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Foreword 

This paper is the fourteenth in a series undertaken by the 
Committee for Public Management Research. The Committee is 
developing a comprehensive programme of research designed to 
serve the needs of the future developments of the Irish public 
service. Committee members come from the Departments of 
Finance, the Environment and Local Government, Health and 
Children, the Taoiseach, and Public Enterprise, and also from 
Trinity College Dublin, University College Dublin and the 
Institute of Public Administration. 

This series aims to prompt discussion and debate on topical 
issues of particular interest or concern. The papers may outline 
experience, both national and international, in dealing with a 
particular issue. Or they may be more conceptual in nature, 
prompting the development of new ideas on public management 
issues. They are not intended to set out any official position on the 
topic under scrutiny. Rather, the intention is to identify current 
thinking and best practice. 

We would very much welcome comments on this paper and 
on public management research more generally. To ensure. that the 
discussion papers and wider research programme of the 
Committee for Public Management Research are relevant to 
managers and staff, we need to hear from you. What do you think 
of the issues being raised? Are there other topics you would like 
to see researched? 

Research into the problems, solutions and successes of public 
management processes and the way organisations can best adapt 
in a changing environment has much to contribute to good 
management, and is a vital element in the public service renewal 
process. The Committee for Public Management Research intends 
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to provide a seIVice to people working in public organisations by 
enhancing the knowledge base on public management issues. 
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For further information or to pass on any comments please 
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Secretary 
Committee for Public Management Research 
Department of Finance 
Lansdowne House, Lansdowne Road 
Dublin 4 

Phone: (+353) 1 6767571; Fax: (+353) 1 6682182 
E-mail: hicksonp@cmod.finance.irlgov.ie 

or 

Michelle Butler 
Institute of Public Administration 
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Public Management Research, including this paper and others in 
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www.irlgov.ie/cpmr; information on Institute of Public 
Administration research in progress can be found at www.ipa.ie. 
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Executive Summary 

This paper provides an overview of the development of 
performance measurement in the Irish health sector, drawing on 
reported developments in other health systems. Performance 
measurement has considerable potential in health service 
management in enabling national priorities for health reform to be 
translated into organisational and individual objectives, to provide 
a focus on results, and to enhance accountability. The paper begins 
by positioning the development of performance measurement 
within the range of recent policy and legislative changes in the 
Irish health sector. Drawing on the international literature, four 
key aspects of performance measurement are identified, which 
form the framework for the study: developing performance 
measurement systems; measure definition and data collection; 
developing the use of performance data; and co-ordinating 
performance measurement. Performance measurement was also 
reviewed at the national system level, the organisation level and 
the individual level. 

The range of approaches currently in place to measure 
performance is outlined, and includes: 

• systems to monitor health outcomes and progress against 
strategic priorities at the national level, such as the Public 
Health Information System (PHIS) and strategy indicators 
used for the National Cancer Register 

• systems to monitor the performance of programmes/service 
areas, such as the hospital inpatient enquiry system (HIPE) 
and datasets being developed for mental health services and 
intellectual disability services 

• systems to monitor performance at the health board and 
agency level, such as integrated management returns (IMRs) 
and service plan indicators. 
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A comparative review was undertaken of the development of 
performance measurement systems in Australia, New Zealand, the 
United Kingdom, the USA an.d Canada. The report concludes that 
the focus of performance measurement across these countries is on 
improving health outcomes, improving the quality of care, 
achieving national priorities and reducing inequalities in health. 
The findings also suggest that performance measurement systems 
are largely evolving around: 

• developing national frameworks to define standards of 
expected performance 

• developing good measures and data collection systems 

• building managerial capacity to manage performance. 

The findings highlight the need for strong leadership in 
promoting the development of performance measurement and 
developing frameworks to ensure that health care providers 
comply with good performance standards. Currently, performance 
measurement tends to be focused around acute health care, but 
there is increasing interest in extending performance measurement 
to all parts of the health care system. 

The report looks at the approach taken across countries to 
developing performance measures. The concepts of performance 
measured include health improvement/outcomes, effectiveness 
and quality, the patient orientation of services, access and 
financial/resource management Similar concepts are seen in the 
range of measures currently being used in the Irish health service, 
although coverage appears patchy. The area that needs to be 
developed in particular in the Irish health sector is the patient
orientation of services. The types of measures used across 
countries include rates; averages; medians or means; proportions; 
costs; composite measures; and other measures of performance. 

-- - Similar measures· are currently used·in the.Irish.system.although . 
composite measures have yet to be developed. In terms of the 
development of performance measures the findings emphasise the 
need to move beyond an emphasis on finance and activity towards 
more balanced sets of measures and to focus on generating 
information that is useful to decision-makers. The findings also 
highlight the need to shift the emphasis from compliance with 
processes to focusing on results, and that performance measures 
should relate to key objectives in order to drive strategy forward. 
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The report highlights the need to have good quality data 
available at all levels of the system to support performance 
measurement. In terms of collecting, aggregating and 
disseminating data it is reported that data management systems are 
largely underdeveloped and fragmented. The acute hospital sector 
is where performance measurement is most developed. The need 
for a co-ordinated approach to the development of data 
management systems across the health system is identified. 

The findings suggest that data currently available on 
performance is under-utilised and focused mainly on controlling 
expenditure. A number of points are raised about how the use of 
data can be improved. The decision-usefulness of data is an 
important issue. Data must be relevant to users and at the correct 
level of detail. Data also needs to be timely and easily accessible 
to those who need it. In addition, the managerial culture needs to 
be receptive to the importance of basing decisions on performance 
data, individuals need to feel empowered, and the appropriate 
skills and expertise are required to be able to interpret data and use 
the findings constructively. Data must be reliable and individuals 
need to have confidence in using it. At the individual level it is 
suggested that performance measurement needs to be developed 
and linked to performance management and personal development 
planning. The research found that performance measurement at 
the individual level is largely underdeveloped. 

The findings emphasise the need for improved co-operation 
and collaboration across the health sector in the development of 
performance measurement. A number of areas must be addressed 
in this regard, including the need for greater clarity in defining 
who is responsible for co-ordinating performance measurement 
across the system. 

The report concludes that the key issues to be addressed are: 

• clarifying responsibility for overall co-ordination of 
performance measurement 

• extending performance measurement to all areas of the health 
system 

• extending performance measurement to the individual level 
within organisations and linking it with performance 
management 
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• developing more balanced sets of performance measures and 
ensuring their relevance to stakeholders 

• developing an integrated data management system 

• ensuring that decision-makers at all levels of the system have 
the skills and competencies required to make the best use of 
data produced" 

--- --" -----
---------- -- -
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Introduction 

1.1 Focus of tbe report 
This report on performance measurement provides an overview 
of the range of current approaches and plans for further 
development for performance measurement in the Irish health 
sector. It aims to identi fy the key issues arising, to generate 
guidelines for the design and use of performance measurement 
systems, and to identify the essential elements of a framework 
for performance measurement in the health sector. 

1.2 Background and context 
PUMA/SBO (1999) suggest that performance management has 
considerable potential in public management as a vehicle for 
ensuring that the highest priorities of government are 
transformed into strategic outputs to be cascaded down 
throughout organisations. They also suggest that, coupled with 
the decentralisation of management authority in exchange for 
more explicit accountability, performance management has the 
potential to shift the emphasis in management from control and 
compliance with processes to strategic steering with a clear 
focus on results. 

PUMA/SBO (1999) suggest that there are four key 
objectives to performance management systems: 

• setting objectives and allocations for government actions 

• establishing the types of authorities for carrying out those 
actions 
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• detennining what infonnation is needed to know that 
actions are executed properly 

• rewards and sanctions for perfonnance. 

Thus it can be seen that perfonnance measurement is a 
central feature of perfonnance management in the public 
service. Perfonnance measurement has a key role in supporting 
effective decision-making and enhancing accountability. 

Over the past decade in Ireland there has been an explicit 
call for enhancing the accountability of the public service, for 
public servants to demonstrate the effectiveness,and efficiency 
of the services they deliver, and for policy-makers to monitor 
and evaluate the outcomes of policy development. The need for 
the public sector to take performance management on board, 
including the development of perfonnance measurement 
systems, was emphasised by the Taoiseach in 1999 (SMI 
Working Group on Financial Management, 1999). In the health 
sector, which annually accounts for approximately 17 per cent 
of public expenditure, a number of approaches to refonn are 
centred on enhancing accountability and perfonnance 
measurement. 

1.2.1 The drive for greater accountability 

One of the central tenets of the Strategic Management Initiative 
(SMI) is the devolution of accountability and responsibility 
from the centre to executive agencies. In the near future the role 
of the Department of Health and Children will become 
increasingly focused on policy development and overall control 
of expenditure, with explicit devolution of its current role in 

---operational management to'executive agencies: The purpose-of' 
devolution is to enable decisions to be made closer to those who 
use services, thus enabling services to be more responsive to 
the needs of users. Devolution is proposed within a framework 
that provides adequate and accurate infonnation to infonn 
decisions and enables decision-makers, managers and staff to 
be held accountable. For effective devolution in health, 
perfonnance measurement systems are required that enable 
health boards and providers to demonstrate that they are 
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fulfilling devolved functions and for the department to monitor 
the performance of the system against agreed objectives. 

The three principles explicitly underpinning Shaping a 
Healthier Future (1994) - the government's strategy for the 
reform of Ireland's health system - are equity, quality of service 
and accountability. Shaping a Healthier Future identifies the 
need to demonstrate effectiveness and value for money to the 
taxpayer and the responsibility of those providing services to 
achieve agreed objectives. It sets out arrangements to improve 
legal and financial accountability and highlights weaknesses to 
be addressed in the current system: 

Many of the services are not sufficiently focused towards 
speci fic goals or targets and it is therefore difficult to assess 
their effectiveness; the information which would support 
this focusing is frequently unavailable or, if available, 
under-utilised. (Shaping a Healthier Future, 1994, p. 10) 

Dixon and Baker (1996, p. 10), in their review of 
management across the Irish health system, 'detected an 
absence of clear accountability within the system, both 
between managers and their staff and between different levels 
in the system' . Their research identi fied a number of 'complex' 
reasons for the lack of organisational and individual 
accountability in the system. 

Recent changes in legislation have the enhancement of 
accountability in public services - including the health sector
as a central focus. The Public Service Management Act, 1997 
provides for ministerial accountability to government for the 
performance of functions of departments. It also outlines the 
responsibilities of secretaries general, which include ensuring 
that the resources of the department are used in accordance with 
the Comptroller and Auditor General (Amendment) Act, 1993, 
and examining means to improve the cost-effective delivery of 
public services provided by the department. 

Specifically in health, the Health (Amendment) (No.3) 
Act, 1996 refers to the need for health boards to 'secure the 
most beneficial, effective and efficient use' of resources. It 
outlines the role of the service plan in ensuring that health 
boards are accountable for the services provided and for related 
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income and expenditure, and the responsibility of boards and 
chief executive officers (CEOs) for the supervision and 
implementation of the service plan. Also under the Act, health 
boards are required to produce and adopt an annual report that 
includes a statement of services provided. 

The Comptroller and Auditor General (Amendment) Act, 
1993 requires the Comptroller and Auditor General to audit the 
accounts of health boards, to include·a review of whether the 
health board applied expenditure for the purpose for which it 
was intended, if transactions conformed to the correct 
authority, and if income and expenditure are supported by 
substantiating documentation. The Act also provides for the 
review of whether and to what extent resources were used, 
acquired or disposed of economically and efficiently and if 
disposals effected 'the most favourable terms reasonably 
obtainable'. It gives the Comptroller and Auditor General the 
right to access documents and information, to examine systems, 
procedures and practices, and to make comparisons as 
considered appropriate. 

