
of care

Outcomes of processes 
of care

Appropriateness of care

Efficiency Efficiency is a hospital’s optimal use of inputs to yield 
maximal outputs, given its available resources. [14,15]

Appropriateness of 
services

Input related to outputs 
of care

Use of available 
technology for best 
possible care

Staff 
orientation

Staff orientation is the degree to which hospital staff is 
appropriately qualified to deliver required patient care,  
have the opportunity for continued learning and training, 
work in positively enabling conditions, and are satisfied 
with their work. [13,16]

Practice environment

Perspectives and 
recognition of  
individual needs

Health promotion 
activities and  
safety initiatives

Behavioural responses 
and health status

Responsive 
governance

Responsive governance is the degree to which a hospital 
is responsive to community needs, ensures care continuity 
and coordination, promotes health, is innovative, and 
provides care to all citizens irrespective of racial,  
physical, cultural, social, demographic or economic 
characteristics. [13]

System / community 
integration

Public health orientation 
[17]
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Safety Safety is the dimension of performance wherein a hospital 
has the appropriate structure, and uses care delivery 
processes that measurably prevent or reduce harm or risk 
to patients, health care providers and the environment,  
and which also promote the notion. [13,14]

Patient safety

Staff safety

Environment safety

Patient-
centredness

Patient-centredness is a dimension of performance wherein 
a hospital places patients at the centre of care and service 
delivery by paying particular attention to patients’ and  
their families’ needs, expectations, autonomy, access to 
hospital support networks, communication, confidentiality, 
dignity, choice of provider, and desire for prompt,  
timely care. [14,15]

Client orientation

Respect for patients

Table 2.  Mapping the six dimensions of hospital performance into known 
organizational performance theories

Dimension Corresponding organizational performance theories

Clinical effectiveness Rationale of professionals

Patient-centredness Rationale of patient experience and patient satisfaction

Efficiency Internal resource model and resource acquisition model

Safety Fault-driven model

Staff orientation Human relations model

Responsive governance Strategic constituencies and social legitimacy models

Operational model (core set of indicators and how indicators relate to each other)

Criteria for indicator selection, as described in Table 3, were agreed on, through 
consensus among the experts. Specifically, four working groups were asked to score 
each individual indicator, using a nominal group technique, and to rank them on a 
scale from 1 to 10 according to importance, relevance and usefulness, reliability and 
validity, and burden of data collection. Criteria for indicator selection focused not only 
on the selection of individual indicators but also on the characteristics of the set of 
indicators as a whole.

Table 1.  Description of the dimensions and subdimensions of hospital performance 
(continued)

Dimension Definition Subdimensions
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Table 3. Criteria for indicator selection

Level Criteria Issue addressed by the criterion

Set of indicators Face validity

Content validity

Construct validity

Is the indicator set acceptable as such by its  
potential users?

Are all the dimensions covered properly?

How do indicators relate with each other?

Indicators Importance and relevance

Potential for use (and 
abuse) and sensitivity  
to implementation

Does the indicator reflect aspects of functioning that 
matter to users and are relevant in current health  
care context?

Are hospitals able to act upon this indicator if it  
reveals a problem?

Measurement 
tools

Reliability

Face validity

Content validity

Contextual validity

Construct validity

Burden of data collection

Is there demonstrated reliability (reproducibility)  
of data?

Is there a consensus among users and experts that this 
measure is related to the dimension (or subdimension) 
it is supposed to assess?

Does the measure relate to the subdimension of 
performance it is supposed to assess?

Is this indicator valid in different contexts?

Is this indicator related to other indicators measuring 
the same subdimension of hospital performance?

Are data available and easy to access?

Indicators are grouped into two baskets:
1.  a core basket gathering a limited number of indicators relevant, responsive, and 

valid in most contexts, relying on sound scientific evidence, for which data are 
available or easy to collect in most European countries;

2.  a tailored basket gathering indicators suggested only in specific contexts 
because of varying availability of data, varying applicability (e.g. teaching 
hospitals, rural hospitals), or varying contextual validity (cultural, financial, 
organizational settings).

The final sets of indicators were obtained through the following steps.
1.  Current national/regional performance assessment systems and their field 

applications were screened to establish a preliminary comprehensive list of 100 
potential indicators. Experts scrutinized the list and proposed some refinements 
(dropping and adding some indicators).

2.  Dimensions or subdimensions that were not properly covered were identified,  
and literature had to be further reviewed to identify indicators covering properly 
these areas.

3.  An extensive review of the literature was carried out, evidence was collected for 
each of 100 preselected indicators on the rationale for use, prevalence, validity 
and reliability, current scope of use, suggested and demonstrated relationship 
with other performance indicators, and on potential exogenous factors.
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 Available evidence on the validity of the various indicators varied greatly. For 
some dimensions and indicators, such as clinical effectiveness, indicator validity was 
well documented based on numerous research studies and empirical experiences. For 
others, such as responsive governance and staff orientation, little previous research or 
experiences could be drawn upon to support indicator selection. In those cases, expert 
judgement was relied upon.
 A survey was carried out in 20 countries in May 2003. It aimed to define the 
availability of indicators, their relevance in different national contexts, their potential 
impact on quality improvement, and the burden of data collection. Eleven responses 
were received from Albania, Belgium, Denmark, Estonia, Finland, France, Georgia, 
Germany, Ireland, Lithuania, and Slovakia. Surveys were filled in either by individuals 
or by large working groups. Respondents were asked to provide a global evaluation of 
the above four characteristics of a measurement system for a ‘representative’ hospital 
in their country.
 The empirical findings of the survey are considered crucial to reconcile 
theory with practice and to develop a strategy to monitor the applicability of the 
model to different health care systems because the literature used to develop the 
PATH framework and select the indicators focused mainly on Anglo-Saxon contexts. 
Consequently, the applicability of tools to other contexts is unknown. The survey 
constituted a preliminary input from relevant countries. Further input will be made 
possible through the pilot implementation phase.
 Based on evidence gathered through the review of the literature and the 
survey, experts selected indicators and classified them into the core or into the 
tailored basket.
 A final workshop was organized to amend indicator selection and guarantee 
content validity of the set of indicators as a whole. This meant that an indicator with 
a higher data collection burden or a lower degree of validity could still be included in 
the model because no indicator entirely satisfied all selection criteria.

Results
The PATH framework

The PATH framework includes:
•  A conceptual model of performance (dimensions, subdimensions, and how they 

relate to each other).
• Criteria for indicator selection.
•  Two sets of indictors (including rationale, operational definition, data collection 

issues, support for interpretation).
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•  An operational model of performance (how indicators relate to each other, to 
explanatory variables and quality improvement strategies relating to the indicator, 
potential reference points).

•  Strategies for feedback of results to hospitals, mainly through a  
balanced dashboard.

•  Educational material to support further scrutiny of indicators (e.g. surveys of 
practices) and dissemination of results within hospitals.

•  Strategies to foster benchmarking of results and practices between  
participating hospitals.

The PATH sets of indicators

An important distinction between ‘reflective’ and ‘formative’ indicators was drawn. 
Formative indicators (causative) lead to changes in the value of the latent variable, 
whereas reflective indicators (effect) are the results of changes in the latent variable. 
This distinction is essential for assessment of validity and for interpretation and use of 
indicators for action. It will support the interpretation of indicators and will guide action 
by indicating if the indicator should be acted upon directly for quality improvement 
purpose or if an underlying quality process should be acted upon resulting in an 
improvement of the indicator results. This distinction has strong implications when 
quality improvement initiatives are to be developed based on indicator results.
 The list of indicators included in the operational model was restricted to a 
final set of 24 core performance indicators and to a tailored set of 27 indicators. The 
core set has been designed to allow international benchmarking in the future—when 
data quality will be considered good enough. A summary of the operational definitions 
is presented in Table 4. The tailored set of performance indicators was selected by the 
experts’ panel based on scientific evidence and on the countries survey—as the core 
set of indicators—but does not present operational definitions on purpose. Hospitals 
and/or countries can use tailored indicators and include them in their dashboards, 
but these indicators have to be defined operationally by them, with WHO technical 
support. Tailored indicators are included to reflect hospital or national specific priorities 
and are not to be used for comparisons at international level.
 When selecting indicators, their potential use for quality improvement 
was considered central. According to the multi-dimensional and integrated model 
of performance (Figure 2), the main message to convey to the hospitals assessing 
their performance is that it is inappropriate to interpret indicators in isolation. The 
performance model developed in the frame of this project is a conceptualization of 
hospital functioning, which itself is a diverse and complex phenomenon, not easy to 
capture. Therefore, an isolated view of hospital performance is not only inappropriate 
but also dangerous and justifies the use of a balanced dashboard to assess  
hospital performance.
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Table 4. PATH core set of hospital performance indicators

Dimension / 
subdimension

Performance
indicator

Numerator Denominator

Clinical 
effectiveness 
and safety 

Appropriateness 
of care

Conformity  
of processes  
of care

Outcomes  
of care and 
safety processes

Caesarean
section delivery

Prophylactic
antibiotic use
for tracers: 
results of audit of
appropriateness

Mortality for
selected tracer
conditions
and procedures

Readmission for
selected tracer
conditions and
procedures

Admission after
day surgery for
selected tracer
procedures

Return to higher 
level of care (e.g. 
from acute to 
intensive care) 
for selected 
tracer conditions 
and procedures 
within 48 hours

Sentinel events

Total number of cases within the 
denominator with Caesarean section

Version 1: Total number of audited 
medical records with evidence of over-
use of antibiotics (too early and/or too 
long, too high dose, too broad spectrum) 
in comparison with hospitals guidelines 
Version 2: Total number of audited 
medical records with evidence of under-
use of antibiotics in comparison with 
hospitals guidelines

Total number of cases in denominator 
who died during their hospital stay

Total number of cases within the 
denominator who where admitted 
through the emergency department after 
discharge – within a fixed follow-up 
period – from the same hospital and 
with a readmission diagnosis relevant to 
the initial care.

Number of cases within the denominator 
who had an overnight admission 

Total number of patients in the 
denominator who are unexpectedly 
(once or several times) transferred to a 
higher level of care (intensive care or 
intermediary care) within 48 hours (or 
72 hours to account for week-end effect) 
of their discharge from a high level of 
care to an acute care ward

Binary variable A: Existence of a formal 
procedure to register sentinel events

Binary variable B: Existence of a formal 
procedure to act upon sentinel events + 
description of procedures 

Total number of deliveries

Total number of medical 
records audited for a 
specific tracer operative 
procedure

Total number of patients 
admitted for a specific 
tracer condition or 
procedure

Total number of patients 
admitted for a selected 
tracer condition

Total number of patients 
who have an operation/
procedure performed in 
the day procedure facility 
or having a discharge 
intention of one day

Total number of patients 
admitted to an intensive or 
intermediary care unit
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Efficiency

Appropriateness 
of services

Productivity

Use of capacity

Day surgery,
for selected 
tracer procedures

Length of stay
for selected
tracers

Inventory 
in stock, for 
pharma-
ceuticals

Intensity of 
surgical theatre
use

Total number of patients undergoing a 
tracer procedure who have it performed 
in the day procedure facility

Median length of stay in number of days 
of hospitalization. Day of admission and 
discharge count for 1 day.

Total value of inventory at the end of the 
year for pharmaceuticals

Number of patient hours under 
anaesthesia

Total expenditures for 
pharmaceuticals during the 
year/365

Number of theatres  
x 24 hours

Responsive 
governance and 
environmental 
safety

System 
integration and 
continuity

Public Health 
Orientation: 
Health 
promotion

Average score
on perceived
continuity items
in patient
surveys

Breastfeeding
at discharge

Indicator is calculated based on the 
questionnaire survey currently used in 
the hospital. It is not for international 
nor for national comparisons but for 
follow-up within the organization. If 
standard surveys are used in a country, 
national benchmarking is proposed.

Total number of mothers included in the 
denominator breastfeeding at discharge

Total number of deliveries 
fulfilling criteria for 
inclusion

Table 4. PATH core set of hospital performance indicators (continued)

Dimension / 
subdimension

Performance
indicator

Numerator Denominator
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Staff 
orientation 
and safety

Perspective 
and recognition 
of individual 
needs

Health 
promotion and 
safety initiatives

Behavioural 
responses

Staff safety

Training
expenditures 

Expenditures
on health 
promotion
activities 

Absenteeism:
short-term
absenteeism

Absenteeism:
long-term
absenteeism 

Percutaneous
injuries

Staff excessive
weekly
working time

Direct cost for all activities dedicated  
to staff training

Direct cost for all activities dedicated  
to staff health promotion (as per list)  
set up in 2003

Number of days of medically or non-
medically justified absence for 7 days or 
less in a row, excluding holidays, among 
nurses and nurse assistants

Number of days of medically or non-
medically justified absence for 30 days 
or more, excluding holidays, among 
nurses and nurse assistants

Number of cases of percutaneous 
injuries reported in the official database 
or occupational medicine registered in 
one year (includes needlestick injuries 
and sharp devices injuries)

For each week, number of full-time 
staff (nurses and nurse assistants) who 
worked more than 48 hours, summed 
up on all the weeks in the period under 
study

Average number of 
employees on payroll 
during the period 
(alternative: average 
number of full time 
employees)

Average number of 
employees on payroll 
during the period 
(alternative: average 
number of full time 
employees)

Total equivalent full 
time nurses and nurses 
assistants x number 
contractual days per year 
for a full-time staff (e.g. 
250)

Total equivalent full 
time nurses and nurses 
assistants x number 
contractual days per year 
for a full-time staff (e.g. 
250)

Average number of full-
time equivalent staff and 
non-salaried physicians

Total number of weeks 
available during the period 
under study (total number 
of days during the period 
– statuary holidays) x 
number full time employee

Table 4. PATH core set of hospital performance indicators (continued)

Dimension / 
subdimension

Performance
indicator

Numerator Denominator
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Patient-
centredness

Overall 
perception/
satisfaction

Interpersonal 
aspects

Client 
orientation: 
access

Client 
orientation: 
information and 
empowerment

Client 
orientation: 
continuity

Average score
on overall
perception/
satisfaction
items in patient
surveys

Average score on
interpersonal
aspects items
in patient surveys

Last minute
cancelled
surgery

Average score on
information and
empowerment
items in patient 
surveys

Average score 
on continuity
of care items in
patient surveys

Indicator is calculated based on the 
questionnaire survey currently used in 
the hospital. It is not for international 
nor for national comparisons but for 
follow-up within the organization. If 
standard surveys are used in a country, 
national benchmarking is proposed.

Indicator is calculated based on the 
questionnaire survey currently used 
in the hospital. An average score 
is computed for all items relating 
to interpersonal aspects. It is not 
for international nor for national 
comparisons but for follow-up within 
the organization. If standard surveys 
are used in a country, national 
benchmarking is proposed.

Total number of patients who had their 
surgery cancelled or postponed for more 
than 24 hours, during the period under 
study and who meet inclusion criteria

Indicator is calculated based on the 
questionnaire survey currently used 
in the hospital. An average score is 
computed for all items relating to 
patient information and empowerment. 
It is not for international nor for 
national comparisons but for follow-up 
within the organization. If standard 
surveys are used in a country, national 
benchmarking is proposed.

Indicator is calculated based on 
the questionnaire survey currently 
used in the hospital. An average 
score is computed for all items 
relating to continuity of care. It is 
not for international nor for national 
comparisons but for follow-up within 
the organization. If standard surveys 
are used in a country, national 
benchmarking is proposed.

Total number of patient 
admitted for surgery during 
the period under study and 
who meet inclusion criteria

Table 4. PATH core set of hospital performance indicators (continued)

Dimension / 
subdimension

Performance
indicator

Numerator Denominator
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The PATH balanced dashboard

The purpose of the balanced dashboard is to enable meaning and to guide 
decision-making and quality improvement. The reporting scheme relates results to 
external references as well as internal comparisons over time and gives guidance 
on interpretation. The physical structure of the balanced dashboard is organized in 
embedded levels. The detailed specifications of the dashboard are to be defined during 
the pilot implementation of the project, with the constant feedback of the field to make 
sure that this tool is really valuable and usable by hospitals. The design of reports 
must follow the interests and authority of the users and the structure of accountability 
and authority within the institution.