1.2.2 Measuring peiformance 

Shaping a Healthier Future (1994) outlines a 'key' role for the 
Department of Health and Children in performance 
measurement, specifically in the evaluation of health boards 
against national objectives. It states that such evaluation should 
increasingly focus on the effectiveness of services, including 
quality, while 'embracing' economy and efficiency. It also 
identifies the need for health boards to put in place more 
structured arrangements· to measure performance, both in their 

___ own organisations and·in agencies with which they have service - - - -
agreements. 

There is a clear focus on performance measurement in the 
strategy statement document of the Department of Health and 
Children (the department) for 1998. In the document the 
department's mission includes ' ... ensuring that health and 
personal social services are planned, managed and delivered to 
achieve measurable health and social gain and to provide the 
optimum return on resources'. Three of the seven high-level 
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objectives in the strategy statement articulate the dimensions of 
performance in the health system and suggest a growing 
emphasis on performance management: 

• to encourage the attainment of the highest standards of 
effectiveness, efficiency, equity, quality and value for 
money in the health delivery system 

• to strengthen accountability at all levels of the health 
service 

• to optimise staff performance, training and development. 
(Department of Health and Children (DoHC), 1998, p. 8) 

A number of issues relating to performance measurement 
are identified in the strategy statement. Firstly it is stated that 
one of the 'principal challenges' for the department in its 
evaluation and review function is: 

the need to improve data systems and analysis, to develop 
evaluation and performance indicators, and to harness the 
rapid advances in information technology to best 
advantage. (DoHC, 1998, p. II) 

Secondly it raises as a priority the need to promote the 
service plan as the basis for ongoing discussion between the 
department and health boards and as a benchmark by which 
health board performance can be measured. In this sense it is 
stated that the challenge currently for health boards and 
agencies is to ensure that appropriate information is collected to 
enable effective evaluation and comparison. Thirdly, the need 
to build 'appropriate feedback mechanisms' is identified to 
enable reporting and feedback to become an integral part of the 
system and to allow the department to monitor its own progress 
against the objectives set out in the strategy statement. 
Fourthly, the ability to measure performance to support 
evaluation and corrective action and the strengthening of the 
finance function in health boards is outlined as the necessary 
precursor to the department devolving its functions and respon
sibilities to health boards. 

The recently agreed Programme for Prosperity and Fairness 
(2000, p. 20) clearly links performance measurement with a 
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strategic management approach to modernising the public . . . 
service compnsmg: 

• statement of strategy, to itiform a detailed 

• business/service planning, to provide a means of 

• managing performance, to improve the standard of 

• service delivery. 
All of this suggests that performance. measurement is 

highly topical in the health sector at present. Work is going on 
both within the department and in health boards and agencies. 
This study examines the range of approaches being developed 
and compares the findings with those from the literature on the 
development of performance measurement in other countries. 
A complementary study of performance measurement in local 
government was undertaken at the same time (see Boyle, 2000, 
CPMR Discussion Paper No. 15). 

1.3 Terms of reference 
The terms of reference of both studies were the same: 

• to identify and outline current practice, both national and 
international, with regard to the development of 
performance measurement systems 

• to explore the managerial and other issues which arise from 
the development and implementation of performance 
measurement systems, and develop guidelines for the 
design and use of measurement systems arising from this 

--- --process ---- -

• to establish the essential elements of a framework for 
performance measurement, including the key criteria for 
performance indicator development. 

While the two studies - of the local government and health 
sectors - cover much common ground, there are differences 
due to the distinct operational aspects of each sector. Common 
issues from the two studies have been summarised in a briefing 
paper (CPMR Briefing Paper No. I, 2000). 
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1.4 Methodology 

The study is based on interviews with a nwnber of key 
individuals involved in the development of performance 
measurement, either within the Department of Health and 
Children, the health boards, the ERHA taskforce, or on 
collaborative working groups. It also involved a review of 
related docimlents in the Irish health sector and a review of the 
international health care literature. 

I.S Structure of the report 

In Chapter 2 a framework is presented for performance 
measurement, which forms the basis for the. research on 
performance measurement in the health sectors In Ireland and 
in a range of other countries. In Chapter 3, the first part of that 
framework is used to compare approaches to the development 
of performance measurement systems. In Chapter 4, issues 
around data definition and collection from an international 
perspective are discussed. Chapter 5 explores approaches to 
data definition and collection in the Irish health sector. Chapter 
6 focuses on the use of performance data in decision,making 
and in Chapter 7, issues around the co-ordination of 
performance measurement are discussed. By way of 
conclusion, the key focus of Chapter 8 is the presentation of the 
essential elements of a framework for performance 
measurement and key considerations for performance indicator 
development. 



2 

A Framework for Performance 
Measurement 

2.1 Introduction 

In this chapter the framework for the research is outlined, 
drawing on the irtitial findings from the literature on the 
development of performance measurement in other countries. 
Some key issues concerning the practicalities of measuring 
performance are identified. 

2.2 The development of performance measurement 

In the public sector the potential benefits from performance 
measurement are gaining wider acceptance. PUMA (OECD, 
1998) outlines a key role for performance measurement in the 
public sector to support decision-making, resulting in improved 
outcomes for the community and enabling organisations to 
meet external accountability requirements. 

In a recent analysis of health care policy across OECD 
countries, Kalisch et al. (1998) report three dominant themes: 
(I) maximising quality of care and consumer satisfaction at 
minimum cost; (2) macroeconomic cost control; and (3) 
ensuring that citizens have access to treatment and health care 
based on their needs rather than ability to pay. 

Other points raised by Kalisch el at. include the following. 

• The need to shift the emphasis in health care from cure to 
prevention. Such a shift would need to be underpinned by 
an appropriate balance in the provision of primary care and 
acute hospital services. 

9 
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• A growing acceptance that quality and efficiency need to go 
hand in hand. This is on the basis of concern in 
governments to protect vulnerable populations, and 
concerns that previous policy measures aimed at reducing 
costs alone had unacceptable impacts on access to care and 
increased customer dissatisfaction. 

• Increasing. concern about the effectiveness of health 
services and the impact of inefficiency, duplication of 
services and the lack of information and data systems on 
qUality. 

A number of difficulties in measuring performance in 
public service organisations are identified by Haselbekke and 
Ros (1991) and by Fitzgerald et al. (1991). Firstly, it is not easy 
to identify exactly what is produced in the service organisation. 
Services may be produced and consumed at the same time so 
that it is difficult to determine exactly what is produced. 
Secondly, 'services are mostly delivered without a price, or it 
may be difficult to allocate a cost. Thirdly, meaningful 

. comparisons can be difficult because the users of services or the 
situations to which they apply are not necessarily 
homogeneous.· Fourthly, in assessing the effectiveness' of 
changes made within the organisation, it may be impossible to 
isolate elerr\ents outside the production processes that also have 
an.effecton outcomes. This is particularly relevant in the health 
sector, where health services are not the only determinant of 
health status, which is also influenced by.individual predisposi
tions and behaviours and socio-eeonornic factors. Haselbekke 
and Ros also draw our attention io the possibility of resistance 
lr.om staLLand politicians_to .the .. introduction. of performance- - . 
measurement in public service organisations. . . 

PUMA/SBO ( 1999) suggest that c'ertain' tyPes of 
progranIDu; lend themselves more readily to performance 
measurement than others. Services such as health services, 
which are' less iangible and need to be tailored to individual, 
personal needs and contexts, are more difficult to measure than 
say, services issuing licences or building roads. They also 
suggest that programmes such as health services have less 
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scope for calculating price/quality trade-offs and there is the 
risk that the 'quality side of the equation' gets left in the shadow. 

23 Defining performance measurement in the health sector 

Neely el al. (1995) identify three distinct dimensions of 
performance measurement systems: 

I. the.individual performance measures 

2. performance measurement systems as an entity 

3. relationships between performance measurement systems 
and the environment in which they operate. 
Within health systems, performance measurement exists 

across three levels: 

(a) national/system level performance measures 

(b) organisational level measures 

(c) individual level performance measures. 
Performance measures at each level should relate to each 

other, the key difference between levels being the degree of 
aggregation. Across the three levels there are several ways to 
measure performance, induding: 

• ongoing measurement systems - monitoring 

• occasional reviews and evaluation 

• ad hoc costlbenetit analyses 

• client surveys 

• benchmarking 

• long-term longitudinal surveys (Auditor General of 
Canada, 1997) .. 
The literature' suggests that cUrrently the emphasis in 

performance measurement in health care is on monitoring 
services against explicit objeCtives,and on evaluation - the 
extent to which progrlimmes actually contribute to desired 
objectives in relation to the ".·role 'played by other factors 
(Auditor General of Canada, 1997). However, there is 
increasing interest in benchmarking, client surveys and 
monitoring longer-term outcomes. 
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The emphasis in this study of perfonnance measurement is 
on monitoring perfonnance, and although monitoring is closely 
linked with evaluation, it is outside the scope of this study to 
look at evaluation in detail. 

Although all three.aspects ofperfonnance measurement are 
equally important, the focus of this study is largely on 
perfonnance measurement at the system and organisational 
levels. This is because perfonnance measurement at the 
individual level has yet to be established in the Irish health 
sector. However, reference is made to perfonnance 
measurement at the individual level where appropriate. 

Four key themes can be identified in the literature on the 
development of perfonnance measurement: 

I. the development of perfonnance measurement systems 

2. developing data collection systems 

3. developing data use 

4. co-ordinating perfonnance measurement. 
These four themes and the three levels were combined to 

fonn the framework for the research, which is presented in 
Figure 2.1. 

Figure 2.1: The Research Framework 

The development of performance mearufl!menl in the heallh sector is examined 
by looking at each aspect a/performance measurement across. each level of the 
health system. 

Aspects of performance meBSu~menl 

System Measure Data use Ccrordinalion 
Performance development defmition and and 
level data ooUec:tion collaboration 

System-wide 

Organisation 

Individual 

In Chapter 3, the first aspect - the development of 
perfonnance measurement systems, is explored. 



3 

The Development of Performance 
Measurement Systems 

3.1 Introduction 
The aim of this chapter is to compare the current state of 
performance measurement in Ireland with approaches taken in 
a number of other health systems to developing performance 
measurement systems. The range of approaches currently under 
development in Ireland is outlined in Figure 3.1. 

Figure 3. i.' Performance Measurement in the 
irish Health Sector 

System Level Focus 

Public Health Infonnation National, health board Public health 
Syslem (PHIS) and agency 

Strategy indicators, e.g. National and health Specific 

national cancer stJategy board conditions/programmes 

Hospital inpatient enquiry Agency (acute hospital Inpatient activity/case mix 
(HIPE) syslem only) and aggregate for 

health board 

Integrated management Health board and agency Finance. HR. activity, 

returns (IMRs) commenlary 

Performance indicators Heahh board Service plan Objectives. 

benchmarking 

Source: Inlerview ti,ala and reports. 
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In the performance management system for the health 
sector as outlined in Shaping a Healthier Future, the role of the 
department is to set/agree national objectives, to evaluate the 
performance of health boards against those objectives, and to 
monitor the overall performance of the health system. It states 
that health boards will need to ensure that adequate structures 
are in place to measure performance in their own organisations 
and in executive agencies for which they are responsible. 

Currently a range of approaches are being taken to develop 
performance measurement systems. The service plan is 
established as the key accountability document between the 
department and health boards in the Health (Amendment) (3) 
Act, 1996. Within the annual service planning framework (for 
further information on service planning see Butler and Boyle 
(2000» work is under way to develop performance indicators 
for inclusion in service plans. An initial set of performance 
indicators has been agreed by the joint departmentlhealth board 
service planning group, with a small number of indicators for 
each programme/area. In addition, an inter-board working 
group has been convened to look at the development of an 
initial set of performance indicators to be used for comparative 
purposes across the eight health boards. 

Monthly integrated management returns (IMRs) are 
required from health boards and voluntary hospitals. The main 
function of the IMRs is to enable the finance unit in the 
department to monitor and control expenditure and stafT 
numbers across the health sector against allocations set out in 
the letter of detennination at the beginning of each year. Some 
basic activity data is also included. 