Conclusion
The PATH framework strongly emphasizes the internal use of indicators because 
‘neither the dynamics of selection nor the dynamics of improvement (through quality 
measurement) work reliably today… the barriers are not just in the lack of uniform, 
simple and reliable measurements, they also include a lack of capacity among the 
organizations and individuals acting on both pathways’ [20].
 PATH is a flexible and comprehensive framework, which should be relevant 
in different national contexts even if hospital performance is acknowledged to be 
a complex and multi-dimensional phenomenon. It essentially contains two sets of 
evidence-based indicators for use in European hospitals and suggests ways for its 
strategic use in hospital performance assessment [21].
 The value of PATH relies not only on the interest of individual hospitals to 
improve the way they assess their own performance, but it also pursues the goal 
of building on the dynamics of national and international comparisons through 
benchmarking networks, possibly at national (in the short term) and international 
level (in the medium term).
 The international dimension of the project is paramount and was perceived 
as a strong incentive for hospitals to participate in its pilot implementation. The 
international component does not limit itself to international comparisons (limited due 
to varying contexts even if there is growing evidence that generic hospital performance 
indicator rates might be comparable worldwide [22]) of results on indicators. By 
joining PATH, hospitals are part of an international network to share better practices 
for quality improvement. International networking will be fostered using different tools 
such as newsletters, list-server, or a web page.
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 In the next phase of the project, PATH will be pilot-tested in eight countries 
in Europe (Belgium, Denmark, France, Lithuania, Poland, Slovakia) and beyond 
(Canada, South Africa) from March 2004 to November 2005. The purpose of the 
pilot implementation is to evaluate the usefulness of the tool as a whole (especially its 
assessment strategies), the burden of data collection for participating hospitals, and 
its potential for adoption across Europe.
 Ultimately, PATH should support hospitals to move from measurement to 
interpretation to actions for quality improvement. Therefore, indicators are considered 
as flags requiring cautious interpretation in the light of local circumstances [6] in the 
frame of this project (‘performance indicators do not measure performance, people 
do’ [23]) and are intended primarily to give directions for action to hospital managers 
and hospital professionals at large. Furthermore, PATH will also contribute to the 
improvement of information systems and data quality and will reinforce the credibility 
of performance measurement systems and confidence of hospitals into the data they 
need to assess the way they perform—and promote their accountability [24,25].
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A qualitative evaluation of the 

implementation of the PATH project 
in eight European countries
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Abstract
Objectives. To evaluate the perceived impact and the enabling factors and barriers 
experienced by participating hospitals during the implementation of an international 
hospital performance measurement project focused on internal quality improvement.

Methods. Semi-structured interviews of all country coordinators and of a sample 
of coordinators in participating hospitals in an international hospital performance 
measurement project including 140 hospitals from eight European countries 
(Belgium, Estonia, France, Germany, Hungary, Poland, Slovakia, and Slovenia). An 
inductive analysis of the interview transcripts was carried out, using the grounded  
theory approach.

Results. 1) Even in the absence of public reporting, the project was perceived as 
having stimulated performance measurement and quality improvement initiatives in 
participating hospitals; and 2) attention should be paid to elements of leadership/
ownership, context, content (intrinsic features of the project), and processes supporting 
the implementation of international hospital performance measurement projects 
focused on internal quality improvement.

Conclusions. The generalizability of the findings is limited by the small sample size 
used for this research. Possible implications for the WHO Regional Office for Europe and 
for participating hospitals would be to assess the degree of preparedness of hospitals 
to participate in the PATH project, depending on context, process, and structural 
elements; and enhance the value of performance and practice benchmarking through 
suggested approaches. This research gathered rich and unique material related to 
an international performance measurement project involving 140 hospitals in eight 
different countries. It derived actionable findings from research methods used.
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Introduction
The literature on hospital performance measurement identifies four pathways to 
improvement: the change pathway (in which providers use comparative information 
to improve performance); the selection pathway (in which health system users use 
comparative information as consumers to change from poor to good performers); 
pay-for-performance (in which providers who achieve measured standards or targets 
receive financial rewards); and reputational damage (in which providers who perform 
poorly suffer damage to their public reputation from regular public reports) [1–7]. 
These four pathways are consistent with the literature on performance management 
in the public sector, which classifies performance improvement pathways depending 
on their source of control (internal or external) and on the nature of expected actions 
(supportive or punitive) [8,9].
 Systematic reviews of the literature have found little evidence that the 
selection and change pathways are effective [10–12], and limited evidence of the 
impact of pay-for-performance models [13–15]. However, there is consistent evidence 
from the US (at the regional level in controlled studies) [16,17] and from the UK (on 
a larger scale) [18–22] that, when implemented, the reputational damage pathway  
effected change.
 Overall, the literature on hospital performance measurement describes in 
what conditions public reporting of hospital performance information is sufficient to 
stimulate performance improvement; however it doesn’t address the question whether 
it is always necessary [23]. In contrast, the literature on health services research and 
on performance management points to the importance of linking content, context, 
and process to effect change [24]. A literature review comparing hospital performance 
measurement projects across the world identified eleven projects, six of which were 
accompanied by a public release of the results and five of which were not [25]. This 
study found that there was limited evidence so far about the comparative effectiveness 
of the various approaches. This raises the question of whether alternative pathways 
than public reporting of hospital performance can effect change and under what 
conditions these pathways are likely to succeed.
 One alternative pathway relates to projects developed primarily for internal 
quality improvement purposes with no public release of data [9]. The WHO Performance 
Assessment Tool for quality improvement in Hospitals (PATH) is an international 
hospital performance measurement project developed in 2003 and described in 
previous papers [25,26]. It aims to support hospital managers in assessing hospital 
performance, questioning performance results, and translating them into actions for 
improvement [9]. The project includes a multi-dimensional conceptual framework for 
hospital performance assessment based on most known theories of organizational 
performance; a core set of evidence-based performance indicators derived from an 
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extensive literature review covering the interrelated performance dimensions of clinical 
effectiveness, efficiency, staff orientation, responsive governance, safety, and patient 
centredness; tools for performance improvement such as a performance dashboard; 
and an international exchange and benchmarking platform for participating hospitals 
through a website (http://www.pathqualityproject.eu) and national and international 
workshops and conferences. The project was developed through extensive reviews of 
the literature on performance measurement and performance indicators, and through 
consensus building methods that involved experts and hospital managers from  
several countries.
 The project was piloted in 2004–2006 in six countries/regions in 37 hospitals 
and this pilot was evaluated and results published [27]. This evaluation focused on 
the overall experience of hospitals participating in the pilot and their assessment 
of individual indicators, and the importance of context, implementation processes, 
and perceived benefits and plans for future development at national/regional level. 
A second wave of data collection was undertaken in 2007–2008 in 140 hospitals 
from eight countries: Belgium, Estonia, France, Germany, Hungary, Poland, Slovakia, 
and Slovenia. The number of participating hospitals varied from one to forty hospitals 
by country. During this phase of the project, performance indicators were calculated 
and results fed back to participating hospitals in the form of a hospital performance 
dashboard and results for individual indicators. The results for the individual indicators 
were compared to the median, 75th percentile, maximum, and minimum results for 
the participating hospitals of the different countries. Results were then analysed by 
hospitals and quality improvement activities were initiated on the basis of the findings. 
Table 1 below presents the list of performance indicators collected and describes the 
sample for the second wave of data collection.
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Table 1.  List of WHO-PATH performance indicators collected by participating 
hospitals and description of the sample for the second wave of 
data collection

Indicator name
Number

of participating
countries

Number
of participating

hospitals

Number
of observations
in denominator

Caesarean section rate 8 155 Unknown (2)

Prophylactic antibiotic overuse 
and underuse

6 101 6292

In hospital mortality rate for 
selected conditions (1)

8 155 23455

Readmission rate for 
selected conditions (1)

6 108 8407

Day surgery rate for
specific procedures (1)

5 100 21325

Admission after day surgery for 
selected procedures (1)

5 100 13281

Unplanned readmission to intensive 
care unit within 48 hours of discharge

6 105 20685

Median length of stay for 
specific conditions (1)

7 154 20166

Needle injuries 8 154 59648

Staff smoking 6 105 35680

Exclusive breastfeeding at discharge 6 105 6686

Score on Care Transition Measure 
(CTM3) (discharge preparation)

5 55 15995

(1)  Detailed definitions of the performance indicators are available at: http://www.pathqualityproject.eu/
upLoad/file/path_indicator_descriptions.pdf (accessed November 11, 2011)

(2) Several hospitals provided a rate without including details on number of deliveries

 In order to better understand the conditions under which the internal quality 
improvement pathway described above can succeed, it seemed appropriate to 
evaluate the perceived impact of the project on performance measurement and quality 
improvement activities of participating hospitals; and to identify the enabling factors 
and barriers (including contextual factors) experienced during implementation.

Methods
Qualitative evaluation methods were used in order to address the two research 
questions, because they seemed to be the most appropriate approach to gather rich 
analytical material about the users’ experiences with the project. The group of experts 
providing scientific guidance to the WHO Regional Office for Europe on the project 
developed an evaluation methodology and a questionnaire for telephone interviews 
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of participants. Data were gathered through semi-structured interviews of all country 
coordinators (eight) and of a sample of coordinators of participating hospitals (two per 
country, sixteen in total). In order to enrich the analysis, each country coordinator was 
asked to propose two hospitals to be interviewed: one which they would perceive as 
having had a positive experience with the project; and another one which they would 
perceive as having had a less positive or negative experience with the project.
 Between May and July 2009, one researcher (MS) carried out 20 interviews 
(eight country coordinators and twelve hospitals) out of the 24 planned. Interviews 
lasted 45 minutes on average. A research assistant transcribed the interviews based 
on the audio recordings, and the interviewer verified the transcriptions for accuracy. 
On the basis of the transcriptions, a preliminary round of analysis of 10 sample 
interviews was conducted with the objective to develop a framework for analysis of 
the data. This phase was completed by the interviewer/researcher (MS) along with 
two of the other authors of this article (JV and ALG), who were also involved in 
the execution of the project. The findings were grouped by broad themes (context, 
information systems, PATH model, PATH implementation, other issues) and sub-
themes, and cross-tabulated with four perspectives (expectations, perceived impact, 
enabling factors, barriers to implementation) relevant to our research questions. All 
results were introduced in a matrix, in the form of an electronic spreadsheet and 
regrouped by countries, hospitals, and country coordinators. The aim of this approach 
was to facilitate during the analysis the comparison of the perspectives of interviewees 
at different levels. An inductive analysis of the research questions was then carried 
out using the grounded theory approach. Full audio recordings of interviews were 
available for double-checking the transcriptions when necessary. Finally, the three 
parties reconciled the results through consensus meetings and the authors of this 
paper synthesized the findings. A final draft of the paper was shared with all interview 
participants to ensure the accuracy of the interpretation, and their comments were 
incorporated in the final results.

Results
Overall, 20 of the interviewees out of 24 (83%) included in the sample responded 
to the interview: 100% of country coordinators and 75% of hospital coordinators. It 
should be noted that in the case of Slovenia, only one hospital could be interviewed 
since it was the only hospital participating in this phase of the project.

Reported impact on information management and performance measurement in 
participating hospitals

In the interviews, 16 interviewees out of 20 mentioned that PATH had stimulated 
performance measurement activities in hospitals, and all (seven country coordinators 



113

A qualitative evaluation of the implementation
of the PATH project in eight European countries

and nine hospital coordinators) provided examples of on-going, new performance 
measurement activities. Furthermore, 15 interviewees out of 20 (seven country 
coordinators and eight hospitals) mentioned that PATH had stimulated improvements 
in information systems in participating hospitals, and all provided examples. The 
same interviewees mentioned that they had seen improvements in data quality and 
information systems for a range of performance indicators.
 Most of the data required for collection were available for participating 
hospitals. However, for some indicators the extraction of the data from the existing 
sources proved burdensome. For instance, indicators covering the staff orientation 
dimension were mentioned as challenging to collect: “we discovered that the level of 
computerization of our human resources departments was very bad so some hospitals 
had to take pencils to calculate them manually”.
 For the data already collected, issues with data quality were revealed—for 
example, the under-reporting of adverse events: “[the reporting of needle injuries] was 
done also before the PATH project but we found during the data collection that some 
reporting systems in smaller hospitals were not valid. So they were under-reporting.”
 In general, indicators collected from administrative databases were easier to 
retrieve for participating hospitals. In some instances, there were discrepancies between 
the indicators computed at hospital and at national levels and as a consequence a 
dialogue on the reasons for those discrepancies was initiated. This is an illustration of 
the opportunities for capacity building for data management within hospitals.
 Instances where data were not available required either ad hoc data collection 
on a time-limited basis or adaptation of the routine data collection systems. A number 
of hospitals made changes to their information management systems to enable the 
routine collection of these data: “for operating room occupancy, we organized a case-
management system through which data were collected concerning the time when the 
patient came, the operation begun, the operation ended, and the patient went out. 
This was induced by the PATH project because we didn’t have any data about it. It 
has been continued.”

Reported impact on quality improvement initiatives in participating hospitals

The majority of respondents (14 respondents out of 20, including 11 hospitals out 
of 16) mentioned that hospitals had planned to or had already implemented quality 
improvement initiatives related to specific performance findings. Most hospitals 
provided examples. In Slovenia, a hospital coordinator mentioned that “approximately 
half of the indicators provoked questions that were discussed and worked on to 
understand what was going on”. In Poland, the country coordinator and hospital 
coordinators worked with the Polish Hygiene Association to reconcile different clinical 
practice guidelines: “we had to set up an initiative with the Polish Hygiene Association 
to develop guidelines on prophylactic antibiotic use. We had a meeting with them. 
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A professor provided the guidelines. Almost every hospital had its own individual 
guidelines but they were not coherent.”
 Another example related to a complete process redesign on operating room 
use: one of the hospital coordinators interviewed in Estonia mentioned that the 
indicator “gave much more information about where there was the biggest waste of 
time” and that “they have improved the usage of the operating room because of that 
indicator (…) it changed the logistics and the system of organization and planning”. 
One country (Estonia) also mentioned that the performance findings had been 
instrumental in defining hospital training needs so that capacities could be developed 
to address performance shortcomings.
 All countries (except one) cited prophylactic antibiotic use as one of the 
indicators for which most quality improvement activities had been initiated. Another 
indicator often quoted was operating theatre use. Table 2 below provides an overview 
of indicators quoted by interviewees as having had a substantial impact.

Table 2.  Indicators mentioned by interviewees as having had a substantial impact 
on quality improvement, by country

Performance 
indicator

Belgium Estonia France Hungary Germany Poland Slovakia Slovenia

Caesarean  
section rate

X X

Prophylactic 
antibiotic overuse 
and underuse

X X X X X X X

In hospital 
mortality rate 
for selected 
conditions

X X X

Readmission 
rate for selected 
conditions

X X

Admission after 
day surgery 
for selected 
procedures

X

Unplanned 
readmission to 
intensive care unit 
within 48 hours 
of discharge

X

Median length of 
stay for specific 
conditions

X X

Day surgery 
rate for specific 
procedures

X
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Performance 
indicator

Belgium Estonia France Hungary Germany Poland Slovakia Slovenia

Operating theatre 
use

X X X X X

Needle stick 
injuries

X X X X

Staff smoking 
prevalence

X

Exclusive 
breastfeeding rate 
at discharge

X

Patient 
satisfaction 
survey results

X X X

 

 Several respondents mentioned that as a result of their participation in PATH, 
they had initiated benchmarking activities with other comparable hospitals in order 
to stimulate quality improvement. Two countries mentioned that they had set up 
national (Estonia) or sub-national (France) networks focusing on quality improvement 
and performance benchmarking.
 A respondent mentioned the benefit that came out of these benchmarking 
meetings: “it helped us create the network with other Estonian hospitals so that 
for most of those involved in data collection we now have monthly meetings where 
we discuss both PATH and other quality issues. That was really helpful, because 
this network did not exist before. And all participants feel that this is something 
very important.”
 Finally, a number of hospitals also mentioned that PATH had helped them 
meet quality and performance requirements by funders (Belgium, France, Slovakia, 
Slovenia). For example, “In Belgium, the PATH project helped prepare the hospitals to 
the conditions of the quality and patient safety contract”.
 Overall, every organization reporting a positive change in information 
management or performance measurement also reported having initiated quality 
improvements activities as a result of their participation in the project.