--The Itiforrriition MimagementUnii (fMU)-of the 
department undertook a national study of health status in 1995. 
This study formed the basis for the Public Health Information 
System (PHIS) database - a public health minimum dataset. 
Originally, the focus in PHIS was on mortality rates. The 
emphasis currently is on developing more composite measures 
of public health. Shaping a Healthier Future (1994) outlined an 
explicit role for Directors of Public Health within health boards 
to monitor and report on health status across health board area 
populations. In line with this move, small area statistics 
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focusing on differences in disease patterns within health boards 
are being developed to complement the PHIS data. It is 
anticipated that the PHIS database along with the work ongoing 
on public health measurement within health boards will allow 
longer-term health outcomes to be monitored year-on-year and 
inequalities between and within health boards to be identified 
and addressed. 

At the national level, a number of sectoral/programme
related datasets are being developed. The most advanced of 
these systems is the hospital inpatient enquiry (HIPE) database. 
The HIPE system provides demographic, clinical and 
administrative data on discharge and deaths from acute public 
hospitals. HIPE data is the basis of casemix analysis and health 
boards have access to information on their own performance 
and national performance overall. Datasets are also being 
developed for programmes/areas such as mental health 
services, intellectual disability services and physical disability 
services. 

Leahy (\ 998) reports that accreditation is seen as a way to 
define and promote quality standards, to identify and share 
examples of good practice, and to ensure that services meet 
minimum safety standards. It is reported in interviews that a 
number of Dublin area hospitals are currently involved in an 
accreditation initiative on a voluntary basis. The Minister for 
Health and Children, Michelil Martin, launched the National 
Teaching Hospital Accreditation Scheme in February 2000, 
aimed at achieving excellence in quality of care. Initially the 
accreditation programme will focus on the eight major teaching 
hospitals in Dublin, Cork and Galway but it is hoped to expand 
the programme later to include other hospitals and agencies, 
including private hospitals (Irish Times, 2000). 

At the organisational level, the Eastern Regional Health 
Authority (ERHA) implementation taskforce is developing a 
number of datasets. Initially the main focus in datasets will be 
on activity, but once established they will be developed more to 
include other quality and outcome data. For each of five areas 
- hospitals, intellectual disability services (IDS), community, 
ambulance and mental health - steering groups have been 
established to develop performance measurement systems. 
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Each steering group is made up of representatives from across 
the range of providers and members of the taskforce provide 
co-ordination. There is also a data standards working group for 
each area to advise on the technical aspects of performance 
measurement. 

The interview findings suggest that a considerable amount 
of activity is ongoing currently to develop performance 
measurement. While the systems/elements that currently 
function well and are developed most - HIPE and IMRs -
focus mainly on the acute hospital area and on expenditure and 
activity, further progress on the other approaches under 
development will 'provide a more balanced approach to 
measuring performance. However, community care is the area 
where performance measurement has yet to be addressed. 

3.2 The range of approacbes taken to developing 
performance measurement iu other countries 

A comparative review of health service reforms across a 
number of countries shows that there is a clear drive to develop 
performance measurement. Currently, a range of different 
approaches is being lindertaken, reflecting differences in 
indi~idual health systems and the organisation of health service 
provIsIon. 

3.2.1 The development of performance measurement systems 
in Australia 

The emphasis in developing performance measurement in 
Australia is on defiriing national performance standards, 

--developing, performancemeasures,and-making-performance' 
data available to decision- and policy-makers at all levels 
(Australian Government Publishing Service, 1996). The 
Department of Health and Family Service (DHFS), which has 
national responsibility for strategic policy for the Australian 
public health service, is taking the lead at the national level, in 
line with its corporate vision to promote 'targeted approaches to 
gain improved outcomes for individuals, communities and the 
whole population' (DHFS, 1997, p. 6). This will involve 
promoting planning that is focused on outcomes; working with 
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states and territories to defme perfonnance standards and to 
develop and prioritise perfonnance indicators (Pis); and 
monitoring and reporting on perfonnance against agreed 
standards. 

The emphasis currently in the development of national 
perfonnance measurement systems in Australia is clearly on 
acute health care. The National Health Ministers Benchmarking 
Working Group (NHMBWG) is working on the development of 
perfonnance indicators (Pis) in the acute care hospital services 
sector as in this sector infonnation is more readily available and 
the use of Pis is more developed. The Australian Council on 
Healthcare Standards (ACHS), in collaboration with the 
specialist medical colleges, is developing sets of clinical 
indicators for use in the ACHS accreditation programmes of 
acute health care providers. The National Hospitals Outcomes 
Program commissioned Boyce el al. (1997) to examine the 
range of perfonnance indicators being developed in various 
health systems and in Australia, and to identify possible 
indicators of quality of health care and health outcome for use 
in a national indicator set for acute health care in Australia. 

Perfonnance measurement also features strongly in the 
funding cycle in the Australian health care system. The 
Commonwealth Health Care (Appropriation) Act, 1998 
requires three-year contracts - health care agreements (HCAs) 
- to be drawn up between the 0 FH S and the eight 
states/territories commencing on I July 1998. HCAs clearly 
outline Commonwealth roles and responsibilities and those of 
the state/territory concerned. These include reporting and 
sharing infonnation on a regular basis and contributing to the 
development of national perfonnance indicators with a 
particular focus on health outputs and outcomes. 
States/territories are also required in HCAs to supply data and 
perfonnance infonnation including: the timeliness of responses 
for requests for data; infonnation sharing with the 
Commonwealth and other states/territories; and progress on 
selected high-level PIs. 

Future directions in the development of a perfonnance 
framework are likely to be based on: 
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• the work of the NHMBWG, which is based around a 
framework for acute hospital care 

• a framework proposed by Boyce et af., which has become 
widely accepted in Australia and is conceptually different 
to the above 

• current ongoing initiatives in Australia such as the work by 
the Advisory Group on Quality and Safety in Australian 
Health Care (NHMBWG report 1999). 

3.2.2 The development of performance measurement systems 
in New Zealand 

The funding agreement (FA) between the Ministry of Health 
and the Health Funding Authority (HFA) is the key 
accountability document between the centre and regions in the 
New Zealand health system. A number of performance 
expectations outlined in funding agreements are based on the 
Crown's Statement of Objectives, each of which includes a 
number of monitoring requirements. Monitoring arrangements 
include the submission of quarterly reports and reporting 
progress against key deadl ines. The funding agreement also 
contains a schedule for sector information, which is largely 
based around activity and is required on a monthly basis. 

The HFA has also selected ten national integrated care 
demonstration projects for the development of a collaborative 
framework for health service providers. Each project is focused 
on health outcomes and has clear objectives and targets against 
which progress will be measured. Examples given by Borman 
~and Wilson (l99~Un"lude: _ _ __ 

• a project aimed at reducing inpatient admissions for 
children with asthma by 20 per cent and improving service 
delivery for asthma overall 

• a project aimed at improving health outcomes for children 
by 'bridging primary and secondary services for children 
and developing a single entry and exit point for hospital 
carel 
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• a project focused on the management of chronic obstructive 
pulmonary disease. 

3.2.3 The development of peiformance measllrement systems 
in the United Kingdom 

The current National Health Service (NHS) reforms in the UK 
are focused on providing responsive, high-quality and better
integrated services aimed at reducing inequalities in health and 
improving the health of the population. A First Class Sen-ice 
(NHSE, 1998) outlines a three-pronged approach to improving 
performance: 

I. setting national standards and defining service models, and 
providing guidance and audit on best practice 

2. developing clinical governance to ensure that standards are 
delivered 

3. developing performance assessment. The introduction of 
the NHS Performance Assessment Framework (PAF) is 
aimed at monitoring service delivery. The establishment of 
the Commission for Health Improvement will also underpin 
the emphasis on quality. The Commission will be 
responsible for local reviews of services to ensure that 
systems are in place to monitor, assure and improve quality. 
An annual national survey of patient and user experience 
will provide feedback from users on quality issues to be 
addressed. 

The NHS Executive (NHSE) (1999) states that 
performance assessment is central to all the activities outlined 
in the reforms. The NHSE outlines a co-ordinating and 
directing role for itself in the development of the framework, 
along with a role in monitoring the overall performance of the 
system. Its key responsibilities include 'the development of 
better and more useful indicators [and] the encouragement of 
appropriate action at local level'. A set of high-level 
performance indicators were 'road-tested' in 1998 and 
following some amendments were introduced into the system 
in 1999. The indicators include some clinical indicators. Boyce 
et al. (1997) report that sets of performance indicators for ten 
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common conditions are also being developed by the 
Department of Health's Clinical Accountability and System 
Performance Evaluation (CASPE) research group. The high
level performance indicators are outlined in more detail in 
Chapter 4 of this report. 

3.2.4 The developmelll of peiformance measureinelll systems 
in the USA 

Performance measurement in the USA has not been driven 
from the centre to the same extent as in any of the three 
previous examples, and is built primarily around the 
accreditation of health care organisations. There are two key 
players in performance measurement in the American health 
system. The Joint Commission on Accreditation of Healthcare 
Organisations (JCAHO) accredits a range of acute, ambulatory 
and community-type health care organisations. The National 
Committee for Quality Assurance (NCQA) accredits health 
plans and HMOs. Both organisations carry out their own on
site evaluations towards accreditation, and while the NCQA has 
developed its own set of performance measures, the approach 
taken by the JCAHO is to provide guidance for organisations to 
select their own performance measurement systems. 

In 1999 the JCAHO announced the establishment of a 
collaborative agreement with the NCQA and the American 
Medical Accreditation Program (The AMAP is the American 
Medical Association's organisation for the accreditation of 
physicians). This agreement is designed to ensure the co
ordination of performance measurement activities across the 
entire health system. Consequently, the establishment of the 

-- -Performance ·Measurement Coordinating Council. (PMCC)-is. 
aimed at reducing duplication, co-ordinating the development 
of universal measures, standardising data requirements for 
different systems, improving data quality, and developing 
guidelines for the appropriate use of performance data. It is 
believed that this form of collaboration will also help to reduce 
the costs of data collection and reporting. 
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In tenns of a perfonnance measurement system, the 
JCAHO in 1996 announced its vision for a four-pillared 
approach for the oversight of national quality: 

I. the ftrst pillar involves the development of a credible 
standards-based evaluation framework relating sound 
processes to good patient outcomes and reducing risk 

2. the second pillar involves the development of good 
measurement systems 

3. the capability to evaluate all levels of the system is the third 
pillar 

4. the fourth pillar involves effective co-ordination of 
evaluation activities and achieving consensus on the best 
evaluation tools. 

The NCQA health plan employer data and infonnation set 
(HEDIS 2000) measures are included in the comparative 
review outlined in Chapter 4. 

3.2.5 The development o/performance measurement systems 
in Canada 

The Canadian Institute for Health Infonnation (CIHI, 1998, p. I) 
reports that in Canada: 

The capture and dissemination of quality infonnation, 
through a series of integrated communication systems, is 
the key to achieving the goals of health refonn. 

Accordingly CIHI was set up in 1993 to ensure the co-
ordinated development of a comprehensive and integrated 
health system for Canada, with speciftc responsibility for health 
standards development and gathering, processing and 
disseminating health infonnation. In addition, the National 
Forum on Health, established in 1994, identifted the need for 
better tools to assess population health and the development of 
evidence-based decision-making supported by an improved IT 
infrastructure. In 1997 the federal government allocated $50 
million towards the development of a Canadian Health 
Infonnation System (CHIN). CIHI (I998) identiftes a number 
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of performance measurement systems being developed at the 
national level, as follows. 

• One of a number of new initiatives developed by Health 
Canada in support of CHIN is the development of a 
national health surveillance system to co-ordinate and share 
information on public health among 400 to 500 institutions 
linked with disease prevention and health promotion. 

• Statistics Canada conducts a National Population Health 
Survey and produces quarterly reports on population health 
statistics. 