Enabling factors and barriers to implementation

Despite diverse health care systems, information systems development stages, and 
regulatory contexts across the eight countries, a number of common enabling factors 
emerged from the analysis of the interviews and related to elements of leadership, 
context, process and structure, and content. 
 The existence of appropriate structures and processes at national level to 
support the implementation of the project (for example, national steering committees 
in Belgium, Estonia, and Slovakia; or benchmarking networks in Estonia or France) 
was mentioned by several respondents. 



116

Chapter 7

 Content related enabling factors related to the intrinsic features of the project: 
thirteen respondents out of twenty mentioned it, including all country coordinators. 
More specifically, respondents cited the multi-dimensional model of performance 
(cited by Belgium, Estonia, France, Germany, Slovakia, and Slovenia); the possibility 
for hospitals to participate in an international project; and the fact that the project 
included standardized, evidence-based indicators supported by relevant material 
(Estonia, Hungary, Poland, Slovenia, Slovakia). One country coordinator mentioned 
for example, “we took part in the project in order to offer hospitals the possibility to 
measure a set of multi-dimensional indicators”.
 Several contextual enabling factors were identified: prior involvement of 
participating hospitals in quality management activities (Estonia, Poland, Slovakia); 
an adequate positioning of the project in the national environment (ten respondents 
mentioned it); the absence of prior similar projects of national scale (Belgium, 
Estonia); the possibility to link the project to an accountability agenda with payers 
(Belgium, France, Slovakia, Slovenia), to an accreditation agenda (France, Poland), 
or to a broader quality improvement agenda (France, Slovakia, Slovenia); and the 
importance of ensuring institutional support from a range of different stakeholders. 
 Finally, 13 respondents out of 20 mentioned the leadership and support 
provided by hospital managers and hospital coordinators; and the ownership of the 
project by hospital staff.
 Conversely, respondents mentioned several barriers to implementation. The 
most frequently cited was the burden of data collection for several performance 
indicators (ten respondents out of twenty, mostly hospitals). In Slovakia, for example, 
a hospital coordinator mentioned, “our information system is not optimal and a lot of 
the data had to be collected from medical records which was a lot of work for us”. 
Another barrier mentioned was the lack of performance management and measurement 
capacity and culture in hospitals, particularly in smaller hospitals (nine out of twenty). 
In addition, the absence of data or poor data quality for specific hospitals and the 
lack of timeliness of the feedback reports received from the WHO Regional Office for 
Europe were mentioned by eight respondents out of twenty. Finally, six respondents 
mentioned as a barrier the lack of coordination with other quality improvement projects 
at national level.

Discussion
A large majority of the respondents mentioned the following results of participation in 
the project: stimulation of performance measurement activities and improvements in 
data quality and information systems; implementation of several quality improvement 
initiatives of local or national scale; and enhanced capacities for analysis, performance 
measurement, and benchmarking. A number of common enabling factors were reported: 
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the leadership and ownership of hospital managers, coordinators, and hospital staff; 
positioning the project in a supportive environment at national and local levels; the 
intrinsic features of the project such as a solid evidence base, a multi-dimensional 
model of performance, and the possibility of international performance and practice 
benchmarking; and appropriate processes and structures in place at national level. 
Conversely, barriers to implementation mentioned related to the absence of data, 
poor data quality, and burden of data collection; the lack of coordination with other 
quality improvement projects at national level; a limited capacity for and culture of 
performance measurement and management; and the lack of timeliness of feedback 
reports provided by the WHO Regional Office for Europe.
 The use of a purposive review of the literature on hospital performance 
measurement, on its impact, and on performance management, coupled with 
qualitative evaluation methods allowed gathering a wealth of information on users’ 
experience with the project. Methodological precautions were taken to ensure that the 
research would be as systematic as possible. Still, the interview sample was small 
and made of hospitals participating voluntarily in the PATH project, which limits the 
generalizability of the findings. In addition, it could be argued that these hospitals were 
likely the most advanced in the field of performance measurement in their respective 
countries. Finally, the social response bias may have distorted answers since the 
interviews focused mainly on the perceptions of respondents. The findings should 
therefore be interpreted with caution.
 Still, these findings support the value of the internal quality improvement 
pathway when the conditions for success mentioned above are met and noted 
barriers are reduced. This is consistent with the literature on quality improvement, 
performance management, and health services research pointing to the importance of 
linking content, context, and process to effect change [24].
 The contributions of the study to theory relate mainly to re-enforcing the 
importance of leadership, contextual, and process elements in the implementation of 
hospital performance measurement projects. The importance of enabling contextual 
factors can be illustrated by two different country examples. In the case of Slovenia, 
the project was implemented through close collaboration between health system 
stakeholders (Ministry of Health, National Health Insurance Fund, hospitals, and 
other stakeholders) and influenced the development of a standardized set of quality 
indicators, which were implemented at a national scale in 2011. In Germany, the 
project was mainly implemented at a central level through extraction of data from 
administrative databases and with limited involvement of hospital professionals, 
in a context of redundancy with other performance measurement initiatives. As a 
consequence, respondents perceived that the impact of the project on participating 
hospitals had been very limited.
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 This study also provides insight for practice. Three main paradoxes were 
identified through this research. The first paradox is that even if the burden of data 
collection and data quality issues were seen as important barriers to implementation, 
the two indicators perceived as the ones with the most impact were also the ones with 
the highest burden of data collection and operational definition issues (prophylactic 
antibiotic use and operating theatre use). This suggests that the burden of data collection 
for specific performance indicators and the cost of investing in new data collection 
processes should be balanced with their potential for performance improvement. A 
practical implication would be for projects of this nature to replace a criterion such 
as burden of data collection by a cost-effectiveness criterion comparing the burden 
of data collection and the potential impact of the indicator on quality improvement 
activities. A second paradox relates to the international nature of the project, which 
was a strong incentive for hospitals to participate. If international comparisons were 
not possible due to a lack of standardization of the data, the possibility for hospitals 
to confront their own experiences with performance improvement in an international 
setting was seen as one of the most interesting features of the project by participating 
hospitals. This finding is consistent with other research findings on international 
benchmarking in hospitals showing that in the context of limited possibilities for 
performance benchmarking, the exchange of professional experiences and practice 
benchmarking can be seen as a valuable approach by health care professionals [28]. 
Finally, the third paradox relates to the fact that respondents mentioned several times 
the multi-dimensional performance framework as one of the project enablers when 
performance improvement initiatives mentioned related exclusively to individual 
indicators and not to a multi-dimensional approach to performance measurement 
and management. This suggests that in order to support performance management, 
additional instruments should be developed to help managers understand possible 
trade-offs between performance indicators, and between performance dimensions.
 This study suggests overall that if public reporting of hospital performance 
data associated with positive or negative consequences may be sufficient for 
performance improvement, it may not always be necessary. In addition, the conditions 
under which projects such as the PATH project should be designed, developed, and 
implemented should be carefully considered depending on process, contextual, and 
structural elements. These are important lessons to be taken into consideration for the 
development of similar projects in the future and for enhancing this specific project  
in particular.
 These findings identified possible implications for the WHO Regional Office 
for Europe, primarily to develop methods for countries to assess their degree of 
preparedness to participate in the PATH project including minimum level of quality of 
information systems, sufficient culture of evaluation, and appropriate policy support. 
In addition, additional support instruments could be developed to provide guidance to 



119

A qualitative evaluation of the implementation
of the PATH project in eight European countries

participating countries on how to assess their national context before implementation 
of such a project and how best to position it; to define what minimum support 
processes should be in place at hospital and national levels and how to structure 
it; and to better understand how to maximize the value of international networks. In 
addition, hospitals should consider if the contextual, process, and structural conditions 
are met to successfully implement such projects. Finally, the value of benchmarking 
networks at local, national, or international levels could be enhanced by developing 
practice benchmarking opportunities that would take into consideration the context of 
implementation of performance improvement activities.
 Finally, this study raises promising areas for future research, such as: analysing 
the comparative cost-effectiveness of hospital performance measurement projects; 
assessing the implementation and effectiveness of managerial tools and processes 
supporting performance improvement; and evaluating the impact of performance 
improvement systems on outcomes of care over time [29].
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This thesis explored the theory and practice of performance management in health 
systems and services. More specifically, it examined through a series of studies the 
development and use of performance management at international, national, and 
hospital levels. The following six research questions were examined:

•  What is the scope of the health system stewardship function of national health 
ministries in the WHO European Region, and how can the consistency and the 
completeness of health system stewardship be evaluated?

•  How can international health system performance comparisons be used for 
performance management purposes, and how can methodological issues and 
challenges related to international comparisons be addressed?

•  How can health system performance management approaches be developed and 
used by health ministries to improve health system performance?

•  What is the importance of considering risk-adjustment for place of residence when 
using patient satisfaction rankings for accountability and performance  
management purposes?

•  What performance management model can be developed to support evidence-
based decision-making and quality improvement in hospitals of the World Health 
Organization (WHO) European Region?

•  What has been the perceived impact of the implementation of this hospital 
performance management model in eight European countries, and what have been 
the perceived enabling factors and barriers experienced by participating hospitals?

 In this final chapter, the main findings of the research papers are recapitulated. 
Later, we discuss methodological considerations pertinent to this thesis. In another 
section, the findings are subsequently interpreted, placed in a broader context of the 
knowledge field of performance management, and policy implications are discussed. 
Finally, we conclude by discussing the implications of the findings for research 
and propose a possible research agenda related to health system performance 
management.

Main findings
Objective 1: Examine the scope of the health system stewardship function of 
national health ministries in the WHO European Region and methods to evaluate 
the completeness and consistency of stewardship implementation.
 From chapter 2, the review of the literature identified six discrete functions of 
national health ministries in their stewardship role: to define the vision for health and 
strategies and policies to achieve better health; to exert influence across all sectors 
and advocate for better health; to ensure good governance supporting the achievement 
of health system goals; to ensure the alignment of system design with health system 
goals; to make use of legal, regulatory, and policy instruments to steer health system 



125

General discussion

performance; and to compile, disseminate, and apply appropriate health information 
and research evidence. Further, we found that although these six generic functions 
of health system stewardship are all important, the extent of use of these functions 
depends on both national context and goals pursued by health ministries. Based on 
this analysis, an operational framework was derived from the analysis, as well as 
possible strategies to evaluate the completeness and consistency of the stewardship 
of health ministries.
 Objective 2: Examine how international health system performance 
comparisons can be used for performance management purposes, including how 
methodological issues and challenges in carrying out international performance 
comparisons can be addressed.
 In chapter 3, we found through a literature review that accountability and 
strategy development are currently the major reasons underlying the increased interest 
in health system performance comparisons. However, mutual learning is gaining 
further interest with the increasing scientific robustness of knowledge created through 
health systems research. We also found that the scope of international health system 
performance comparisons varies by country, type of established health information 
system, and availability of resources. A review of the scope of international health 
system performance comparisons allowed identifying different types of initiatives: 
entire health system comparisons; multilateral comparisons; bilateral comparisons; 
and disease-specific comparisons.
 Further, we examined the lessons learned from the OECD experience in 
addressing operational and methodological issues related to conducting international 
health system performance comparisons. We found that six key issues need to be 
considered when establishing and monitoring cross-country performance indicators: 
specifying indicators using internationally standardized definitions; controlling for 
differences in population structures across countries; adjusting for differences in the 
ability of information systems to track individual patients; controlling variability of data 
sources; identifying nationally representative data; and determining the retrospective 
completeness of the time series.
 Finally, we found that international health system performance comparisons 
are increasingly integrated into health system performance management approaches 
and illustrated this trend with examples from Europe and North America. An important 
conclusion was that well-designed benchmarking systems had the potential to guide 
policy development and be used for performance improvement purposes. Desirable 
characteristics for such benchmarking systems were identified: a focus on strategy and 
outcomes; adaptability and flexibility; data standardization; policy focus rather than 
research focus; efforts to translate performance information into simple and actionable 
instruments built for policy-makers; and sensitivity to political and contextual issues.
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 Objective 3: Examine how health ministries can develop and use strategy-
based health system performance measurement approaches in order to better 
manage health system performance.
 In chapter 4, we evaluated the experience of the Ontario Ministry of Health 
and Long-Term Care (Canada) in implementing a strategy-based approach to health 
system performance management, through multiple methodological steps. This was 
done in the context of health system stewardship enhancement. We found that even 
in the context of an emergent rather than explicit strategy for the health system, 
such an approach offers an innovative way to manage health system performance 
by: establishing the strategic context; measuring performance through a system level 
scorecard aligned with strategic objectives; and cascading system level performance 
indicators and targets into accountability agreements with regional health authorities 
and health care providers. Furthermore, we found that linking systematically strategy, 
performance measurement, resource allocation, and accountability through a common 
health system performance management framework enabled systematic discussions 
of performance expectations and improvement between the health system steward 
and its agents.
 Objective 4: Study the importance of risk-adjusting for place of residence 
when using patient satisfaction rankings for accountability and performance 
management purposes.
 In Chapter 5, we found that for patients treated in Toronto, those who lived 
outside of Toronto consistently reported higher satisfaction than those who lived inside 
Toronto (P<0.0001), and that for patients treated outside Toronto, those who lived 
inside Toronto usually reported higher satisfaction than those who lived outside Toronto 
(P<0.02). The findings are consistent after controlling for hospital type and adjusting 
for age, sex, self-assessed health status, and the number of times the patient was 
hospitalized in the last six months. These findings suggest that where patients live has 
a small but potentially important impact on how they rate their care. The paper also 
discussed the advantages and drawbacks of risk-adjusting or not from a stewardship 
perspective and concluded that the decision to risk-adjust requires an appreciation 
of the goals pursued (for example, accountability or continuous quality improvement 
purposes) and of the local context.
 Objective 5: Examine how to develop an international hospital performance 
measurement model focused on enhancing evidence-based performance 
management and quality improvement.
 In chapter 6, we found that an international hospital performance measurement 
model stimulating quality improvement and evidence-based management would 
incorporate six interrelated dimensions of performance: clinical effectiveness, safety, 
patient-centredness, efficiency, staff orientation, and responsive governance. We also 
found that in order to support performance management and improvement in the frame 
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of an international performance measurement project, a number of instruments and 
interpretation strategies were important: a conceptual framework; criteria for indicator 
selection; a core set of indicators complemented by a tailored set to reflect local or 
national context; an operational model of performance; strategies for communicating 
feedbacks of results to hospitals; education material to support further scrutiny of 
indicator results; and strategies to foster benchmarking of results and practices 
between participating hospitals.
 Objective 6: Evaluate the perceived impact of the implementation of the PATH 
model and the enabling factors and barriers experienced during implementation.
 In chapter 7, we evaluated the implementation of the WHO PATH project 
in eight countries and 140 hospitals through qualitative methods and found that 
even in the absence of public reporting, the PATH project was perceived as having 
stimulated performance measurement and quality improvement initiatives in 
participating hospitals. Furthermore, we studied enabling factors and barriers to 
implementation, which were identified as: the leadership and ownership of hospital 
managers, coordinators, and hospital staff; positioning the project in a supportive 
environment at national and local levels; the intrinsic features of the project such as a 
solid evidence base, a multi-dimensional model of performance, and the possibility of 
international performance and practice benchmarking; and appropriate processes and 
structures in place at national level. Conversely, barriers to implementation mentioned 
related to the absence of data, poor data quality, and burden of data collection; 
the lack of coordination with other quality improvement projects at national level; 
a limited capacity for and culture of performance measurement and management; 
and the lack of timeliness of feedback reports provided by the WHO Regional Office 
for Europe. We concluded that in addition to the intrinsic features of the project, 
the leadership, contextual, and process related conditions under which international 
hospital performance measurement and management projects should be designed, 
developed, and implemented should be carefully considered.

Methodological considerations
The methodological limitations specific to each research objective have already been 
presented in the separate chapters of this thesis. In this section, we will discuss the 
validity and generalizability of the overall findings as well as the general strengths and 
weaknesses of the different research methods used. Validity can be defined as the 
best available approximation to the truth or falsity of a given inference, proposition, 
or conclusion [1]. Generalizability refers to the ability to generalize the results of a 
specific study to other settings [2].
 This thesis relied on a multi-disciplinary approach including exploratory and 
participatory methods, as well as evaluative methods. We reviewed the scientific 
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literature related to performance management, stewardship, health systems reforms, 
and complexity theory; reviewed policy documents and carried out policy analysis; 
contacted experts in various fields to gather methodological guidance; carried out 
modified Delphi panels to develop performance measurement and management 
frameworks and select performance indicators; developed ad hoc surveys when 
necessary; and used unique gatherings of senior policy-makers in order to address 
many of our objectives. The multi-disciplinary nature of the work undertaken is seen in 
the mixed use of multi-disciplinary literature reviews, conceptual analysis, statistical 
analysis, and qualitative evaluation. The main justification for a multi-disciplinary 
approach was that performance management is a social construct using scientific 
methods that should be socially acceptable to the users of the information [3]; 
therefore incorporating elements of context and processes into scientific methods was 
important. However, the methods used make it also difficult by nature to generalize 
some of the findings beyond the organizations, populations, or countries studied.
 Further methodological considerations are presented below and relate to the 
validity and generalizability of the findings. For clarity purposes, we separated out 
the development and the use of performance measurement and management at the 
international, national, and hospital levels. Table 1 below highlights how the case 
studies intersect when classified along these lines.