• HEALNet/RELAIS is a multidisciplinary initiative 
established in 1995 focusing on the development of 
evidence-based decision support systems. Its brief includes 
the development of performance indicators for health care 
organisations and practitioners aimed at quality 
improvement, achieving greater accountability and 
addressing problems in information system design to 
overcome barriers to effective communication across the 
system. 

• ClHf launched the Partnership for Health 
Informaticsrrelematics in 1996, aimed at the 'creation of a 
non-redundant, non-conflicting set of health informatics 
and telematics standards for Canada' (CIHI, 1999). 

At the provincial/tenitorial level, CIHI (1998) also reports 
that health services have become regionalised, with more 
community-focused regional and local structures replacing 

--traditional-institutional-governance 'and-management- bodies:
The shift to community integrated health service delivery 
models is supported by the development of information 
systems to integrate and link dispersed care providers, 
managers and policy-makers, an emphasis on quality 
improvement, information sharing and improved 
communication, and the development of outcome measures, 
best practice guidelines and accountability. Within each 
province/tenitory a number of initiatives are focused on 
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developing information systems and performance 
measurement. 

3.3 Conclusion 
Currently in Ireland a range of approaches is being taken to 
develop performance measurement, along similar lines to those 
across other health systems. The focus of performance 
measurement across systems is on improving health outcomes, 
improving the quality of care, achieving national priorities and 
reducing inequalities in health. Regardless of how performance 
measurement has developed across health systems to date, the 
literature suggests that performance measurement systems are 
largely evolving around: 

• developing national frameworks to define standards of 
expected performance and providing incentives for the 
achievement of these standards - for example, linking the 
achievement of standards to funding in publicly funded 
systems, or to accreditation where services are purchased 

• developing good measures and data collection systems 

• building managerial capacity to manage performance - for 
example, clinical governance and benchmarking. 

The findings suggest that central leadership is vital in 
promoting the development of performance measurement and 
in ensuring collaboration and co-ordination throughout the 
health system. 

The findings also suggest that the development of 
performance measurement is generally being driven from the 
centre with national governments taking a lead role in 
promoting the development of performance measurement and 
providing incentives or legal frameworks to ensure that health 
care providers comply with good performance standards. The 
exception is the USA, where performance measurement has 
been developed through providing the incentive for health care 
providers to achieve accreditation. 

Performance measurement currently appears to be very 
focused on acute health care but increasing interest is expressed 
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in looking at other health care settings, in exploring integrated 
health care models and in building systems around health care 
outcomes and improvements in population health. In general 
perfonnance measurement systems are incomplete, with 
different approaches at various stages of development in 
various countries. Perhaps the most comprehensive approaches 
are those being developed in the UK and Canada. 

-_ .. _--- --
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Measure Definition and Data 
Collection: International Experience 

4.1 Introduction 
In this chapter the second aspect of performance measurement 
- data collection - is explored in terms of international 
experience with identifying and defining performance 
measures and developing systems to collect, aggregate and 
disseminate data. In the first part of the chapter the focus is on 
measure definition - dimensions of performance and the types 
of measures used to capture these dimensions. In the second 
part of the chapter a framework is developed for assessing 
comparative practice with regard to data definition and 
collection. 

4.2 Derming and measuring performance 
Agreement is required within a health system on what concepts 
of performance are to be measured and how performance 
measures are to be defined. The Canadian Institute for Health 
Information (CIHI) has done aconsiderable amount of work on 
data modelling (CIHI, 1999). The development of a national 
data model in Canada is aimed at describing the data that is 
needed to meet the information needs of key stakeholders in the 
Canadian health system, along with common data definitions. 
CIHI identifies four levels of data - contextual, conceptual, 
logical and physical- which begin broad in terms.ofdetail and 
become more focused as they move !Tom contextual through to 
logical. At the broadest level, contextual data identifies the 
scope of interest in performance measurement and the major 
subjects and their relationships. At the next level - the 

25 
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conceptual level - the purpose is to enable a common 
understanding of each subject and further detail is required to 
enable each of the major entities to be distinguished. The most 
detailed level is the logical level where all entities are fully 
described, the characteristics and permissible values are 
defined, and all relationships are expressed. This level of detail 
is necessary to speci fy information systems. At the fourth level 
- the physical level - logical data is transformed to show how 
the data would be stored within an information system, 

. including information exchange structures and formats. 

The Auditor General of Canada (1997) suggests that there 
are four key steps to developing performance measures: 

I. defining programme objectives- clear statements of the 
short-term, intermediate and ultimate results to be 
accomplished 

2. identifying performance indicators - elements or specific 
aspects of performance to be measured 

3. identifying performance expectations - describes the 
desired level of performance 

4. setting performance targets - expressions of expectations in 
meaningful terms that are challenging but attainable and 
motivate staff to perform well. 

4.3 Issues in measure definition 
Three key issues are identified in the literature on recent 
developments of performance measures: the need to move 
awiiyfromatraaitional reliance"on financial measures to taking -
more of a balanced' approach; the need to measure what 
matters; and the need to link performance measures with 
strategic priorities. 

4.3.1 A balanced and integrated approach is required 

A focus solely on improving financial performance may 
encourage short-termism and can have longer-term detrimental 
effects on the organisation (O'Mara et al., \998). It is suggested 
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that traditional systems tend to neglect issues such as quality, 
responsiveness and appropriateness. In the light of such 
criticisms a balanced and integrated approach to performance 
measurement is advocated (Ballantine et al., 1998). A balanced 
approach will ensure that targeted performance reflects the 
interests of stakeholders in health service performance -
patients, the public, managers, professionals working in the 
service and funders of services. Achieving such a balance will 
require the management of diverse and conflicting priorities 
and trade-offs between concepts of performance, through 
consultation and communication. Such approaches includes the 
balanced scorecard (Kaplan and Norton, 1992), the 
performance pyramid (Lynch and Cross, 1991), and the results 
and determinants framework (Fitzgerald et al., 1991). 

Hyndman and Anderson (1997) suggest that public 
organisations need to move from 'traditional financial concepts' 
to include the benefits to users, efficiency and other dimensions 
of performance. They suggest that the current emphasis in 
performance measurement is on the 'decision-usefulness' of 
data produced. 

4.3.2 The need to measure what matters 

PUMA/SBO (1999) and Auditor General of Canada (1997) 
suggest that the focus in performance measurement has shifted 
from measuring compliance with processes to measuring 
results. 

In recent surveys, Canadians have said that they want 
public servants to focus more on the results to be achieved 
than on how things gel done. They also want to be better 
informed of the progress thaI is being made and what they 
are getting for their tax dollars. (Auditor General of 
Canada, 1997) 

The Auditor General of Canada's (1997) report claims that 
these demands come at a time when the public want reduced 
spending on public services but without any reduction in the 
quality of services, and as governments are looking at ways to 
deliver more cost-effective services. They claim that the 
adoption of a focus on results in Canada and the USA has 
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improved results, for example a 13 per cent reduction in 
mortality following cardiac procedures over eight years in the 
US Veterans Health Administration. 

Some of the more recent performance measurement models 
emphasise the link between performance and results, for 
example the results and delerminallls framework (Fitzgerald et 
al., 1991). Consistent with the increasing emph~is on results, 
the focus in health has shifted towards the outcomes of health 
service provision. The thinking is that if the Ultimate/primary 
aim of health care is to improve the health status of the 
population, progress can only be demonstnited through 
improvements in health outcomes. However, a number of 
issues have yet to be addressed in measuring outcomes. Firstly, 
a number of factors are involved in health outcome, only one of 
which is health care provision. Secondly, a time lag is involved 
in interventions that lead to improved outcomes. For example, 
a successful campaign to reduce smoking will take several 
years to manifest itself in reduced rates of heart disease and 
lung cancer. There are also a number of difficulties in 
measuring outcome. 

Although the general view in the literature is that there 
should be a greater focus on outcomes in performance 
measurement in the health sector, outputs, processes and inputs 
are still important in decision-making. Inputs, outputs and 
processes all contribute to outcomes and need to be measured 
to avoid what is termed the 'black box effect' - inputs go into 
the box and outcomes magically come out. For measurement to 
support decision-making; it is vital to know what happens 
inside the box so that processes can be refined or inputs 

--.-adjusted. -----

4.3.3 The needfor strategy-based measures 

Performance measurement is advocated as a key mechanism to 
drive strategy forward at all levels of the system. At the 
national level, performance measures need to relate to key 
objectives for health services outlined by national governments. 
An example of this is where performance expectations outlined 
in .Funding Agreements. in New Zealand are required to be 
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based around national objectives outlined in the Crown's 
Statement of Objectives. This also underpins the integration of 
national and regional objectives against which performance is 
judged. 

At the organisation level, organisation effectiveness is 
dependent on the appropriateness of an organisation's 
performance measures (O'Mara el af., 1998) and the linkages 
between performance measurement and the organisation's 
strategy and key success factors (Rangone, 1997). This 
suggests that both bottom-up and top-down approaches to 
linking strategic objectives with performance measures are 
required. 

At the individual level, individual performance objectives 
need also to be aligned with the organisation's strategic 
objectives so that each individual knows the contribution that 
they are required to make to the organisation achieving its 
objectives. Neely el af. (1994) suggest that performance 
measurement can be linked to strategic achievements in two 
ways - firstly in terms of monitoring implementation and 
secondly in encouraging behaviour that is consistent with it. 

4.4 A comparative review of performance indicators 

An overview of the development of performance indicators in 
health systems is included in the recent CPMR report on service 
planning in the health sector (Butler and Boyle, 2000). Also 
included in that report are a number of issues raised in the 
literature about the development of performance indicators and 
issues to be considered to ensure the effective use of 
performance indicators. 

For the purposes of this report a comparative analysis of 
four high-level frameworks was carried out to examine 
dimensions and understandings of performance, the measures 
used to capture that performance and the different types of 
indicators and units of measurement. Further detai Is of 
measures used in each framework are provided in Appendix 1. 
While there are differences between frameworks reflecting the 
various ways in which they are intended to be used within 
health systems, the comparisons are useful in identifying some 
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of the concepts underpinning performance measurement. The 
four frameworks compared are as follows. 

\. The NHS Performance Assessment Framework (PAF): The 
NHS PAF is one part of a three-pronged approach to 
improving performance in the NHS outlined in Chapter 3. 
In 1998 a number of high-level indicators were 'road-tested' 
and further refmed before being rolled out in 1999. A 
number of key clinical indicators are included in the 
framework. Indicators are grouped under six aspects of 
performance and are intended to be used for comparisons 
by population group, by condition/client group, and by 
service organisation. 

2. A National Framework Proposedfor Australia: Neil Boyce 
and colleagues were commissioned by the National 
Hospitals Outcomes Program to review critically the 
development of indicators in Australia and abroad in acute 
care services and to identifY possible indicators to be used 
for a national set of quality and outcome indicators in 
Australia. They outline a number of possible indicators 
under eight categories in their report, along with a number 
of criteria for the evaluation of potential performance 
indicators (Boyce et al., 1997). 

3. The HEDIS 2000 Framework: The HEDIS tTamework 
developed by the NCQA is used to measure and report 
performance in more than 90 per cent of America's health 
care plans. The latest version of HEDIS will be used by the 
NCQA in its new accreditation programme (JCAHO, 1998). 

4. The POPULIS Framework: The Manitoba Centre for 
---Health -Policy-and Evaluation-(MCHPE) developed-the- -

Population Health Information System (PO PULIS) to 
provide accurate and timely information to health care 
decision-makers, analysts and providers and to focus on the 
link between health and health care utilisation (MCHPE, 
1999). Indicators are grouped in eight categories. 

4.4. I Dimensions of performance 

There are a number of dimensions of performance in the four 
frameworks that can be sorted into six key categories: health 
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improvement or outcomes; effectiveness and quality; patient
oriented services; access; financial/resource management; and 
additional indicators. Table 4.1 examines more closely the 
explicit dimensions of perfonnance under each of the six 
categories. 