Table 1:  Classification of case studies on development and use of performance 
management in the health sector at international, national, and 
hospital levels

International National Hospital

Development Stewardship paper  
(chapter 2)

International Comparisons 
paper (chapter 3)

PATH development paper 
(chapter 6)

Ontario scorecard paper 
(chapter 4)

Place of residence and 
patient satisfaction paper 
(chapter 5)

PATH development paper 
(chapter 6)

Use International Comparisons 
paper (chapter 3)

PATH evaluation paper 
(chapter 7)

Ontario scorecard paper 
(chapter 4)

Place of residence and 
patient satisfaction paper 
(chapter 5)

PATH evaluation paper 
(chapter 7)

Validity and generalizability of findings related to the development of  
performance management

Carrying out research on the development and use of performance management of 
health systems and health services required engaging decision-makers and system 
managers and grounding our research in the decision-making processes of ministries 
of health and hospitals, in order to make research findings socially acceptable to 
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users. We engaged decision-makers through different methods: we designed and 
implemented consensus building methods which aimed at clarifying concepts 
under study, boundaries of objects evaluated, terms used, and select performance 
indicators. It was particularly important at the international level, where terminology 
can be often understood in vastly different ways depending on national cultures and 
contexts, and where terms (such as stewardship) often translate poorly to languages 
other than English [4]. Methods used to build consensus all relied on extensive 
reviews of the literature (stewardship and PATH conceptual models at international 
levels, Ontario health system scorecard at national level) coupled with nominal 
group techniques (Ontario Ministry of Health and Long-Term Care study, PATH) or 
Member States consultations and deliberations (stewardship paper). These processes 
offered the advantage of associating decision-makers and experts in clarifying or 
developing concepts and defining terms used. In addition, these processes helped 
strike a balance between a focus on issues of strategic importance to decision-makers 
and the application of scientific methods. Processes engaging policy-makers in the 
identification of emergent strategies [5] had been documented in earlier research 
on strategic management in the cancer sector [6]. A result is that the frameworks 
developed and performance measures selected raised a greater interest on the side 
of decision-makers. This is consistent with several studies and systematic reviews 
showing that linkage and exchange of knowledge between health services researchers 
and those who can use their results is the best predictor of when and how research 
gets used [7–9]. This is also consistent with research findings demonstrating the 
need to combine content, context, and process in health services research, in order to 
effect change [10].
 There are, however, some limitations to the generalizability of the findings that 
should be pointed out. The review of the literature on stewardship applied to the health 
sector showed that the application of the stewardship model to societies less eager to 
accept an involvement-oriented approach, as opposed to a control-oriented approach, 
is problematic [11]. The methods used to develop the stewardship operational model 
and the associated evaluation framework were consistent with the values of the WHO 
European Member States; however these collective values do not reflect the reality of 
all individual countries and it is likely that there are limitations to the generalizability of 
the stewardship model to all Member States of the WHO European Region. In contrast, 
the study about the Ontario Ministry of Health and Long-Term Care showed that the 
development and use of a health system performance management approach was 
associated with the implementation of a stewardship model, in a jurisdiction located 
outside of the WHO European Region [12]. At the hospital level, the PATH model 
was developed using similar consensus methods based on a review of the scientific 
literature and a survey of data quality and data availability in Europe. The review of 
the literature focused on the international literature; however the survey focused on 
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a sample of 20 European countries and two jurisdictions/countries outside of Europe 
(Ontario in Canada and Kwazulu-Natal in South Africa) [13]. The two jurisdictions/
countries are currently not participating in the PATH project, but other countries 
from the European Region have joined the project [14]. In addition, findings of the 
evaluation of the implementation of the PATH project in eight European countries 
showed that elements of leadership, context, and processes are critical to the success 
of the project. The generalizability of the model beyond participating countries is 
therefore still unclear [15].

Validity and generalizability of findings related to the use of  
performance management

At an international level, the approach to performance management related to 
international comparisons was tested through a process for the OECD Member 
States in contexts sufficiently different that the approach could be applied to other 
countries, depending on the existence of a minimum level of data quality available 
and sufficient willingness to use evidence to inform decision-making [16]. However, 
the use of international comparisons for performance management purposes through 
benchmarking and peer learning is currently being developed through several initiatives 
[17–21] and if design elements of successful initiatives have been proposed [22], 
evaluations of these benchmarking experiences still have to be carried out.
 At a national level, the Ontario case study on performance management 
showed also potential limitations to the generalizability of its findings. The study 
was limited to a single jurisdiction in a context supportive of the introduction of a 
performance management approach at a time when the Ontario Ministry of Health 
and Long-Term Care was heavily engaged in implementing the stewardship model. 
The study on place of residence and patient satisfaction found that place of residence 
may or may not be considered as a necessary risk-adjustment variable depending on 
the objectives pursued by the health system steward: accountability or continuous 
quality improvement. This finding shows that the decision to risk-adjust for some 
variables also depends on contextual elements, which limits the generalizability of 
the findings. In addition, this study was limited to one single jurisdiction and further 
research should be carried out to confirm similar findings in other jurisdictions.
 At the hospital level the small sample size used for the evaluation of the PATH 
model in eight European countries limits the generalizability and the robustness of the 
findings. However, the paper offered important lessons about international hospital 
performance measurement projects that were consistent with the findings of this thesis 
and supported by the scientific literature—for example, the findings related to the 
importance of combining content, context, and process in health services research, in 
order to effect change [10].



131

General discussion

 Overall, we attempted to use our position of privileged observer embedded 
in policy processes to get more in-depth knowledge about the context and processes 
influencing decision-making related to performance management. From this 
perspective, the opportunity to work for an international organization such as the 
WHO and at jurisdictional and national levels in Canada was invaluable to engage 
decision-makers and system managers in our research. In order to ensure a high level 
of validity, measures were taken to triangulate and ascertain the robustness of the 
findings and their interpretation: we made extensive use of networks of experts, senior 
decision-makers, and key informants in several countries and discussed systematically 
findings among authors. However, some limitations to the generalizability of 
the findings should be taken into consideration when interpreting the results of  
these studies.

Interpretation of results
This thesis explored the development and use of performance management in health 
systems and services at international, national, and hospital levels. Key findings of 
the thesis are now grouped according to three overarching themes: the conceptual 
consistency and alignment between the concepts of health system performance 
management and health system stewardship; the importance of contextualization in 
efforts of policy-makers and system managers to manage health system performance 
at various levels of the health system; and the need to build performance management 
instruments and processes for use by policy-makers and system managers. The 
findings related to the conceptual consistency between health system performance 
management and stewardship applies at each level explored in this thesis. For the 
other two themes, findings on the development and use of performance management 
are presented separately at the international, national, and hospital levels.

Consistency and alignment of the health system performance management and 
health system stewardship concepts

Our findings suggested a conceptual consistency between health system stewardship 
and health system performance management at different levels of the health system.
 As already discussed in this thesis, stewardship is seen by many countries 
as the appropriate basis on which to reconfigure the role of the state in the health 
sector and encourage decision-making that is ethical, fair, and economically efficient 
[11,23]. The concept of stewardship is grounded in numerous disciplines, in 
particular philosophy, political science, law, public administration and management, 
organizational theory, management science, and other disciplines such as complexity 
theory [11]. Several functions of health system stewardship were identified, and all 
relate to a set of health system objectives and take place within a certain national 
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context. Both goals pursued and national context influence the mix of health system 
stewardship functions required to achieve health system goals [4]. More fundamentally, 
health system stewardship is a concept defining the role and responsibilities of 
the state in pursuing constant improvements in health system performance in an 
increasingly efficient manner. In practical terms, it means that the stewardship role 
of the state aims at maximizing health gains rather than simply protecting the health 
of citizens or delivering health care services [24]. Stewardship is therefore primarily 
about ‘what’ are governments’ roles and responsibilities in the health sector; however 
it doesn’t answer the question about ‘how’ to pursue improvement in health system 
performance. The paper on stewardship proposed that national ministries of health 
could mobilize six different functions of stewardship to achieve their objectives and 
that health system performance assessment was the appropriate instrument to assess 
its effectiveness [4].
 Health system performance management is primarily about ‘how’ to pursue 
performance improvement through a managerial and cyclical approach to performance 
improvement. Performance management refers to the instruments and processes 
required to improve performance in line with policy objectives, in a given context 
[25,26]. The concept of performance management is grounded in management 
science and organization theory and is reflected in the empirical experience of the 
private sector industry in managing performance in increasingly sophisticated ways 
[27]. The concept relies heavily on the measurement of the achievement of goals 
pursued and of intermediary steps to achieve these goals, in a multi-dimensional 
fashion [28]. The review of the literature used for the PATH project found that a 
multi-dimensional approach of performance measurement and management should 
be used, which would support information users in assessing simultaneously all 
interconnected dimensions of performance in order to form a judgment on hospital 
performance [29]. This conceptual model tends to encompass most organizational 
performance theories and is grounded in earlier research on organizational theory 
[27–29]. Private sector performance management used in the health sector includes 
the balanced scorecard model [30,31], strategy maps [6,32], the use of targets and 
accountability mechanisms [33], portfolio management [34], the use of incentives 
to influence providers’ behaviours [35], and performance and practice benchmarking 
[36]. In addition, Boland and Fowler argue that performance management is cyclical 
by nature and that a feedback loop exists between the respective actions of measuring 
performance, taking corrective action, and achieving an outcome response [37]. Interest 
from national health ministries in managerial approaches arose from the literature on 
new public management, and specifically from the management sciences stream of 
this literature, which advocates for the introduction in the public domain of private 
sector management ideas and techniques [38]. Empirical examples in the private 
sector [39], the public sector [40,41], and the health sector [41,42] in particular 
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show that strategy-based performance management can result in improvements in 
health outcomes and improved cost-effectiveness by aligning strategy, performance 
measurement, resource allocation, accountability, and incentives. In addition, 
management literature from the private sector showed that a strong intelligence 
generation function is a key determinant of performance [43]. This is consistent with 
the principle of sound decision-making which is underpinning both the stewardship 
and performance management concepts.
 Overall, if stewardship and performance management originate from different 
disciplines, and if the two concepts are different in nature (as previously described, 
stewardship is fundamentally about the ‘what’ when performance management is 
about the ‘how’), they are consistent and align in practice. Such conceptual richness 
justified the use of a multi-disciplinary approach to carry out research on health 
system performance management. An illustration of this conceptual consistency and 
alignment is in how the stewardship functions and the performance management 
framework derived from the review of the literature relate in various ways: the function 
of strategy formulation and policy development overlaps; the health system governance 
and accountability function in the stewardship framework relates to the accountability 
component of the performance management framework; the intelligence generation 
function relates to the performance measurement and target-setting component of 
the performance management framework and to the need for sound decision-making; 
and attention to system design relates to the feedback loop between performance 
results and strategy redevelopment in the performance management framework. 
At a hospital level, the review of the literature supporting the PATH project found 
that performance measurement is a multi-dimensional construct requiring a careful 
interpretation of results, an understanding of trade-offs between performance 
indicators and performance dimensions, and testing some of the causal relationships 
supporting actions for performance improvement [29]. This finding is consistent with 
the performance management framework, which includes a feedback loop having 
the function of testing some of the causal relationships explaining the achievement 
or not of performance expectations and assigning responsibilities for performance 
improvement between the steward and its agents.
 Finally, the literature on the stewardship theory of management (defining 
the agents in the principal-agent relationship as stewards whose motives are aligned 
with the objectives of the principals) showed that there are certain conditions under 
which the agency theory (pointing to principal-agent divergence of interest calling for 
control of the principal over the agent in order to limit losses due to this divergence) 
may not be necessary and the stewardship theory of management may be more 
appropriate [44]. Conversely, the review of the literature on stewardship also showed 
that stewardship may not be the most appropriate approach depending on national 
context and on the culture of stakeholders’ involvement in decision-making, and that 
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in some cases the agency theory may be more appropriate [11,23,44]. Ultimately, 
these examples show that the concepts of stewardship and performance management 
are not only consistent and aligned but have also influenced each other over time; and 
that contextual elements play a role in defining the appropriate approach to achieve 
better outcomes.

Importance of context in health system performance management at international, 
national/jurisdictional, and hospital levels

An important finding of this thesis was that the implementation of performance 
management depends on contextual elements and values. This finding was consistent 
for the development and use of performance management at the international, 
national, and hospital levels.
 At the international level, the review of the literature on stewardship showed 
that stewardship takes place within an overall framework of agreed norms and values 
which is not limited to the health sector and that stewardship functions should 
be related to goals pursued and to national context [4]. One of the findings of the 
thesis, for example, was that it was important to align health system goals with other 
government policy agendas. In addition, context and values condition how the various 
health system stewardship functions of national health ministries can be mobilized to 
achieve specific objectives. Examples of the discussions of the 53 Member States at 
the 2008 WHO Regional Committee for Europe and of expert groups commissioned 
by the WHO identified several challenges in implementing stewardship in practice, all 
related to contextual elements: the difficulty of arbitrating between short-term political 
pressures and the need to focus on mid- and long-term health system performance 
improvement objectives; the relatively short average lengths of time ministers of 
health are in office; a possible lack of alignment between the health sector agenda 
and overarching government goals; and a limitation or lack of powers and policy 
instruments to implement change in the health system [45–47]. These challenges 
make it even more difficult for national health ministries to implement consistently 
managerial approaches such as health system performance management.
 Recent experiences of countries in international health system performance 
comparisons also showed that countries are increasingly driven by an interest in strategic 
management and practice benchmarking, not only performance benchmarking [36]. 
Peer learning and benchmarking depend therefore on understanding performance 
levels or performance improvement in a given context. Several examples pointed to 
benchmarking experiences where context and values were the determining factors in 
the choice of the benchmark countries or health systems [17–21]. Other examples 
point to experiences where the identification of common features in the political, socio-
demographic, and epidemiological development is the key factor in the selection of 
regions benchmarking structural, functional, and quality differences in health services 
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[17,18]. A number of desirable characteristics for international benchmarking networks 
were defined and include sensitivity to political and contextual issues: interpretation of 
indicators should not lose sight of the policy context within which they are measured, 
of the players involved in formulating and implementing policy, of the time lag needed 
to assess the impact of different policies, and of aspects of health care that remain 
unmeasured by available data [22]. These design elements should also take into 
consideration past experiences with misuses in the adoption of best practices from 
other jurisdictions, which include the selection of information to further political goals, 
the importation of modes or practices without validation, and differing and potentially 
contradictory motivations [48].
 At jurisdictional level, the Ontario Ministry of Health and Long-Term Care study 
found that context and national values are embedded in performance management 
through the focus on strategy, which drives performance improvement by linking 
performance measurement, resource allocation, and accountability in an integrated 
performance management cycle. In addition, the selection of performance measures to 
be included in accountability agreements with Local Health Integration Networks was 
therefore partly derived from the health system and local health system scorecards, and 
partly from an assessment of local priorities. Accountability agreements also included 
monitoring indicators, which were partly related to system priorities and partly to 
local priorities. This is a possible response to some of the critics of performance 
management outlined in the first chapter of this thesis [49]. Practical limitations to 
the successful implementation of health system performance management relate to 
the powers and span of control of the agent (in the case the Local Health Integration 
Networks) to enforce accountability agreements and direct change to achieve specified 
objectives [50]. This is obviously an important structural and contextual element that 
can impede the implementation of performance management in practice. Finally, a 
challenge to a full implementation of the performance management cycle was to align 
performance management with operational and business processes of the Ministry 
of Health and Long-Term Care. Doing so is challenging and requires changes to be 
operated within large bureaucracies, since often they do not have control over their 
operating and budgeting processes, often set up by ministries of finance or other 
governmental agencies [12].
 At the jurisdictional level again, the study on the importance of place of 
residence in patient satisfaction showed that if all performance factors are not taken 
into consideration when risk-adjusting performance measures, comparisons can 
be misleading and potentially affect rankings if these were used for accountability 
purposes [51]. More importantly, the discussion of the findings pointed to the fact that 
the decision to risk-adjust also depends on contextual factors: we concluded that risk-
adjusting can be important if patient satisfaction scores were used for accountability 
purposes, however the decision to risk-adjust may also be debatable if this indicator is 
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used for continuous quality improvement purposes. In fact, in that case, risk-adjusting 
for place of residence may distract Toronto hospitals from taking all the measures 
necessary to improve the level of satisfaction of their patients. This was evidenced by 
the fact that in the case of the Ontario study, place of residence was not used as a 
risk-adjustment factor but improvements in Toronto hospitals during the period of the 
study were higher than in non-Toronto hospitals.
 At hospital level, the importance of context was acknowledged through the 
different methodological phases applied to the development of PATH. A criterion for the 
selection of the performance indicators included in the core set was contextual validity 
(is this indicator valid in different contexts?); a survey was carried out in 20 countries 
to assess the relevance of the performance indicators selected in different national 
contexts; and a tailored set of 27 indicators was proposed to complement the core set 
of indicators, in order to reflect hospital or national specific priorities. Finally, if data 
standardization was limiting international comparisons at the outset, an international 
benchmarking network was proposed for hospitals to share best practices for quality 
improvement and gave the flexibility to users to build context in this peer learning 
approach [29]. From the perspective of the use of performance management, the 
evaluation of the PATH project suggested overall that if different quality improvement 
pathways could effectively stimulate hospital performance improvement in different 
ways [52,53], the conditions under which these pathways should be designed, 
developed, and implemented should be carefully considered depending on a number of 
enabling factors, such as: leadership and local ownership, positioning of the project in 
the local or national context, and the existence of supportive processes and structures 
at national level.