As previously stated, although the purpose of each 
framework is clearly to measure performance, each is meant to 
be used in a slightly different way. This is reflected in 
differences in where the emphasis is placed. For example, the 
POPULIS framework has a particular focus on health status and 
is the only one to include sociological/economic and 
demographic factors possibly involved in health outcomes. The 
effectiveness/quality and access dimensions are the only 
categories included by all four frameworks, suggesting that 
these two dimensions are particularly relevant. The HEDIS 
framework has a particular focus on financial/resource 
management and patient-oriented services, whereas these are 
not included in the POPULIS framework. This reflects the fact 
that HEDIS is used to review the perfonnance of health plans. 

I. Health improvement/olltcomes 

One of the dimensions used in the NHS PAF is health 
improvement, which is defined as 'the overall health of 
populations, reflecting social and environmental factors 
and individual behaviour as well as care provided by the 
NHS and other agencies'. The measures used for health 
improvement include: standardised mortality and 
morbidity; cancer registrations and deaths from malignant 
neoplasms; deaths from all circulatory diseases; suicide 
rates; and, deaths from accidents. These measures 
constitute longer-tenn population health outcomes. In 
addition, another dimension - health olltcomes of NHS care 
- includes a number of measures focusing on shorter-term 
outcomes. Several of the measures used are composite 
measures focusing on premature deaths and avoidable 
mortality. Some are indicators of inadequate care, such as 
emergency psychiatric readmission rates and dental decay 
in five-year-olds. One indicator also relates to adverse 
events! complications. POPULIS also includes four broad 
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Table 4.1: A review a/performance 
measurement frameworks 

Nallonal POPULIS Performance 
frame\\1)rk - Canada assessmenl 
- Australia framework -

UK 
Iteallh imDro,,'ementioutcomes 

Elective X 
preventive 
interventions 
Health outcomes X 
of care 
Healthlill-he:ahh X X 

Etrecllveness and Qualitv 
Effectiveness X r- X 

ualitv X j 
Annromateness X L X 
Safety X 
Technical X 

I proficiencY 
Po I ted t enl-oraen serVIces 

Acceorabilitv X 
Patientlcarer X 
experience 
Informed health 
choices 
Health plan 
descrimives 
Continuity X 

Access 
I Access X X x 

X 
Financial/resource rnanal!'ement 

Cost ofeate 
Health plan 
st.abili~ 
Efficiencv X X .. 

na " Add t 0 I mdlcators 
Demographic X 
chan.os 
Socio-economic X 
risk characteristics 

H[DIS2000 
-USA 

X 

X 

X 

X 

x 
x 

X 
X 
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indicators of health status - premature mortality, life 
expectancy at birth, low birth weight rate, and disease 
specific rates. 

2. Effectiveness and qllality 

As previously stated, there is a particular emphasis on 
effectiveness and quality in frameworks. Effectiveness can 
be seen on two levels - firstly in terms of the effectiveness 
of the health system, and secondly in terms of the 
effectiveness of services or care. Boyce et al. (1997, p. 15) 
define effectiveness as: 

The degree to which an intervention produces 
measurable increases in survival or improved quality of 
life (or improved outcomes) when applied in routine 
practice. 

For the Australian national framework, Boyce et a1. 
view effectiveness in terms of outcomes of care or outputs 
- 'outcome-proxies'. They suggest outcomes can be defined 
by either providers or patients. Provider outcomes include 
mortality, morbidity and clinical outcomes. Patient 
outcomes include self-reported outcomes, health status 
measures, and health-related quality of life measures. 

Appropriateness is defined separately from 
effectiveness by Boyce et al. in terms of 'the extent to which 
potential benefits of an intervention exceed the risks 
involved'. The measures of appropriateness they propose 
for the Australian national framework include case-by-case 
analysis and the use of proxy indicators of population
based differences in interventions. Two further dimensions 
relating to effectiveness are proposed by Boyce et al., i.e. 
safety - 'the extent to which potential risks were avoided 
and inadvertent harm minimised in care delivery processes', 
and technical proficiency - 'the extent to which the 
performance of interventions by healthcare professionals is 
consistent with contemporary standards and knowledge of 
skills relevant to that intervention'. Modular indicators are 
proposed for both dimensions as opposed to those 
contained in a national set. 
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The NHS PAF expresses effectiveness in slightly 
different tenns and more along the lines of an evidence
based approach. Firstly, the measures used reflect the 
emphasis on evidence-based practice, e.g. composite 
measures of inappropriately used surgery; composite rates 
for surgery that is known to be effective when used 
appropriately, such as CABG (coronary artery bypass graft), 
PTCA (percutaneous transluminal coronary angioplasty) 
and hip replacement. Secondly, there are composite 
measures of hospital admissions for acute and chronic 
conditions that are 'potentially avoidable hospitalisations' 
providing retrospective indicators of ineffective care. 
Thirdly, some of the indicators used for effectiveness also 
suggest an emphasis on prevention and the early detection of 
disease - for example, percentage of target population 
vaccinated and screened for breast and cervical cancer. 

The aspects of effective and appropriate care in the 
NHS PAF are defined as the extent to which services are: 

• clinically effective (interventions or care packages are 
evidence-based) 

• appropriate to need 

• timely 
• in line with agreed standards 

• provided according to best practice service organisation 

• delivered by appropriately trained and educated staff. 
(NHSE, 1999, p. 17) 
While the perfonnance measures used under efIe..ctjve_ 

·--andappropriate-care·f6cus·offthe process o(care, the NHS 
PAF has two further related dimensions focusing on the 
health outcomes of NHS care and health improvement. 

The NCQA's HEDIS framework also includes a range 
of effectiveness of care measures. Here the focus is on 
disease prevention and early detection of disease - such as 
breast and cervical cancer screening, chlamydia screening, 
prenatal care in the first nimester and check-ups after 
deli very. There is also a focus on good practice such as 
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controlling high blood pressure, the use of appropriate 
medications for people with asthma and comprehensive 
diabetes care. Health outcome measures are not included. 

The POPULIS framework does not have a specific 
dimension for effectiveness. However, a number of 
measures are outlined under indicators of quality of care, 
use of hospital resources, and healthlill-health that can be 
viewed in terms of effectiveness. They include: 

• mortality rates within 30 days of discharge from 
hospital 

• readmission rates within 30 days of discharge from 
hospital 

• rates of 'discretionary' procedures, and for procedures 
where there is concern about access 

• life expectancy at birth and rates for premature 
mortality, low birth weight and specific diseases 

• separations for conditions amenable to good medical 
treatment, avoidable with good medical care, and 
conditions sensitive togood ambulatory care. 
Vaccination rates and cervical and breast cancer 

screening are also included. 

3. Patient-oriented services 

The NHS PAF includes the following as a dimension. The 
patient/carer perceptions on the delivery of services 
including: 

• responsiveness to individual needs and preferences 
• the skill, care and continuity of service provision 
• patient involvement, good information and choice 
• waiting times and accessibility 
• the physical environment; the organisation and courtesy 

of administrative arrangements. (NHSE, 1999, p. 17) 
Measures are based around waiting times in accident 

and emergency departments (A&E), operation 
cancellations, delayed discharge for people over 75 years, 
outpatient non-attendances, and percentages for people 
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seen within 13 weeks ofGP referral and on waiting lists for 
12 months or more. 

In the Australian national framework proposed by 
Boyce et al. there are two dimensions relating to patient
oriented services. The first is acceptability - 'the degree to 
which the service meets or exceeds the expectations of 
informed customers and consumers'. The proposed 
measurement of acceptability is based around consumer 
surveys. The second dimension is continuity - 'the extent to 
which an individual episode of care is co-ordinated and 
integrated into overall care provision'. Measurement is 
proposed through surveys of patients or their carers to 
include the success of discharge planning and integration of 
care. 

The HEDIS framework has three dimensions relating to 
patient-oriented services - satisfaction with experience of 
care. informed health care choices. and health plan 
descriptive information. Assessment of satisfaction with 
care is on the basis of two surveys - one for adults and one 
for children - and there is only one assessment of informed 
health choices (management of menopause). The health 
plan descriptive dimension includes a review of the range 
of additional health plan arrangements for members 
including arrangements with public health, educational and 
social service organisations and enrolment measures. 

The POPULIS framework is the only one without 
explicit measures of services designed around patients and 
their needs and preferences. 

4. Access 

Access indicators are included in each of the four 
frameworks. Once again with this dimension, differences 
are apparent in what is understood by access. For example, 
the NHSE defines fair access in terms of 'offering fair 
access to health services in relation to people's needs, 
irrespective of geography, socio-economic group, ethnicity, 

. age or sex'. For the Australian national framework, Boyce 
et al. (I997) view access in terms of 'the capacity of 



PERFORMANCE MEASUREMENT IN THE HEALm S£C7VR 37 

individuals to obtain the same quality of service'. Thus the 
emphasis in the NHS PAF is on the distribution of services 
and this is reflected in measures centred around access to 
elective surgery and inpatient services, an NHS dentist, and 
access to breast and cervical screening. For Boyce et al. the 
emphasis is on providing the same standard of service and 
this is reflected in measures centred around waiting times 
for elective surgery, outpatient appointments, the 
emergency department and emergency admission. 

HEDIS measures are based around access to services 
such as primary care practitioners but also include 
measures of the initiation of prenatal care and the 
availability of interpretation services. There are a number 
of access-related measures in POPULIS relating to access 
to physicians, access to nursing homes, and the supply and 
use of beds per 1,000 residents. 

5. Financial/ resollrce management 

Three of the frameworks have a number of finance-related 
measures. The HEDIS system includes measures of health 
plan stability, including practitioner turnover, disenrolment, 
years in business, and indicators of financial stability. It also 
measures the cost of care including rate trends and high 
occurrence/high turnover diagnosis related groups (DRGs). 

One of the NHS PAF dimensions is efficiency and 
measures include: day case rate; casemix adjusted length of 
stay; adjusted unit costs for maternity and mental health 
services; and the percentage of generic prescribing. The 
only measure of efficiency proposed for the Australian 
national framework is costlcasemix adjusted separation and 
they report that none of the measures of 'allocative 
efficiency' that they reviewed were suitable for a national 
set: 

6. Additional indicators 

POPULIS has two additional sets of indicators reflecting its 
status as a population"based framework - socio-economic 
risk characteristics and demographic changes. The aim is 
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to provide a better link for decision-makers using the 
information between health and health care utilisation. 

4.4.2 Types of indica tor 

A number of different types of measure can be identified from 
the four. frameworks. 

(a) Rates: Rates are used in frameworks to measure, for 
example, mortality, low birth weight, day cases, suicide, and 
immunisation. Some rates are adjusted to give more accurate 
meaning, for example, in the NHS PAF the standardised 
mortality rate (SMR) is used and elective surgery rates are 
age-standardised for five procedures. Rates may also be 
expressed as nwnber per nwnber of residents/population, for 
example beds or days per 1,000 residents, and admissions to 
public nursing homes per 1,000 population. 

(b) Averages, means or medians: A number of measures of 
central distribution are used such as means, averages or 
medians. Such measures include average length of stay, 
waiting times, and average nwnber of decayed, missing or 
filled teeth in five-year-olds. POPULIS uses median length 
of waiting times and the NHS PAF uses a casemix 
adjustment for length of stay. 

(c) Proportions: Proportions expressed as percentages are 
used, for example, to measure the percentage of members 
receiving mental health or chemical dependency services; 
and percentage of births to women under 20. In the NHS 

__ _Plopgrt!9l!s_3[e ..iet_out. against standardLoLexpected_ 
practice. Examples include: percentage of patients seen 
within 13 weeks of GP referral; percentage of prescribing 
that is generic, percentage of patients on waiting lists for 12 
months or more. 

(d) Costs: The NHS PAF uses adjusted unit costs for maternity 
and mental health services. DRGs are used in the HEDIS 
system and Boyce et al. propose measuring costs per 
casemix-adjusted separation. 
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(e) Composite measures: The NHS PAF uses a number of 
composite measures which are used to assess an element of 
performance by more than one measure: For example, one 
measure of the effectiveness of care is a composite of age
standardised rates for five procedures. To assess the health 
outcomes of NHS care, one measure is a composite, age
standardised measure of readmission rates and surgery rates 
for hernia recurrence. 

(I) Other measures of performance: A range of survey 
approaches are included by Boyce et aI. They include case
by-case analysis of the appropriateness of care, surveys of 
patient satisfaction, and patient-based assessment of 
continuity. POPULIS includes the use of a socio-economic 
risk index. Occasionally, descriptive measures are used in 
frameworks, for example the health plan descriptive 
information in the HEDIS system. 

4.5 Conclusion 

This comparative review of high-level performance 
frameworks examines the range of dimensions of health sector 
performance targeted and approaches taken to measure that 
performance. The findings suggest that the key performance 
issues across the health systems sampled are effectiveness, 
access, patient orientation of services, efficiency and the 
outcomes of care, with the greatest emphasis on effectiveness 
and access. The emphasis in measurement is heavily on 
quantifying performance and on developing more sophisticated 
measures such as composite measures. The findings also 
suggest that there is a growing emphasis on the experience of 
users and on developing ways to measure this softer aspect of 
performance. 

\ .. 



5 

Approaches to Data Definition and 
Collection in the Irish Health Sector 

f 

5.1 Introduction 
Approaches to defming and collecting data in the Irish health 
sector were explored through interviews with key individuals 
involved and through a review of performance measurement 
systems. Performance measures were reviewed against the 
issues raised in the comparative review of performance 
indicators in other countries given in Chapter 4. 

5.2 Concepts of performance 
The general perception among interviewees is that currently the 
emphasis in performance measurement in the health sector is on 
finance and resource management. While this aspect of 
performance measurement is reported to work well, there was 
general agreement that performance measurement needs to go 
beyond the fmancial to include issues such as quality and to 
ensure that resources are being used appropriately and 
effectively. Thejoint department/health board service planning 
group recently agreed a set of performance indicators for use in 
the 2000 service plans. Initially a small number of indicators 
have been identi fied for each service area/programme. The 
intention is that the indicators will be developed and refined 
further year-on-year. This initial set is encouraging and should 
move performance measurement beyond financial control and 
activity measures. 

A comparative review was carried out of the performance 
indicators identified, and HIPE and IMR indicators, using the 
dimensions of performance identified in Chapter 4. For 

41 
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comparative purposes, the Irish experience is contrasted with 
that of the other four performance management frameworks in 
Table 5.1. Further details are presented in Appendix 2. 

Elective 
pRventive 
inlerventions 
Health outcomes 
orcare 
Healthlill-hcah.h 

Effectiveness 
ualiry 

Appropriateness 
Sor..,. 
Technical 
proficiency 

A= bili 
Patieru/carer 
experience 
Informed heallh 
choices 
Heallh plar! 
descritllives 
Continuitv 

Table 5.1: A review of performance 
measurement frameworks 

NationaJ I'OPULIS Performance HEDIS 2000 
framel''Ork -Canada IWHSment -USA 
-AuslJ'alIa framework -

UK 
Healtb improvement/ourcomn 

X 

X 

X X 
[ff«tivenns and quallry 

X rX X 
X 

X l X 
X 
X 

eo 0 .me Pan l- rlented I eI 

X 
X X 

X 

X 

X 
Access 

PHIS, 
HIPE, 

TMib., Pis 
- Ireland 

X 

X 

X 
X 
X. 

. 

1 
A",,,,- . - I-
Service utilisation 

X t-~--I-~ ·l----· 
FinanclaUresollTce muar,ement 

Cost OrClre X 
Health plan X 
stabilitY 
EfficienCy X .x X 

Addltlonallndlcaton 
Demognaphi~ X 
chan.e:es 
Socit>eCOnorruc X X 
risk charaCteristics 
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5.2.1 Health improvement/outcomes 

The public health information system (PHIS) contains data on 
three types of popUlation health outcome - fertility, mortality 
(death) and morbidity (illness). A small amount of data is also 
kept on outcomes of care - caesarean sections, low birth weight 
and causes of mortality. It is anticipated thilt the PHIS and 
national cancer register will enable progress on longer-term 
health outcomes to be monitored at national and regional levels 
in the future and wi II enable closer examination of inequalities 
in health across the country. 

5.2.2 Effectiveness and quality 

A clear distinction can be seen between indicators of appropri
ateness and effectiveness/quality in the service plan indicators. 

(a) Appropriateness: Indicators of appropriateness generally 
. refer to care settings and their appropriateness in terms of 

what is known about best practice, for example re
attendances in A&E and OPO and rate of transfer of 

. inpatients in mental health services where treatment in the 
community is more appropriate. HIPE data includes length 
of stay, discharge destination and number of day cases by 
diagnosis related group (ORG). 

(b) Effectiveness/quality: Three types of indicator relating to 
. effectiveness/quality are seen: 

(i) Indicators of success in increasing the uptake of 
services, such as immunisation and breastfeeding rates, 
the uptake of paediatric surveillance and the number of 
foster carers recruited. 

(ii) Indicators of progress in implementing quality 
improvement or quality monitoring systems, such as 
the proportion of cases subject to audit in acute 
hospitals, and initiatives in services for people with 
intellectual disability to evaluate the quality of services, 
client satisfaction and ongoing training of staff. 

(iii)Indicators of adverse quality, such as readmission rates 
in mental health services and the number of complaints 
received (although there are issues about the validity of 
this measure) in acute hospitals. 
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5.2.3 Patient-oriented services 

The findings suggest that the dimension of perfonnance 
identified in other health systems but neglected in the Irish 
system, at least at national and regional level, is patient 
orientation/satisfaction. The need for services to be more 
clearly focused on the patient and the concept of a patient
focused approach to be reflected in perfonnance management 
is emphasised in Framework I of the Programme for Prosperity 
and Fairness (2000). It suggests that a patient-focused 
approach would include realigning and reconfiguring services 
in a way that puts patients first; using feedback from users in 
the service planninglbusiness planning process and reflecting 
the needs of users in team and high-level objectives; and 
developing perfonnance standards to monitor the level of 
quality of service. It proposes a number of 'key elements of a 
change programme' as possible indicators of success for the 
next phase of implementation of the health strategy (see 
Appendix 3). Examples given include extending hours of 
service to the public, addressing waiting times, auditing patient 
satisfaction and improving communication. 

5.2.4 Access 

Access indicators are used in six of the seven programme areas 
and more extensively in some than in others. Examples are seen 
of the concept of access in tenns of distribution of services and 
fair access as in the UK system. Perhaps the best examples are 
seen in services for older people: the proportion of people 
assessed as requiring services who actually receive them within 

-a·certain·time-frame (although·the time-frame or how it should 
be derived is not explicit). Indicators of fair access in primary 
care include the proportion of targeted school children covered 
by dental screening, and the proportion of practices having a 
female GP. In services for persons with intellectual disability an 
objective is set to identify needs for specialised services and to 
develop appropriate responses. In services for persons with 
physical disability data are required on access to additional day 
and residential places, additional home support services and 
personal assistants, respite care and additional therapists. 
However, in this area the measures used could be improved, as 
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discussed later in this paper. The HIPE system contains data on 
referrals in terms of source of referral, area of residence and 
GMS status. 

Indicators of access in terms of individuals obtaining the 
same quality of services, as identified by Boyce et al. (1997) in 
Australia, are also included. Examples in the acute hospitals 
area include waiting times for outpatient appointments and for 
inpatient admissions, and waiting times in the outpatient (OPD) 
and accident and emergency departments. 

5.2.5 Financial/resource management 

Resource management 
Data on resource management in IMRs includes expenditure, 
income, employment and variance against agreed budgets. 

Efficiency 
Efficiency indicators are found only for child/family services, 
environmental health and food control areas. Examples include: 

• numbers of premises re-inspected and average waiting time 
for inspection 

• proportions of intra-country applications for adoption 
received that are completed and average waiting time 

• proportion of tracing requests completed within 12 months, 
and average waiting time from receipt of application to 
commencement of tracing. 

Efficiency indicators for environmental health relate to the 
proportion of premises inspected and target numbers for 
sampling. IMR data relating to efficiency includes data on bed 
use, day cases and A&E andoutpatient attendance patterns. 

5.2.6 Additional indicators 
Demographic data 
Population profile data for each health board area includes data 
on age and sex in the PHIS system and data relating to inpatient 
admissions on age, sex, marital status and area of residence. 
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Good practice/strategy implementations 
A number of indicators are seen relating to the introduction of 
practices known to be good practice. These include: the 
introduction of protocols for GP referral in the acute hospitals 
area, the proportion of children in care with care plans drawn 
up and reviewed within 12 months, and ring-fencing a 
proportion of residential beds for acute care discharges. There 
are indicators relating to the achievement oflonger-term agreed 
objectives such as the implementation of the agreed 
development programme in services for intellectual disabilities, 
completion of the 'enhancing the partnership' framework and 
implementing the recommendations in 'widening the 
partnership'. In primary care, indicators relate to the 
establishment of drug misuse databases and, for traveller 
services, the establishment of a traveller health unit, 
preparation of plans to enhance service delivery, and for staff 
awareness training. Indicators relating to the implementation of 
good practice are also found in mental health services, for 
example for the appointment of resource persons/liaison 
officers and the implementation of suicide prevention 
strategies. 

Perhaps the most balanced set of indicators across all 
categories is in the acute hospital area, and they are further 
complemented by the measures in HIPE and the IMRs. In Table 
5.2 all three sets of data are mapped out along with the data held 
on PHIS, against the six dimensions of performance identified 
in the international literature. The findings suggest that 
performance measurement for acute hospitals is more advanced 
than in any other service area. Service plan indicators for other 

---- areas·are·patchy-and-in·some areas indicators-are·skewed·- for
example the emphasis in child/family services is on efficiency 
and on access in physical disability services. In addition, for 
services for physical disability, for older people and for 
child/family services, indicators are lacking for appropriateness 
and effectiveness/quality. 

It is suggested that data currently collected for acute 
hospitals could be enhanced as follows in order to improve the 
decision-usefulness of data: 
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Table 5.2: Performance measures for 
acute hospital services 

Concrot ofperformanc:e Performance measure 
II Health improvementloul&Omes PIII& 

• Fertility. mortality alld morbidili', cal!sarean sections. 
101\' birth wejght. 'causes !!£!!loria/it)' 

2J Effectiveness and quality 

'I Appropriaun('ss: • OPD rHan ratio 

• -/_ rt'-anendances a' AilE 

• -I. acute beds wilh length of stay> 30 dayt 

~ 

· length o/slay by DRG 

· discharge destination b)' DRG 

· day cases by DRG 

bl Effect/\'enesslquafity: • -/_ eaus lubjre_1 I,D audl' 

· Number of romphunll rHrived 
3 Patient-oriented services No exam res found 
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4) Access · Walti ng II~H for OPD: D/~ appointments leen wllbln 
IJ and 26 wHki ofGP referral 

· Wailing limn for inpallent adminlom 

· 'Y. pallenll KE'n ".idtio 30 minulH 10 OPD 

~ 

· Source o/Tf'ferrol. area oj rNidence b,r caunl)'. GMS 
status 

5) Fioaneillllresource man3gement 
,) Resource managem('nt !M& 
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lIariance/current momJr. rear /0 dal(' and projected 
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- WT& and cosa b)' stoff calegory 
- per agency permanent/temporary. /ull-timelpart-

lime 
- actual/approved It:vds 
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· Number ofinpati~nt admissions and discharges by 
specialit),lbeds oV(Ji/ablelbrd days used 

· Number of da)' cases per specialit}' 

· Number of lie\\' alld rerum outpatielllslptJtiellls al/I!nding 
A &EI& r~r dia/l'Sis 

6) Addilional indicaTOrs · Pro1ocob for GP referral 

'I Good pract;ce/srrQtegic · Ma.n.q;t'lllII!nl procHSes for handling palit'nl 
objectil'es complaiolllferdback 

b) B;o,"TOahicai PHIS & HIPC: A2e & Sl!X. marital slatus, afYa orrli'sidellce 

NOle: Proposed service plan indicators are in bold ~e and HIPE. IMR & 
PHIS indicators in italics. 
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• The provision of data on quality and outcomes of care 
would complement HIPE and IMR data. 