Building for use by balancing out the use of scientific methods with the engagement 
of information users

Management is a social construct using scientific methods that should be socially 
acceptable to the users of the information [3]. A first step in our research was to clarify 
the intended audience of health system performance management information. The 
object studied in this thesis is health system performance management, focused on 
the international, national/jurisdictional, and hospital levels; therefore the information 
users identified were health sector senior policy-makers and hospital managers. 
Carrying out research on the development and use of performance management in 
health systems and health services required engaging policy-makers and hospital 
managers in the development of performance management instruments and processes 
as well as grounding our research in the decision-making processes of ministries of 
health and hospitals so that performance management instruments and processes 
would be fit for use.
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 A major finding of this thesis is that performance management should be built 
for use by concomitantly using scientific methods and engaging with information users. 
An example applying at the three levels is the development of sets of performance 
indicators at international, national, and hospital levels for performance measurement 
and management purposes, which involved an engagement of experts and policy-
makers or hospital managers to select indicators based on methods to assess their 
validity and reliability. The OECD Health Care Quality Indicators project, the Ontario 
health system scorecard development process, and the PATH project all engaged 
information users and experts through expert panels and used similar methods of 
modified Delphi panels [54] using criteria of relevance, scientific soundness, and 
feasibility [55] to select a core set of performance indicators derived from an initial 
performance framework [12,16,29].
 In addition, at the international level, the six discrete functions of health 
system stewardship were identified through a review of the literature and discussed 
at the Regional Committee for Europe of the WHO in September 2008, which 
involved delegations of 52 Member States. Furthermore, a number of desirable 
characteristics for international benchmarking networks to guide policy development 
[56,57] were identified: a focus on strategy and outcomes; adaptability and flexibility; 
data standardization; policy focus rather than research focus; efforts to translate 
performance information into simple and actionable instruments built for policy-
makers; and sensitivity to political and contextual issues. Interestingly, evaluation 
studies showed that despite limitations in comparability of performance measures, 
international benchmarking networks could be successful when they allowed exchange 
of experiences and peer learning activities [58]. These results were confirmed by 
the findings of the evaluation of the PATH project presented in this study. This last 
point tends to confirm that an engagement with users in the design of international 
benchmarking networks is an important condition to their success [56].
 At a jurisdictional level, the study of the Ontario Ministry of Health and Long-
Term Care used the strategy mapping approach developed by Kaplan and Norton [32] 
to articulate the system’s emergent strategy [5] in the absence of an explicit strategy 
for the Ontario health system. The strategy map developed was used as the basis to 
select a core set of performance measures which in turn were cascaded to different 
levels of the health system and embedded within accountability agreements between 
the Ministry of Health and Long-Term Care and Local Health Integration Networks. 
The strategy map was developed by engaging with senior decision-makers in the 
ministry through interviews and consensus meetings: all members of the executive 
management team were interviewed as well as members of the senior management 
team responsible for the implementation of various strategies; and so were key health 
system stakeholders. In total, more than 25 face-to-face interviews were carried out; 
two consensus building meetings were held; and the health system strategy map 
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was endorsed after discussion at the Senior Management Committee of the Ministry, 
gathering the Deputy Minister of Health and the various Assistant Deputy Ministers. 
This was a way to ensure that the performance management approach developed 
would be socially acceptable. Furthermore, our evaluation of the Ontario experience 
with performance management showed that managing performance at health 
system level implies in practice a discipline and consistency in how performance 
measurement is used for performance management and accountability purposes. For 
example, cascading performance indicators from a health system scorecard into local 
health system accountability agreements was possible at the level of a jurisdiction 
(the Ontario health system in Canada) and maintained the integrity of pursuing 
specific health system goals in the context of decentralized delivery of care. Ensuring 
strategic consistency between conceptual frameworks used at health system and local 
health system level was important from the perspective of policy-makers. In addition, 
such an integrated performance management cycle builds feedback loops into the 
performance management cycle. This is motivated by the necessity of a dialogue 
between the steward of the health system and its agents in order to define respective 
responsibilities for health system performance improvement.
 At the hospital level, the PATH instrument and processes were developed 
through experts’ and hospital managers’ engagement. Four expert meetings were held 
during the development phase, which gathered over 20 experts (academics and hospital 
managers) for each expert meeting. Consensus building methods such as modified 
Delphi panels were used to select the core set of performance indicators, as described 
above. As a result of this development phase, PATH included a multi-dimensional 
model of performance and two sets of performance indicators: a core set enabling 
benchmarking and performance comparisons at national or international levels; and 
a tailored set which would enable hospitals to tailor performance measurement to 
their strategies. In addition, important criteria for the design of the core set of the 
PATH indicators were to ensure a high level of face, construct, and content validity 
of the set of indicators. In practice, it meant that the indicator set should provide 
a view of performance that intuitively reflects the performance of the organization 
as a whole and provides insights for performance improvement. Finally, a balanced 
dashboard was built for hospital managers with the constant feedback of the field and 
was intended to follow the interests and authority of the users and the structure of 
accountability and authority within the institution [29]. These additional instruments 
and processes were developed to ensure that the PATH project would be built for use 
by hospital managers; still relying on a solid evidence base.
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Policy implications
Policy implications at international level

At the international level, the first policy implication would be to encourage international 
organizations to carry out or fund evaluations of implementations of health system 
stewardship and health system performance management. These evaluations 
should document the context and values in which the health system stewardship 
function and performance management approaches were implemented, as well 
as the barriers encountered by countries to implement an integrated performance 
management approach. In 2008, Member States of the WHO Regional Office for 
Europe endorsed the Tallinn Charter [59] with an explicit reference to stewardship 
as one of the four functions of health systems and endorsed a policy paper on health 
system stewardship at their 58th Regional Committee for Europe [60]. Since then, 
a health system stewardship and governance programme was created and regular 
health system performance assessments were carried out in several countries of the 
WHO European Region [61]. Several recent evaluations of national health plans or 
countries’ health systems by the WHO and the OECD assess the stewardship function 
of national health ministries [62,63].
 In addition, international organizations should consider further supporting 
efforts of their member states in assessing health system performance as well as 
carrying out international comparisons of health system performance. Specifically, 
international organizations should be encouraged to support performance and practice 
benchmarking through small peer groups of countries, possibly focused on health 
system strategies and common reform objectives.
 Further, it should be acknowledged that addressing the methodological 
difficulties of health system international performance comparisons and health system 
performance assessment requires continued investments in information systems. 
Such investments are important to implement performance management approaches 
on a larger scale, since performance management relies heavily on performance 
measurement [40]. Data quality, timeliness, and accessibility are important stakes from 
that perspective. It would also be beneficial for countries interested in implementing 
health system performance management to further invest in data linkage activities. 
In difficult economic and fiscal contexts, data linkage may be a way to enhance the 
value of health information available by linking, when possible, information on health 
system transformation with information on health outcomes. Interesting data linkage 
initiatives are currently piloted or implemented in a number of countries, for example 
in Nordic countries or in Canada with the Longitudinal Health and Administrative 
Databases initiative by Statistics Canada [64].
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 Finally, an important finding of the evaluation of the PATH project was that 
the contextual, process, and structural conditions under which international hospital 
performance measurement projects should be designed, developed, and implemented 
should be carefully considered. In practical terms, developing methods for countries to 
assess their degree of preparedness to participate in international hospital performance 
measurement projects such as PATH would be advisable. It may also be advisable 
for the WHO Regional Office for Europe to incorporate the findings of the evaluation 
presented in this thesis in their future development plans for the PATH project. The 
suite of performance measurement and management instruments of the project could 
add guidance to participating countries on how to assess a national context before 
implementation of such a project and how best to position the project; to define 
what minimum support processes should be in place at hospital and national levels 
and how to structure them; and to better understand how to maximize the value of 
international benchmarking networks.

Policy implications at national and/or jurisdictional level

A first policy implication would be for national health ministries to consider the 
minimum conditions to embark upon a rationale decision-making model involving a 
constant monitoring of mid- and long-term health system strategic issues. The need 
for minimum political stability, minimum level of quality of health information systems, 
and a culture prone to stakeholders’ involvement in decision-making should probably 
be considered first. In addition, national health ministries interested in performance 
management could review how the various components of the performance 
management framework presented in this thesis relate to their policy functions and 
operational activities, and how their performance management activities are integrated 
to enhance the effectiveness of their efforts to improve health system performance. 
Especially, the clarification of the strategic intent of national health ministries would 
be a useful way to indicate what are the long-term and short-term objectives of the 
national health ministry and how success will be gauged. In addition, ensuring that 
performance management activities take into consideration the objectives pursued 
as well as the context and values in which health system transformation takes place 
was found to be critical to successful performance management approaches. Finally, 
embedding feedback loops into performance management cycles can support the 
clarification of roles and mutual responsibilities for the health system steward and  
its agents.
 Furthermore, the findings of this thesis called for prudence on the side of policy-
makers when using performance measures for accountability purposes. Depending on 
the nature of unmeasured risk factors, it may or may not be realistic or credible to 
hold clinicians or other providers fully accountable for performance differences, and 
policy-makers need to weigh competing arguments when deciding on the appropriate 
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use of risk-adjusted data. One of the findings of the study was that decision-makers 
should make the decision to risk-adjust depending on the objectives pursued as well 
as on other important contextual elements.

Policy implications at hospital level

A first policy implication of this thesis for hospitals is that performance measurement 
systems used for performance management purposes should be based on a robust 
conceptual framework providing a multi-dimensional perspective of performance; 
and on a small set of performance indicators derived from reviews of the scientific 
literature and offering a good level of face, content, and construct validity. In addition, 
strategies should be developed to support hospital managers in understanding 
the trade-offs between performance indicators and performance dimensions; and 
cognitive tools (such as visualization aids presenting, for example, performance trends 
and comparative performance) developed to support hospital managers in forming a 
judgment about overall hospital performance. Investments in business intelligence 
instruments could be considered when hospitals have the necessary resources to do 
so. All the principles stated above are currently used at the Canadian level for over 
600 hospitals participating in the Canadian Hospital Reporting Project, for which 
performance results on a core set of clinical effectiveness and financial performance 
indicators are already available privately to participating hospitals and will be made 
public in March 2012 [65].
 Furthermore, as already mentioned, hospitals should consider if the 
contextual, process, and structural conditions are met to successfully implement 
hospital performance measurement projects. Finally, the value of benchmarking 
networks at local, national, or international levels could be enhanced by developing 
practice benchmarking opportunities which would take into consideration the context 
of implementation of performance improvement activities.

Scientific implications
This section addresses the scientific implications of the theory and practice of health 
system performance management.
 This thesis focused on the development and use of performance management 
at health system and health services levels. A number of findings added some 
additional knowledge to the field of health system research in general and health 
system performance management in particular. A first set of findings relates to the 
adaptation of rationale approaches such as management science or epidemiological 
approaches in political contexts at health system and health services levels. From 
this perspective, the importance of linking performance management approaches and 
contextual elements in order to implement change was an important finding for research 
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in the field of performance management and is consistent with the broader literature 
on health services research [10]. This finding was consistent at the international 
level (study on stewardship), national level (study on strategy-based performance 
management in Ontario, Canada), and hospital level (evaluation of the PATH project). 
This thesis also helped to define more precisely key concepts such as health system 
performance management, health system stewardship, and hospital performance 
measurement and management. In addition, this thesis proposed evaluation methods 
to assess the effectiveness of the implementation of these key concepts: an evaluation 
method was derived from a review of the literature to assess the completeness and 
consistency of the concept of health system stewardship in practice; a performance 
management framework was developed to support national health ministries and 
possibly provider organizations in reviewing their operationalization of performance 
management; and a conceptual model for hospital performance measurement and 
management was derived through various methods.
 Finally, this thesis showed that it was important to use performance indicators 
with caution: beyond the specific findings related to the importance of considering 
place of residence when measuring patient experience, the study showed that not 
risk-adjusting for variables such as place of residence can alter performance rankings 
in a context of accountability. This study also found that contextual elements and 
especially objectives pursued by the steward should be considered when making the 
decision to risk-adjust. In any case, a correct conceptualization of the performance 
issue measured is paramount when adjusting for risks, and further research is still 
required in this area.
 This thesis required a multi-disciplinary approach to tackle the main 
research question. It implied reviewing the literature from different disciplines such 
as management science, public administration, complexity theory, political science, 
public health, and health services research. In addition, we used various methods 
to engage health system practitioners in this research. One of the scientific merits 
of this thesis may have been the involvement of health system practitioners in the 
development and/or implementation of the research strategies. It allowed pursuing 
our research objectives in meaningful ways since performance management requires 
findings to be socially acceptable by the information users, while ensuring a high level 
of scientific rigour to the research.
 As already discussed, the performance management paradigm is pivotal 
to the different waves of New Public Management approaches to better managing 
public services. New Public Management offers three broad streams of theory 
already introduced: neoclassical public administration and public management; 
management sciences; and new institutional economics. These orientations offer 
different perspectives to the reconfiguration of public sector activities but share 
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the common objective to transform services through a greater focus on managing 
performance and service improvement. This thesis has explored mainly the second 
theoretical stream, management sciences, which advocates for the introduction in 
the public domain of private sector management ideas and techniques. A number of 
performance management instruments and processes that could be applied to the 
public sector were studied and evaluated; and this thesis found that the stewardship 
and performance management models were conceptually aligned and consistent, and 
that performance management could be an instrument of health system stewardship 
in practice, under certain conditions. However, our research found that the theoretical 
boundaries between the three streams of New Public Management are not completely 
defined and there could be some level of overlap between management sciences, 
the neoclassical public administration theory, and new institutional economics. In 
particular, authors argue that the stewardship theory of management and the agency 
theory (part of the new institutional economics stream presented above) should 
not be opposed, but that there are certain conditions under which each theory  
is necessary [44].
 Finally, a research and development agenda on health system performance 
management and health system research could be derived from this thesis. First, 
as already described, the importance of context, values, and goals in determining 
appropriate performance management approaches and tools in pursuit of health 
system performance improvement is poorly researched, and evaluations of 
implementation could add to the growing field of knowledge on health system  
performance management.
 Second, there is a growing contribution of complexity theory to the field of 
health system research that could contribute to the body of work on health system 
performance management [66].
 Third, the complexity of power plays between multiple stakeholders requires 
finding legitimate roles for different actors to carry out change. Therefore, more research 
is required about how to engage and involve different system actors in performance 
management: citizens at health system level, or patients and clinicians at hospital and 
system levels, for example. This is particularly important when resources are scarce 
and the relative value of competing investments has to be evaluated.
 A fourth set of scientific implications relates to the difficulty of determining 
quantitatively the relative contribution of the health care system and of secondary and 
tertiary determinants of health to the achievement of health gains. It is an important 
area for future research so that national health ministries can assess the relative value 
of their investments in health and act on the factors influencing the goals they are 
pursuing in their stewardship function.
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 Fifth, another area requiring further research is the definition of supportive 
approaches to benchmarking and policy learning at different levels of the health 
system. At an international level, there are still debates about defining groupings of 
countries for which performance comparisons are meaningful. This is also true at the 
sub-national level or at the facility level. The literature on variations in health care and 
health systems shows the potential for peer learning and performance improvement; 
however it is still unclear what are the most effective ways to generate a supportive 
dialogue among parties willing to learn from one another. Furthermore, international 
performance measurement projects are rarely evaluated and their impact in different 
national contexts should be further researched.
 A sixth poorly researched issue of importance to health system performance 
management relates to better understanding the trade-offs between performance 
measures and performance dimensions within a single performance framework [67]. 
This is also true at the different levels of the health system and complicated by the 
fact that managing health system performance requires the integration of patient-
based and population-based performance indicators within a single health system 
performance framework, which has important sampling and statistical implications 
for analysing performance.
 Finally, the improvement in clinical data systems and new possibilities for 
linking clinical data with survey data open new opportunities to re-examine the range 
of useful predictor variables in risk-adjustment models and enable fair and meaningful 
comparisons. This is also a promising area for future research related to health system 
performance management and accountability.
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Conclusion
Based upon the six research objectives previously stated which were subsequently 
explored in the preceding seven chapters, some general conclusions on the development 
and use of performance management in health systems and services can be drawn. 
These conclusions are presented in the box below.