• Currently, H1PE data relates to inpatient admissions and 
one person can account for several data entries. It is 
suggested that the use of a unique patient identifier would 
enable individual patients to be tracked on an anonymous 
basis across the system, and adverse outcomes such as 
readmission and post-discharge mortality to be captured. 

• The addition of a GP identifier would enable referral 
patterns to be explored. 

5.3 Types of measure 
The performance indicators identified for use in the service 
plans for 2000 are a mixture of targetsfstandards and 
objectivesfstrategies to be implemented. Indicators are 
expressed in a number of ways, as follows. 

• Proportions - such as the percentage of cases subject to 
audit. Proportions may be expressed against the total 
number with assessed needs, against target groups, or 
against a defined standard. 

• Averages. medians or means - such as average waiting 
times. The use of averages alone can be problematic as 
outliers can balance each other and averages alone do not 
give any indication of, for example, the proportion of 
patients waiting for longer than 12 months. 

• Rates - are used less frequently and examples include 
__ readmission.rates and.immunisation rates .. _ _ _. __ _ 

• Other measures - A number of measures relate to 
objectives to be achieved, such as particular strategies or 
recommendations. Ratios are used for OPD recall to new 
attendances. For one particular area indicators relate only to 
numbers of additional placesfservices. The difficulty here is 
that such measures do not provide a specific reference point 
against which to evaluate the impact of services or progress 
made. To be useful, these measures need to be expressed 
against the number of additional placesfservices required. 
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The measures used in HIPE are based around activity, use 
of beds and casemix. They provide infonnation per inpatient 
admission including infonnation on diagnosis, age and sex, and 
length of stay. Work is ongoing within the secondary care 
division to develop costing data to complement activity and 
casemix data generated through the HIPE system. At the time 
of writing costs have been matched to 492 diagnostic related 
groups (DRGs) and 31 hospitals provide data. Clear coding and 
costing standards have been produced by the casemix working 
group and data quality is checked before organisations are 
included in data collection. 

The focus of the integrated management returns (IMRs) 
system is on expenditure control through monthly returns on 
actual pay and non-pay income and expenditure against that 
allocated in the organisation's budget. Also required are some 
basic data on inpatients, outpatients and day cases, along with 
staff numbers by employment category. The final part of the 
IMR is the CEO's commentary, where the CEO is required to 
cover five areas: the financial summary, pay/staffing, acute 
hospital reports, other programmes, and the outlook. The CEO 
is expected to focus on approved and anticipated adjustments, 
extraordinary features of the budget in the year to date, 
variances in demand-led schemes, waiting lists and bed 
closures in each consultant-staffed hospital. The CEO is also 
required to refer to areas not covered in the IMR suite and to 
provide a forecast position for the organisation for the 
remainder of the year. 

A wide range of measures is used for population 
denominator and health status in PHIS, ranging from simple 
measures such as numbers (e.g. numbers of discharges or 
deaths), rates (such as total fertility and mortality rates), and 
averages (such as average length of stay). More complex 
measures include age-standardised measures and 95 per cent 
confidence limits - some of which are age-standardised. 

The national cancer register contains statistics sorted by 
cancer types. For each type of cancer, patient-related data is 
recorded on patient area of residence, age, sex, smoking status, 
marital status, occupation and outcome. Data is also ·recorded 
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relating to diagnosis and medical treatment. Quarterly reviews 
published now contain data on survival rates. 

5.4 Developing performance indicators 
One issue raised by respondents is tbat performance indicators 
need to be developed across all healtb boards to be useful, 
because their particular use is in terms of allowing credible 
comparisons. In addition, tbere is tbe sense tbat performance 
measures need to come up from service areas to ensure that 
they are relevant, and to ensure ownership to enhance tbeir 
potential for improving performance. Clearly there are 
difficulties in achieving a balance between top-down and 
bottom-up approaches. The forum for tbe development of 
performance indicators for service plans is the joint 
departmentlhealth board service planning group. Altbough the 
letter of determination asked health boards to include 
performance indicators in 1999 service plans, this year (2000) 
is tbe first time tbat specific performance indicators have been 
identified for service plans. Work is also going on within some 
healtb boards to develop their own performance measures and 
an inter-board initiative has been set up to look at the 
development of a national high-level set of indicators. 

Healtb Canada (1996) suggests tbat programme 'success 
indicators' should: 

• be results-focused 

• be challenging but feasible 

- --.-involve.a.meaningful.comparison~over .time, .. witb.otber __ _ 
similar activities or against a reasonable standard 

• be measurable and draw on available data and resources 

• refer to a result or outcome tbat can be reasonably attributed 
to tbe activity of the programme 

• be valid and reliable 

• be selective limited to and focusing on key areas of concern 



PE.RFORMANCE Mf..ASUREMENr IN THE. Hf..ALTH S£crDR 51 

• provide a balanced assessment of programme success 

• be useful in evaluations. 

The interview fmdings suggest that there are a number of 
technical and cultural issues around performance measurement 
to be addressed. Firstly it is suggested that data systems do not 
provide sufficient amounts of the type of data that managers 
require to monitor and improve performance, and second that 
better use could be made of data that is available, even if this 
data is only available manually. It was suggested that while the 
availability of technology per se is no longer a constraint, the 
biggest issue now is the resources to be able to define and direct 
what needs to be collected at national level. In general those 
involved in the development of performance measures across 
the health sector also have a number of other competing 
responsibilities. It was suggested that there is a growing interest 
within the department in performance information, and that this 
now needs to be followed up with a focusing of resources in 
this area to help define appropriate performance measures. 

5.5 Data management systems 

All approaches to performance measurement require the 
availability of good-quality data on performance at all levels of 
the system. In this section of the report the focus is on how data 
management (data collection, aggregation and dissemination) 
systems support and facilitate performance measurement. The 
general fmding is that across the health sector data management 
systems have to date been underdeveloped. As a consequence, 
systems are fragmented and there is considerable variation 
between health boards. The area where data management is 
most advanced is the acute hospital sector. 

It is reported that the type and quality of data in HIPE has 
improved considerably over recent years and it is generally 
viewed as being fairly reliable. Nonetheless there are a number 
of data management issues outstanding on HIPE. Firstly, there 
is a timeliness issue as data on HIPE is up to six months old 
before it is available. Secondly, not all hospitals have Patient 
Administration Systems (PAS) or even where hospitals have a 
PAS, data on diagnoses are not entered onto the system by 
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practitioners on discharge but by coders up to weeks later. It 
was suggested that there is a chance that the correct code might 
not be entered, particularly if the person coding does not know 
the patient or if the case history is complex. 

The picture is very different outside the acute sector. In the 
community, services are delivered through a complex and 
dispersed network of providers. Many services are provided by 
GPs as private practitioners. The bulk of information is 
recorded manually or is held in patient notes. 

The future direction of data management within the 
department is not clear at this stage, in terms of how data from 
around the system is collected, aggregated and 
analysed/interpreted and the findings disseminated to relevant 
managers throughout the system. Currently responsibility for 
the collection/aggregation of performance data in the· health 
sector is shared between the department's information 
management unit (IMU) - PHIS, the department's finance unit 
- IMRs, the Economic and Social Research Institute - HIPE, 
and the Health Research Board - intellectual disability and 
mental health databases. In addition, data comes from the 
national cancer register and other sources, such as the G MS 
Payments Board. It was suggested that the current approach is 
fragmented. One possible way forward under consideration 
within the department is that one agency should have sole 
responsibility for data aggregation and the co-ordination of data 
collection, along similar lines to Canada's independent 
Information Management Agency. 

- -- - ---
Several other issues on data defmition and collection were 
identified by interviewees, including the following. 

• Performance indicators can only be developed further 
through being used. It is only by using them and data 
management systems that areas for improvement are 
identified. 

• Performance indicators are only indicators; they only provide 
an overview and identify areas for closer inspection. 
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• GPs are often forgotten in the consultation process m 
developing perfonnance measures. 

• Perfonnance data would be better if based around 
populations rather than hospitals, with access for health 
boards. 

5.7 Conclusion 
The focus of this chapter is on defining perfonnance and 
appropriate measures, and developing data management 
systems. Most of the concepts identified from international 
practice in Chapter 4 are evident in the range of perfonnance 
measures proposed for use in the Irish health system this year 
(2000). However, there are two very imponant observations 
about the perfonnance indicators chosen for use in service 
plans, in tenns of how the current dataset could be improved. 
Firstly, a more balanced and comprehensive set of measures is 
required across the range of service areas. The review suggests 
that the most comprehensive dataset is that used for the acute 
hospital sector and this approach could be extended to other 
areas. In addition there are examples of good indicators in a 
number of areas that could be shared. The second point raised 
in the review is that the patient orientation of services is a 
concept that panicularly needs to be developed in the Irish 
system. This point is stressed in the Programme for Prosperity 
and Fairness (2000), which also suggests some possible ways 
forward. 

In tenns of data management, the findings suggest that the 
approach taken to date to design and develop data systems 
across the health system has been fragmented and lacks co
ordination. It is suggested that central direction and suppon is 
required to improve the integration of datalinfonnation systems 
and facilitate effective communication between all pans of the 
system. 

Building on the fmdings here, the focus of Chapter 6 is on 
making the best use of performance data. 



6 

Developing the Use of 
Performance Data 

6.1 Introduction 
The Audit Commission (1995) estimates that in the UK data 
collection and use account for about 15 per cent of a hospital's 
running costs. Yet it sees information as one of the most 
important resources that a hospital holds. The literature 
highlights the importance of. performance information at all 
levels of the system: at the policy level, for external monitoring, 
and for internal use - for managers to assess needs and to plan 
services, to monitor implementation and the effectiveness and 
efficiency of services, and for the early identi fication of 
problems. At individual level, individuals need to know that 
they are meeting the objectives set for them and for the service. 
As such, performance measurement has the potential to drive 
performance forward. The effective use of performance data 
relates to both management style and the decision·usefulness 
(Hyndman and Anderson, 1997) of the data. In this chapter of 
the paper, issues relating to the use of performance data in the 
Irish health sector are explored, drawing on what is happening 
in other health systems. 

The Report of the Commission on Health Funding (1989) 
identifies confusion between political and executive decision· 
making in the Irish health system. It recommends that a clear 
distinction and separation be made between the two, enabling 
the political process to concentrate on reviewing the 
performance of the health services against the criteria of 
perceived constituent needs and on formulating new policies. 
The executive function would then concentrate on appraising 
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services against criteria in stated health policies and would be 
free to make necessary management decisions to ensure that 
such criteria were met. The report advocates the devolution of 
responsibility for operational decision-making and monitoring 
to local level for increased flexibility and innovation, so that 
decisions can be tailored to local needs and take account of user 
satisfaction. It highlights the importance of good information 
for decision-making for managers to plan services and allocate 
resources, to make choices in the delivery of services and to 
measure performance on the basis of quality and efficiency. 

The Commission on Health Funding identifies three types 
of information required for decision-making: 

• population needs and the capacity of services to meet those 
needs 

• service costs to ensure that resources are allocated and used 
efficiently . 

• service outcomes to evaluate the effectiveness of specific 
treatments and ways in which the services can be delivered 
to meet needs more effectively. 