•  Performance management requires conceptual clarity, a solid evidence base, 
and supporting instruments and processes meeting the information needs of 
decision-makers and system managers.

•  Health system stewardship is a promising avenue for national health 
ministries to achieve better health system outcomes and performance 
management an appropriate instrument to implement stewardship 
in practice.

•  Context is paramount when considering implementing health system 
stewardship and health system performance management approaches.

•  Indicator selection for performance management purposes should rely on a 
solid scientific basis and engage experts and information users.

•  Despite methodological challenges, the value of international health system 
performance comparisons is enhanced when focused on policy learning  
and performance improvement.

•  Linking health system strategy, performance measurement, resource 
allocation, and accountability is a powerful lever to achieve better health 
system outcomes.

•  It is important to embed performance management into policy functions  
and operational activities.

•  It could be misleading to use performance indicators for accountability 
purposes when the proper variables have not been risk-adjusted for.

•  International hospital performance measurement projects should consider 
elements of context, leadership, and processes in their design, development, 
and implementation.
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The recent economic and financial crises coupled with upward trends in health care 
expenditures associated with relatively limited health system performance improvements 
in OECD countries have contributed to an increased interest from European and North 
American countries in health system performance management. This thesis is a 
contribution to the growing scientific literature on performance management applied 
to the health sector. It explores the theory and practice of performance management 
in the health sector at the international, national, and hospital levels.
 Chapter 1 gives a general introduction to the issue of performance management 
in the health sector. It presents some of the factors explaining the emergence of the 
performance management concept in the health sector and the objectives of health 
system performance management. Further, the concepts of performance, performance 
management, and health system are defined in this chapter, and the theoretical 
grounding of the concept of performance management in the New Public Management 
theory and more specifically in management science is presented. Finally, current 
criticisms to the development and use of performance management in the health 
sector are acknowledged. The thesis aims to contribute to the field by examining the 
development and use of health system performance management in diverse contexts 
at international, national, and hospital levels by investigating six research objectives:

1.  Examine the scope of the health system stewardship function of national 
health ministries in the WHO European Region and methods to evaluate the 
completeness and consistency of stewardship implementation.

2.  Examine how international health system performance comparisons can be used 
for performance management purposes, including how methodological issues and 
challenges in carrying out international performance comparisons can  
be addressed.

3.  Examine how health ministries can develop and use strategy-based health system 
performance measurement approaches in order to better manage health  
system performance.

4.  Study the importance of risk-adjustment for place of residence when using patient 
satisfaction rankings for accountability and performance management purposes.

5.  Examine how to develop an international hospital performance measurement 
model focused on enhancing evidence-based performance management and  
quality improvement.

6.  Evaluate the perceived impact of the implementation of the PATH model 
and the enabling factors and barriers experienced by participating hospitals 
during implementation.



153

Thesis summary

 Chapter 2 uses a purposive and multi-disciplinary literature review, policy 
analysis, and a consultative process with senior decision-makers from 53 countries 
to examine the concept of health system stewardship and its relevance to achieve 
health system goals in the context of the common values endorsed by Member States 
of the WHO European Region. It proposes an operational framework for assessing the 
completeness and consistency of the stewardship function of national health ministries. 
Using a purposive and multi-disciplinary review of the literature focused on the 
concept of stewardship and its implementation in the health sector, the authors derive 
an operational framework for assessment of the stewardship function. The operational 
framework relates six generic functions of stewardship with national contexts and 
values and ultimate goals pursued by health systems, therefore maintaining sufficient 
generality to be applicable to countries with different health system objectives. The 
six functions proposed for national health ministries in the WHO European Region 
are as follows: to define the vision for health and strategy to achieve better health; 
to exert influence across all sectors for better health; to govern the health system 
in a way that is consistent with prevailing values; to ensure that system design is 
aligned with health system goals; to better leverage available legal and regulatory 
instruments; and to compile, disseminate, and apply intelligence. This chapter also 
discusses implementation challenges related to the stewardship function, which relate 
to limitations to the role and powers of health ministries in their national contexts and 
to governance and operational issues. The proposed framework seems flexible enough 
to help assess the completeness and consistency of the health system stewardship 
function with a repeated emphasis that stewardship is concerned with achieving health 
system goals; however it should be further tested in practice to confirm its strength.
 Chapter 3 uses a purposive review of the literature and a case study of the 
OECD experience with the Health Care Quality Indicators Project to study international 
health system performance comparisons and performance management initiatives. It 
examines the rationale (why compare?), scope (what was compared?), methodologies 
(how were they compared?), and performance management instruments and processes 
(how to use comparisons for performance improvement?) previously used in European 
and North American initiatives. We observe that motivations for international health 
system performance comparisons include an increasing need by policy-makers to be 
accountable to the public; interest in using international comparisons for strategic 
management purposes; and an increasing interest in benchmarking and peer learning. 
We also note that previous initiatives varied widely in scope. Some conducted 
comparisons between national health systems using broad indicators while others 
conducted disease or sector-specific comparisons cross-nationally. Using the Health 
Care Quality Indicators project of the Organisation for Economic Co-operation and 
Development as an example, we compile the methodological barriers to international 
comparisons into six key issues: specifying indicators using internationally standardized 
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definitions; controlling for differences in population structures across countries; 
adjusting for differences in information systems’ ability to track individual patients; 
controlling variability of data sources; identifying nationally representative data; and 
determining retrospective completeness of the time series. We then conclude with 
a review of innovative benchmarking approaches to health system performance 
comparisons and discuss potential tools to translate complex performance information 
into simple information and data visualization instruments supporting the needs of 
decision-makers.
 Chapter 4 examines the experience of a health ministry in enhancing its 
stewardship role and implementing a comprehensive performance management system, 
by linking health system strategy, performance measurement, resource allocation, 
accountability, and performance improvement. An evaluation of the implementation 
and of the effects of the policy intervention was carried out through direct policy 
observation over three years, document analysis, interviews with decision-makers, 
and systematic discussion of findings with other authors and external reviewers. 
The Ontario Ministry of Health and Long-Term Care (Canada) developed a health 
system strategy map and a strategy-based scorecard through a process of policy 
reviews and expert consultations, and linked health system performance indicators 
to accountability agreements through an integrated performance management cycle. 
Cascading strategies at health and local health system levels were identified, and a 
core set of health system and local health system performance indicators was selected 
and incorporated into accountability agreements with regional health authorities—the 
Local Health Integration Networks in the context of Ontario. Despite the persistence of 
such challenges as measurement limitations and lack of systematic linkage to decision-
making processes, these activities helped to strengthen substantially the ministry’s 
performance management function and clarified the intended strategic goals pursued 
by the ministry.
 Chapter 5 attempts to determine the effect of patients’ place of residence on 
their evaluations of care, and to explore related policy implications. The study uses a 
conditional regression analysis of stratum matched case-controls to examine whether 
place of residence for patients living in the Greater Toronto Area or in Ontario outside 
of the Greater Toronto Area affects patient satisfaction with their experiences during 
hospitalization. In a retrospective analysis of over 101,683 patient surveys, it is found 
that for patients treated in Toronto, those who live outside of Toronto consistently 
report higher satisfaction than those who live inside Toronto (P<0.0001), and that 
for patients treated outside Toronto, those who live inside Toronto usually report 
higher satisfaction than those who live outside Toronto (P<0.02). The findings are 
consistent after controlling for hospital type and adjusting for age, sex, self-assessed 
health status, and the number of times the patient was hospitalized in the last six 
months. These findings suggest that where patients live has a small but potentially 
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important impact on how they rate their care. Place of residence might therefore 
be considered when designing public reporting systems and pay-for-performance 
programmes. Further attention to patient-level factors may be important to accurate 
and useful public reporting of patient satisfaction. More broadly, this study confirms 
the importance of appropriate risk-adjustment when using performance indicators for 
accountability and performance management purposes.
 Chapter 6 examines the development of a performance assessment framework 
for hospitals by the World Health Organization (WHO) Regional Office for Europe. 
The framework, known as the Performance Assessment Tool for quality improvement 
in Hospitals (PATH), aims to support hospitals in assessing their performance, 
questioning their own results, and translating them into actions for improvement, 
by providing hospitals with a framework for hospital performance measurement, 
a set of indicators derived from a review of the scientific literature, and tools for 
performance assessment and by enabling collegial support and networking among 
participating hospitals. PATH was developed through a series of four workshops 
gathering experts representing most valuable experiences on hospital performance 
assessment worldwide. An extensive review of the literature on hospital performance 
projects was carried out, more than 100 performance indicators were scrutinized, 
and a survey was carried out in 20 European countries to determine the feasibility 
of data collection efforts. Six performance dimensions are identified for assessing 
hospital performance: clinical effectiveness, safety, patient-centredness, efficiency, 
staff orientation, and responsive governance. A core set of 24 performance indicators 
with wide applicability and the possibility of international comparisons is selected and 
an additional 27 indicators are grouped into a ‘tailored’ basket for specific hospital 
or country-specific priorities. Overall, the following outcomes are achieved: definition 
of the concepts and identification of key dimensions of hospital performance; design 
of the architecture of PATH to enhance evidence-based management and quality 
improvement through performance assessment; selection of a core and of a tailored 
set of performance indicators with detailed operational definitions; identification of 
trade-offs between indicators; elaboration of descriptive sheets for each indicator 
to support hospitals in interpreting their results; design of a balanced performance 
dashboard; and strategies for implementation of the PATH framework.
 Chapter 7 evaluates the perceived impact of the PATH project and the enabling 
factors and barriers experienced by participating hospitals during implementation 
in eight participating countries and 140 hospitals in the WHO European Region. 
Semi-structured interviews of a sample of participating hospitals (twelve) and of 
all country coordinators (eight) were carried out and an inductive analysis of the 
interview transcripts was carried out, using the grounded theory approach. Results 
of the evaluation are that even in the absence of public reporting, the project is 
perceived as having stimulated performance measurement and quality improvement 
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initiatives in participating hospitals; and that attention should be paid to elements 
of context, leadership, structures and processes supporting the implementation of 
hospital performance measurement projects focused on internal quality improvement. 
This study concludes that if different quality improvement pathways can effectively 
stimulate performance improvement in hospitals, international hospital performance 
measurement projects should consider elements of context, leadership, and processes 
in their design, development, and implementation in order to be successful.
 Chapter 8 summarizes and interprets the key findings, and presents a number 
of methodological considerations, as well as the scientific and policy implications of 
this thesis. The following key messages are then distilled:

•  Performance management requires conceptual clarity, a solid evidence base, and 
supporting instruments and processes meeting the information needs of decision-
makers and system managers.

•  Health system stewardship is a promising avenue for national health ministries 
to achieve better health system outcomes, and performance management an 
appropriate instrument to implement stewardship in practice.

•  Context is paramount when considering implementing health system stewardship 
and health system performance management approaches.

•  Indicator selection for performance management purposes should rely on a solid 
scientific basis and engage experts and information users.

•  Despite methodological challenges, the value of international health system 
performance comparisons is enhanced when focused on policy learning and 
performance improvement.

•  Linking health system strategy, performance measurement, resource allocation, 
and accountability is a powerful lever to achieve better health system outcomes.

•  It is important to embed performance management into policy functions and 
operational activities.

•  It could be misleading to use performance indicators for accountability purposes 
when the proper variables have not been risk-adjusted for.

•  International hospital performance measurement projects should consider 
elements of context, leadership, and processes in their design, development, 
and implementation.
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De recente economische en financiële crisis in combinatie met stijgende uitgaven in 
de zorg en de beperkte verbetering in de prestaties van gezondheidszorgsystemen 
van OECD landen draagt bij aan een toenemende belangstelling van Europese en 
Noord Amerikaanse landen in het sturen op prestaties (“performance management”). 
Dit proefschrift boogt een bijdrage te leveren aan de wetenschappelijke literatuur 
over performance management toegepast in de zorgsector. Het verkent de theorie en 
praktijk van performance management in de zorgsector op internationaal, nationaal 
en ziekenhuis niveau.
 Hoofdstuk 1 geeft een algemene introductie over het sturen op prestaties in 
de zorgsector. Achtergronden en doelen van het performance management concept 
in de zorgsector worden beschreven. Verder worden in dit hoofdstuk de concepten 
“performance”, “management” en “health care system” nader gedefinieerd en de 
theoretische onderbouwing van het concept performance management in de “New 
Public Management” theorie en meer specifiek in de bestuurskunde gepresenteerd. 
Ook wordt op de kritiek in de literatuur op de ontwikkeling en het gebruik van 
performance management in de zorgsector ingegaan. Het doel van het proefschrift is 
een kennisbijdrage te leveren door het onderzoeken van de ontwikkeling en het gebruik 
van performance management in verschillende contexten op internationaal, nationaal 
en ziekenhuis niveau. Hiertoe zijn de volgende zes onderzoeksdoelen gesteld:

1.  Onderzoek naar de aard en omvang van de stewardship functie van ministeries 
van gezondheidszorg in de WHO/Euro Regio  en onderzoek naar een methode 
om de volledigheid en consistentie van de implementatie van stewardship  
te evalueren. 

2.  Onderzoek naar hoe internationale vergelijkingen van prestaties van 
gezondheidszorgsystemen kunnen worden gebruikt voor performance 
management doelstellingen alsmede hoe methodologische problemen 
en uitdagingen bij het uitvoeren van internationale vergelijkingen kunnen 
worden geadresseerd.

3.  Onderzoek naar hoe ministeries van gezondheidszorg beter de prestaties 
van hun gezondheidszorg systeem kunnen sturen door het actief gebruik 
van prestatiematen samenhangend met uit een algemene strategie 
afgeleide systeemdoelen. 

4.  Onderzoek naar het belang van het corrigeren voor ‘woonplaats’ in het gebruik 
van patiëntervaringsmaten voor transparantie en prestatie sturing. 

5.  Onderzoek hoe een internationaal model voor het meten van ziekenhuisprestaties, 
gericht op het verhogen van evidence-based performance management en 
kwaliteitsverbetering kan worden ontwikkeld.

6.  Evaluatie van de gepercipieerde impact van de implementatie van het PATH 
model en de factoren die de deelnemende ziekenhuizen tijdens de implementatie 
als belemmerend of bevorderend hebben ervaren.
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 Hoofdstuk 2 is gebaseerd op een gerichte en multidisciplinaire review 
van de literatuur, beleidsanalyses en de resultaten van een consultatie proces 
met senior besluitvormers uit 53 landen naar het concept stewardship van 
gezondheidszorgsystemen, het belang om op gezondheidszorg doelen te sturen en 
de beleids-context van gezamenlijke waarden zoals onderschreven door de lidstaten 
van de WHO/Euro regio. Het hoofdstuk stelt een operationeel raamwerk voor, voor het 
beoordelen van de volledigheid en consistentie van de stewardship functie van nationale 
ministeries van gezondheidszorg. Op basis van de gerichte en multidisciplinaire review 
van de literatuur met betrekking tot het concept van stewardship en de toepassing 
ervan in de zorgsector, is een operationeel raamwerk ontwikkeld voor het beoordelen 
van de stewardship functie. Het operationele raamwerk relateert zes algemene 
stewardship functies aan nationale waarden en doelen. De zes voorgestelde functies 
zijn: het definiëren van een visie op gezondheid en een strategie om betere gezondheid 
te bereiken; het uitoefenen van invloed dwars door alle maatschappelijke sectoren 
heen voor het bereiken van een betere gezondheid (facet beleid); het aansturen van 
het zorgsysteem op een manier welke  consistent is met de heersende waarden; het 
zekerstellen dat het ontwerp van het systeem overeenkomt met de doelen; het beter 
benutten van beschikbare wet- en regelgeving; en het samenstellen, verspreiden en 
aanwenden van informatie. Dit hoofdstuk bespreekt ook de uitdagingen met betrekking 
tot de implementatie van de stewardship functie die samenhangen met de beperkingen 
van de rol van de ministers van gezondheidszorg, het bestuurlijk bestel en praktische 
barrières bij de vormgeving van de functies. Het voorgestelde raamwerk lijkt flexibel 
genoeg te zijn in het helpen beoordelen van de volledigheid en consistentie van de 
stewardship functie in een gezondheidszorgsysteem met een herhaalde nadruk op het 
sturen op doelen. Het raamwerk zal echter nog verder moeten worden getest in de 
praktijk om de kracht ervan te bevestigen.
 Hoofdstuk 3 gebruikt een gerichte literatuurstudie en een case-study over 
de ervaringen van de OECD binnen het Health Care Quality Indicators Project met  
internationaal vergelijkende prestatie informatie over gezondheidszorgsystemen en 
gebruik hiervan voor sturing. Het beschrijft de rationale (waarom vergelijken?), de 
omvang (wat wordt vergeleken?) methodes (hoe werden ze vergeleken?) en performance 
management instrumenten en processen (hoe wordt prestatie vergelijking gebruikt voor 
prestatie verbetering?) van eerdere Europese en Noord Amerikaanse initiatieven.  De 
gevonden beweegredenen voor het initiëren van internationale gezondheidszorgsysteem 
vergelijkingen bij beleidsmakers zijn behoefte om verantwoording te kunnen afleggen 
aan het publiek, een interesse om internationale vergelijkingen te gebruiken voor 
strategische management doeleinden en een toenemende interesse in benchmarking 
en het leren van peers. Ook wordt geconcludeerd dat eerdere initiatieven enorm 
verschillen in omvang. Sommige bestaan uit vergelijkingen tussen nationale 
gezondheidszorgsystemen op basis van een brede set van indicatoren terwijl andere 
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initiatieven ziekte- of sectorspecifieke vergelijkingen tussen landen betreffen. Met de 
opgedane ervaringen in het Health Care Quality Indicators project van de Organisatie 
van Economische Samenwerking en Ontwikkeling als voorbeeld, zijn methodologische 
problemen bij internationale vergelijkingen in  zes thema’s samengevat: het 
specificeren van indicatoren met gebruikmaking van internationale standaard 
definities, het corrigeren voor verschillen in de bevolkingsopbouw tussen landen, 
het aanpassen voor verschillen in de mogelijkheden van informatie systemen in het 
traceren van individuele patiënten, het controleren van verschillen in data bronnen; 
het identificeren van nationaal representatieve data en het retrospectief bepalen 
van de compleetheid van time-series. Het hoofdstuk besluit met een overzicht van 
meer recente innovatieve benchmarking benaderingen voor prestatie vergelijking van 
internationale gezondheidszorgsystemen en bespreekt mogelijke instrumenten om 
complexe prestatie informatie samen te vatten in eenvoudige visualisatie instrumenten 
die tegemoet komen aan de ondersteuningsbehoefte van beleidsmakers en politici.
 Hoofdstuk 4 Onderzoekt de ervaring van een Ministerie van gezondheidszorg 
in het versterken van de stewardship rol en de implementatie van een omvangrijk 
performance management systeem door strategieontwikkeling, prestatiemeting, 
de allocatie van middelen, en de verantwoordelijkheden en prestatieverbetering 
met elkaar te verbinden. Een evaluatie van de implementatie en het effect van de 
gepleegde beleidsinterventies is uitgevoerd door directe observatie van het beleid over 
een periode van drie jaar, een document analyse, interviews met besluitvormers en 
een gestructureerde discussie van de bevindingen met andere collega onderzoekers 
en externe reviewers. Het Ministerie van Gezondheidszorg van Ontario (Canada) 
ontwikkelde een gezondheidszorg strategie (strategy map) en een op deze strategie 
gebaseerde scorecard door een proces van het bestuderen van het beleid en expert 
consultaties en verbond de gezondheidszorg systeem indicatoren aan prestatie 
contracten door een geïntegreerde performance management cyclus. ‘Cascading’ 
strategieën op systeem en lokaal systeem niveau werden geïdentificeerd en een kern set 
van syteemindicatoren (Ontario als geheel) en lokale gezondheidszorgsysteem prestatie 
indicatoren (regio’s) werden geselecteerd en opgenomen in prestatie contracten met 
Regionale Gezondheidszorg Autoriteiten – de ‘Local Health Integration Networks’ . 
Ondanks vele uitdagingen zoals de beperkingen in het meten van de prestaties en de 
moeilijkheden in de praktijk met het linken aan besluitvormingsprocessen, hebben de 
beleidsinterventies bijgedragen aan een versterking van de rol van prestatie sturing 
binnen het ministerie en het realiseren van de doelen welke door het ministerie 
werden nagestreefd. 
 Hoofdstuk 5 bestaat uit een studie naar het effect van de woonplaats van een 
patiënt op zijn of haar beoordeling van de zorg en de gerelateerde beleidsimplicaties 
voor het gebruik van patientenervaringen voor het sturen op prestaties.  De studie 
gebruikt een “conditional regression analyses of stratum matched case-controls” 
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techniek om te onderzoeken of de woonplaats van patiënten die in de ‘Greater Toronto 
Area’ of in Ontario maar buiten de Greater Toronto Area wonen van invloed is op de 
door de patiënt ervaren tevredenheid tijdens ziekhuisopname. In een retrospectieve 
analyse van  101.683 patiënten vragenlijsten kwam naar voren dat patiënten die in 
Toronto zijn behandeld en buiten Toronto wonen consequent aangeven meer tevreden 
te zijn dan patiënten die in Toronto wonen (P<0.0001) en dat voor patiënten die buiten 
Toronto zijn behandeld, de tevredenheid van patiënten die in Toronto wonen hoger 
was dan van patiënten die buiten Toronto wonen (P<0.02). Deze bevindingen blijven 
overeind na controle voor type ziekenhuis en correctie voor leeftijd, geslacht, zelf-
beoordeelde gezondheidsstatus en het aantal keren dat een patiënt was opgenomen 
in de afgelopen zes maanden. De bevindingen suggereren dat waar patiënten wonen 
een kleine maar mogelijk belangrijke invloed heeft op hoe patiënten de geleverde 
zorg beoordelen. Woonplaats zou daarom in overweging genomen kunnen worden 
wanneer een publiek rapportage systeem of ‘pay-for-performance’ programmas wordt 
ontwikkeld. Verdere aandacht voor factoren op patiënten-niveau kan belangrijk zijn in 
het accuraat en betekenisvol rapporteren van patiënten- ervaringen. In een bredere zin 
bevestigt deze studie het belang van een juiste risico aanpassing wanneer prestatie-
indicatoren gebruikt worden voor transparantie en sturen op prestaties. 
 Hoofdstuk 6 Onderzoekt de ontwikkeling van een raamwerk voor het beoordelen 
van de prestaties van ziekenhuizen op initiatief van WHO/Euro. Het raamwerk, bekent 
als “Performance Assessment Tool for quality improvement in Hospitals” (PATH), heeft 
tot doel het ondersteunen van ziekenhuizen in het meetbaar maken van hun prestaties, 
het beoordelen van de resultaten en het vertalen ervan in verbeteractiviteiten. Dit 
gebeurt door ziekenhuizen een raamwerk voor prestatiemeting te geven, een set van 
indicatoren ontwikkeld op basis van een review van de wetenschappelijke literatuur, 
aanvullende instrumenten voor prestatiebeoordeling en het bieden van gelegenheid 
tot collegiale steun en netwerken onder de deelnemende ziekenhuizen. PATH is 
ontwikkeld tijdens een serie van vier workshops met experts op het gebied van het 
beoordelen van ziekenhuisprestaties. Een uitgebreide review van de literatuur met 
betrekking tot ziekenhuis prestaties was vooraf uitgevoerd waarbij meer dan 100 
prestatie indicatoren nader werden onderzocht. Een enquête is uitgevoerd onder 20 
Europese landen om de beschikbaarheid van de data te bepalen. De zes prestatie 
dimensies die uiteindelijk geïdentificeerd zijn voor het beoordelen van de prestatie 
van ziekenhuizen zijn: klinische effectiviteit, patiënten veiligheid, patiënt gerichtheid, 
efficiency, medewerker oriëntatie en  responsive governance.” (i.e. gevoel voor de 
maatschappelijke functie van het ziekenhuis). Een kern set van 24 prestatie indicatoren 
met voorziene brede toepasbaarheid en de mogelijkheid van internationale vergelijking 
werd geselecteerd en een extra 27 indicatoren zijn gegroepeerd in een “aangepaste” 
set voor specifieke ziekenhuizen of landen met specifieke prioriteiten. Over de gehele 
linie zijn de volgende resultaten bereikt: definitie van de concepten en identificatie van 
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sleutel dimensies voor ziekenhuis prestaties, de design van de architectuur van PATH 
om evidence-based management en kwaliteitsverbetering door prestatie beoordeling 
te verhogen, selectie van een kern en aangepaste set van prestatie indicatoren met 
gedetailleerde operationele definities, identificatie van trade-offs tussen indicatoren, 
het uitwerken van achtergrond documenten voor elke indicator ter ondersteuning van 
ziekenhuizen in het interpreteren van hun resultaten, de design van een gebalanceerde 
prestatie dashboard en strategieën voor de implementatie van het PATH raamwerk.
 Hoofdstuk 7 evalueert de door deelnemers gepercipieerde impact van 
het PATH project en de door deelnemende ziekenhuizen ervaren bevorderende en 
belemmerende factoren tijdens de implementatie in acht deelnemende landen 
en 140 ziekenhuizen in de WHO Europese Regio. Semigestructureerde interviews 
met een selectie van sleutelfiguren in deelnemende ziekenhuizen (twaalf) en 
landencoördinatoren(acht) zijn uitgevoerd en een inductieve analyse van de interview 
transcripties heeft plaatsgevonden op basis van de ‘grounded theory’ benadering. De 
resultaten van de evaluatie zijn dat ook in de afwezigheid van publiek rapporteren 
het project werd gepercipieerd als een stimulans voor prestatie meting en kwaliteit’s 
verbetering initiatieven in de deelnemende ziekenhuizen en dat aandacht zou moeten 
worden besteed aan de specifieke ziekenhuis context, leiderschap, structuren en de 
processen die de implementatie van prestatiemeting ondersteunen gericht op interne 
kwaliteitsverbetering. De studie concludeert dat gegeven het feit dat verschillende 
kwaliteit–verbeterpaden kwaliteitsverbetering op verschillende manieren tot stand 
kunnen brengen, internationale projecten rond prestatiemeting van ziekenhuizen de 
elementen context, leiderschap en processen moeten meenemen in hun ontwerp, 
ontwikkeling en implementatie.
 Hoofdstuk 8 vat samen, interpreteert de  belangrijkste bevindingen 
en bediscussieerd een aantal methodologische overwegingen alsook de 
wetenschappelijke- en beleidsimplicaties  van dit proefschrift. De volgende zijn de 
belangrijkste conclusies:

•  Performance management (sturen op prestaties) vereist conceptuele duidelijkheid, 
een solide wetenschappelijke basis en ondersteunende instrumenten en processen 
die aansluiten op de informatie behoefte van beleidsmakers en managers

•  Zorgsysteem stewardship is veelbelovende weg voor nationale ministeries 
van gezondheidszorg om betere zorgsysteem uitkomsten te bereiken en 
performance management is een geschikte manier om stewardship in de 
praktijk te implementeren.

•  Context is van groot belang wanneer de implementatie van zorgsysteem 
stewardship en performance management benaderingen overwogen worden.
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•  Het selecteren van indicatoren voor performance management doeleinden moet 
op een solide wetenschappelijke basis gebeuren en zowel inhoudsdeskundigen als 
gebruikers van de informatie moeten erbij betrokken zijn.

•  Ondanks de methodologische uitdagingen kan de waarde van internationale 
gezondheidszorg systeem prestatie vergelijkingen wordt verhoogd wanneer deze 
meer gericht zijn op wederzijds leren en prestatieverbetering.

•  Het verbinden van gezondheidszorg systeem strategie, prestatiemeting, de 
allocatie van middelen en verantwoordelijkheid heeft een belangrijke doorwerking 
in het bereiken van betere zorguitkomsten.

•  Het is van belang om performance management te verankeren in beleidsfuncties 
en operationele activiteiten.

•  Het kan misleidend zijn om prestatie indicatoren te gebruiken voor het afleggen 
van verantwoording wanneer op zich correcte variabelen niet gecorrigeerd zijn voor  
verschillen in achterliggende risico’s (risk-adjustment).

•  Internationale projecten rond het meten van de prestaties van ziekenhuizen 
dienen bij hun ontwerp, ontwikkeling en implementatie rekening te houden met 
verschillen in plaatselijke context, leiderschap en ziekenhuis processen. 
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La récente crise économique et financière, l’augmentation continue des dépenses 
en santé, et les progrès limités dans la performance des systèmes de santé des 
pays membres de l’Organisation de coopération et de développement économiques 
(OCDE) ont ensemble suscité un intérêt croissant pour la gestion de la performance 
des systèmes de santé, aussi bien en Europe qu’en Amérique du Nord. Cette thèse 
de doctorat est une contribution à la littérature scientifique sur la gestion de la 
performance appliquée au secteur de la santé. Elle explore la théorie et la pratique de 
la gestion de la performance dans le secteur de la santé à l’échelle internationale et 
nationale ainsi qu’au niveau des hôpitaux.
 Le chapitre 1 introduit la question de la gestion de la performance dans le 
secteur de la santé. Il présente les facteurs expliquant l’émergence du concept de 
gestion de la performance des systèmes de santé, ainsi que les objectifs poursuivis 
dans ce cadre. Les concepts de performance, de gestion de la performance et de 
systèmes de santé sont définis dans ce chapitre, et les fondations théoriques du 
concept de gestion de la performance y sont explorées, notamment leurs liens avec 
les sciences de la gestion ainsi qu’avec la théorie de la nouvelle gestion publique (new 
public management). Finalement, certaines critiques relatives au développement et 
à la pratique de la gestion de la performance dans le secteur de la santé y sont 
mentionnées. L’objectif de cette thèse de doctorat est de contribuer à la discipline 
scientifique relative aux systèmes de santé par l’étude du développement et de 
l’utilisation de la gestion de la performance des systèmes de santé dans des contextes 
divers à l’échelle internationale et nationale de même que dans le milieu hospitalier. 
Six objectifs de recherche sont examinés en détail :

1.  Etude de la fonction de pilotage (stewardship) des systèmes de santé des 
ministères nationaux de la Santé dans la région Europe de l’Organisation 
mondiale de la Santé (OMS) et développement de méthodes d’évaluation de la 
manière (cohérence et complétude) dont est mise en œuvre cette fonction.

2.  Examen de la manière dont les comparaisons internationales sur la performance 
des systèmes de santé peuvent être utilisées à des fins de gestion de la 
performance, y compris les problèmes méthodologiques soulevés par les 
comparaisons internationales et les solutions envisageables.

3.  Examen de la manière dont les ministères de la Santé peuvent concevoir et 
utiliser les approches de mesure de la performance des systèmes de santé liées 
aux stratégies des systèmes de santé afin de mieux en gérer la performance.

4.  Étude de l’importance d’ajuster les indicateurs de satisfaction des patients 
pour des facteurs de risque tels que l’endroit de résidence des patients lorsque 
ces indicateurs sont élaborés à des fins de contractualisation et de gestion de 
la performance.
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5.  Examen de la manière dont un instrument international de mesure de la 
performance hospitalière fondé sur les faits établis pourrait être mis au point à 
des fins de gestion de la performance et d’amélioration continue de la qualité 
des soins. 

6.  Évaluation de l’impact perçu par les hôpitaux participant au projet PATH de 
l’OMS, ainsi que des facteurs de succès et des barrières observés par les hôpitaux 
participant à sa mise en œuvre. 

 Le chapitre 2 utilise une revue multidisciplinaire de la littérature scientifique 
pertinente, une analyse politique, et un processus consultatif engageant des décideurs 
de haut niveau dans le secteur de la santé dans 53 États membres de l’OMS pour 
étudier en détail le concept de pilotage des systèmes de santé (stewardship) et sa 
pertinence pour atteindre les objectifs ultimes des systèmes de santé dans le contexte 
des valeurs communes auxquelles ont adhéré les États membres de la région Europe 
de l’OMS. Il propose un modèle opérationnel d’évaluation de la complétude et de la 
cohérence de la fonction de pilotage des systèmes de santé des ministères nationaux de 
la Santé. Les auteurs utilisent une revue multidisciplinaire de la littérature scientifique 
sur le concept de pilotage des systèmes de santé et sur sa mise en œuvre dans 
le secteur de la santé, et en dérivent un modèle opérationnel destiné à évaluer la 
fonction de pilotage des systèmes de santé. Le modèle opérationnel met en relation 
les six fonctions génériques de la fonction de pilotage des systèmes de santé avec les 
différents contextes nationaux et les valeurs par lesquelles cette fonction est mise en 
œuvre, ainsi qu’avec les différents objectifs poursuivis par les systèmes de santé. Cette 
approche permet de refléter les contextes nationaux tout en maintenant suffisamment 
de généralité pour qu’elle soit applicable dans des pays poursuivant des objectifs 
différents dans le secteur de la santé. Les six fonctions proposées pour les ministères 
nationaux de la Santé dans la région Europe de l’OMS sont les suivantes : définir 
la vision pour le secteur de la santé ainsi que la stratégie pour améliorer la santé 
de la population ; exercer de l’influence au niveau interministériel afin de favoriser 
l’amélioration de la santé de la population ; s’assurer que la gouvernance du système 
de santé est conforme aux valeurs dominantes ; s’assurer que l’organisation du 
système de santé appuie l’atteinte des objectifs du système de santé ; faire le meilleur 
usage possible des instruments légaux et réglementaires disponibles ; et compiler, 
disséminer et mettre en œuvre les différentes sources d’intelligence disponibles sur 
le système de santé. Ce chapitre étudie également les difficultés de mise en œuvre 
de cette fonction, qui sont liées en partie aux limitations des ministères de la Santé 
dans leur capacité d’influencer ou de mettre en œuvre les décisions ayant trait à la 
santé, et en partie à des problèmes opérationnels et de gouvernance. Le modèle 



168

Résumé

proposé semble suffisamment flexible pour aider les ministères de la Santé à évaluer 
la complétude et la cohérence de leur fonction de pilotage des systèmes de santé, 
l’objectif fondamental de cette fonction étant d’atteindre les objectifs ultimes des 
systèmes de santé. Néanmoins, ce modèle devrait être testé en pratique afin que l’on 
puisse confirmer sa force d’analyse.
 Le chapitre 3 utilise une revue de la littérature scientifique pertinente ainsi 
qu’une étude de cas de l’expérience de l’OCDE dans le cadre du projet sur les indicateurs 
de qualité des services de soins afin d’étudier les comparaisons internationales de la 
performance des systèmes de santé ainsi que les initiatives afférentes de gestion 
de la performance. Ce chapitre examine en détail les raisons sous-jacentes de ces 
expériences (pourquoi se comparer ?), le champ de ces comparaisons (qu’est-ce qui 
est comparé ?), les méthodes utilisées (comment sont effectuées ces comparaisons?), 
et les instruments et processus de gestion de la performance associés à ces 
comparaisons (comment utiliser ces comparaisons à des fins d’amélioration de la 
performance ?) dans le cadre d’expériences passées en Europe et en Amérique du 
Nord. Nous observons dans ce chapitre que les motivations d’une participation à ces 
comparaisons internationales de la performance des systèmes de santé incluent : la 
nécessité pour les décideurs de communiquer les résultats liés à la performance des 
systèmes de santé de manière transparente au public ; un intérêt dans l’utilisation 
des comparaisons internationales pour des objectifs de gestion stratégique ; enfin, un 
intérêt croissant dans les pratiques de benchmarking et d’apprentissage par les pairs. 
Nous observons également que le champ des initiatives passées diffère grandement. 
Certaines initiatives consistent à effectuer des comparaisons entre des systèmes 
nationaux de santé en utilisant des indicateurs de performance agrégés tandis que 
d’autres initiatives sont effectuées au niveau des maladies, au niveau sectoriel ou au 
niveau des régions et utilisent des indicateurs beaucoup plus détaillés. Nous utilisons 
également l’exemple du projet de l’OCDE sur les indicateurs de qualité des services 
de soins afin de documenter les barrières méthodologiques à la mise en œuvre des 
comparaisons internationales de la performance des systèmes de santé, qui sont 
regroupées en six différentes catégories : spécifier les indicateurs en utilisant des 
définitions standardisées et validées à l’échelle internationale ; contrôler les différences 
de structure de la population entre les pays ; ajuster en fonction des différences 
dans la capacité des systèmes d’information à suivre les parcours des patients dans 
le système de santé ; contrôler la variabilité des sources de données ; établir des 
sources de données représentatives à l’échelle nationale ; et déterminer la complétude 
des séries de données dans le temps. Nous concluons ensuite avec une revue des 
initiatives les plus innovantes en termes d’utilisation des comparaisons internationales 
à des fins de benchmarking et discutons des instruments qui pourraient traduire une 
information complexe sur la performance en messages simples et clairs adaptés aux 
besoins des décideurs du secteur de la santé.  
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 Le chapitre 4 examine l’expérience d’un ministère de la Santé ayant pour 
objectif d’améliorer sa fonction de pilotage du système de santé et mettant en œuvre 
un système de gestion de la performance, en intégrant de manière systématique 
les stratégies liées au système de santé, la mesure de la performance du système 
de santé, le processus d’allocation des ressources budgétaires, les politiques de 
contractualisation, ainsi que les initiatives d’amélioration de la performance. Une 
évaluation de la mise en œuvre et des effets de cette intervention a été effectuée 
au moyen d’une observation directe des processus politiques pendant trois ans, 
d’une analyse documentaire, d’entretiens cibles avec les décideurs du ministère de 
la Santé, et de discussions systématiques des conclusions avec les autres auteurs 
de cette étude ainsi qu’avec des experts nationaux et internationaux. À l’aide d’un 
processus de revue des politiques de santé et de consultations avec des experts, le 
ministère de la Santé et des Soins de longue durée de l’Ontario (Canada) a élaboré 
une carte des stratégies liées au système de santé ainsi qu’un ensemble d’indicateurs 
de performance du système de santé dérivé de ces stratégies, et les a reliés au 
processus de contractualisation avec les agences régionales de santé de l’Ontario 
(Réseaux locaux d’intégration des services de santé) au moyen d’un cycle intégré de 
gestion de la performance du système de santé. Les stratégies en santé imbriquées 
à l’échelle provinciale et régionale ont été identifiées, et un ensemble d’indicateurs 
de performance à l’échelle provinciale et régionale, sélectionné et inclus dans les 
accords contractuels avec les agences régionales de santé. En dépit de la persistance 
de difficultés telles que les limites dans la disponibilité de données pertinentes, ou 
du manque d’intégration des processus de prise de décision au sein du Ministère, 
ces activités ont aidé ce dernier à améliorer de manière substantielle sa fonction de 
gestion de la performance et à clarifier les objectifs stratégiques qu’il poursuivait.
 Le chapitre 5 s’efforce de déterminer l’effet du lieu de la résidence des 
patients hospitalisés sur leur évaluation des soins reçus durant une hospitalisation, et 
d’en explorer les implications pour les politiques de santé. L’étude utilise une analyse 
de régression conditionnelle de cas-témoin à strates appariées pour examiner si le lieu 
de la résidence des patients hospitalisés vivant dans la région de Toronto (Greater 
Toronto Area) ou vivant dans la province de l’Ontario en dehors de la région de Toronto 
affectait la satisfaction des patients quant à leur expérience d’hospitalisation. Dans 
une analyse rétrospective de 101 683 questionnaires de satisfaction des patients, 
nous trouvons que parmi les patients hospitalisés à Toronto, ceux qui résident en 
dehors de la région de Toronto déclarent invariablement une plus grande satisfaction 
que ceux qui vivent dans la région de Toronto (P<0,0001), et que parmi les patients 
hospitalisés en dehors de Toronto, ceux qui vivent dans la région de Toronto déclarent 
en général une expérience plus positive que ceux vivant en dehors de la région de 
Toronto (P<0,02). Ces conclusions sont confirmées une fois pris en compte le type 
d’hôpital, l’âge, le sexe, l’auto-évaluation de l’état de santé par le patient et le nombre 
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d’hospitalisations du patient dans les six mois précédant l’hospitalisation. On pourrait 
donc avancer que le milieu de vie des patients hospitalisés a un impact systématique 
— quoique de faible envergure — et potentiellement important sur la manière dont 
les patients évaluent la qualité des soins reçus lors de leur hospitalisation. Le lieu de 
résidence des patients pourrait donc être pris en considération dans la conception de 
systèmes de paiement en fonction de la performance ou de publication des scores 
de performance. D’autre part, il apparait important de prêter davantage attention 
aux caractéristiques des patients afin de rendre compte des résultats de satisfaction 
des patients hospitalisés de manière précise et utile à la prise de décision. Enfin, 
cette étude confirme l’importance d’ajuster les indicateurs de performance de manière 
appropriée lorsque ceux-ci sont conçus à des fins de contractualisation ou de gestion 
de la performance.
 Le chapitre 6 examine le développement d’un modèle d’évaluation de 
la performance hospitalière par le bureau régional pour l’Europe de l’Organisation 
mondiale de la Santé. Le modèle, intitulé PATH (Performance Assessment Tool for 
quality improvement in Hospitals), a pour objectif d’aider les gestionnaires hospitaliers 
à évaluer leur performance, à questionner leurs résultats, et à les traduire en actions 
d’amélioration, en fournissant aux hôpitaux un modèle pour mesurer la performance 
hospitalière, un ensemble d’indicateurs sélectionnés à partir d’une revue de la 
littérature scientifique et des instruments de gestion de la performance, et en facilitant 
l’apprentissage par les pairs et le benchmarking entre les hôpitaux participant au 
projet. Le modèle PATH a été développé dans le cadre d’une série de quatre ateliers de 
travail qui rassemblaient des experts représentant les expériences les plus significatives 
dans le monde sur la mesure et la gestion de la performance hospitalière. Une revue 
de la littérature scientifique sur les projets de performance hospitalière a été effectuée 
dans le cadre de cette étude, plus de 100 indicateurs de performance ont été passés 
en revue de manière détaillée, et un questionnaire a été rempli par des informateurs 
soigneusement sélectionnés dans 20 pays européens aux fins d’évaluation de la 
faisabilité des efforts de collecte des données. Six dimensions de la performance ont 
été identifiées aux fins d’évaluation de la performance hospitalière : l’efficacité clinique, 
la sécurité des patients, les soins centrés sur la personne, l’efficience, l’orientation vers 
le personnel, et la gouvernance responsable. Un premier groupe de 24 indicateurs de 
performance pouvant être utilisés dans différents contextes a été sélectionné, puis un 
second groupe de 27 indicateurs sélectionnés pour répondre aux besoins particuliers 
des hôpitaux ou des pays participant au projet PATH. Au total, les objectifs suivants 
ont été atteints dans le cadre de cette étude : définition des concepts et établissement 
des dimensions principales de la performance hospitalière ; développement de 
l’architecture du projet PATH visant à encourager une gestion fondée sur les faits 
établis et l’amélioration de la qualité au moyen de l’évaluation de la performance ; 
sélection de deux groupes complémentaires d’indicateurs de performance et production 
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de définitions opérationnelles détaillées ; établissement des interrelations entre les 
indicateurs sélectionnés ; élaboration de fiches descriptives pour chaque indicateur 
afin de soutenir les hôpitaux dans l’interprétation des résultats ; développement d’un 
tableau de bord équilibré ; stratégies pour la mise en œuvre du modèle PATH dans les 
pays de la région Europe de l’OMS. 
 Le chapitre 7 évalue l’impact du projet PATH perçu par les hôpitaux 
participants ainsi que les facteurs facilitant la mise en œuvre et les barrières constatées 
durant la mise en œuvre du projet dans 140 hôpitaux dans les huit pays de l’OMS 
Europe participant au projet. Des questionnaires semi-structurés ont été utilisés lors 
d’entretiens avec un échantillon d’hôpitaux (douze) ainsi qu’avec tous les coordinateurs 
nationaux du projet (huit) et une analyse inductive des transcriptions des réponses 
aux questionnaires effectuée. Cette évaluation a révélé que même en l’absence de 
publication des indicateurs de performance, le projet a été perçu par les hôpitaux 
participants et les coordinateurs nationaux du projet comme ayant stimulé les activités 
de mesure de la performance, et les initiatives d’amélioration de la qualité dans les 
hôpitaux. Il en est également ressorti que davantage d’attention devrait être portée 
aux éléments de contexte, de leadership, de structure et de processus qui soutiennent 
la mise en œuvre de projets de mesure de la performance hospitalière centrés sur 
l’amélioration interne de la qualité. Cette étude conclut que si différentes approches 
d’amélioration de la qualité peuvent stimuler l’amélioration de la performance 
hospitalière de manière effective, la structure, la conception et la mise en œuvre des 
projets internationaux de mesure de la performance hospitalière devraient prendre en 
considération les éléments de contexte, de leadership et de processus.          
 Le chapitre 8 résume et interprète les principales conclusions de cette thèse 
de doctorat et présente un certain nombre de considérations méthodologiques, les 
implications scientifiques de cette thèse, ainsi que celles ayant trait aux politiques de 
santé. Les messages clefs suivants sont enfin proposés :

•  La gestion de la performance nécessite une grande clarté conceptuelle, des faits 
établis solides, et des instruments ainsi que des processus correspondant aux 
besoins en information sur la performance des décideurs et des gestionnaires du 
système de santé.

•  La fonction de pilotage du système de santé (stewardship) est une piste 
intéressante pour les ministères de la Santé qui veulent atteindre de meilleurs 
résultats en santé, et la gestion de la performance est un instrument approprié 
pour mettre en œuvre cette fonction en pratique.

•  Le contexte est primordial lorsqu’on envisage de mettre en œuvre la fonction 
de  pilotage du système de santé et une approche de gestion intégrée de la 
performance du système de santé.
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•  La sélection des indicateurs de performance à des fins de gestion de la 
performance devrait reposer sur une base scientifique solide et engager à la fois 
les experts et les décideurs de la santé au moyen de processus appropriés. 

•  En dépit de difficultés méthodologiques, la valeur ajoutée des comparaisons 
internationales sur la performance des systèmes de santé augmente lorsque ces 
comparaisons sont complétées par des processus d’amélioration de la performance 
et d’apprentissage relatifs aux politiques de santé.

•  Une mise en correspondance systématique des stratégies relatives aux systèmes 
de santé, de la mesure de la performance, de l’allocation des ressources 
budgétaires et des politiques de contractualisation constitue un levier de 
changement considérable dans l’amélioration de la performance des systèmes 
de santé.

•  Il est important d’intégrer les processus de gestion de la performance dans les 
activités opérationnelles des ministères de la Santé et dans les processus de prise 
de décisions relatives aux politiques de santé. 

•  Il pourrait être trompeur d’utiliser les indicateurs de performance à des fins 
d’imputabilité quand toutes les variables appropriées n’ont pas été prises en 
compte dans les modèles d’ajustement des facteurs de risque.

•  La structure, la conception et la mise en œuvre des projets internationaux de 
mesure de la performance hospitalière devraient prendre en considération les 
éléments de contexte, de leadership et de processus.          
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