In terms of performance monitoring and evaluation, the 
report recommends the establishment of a central function with 
personnel with the appropriate qualifications and resources, and 
with responsibility to include monitoring the performance of 
services in terms of efficiency and quality. The approach 
proposed in terms of external review is that the performance of 
organisations should be compared to identify anomalies and 
unexpected trends - suggesting unusually good or bad 

---=p::'ecrformance. Areas of cone em -would-then be f6llowea-up.--
qualitatively through peer review and professional audit. One 
must assume that unusually good performance could also be 
followed up to identify good practice to be shared. 

6.2 The use of performance information in the Irish 
health sector 

A particular issue raised in interviews is the need to develop a 
culture of using performance data as a management tool and to 
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support decision-making. It is suggested that the emphasis to 
date within the health sector has largely been on the 
development of perfonnance systems and measures, with 
limited focus on developing the.c~pacity. to makt; the best use 
of data. It is suggested that betier use could be made of data 
than currently, where data is mostly used to look at expenditure 
and activity. Further it is suggested that there is a need for 
greater expertise in interpreting and manipulating data, both 
within the department and in health boards/agencies, and that a 
co-ordinated approach is required to building skills in data use. 

6.3 Developing data use within the department 
The use of data within the department needs to be consistent 
with the changing role of the department and with the principles 
of SMI. Clearly the types of data required for political and 
executive decision-making and for operational management are 
very different. Data required by the department in its policy
making and strategic planning role is high-level, policy
oriented, aggregate data; the data required at regional and 
organisational levels is more detailed, operationally focused 
and enables deeper exploration of issues arising - 'drilling 
down'. Data required to monitor progress and effectiveness at 
the system level and to ensure accountability between the 
centre and regions is also different to that required to manage 
performance at regional and at organisational level. Interview 
findings suggest that the managerial culture within the 
department itself needs to focus increasingly on taking a 
longer-term, proactive and anticipatory approach, supported by 
good management data. 

In line with SMI and Shaping a Healthier Future, the 
department in its leadership role has an important part to play 
in enhancing governance and accountability across the system 
and overseeing and promoting the use of performance 
measurement to enhance management capacity at 
organisational level. Currently, the secondary care division is 
focusing on building management capability within hospitals to 
support the development of performance measurement. It sees 
building management capability and strengthening governance 
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as an important aspect of developing performance 
measurement and improving performance. 

6.4 Promoting data use at tbe organisational level 
The Auditor General of Canada (I997) highlights a number of 
examples that it found of ways in which organisations used 
performance information for decision-making, such as: 

• to improve planning by using performance data to review 
and update plans based on results achieved, weaknesses and 
challenges 

• to focus activity better by using perforrilance data to focus 
activities on areas likely to yield the greatest savings 

• to assess policies, practices and regulations using 
performance data to assess the implications of proposed 
changes to policies and practices 

• 10 assist ill resource allocation alld reallocation using 
performance data to calculate staff requirements and to 
support requests for additional resources 

• to demonstrate accountability between levels of 
management and assist in performance appraisal usmg 
performance data to compare achievements with 
performance expectations 

• to monitor for problems and correct them. 

The findings suggest that currently within Irish health 
~ -service provider· organisations and health boards the.useofdatL ___ _ 

is generally limited to financial and personnel control and to 
monitoring activity. Some health boards have expressed an 
interest in developing the use of data to evaluate specific 
services, for example reviews of processes, quality and value 
for money. However, the findings suggest that greater emphasis 
needs to be placed on effectiveness, quality and patient 
satisfaction. In the acute sector it is reported that HIPE data as 
it currently stands could be complemented with data that could 
be used by organisations to look at quality issues - such as 
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looking at length of stay in more detail. As previously reported, 
the HIPE data is considered to be of good quality and to be 
useful in comparative analysis. It was also suggested that data 
on waiting lists could be interrogated further, for example by 
looking at waiting lists by age group and the total length of time 
that people are waiting, and that health boards have quite a lot 
of data - which extends beyond the acute sector - that could be 
better used to review services and to support decision-making. 

The findings suggest that for the use of data to manage and 
in decision-making to be developed at the organisational level, 
a number of issues need to be addressed. Firstly, managerial 
culture within organisations has to be receptive to the 
importance of basing decisions on sound evidence of 
performance and needs. The Audit Commission (1995) also 
found this to be the case in the UK: 

The main obstacle to getting better value out of information 
is that staff seldom understand its value or potential. Their 
perception will only change if they see the benefits arriving 
from information, and this means that it must be made more 
appropriate, timely, accurate and usable. (Audit 
Commission, 1995, p. 5) 

Secondly, individual managers and professionals need to 
feel empowered and have the appropriate skills and expertise to 
be able to analyse and interpret data, and to use fmdings 
constructively. A third factor is that data be relevant, timely and 
accessible to those who need it. The issue of relevance is 
complex, and work is ongoing on the development of 
performance indicators through a consultative approach is 
aimed at balancing the needs of divisions within the department 
with those of health boards and programme managers. Perhaps 
the most timely data currently is the lMR data, where the time
lag is about six weeks. HIPE data are collected twice yearly 
with a time-lag of about six months. The difficulties here are 
that some data (or all data in hospitals where there is not a 
patient administration system (PAS» are collected manually 
and carmot be recorded until the patient has been discharged. 
However, the time-lag for HIPE has been reduced by half over 
recent years. In terms of the accessibility of data, the.lMU is 



60 DEVEWPING mE USE OF PERFORMANCE DATA 

working on making data available to health boards on CD. On 
the CD, data relating specifically to the health board is provided 
along with aggregate data on national rates .. At this stage most 
of the data is based on the PHIS system, but it is intended to 
extend the data provided year on year. 

Fourthly, data must be reliable and known to be reliable so 
that individuals can have confidence in its use. IMR and HIPE 
data is said to be reasonably reliable and the quality of data has 
improved considerably over recent years. Respondents both 
within the department and in health boards suggested that they 
have confidence in HIPE and IMR data. However, within the 
acute hospitals area particular issues were identified with the 
quality of waiting list data. 

The fifth point is that comparability is important in terms of 
the decision-usefulness of data but it relies heavily on the stan
dardisation of data definitions and on ensuring that data is 
collected in a standard way across comparators. In addition, 
organisations must have confidence that they are comparing 
their own performance with that of similar and comparable 
organisations. In the acute sector networking is being fostered 
as a way to develop comparability and the HIPE data is 
reported to be useful for comparative analysis, once 
consideration is given to known differences between hospitals. 
However, it is reported that waiting list data is not comparable 
because of differences in how individual hospitals defme 
waiting list measures. 

6.5 Data use at the individual level 
----The-Audit-Commission-(i 995)-undertook-·a-study--of---

information use in acute hospitals. Its report outlined three uses 
of information in acute hospital settings, which demonstrate 
how data at the individual practitioner level relates to that used 
for the management of services: 

I. to support clinical decisions - for the management of 
patient care on an individual level 

2. to monitor clinical performance - to audit individual cases 
and to monitor the quality and outcomes of services 
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3. to evaluate business performance - to monitor the quality 
of care including the achievement of standards, to monitor 
and compare costs, and to meet with statutory 
requirements. 

Individuals need to be aware of what is required of them in 
terms of performance and how they can contribute to the 
organisation achieving its objectives. This implies that 
corporate objectives need to be cascaded down throughout 
organisations to the individual level. In addition, individuals 
need regular feedback on how they are doing. Data on 
performance is also required to inform the appraisal process so 
that assessments are based on good information rather than 
hearsay or anecdotal evidence and help to identify ways in 
which performance can be improved. The Programme for 
Prosperity and Fairness (2000) supports the need to implement 
an effective performance management system in each public 
service sector in order to achieve continuous improvements in 
performance. Interview findings suggest that performance 
appraisal is very much at the conceptual phase within health 
boards and service provider organisations. However, some 
health boards have reported that they are thinking about how 
performance criteria for individual appraisal and personal 
development planning can be derived from objectives set out in 
the service plan. 

6.6 Conclusion 
Performance data has tremendous potential as a management 
tool to support decision-making, to enhance accountability and 
to identify how performance can be improved. However, the 
findings of this study suggest that performance data is currently 
under-utilised in the Irish health system and that data use is 
mainly limited to controlling expenditure and staff numbers. 
The promotion of data use has largely been overlooked in 
approaches thus far to developing performance measurement. 



7 

Co-ordinating Performance 
Measurement 

7.1 Introduction 
The literature suggests that co-ordination is vital in any 
performance measurement system. The recommendations in 
Shaping a Healthier Future (1994) for the future leadership and 
strategic and policy-oriented role of the department would 
suggest that the department should take the lead in ensuring a 
coherent approach to the development of performance 
measurement at the national level. Three key areas along which 
performance measurement needs to be co-ordinated are 
identified in interview findings: 

I. the development of a common framework for performance 
measurement in the Irish health sector 

2. preparing the health sector for change 

3. system oversight and monitoring. 

7.2 Developing a common framework for performance 
measurement 

7.2. J Developing structures 

For effective use of performance data the appropriate 
performance reporting structures need to be in place throughout 
the system: between the department and health boards, between 
health boards and all providers, and at the organisational level 
- between individuals responsible for the delivery of services, 
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health boards and all providers, and at the organisational level 
- between individuals responsible for the delivery of services, 
line managers and senior managers. In addition, reporting 
structures must be supported by an adequate and integrated IT 
infrastructure. It is suggested that a strategic view needs to be 
taken on system development across the sector to ensure that 
energies are appropriately focused on meeting longer-tenn 
needs and that the various elements being developed are 
compatible. 

The findings suggest that structures are developed most at 
the departmentlhealth board level. Currently, perfonnance 
management does not explicitly extend to the individual level 
and, outside the acute hospitals area, reporting structures are 
not so well developed. The community area is probably the area 
where most work is required to develop perfonnance 
measurement and reporting structures. In the eastern region, the 
establishment of the ERHA has provided an opportunity to 
build new reporting structures between the departmentlERHA 
and providers. 

The findings also suggest that horizontal structures need to 
be developed to ensure that data is used for comparative 
analysis of perfonnance. Comparative approaches such as 
benchmarking enable organisations to identifY priority areas to 
be addressed, to learn from each other's experiences and to 
spread innovative ways of working. Currently the department's 
secondary care division is working with hospitals to build 
networks between similar hospital departments for 
collaborative working and to foster comparability between 
hospitals, and a numbe.I:.QLhospitals.in the.eastem.region have 

-joined' together hi a voluntary accreditation scheme. 

7.2.2 ClarifYing appropriate levels of data 

Data must be appropriate to the level of the system where it is 
used and the way in which it is used. Thus data required 
between the department and the health boards is high-level and 
related to strategic planning and policy fonnulation and review, 
whereas at the organisational level, more detailed infonnation 
is required to support operational management. Performance 
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measures used at each level must be consistent and they should 
become more focused as they cascade down to the individual 
level and more aggregated as they build up to the top level. 

7.2.3 Enhancing accountability 
For performance measurement systems to work effectively, 
appropriate levels of accountability throughout the system must 
be defined. The literature suggests that in real terms, for 
accountability to be consistent with the emphasis on devolved 
authority in new public management a shift is required from the 
traditional management hierarchies to focusing on 
demonstrating performance against agreed expectations. The 
Office of the Auditor General of Canada and the Treasury 
Board Secretariat (AOGITBS, 1998) identify five prinCiples for 
effective accountability: 

I. clarity of roles 

2. clarity of performance expectations 

3. balance of expectations and the capacity of each party to 
deliver 

4. credibility and timeliness of reporting 

5. reasonable review of performance recogmsmg 
achievements and necessary corrections - 'closing the loop'. 
They also suggest that accountability can be enhanced 

through an emphasis on developing shared values such as pro-
fessionalism, honesty and integrity and developing a sense of 
ownership of results. The need to enhance accountability is an 
issue raised by the Commission on Health Funding (1989), 
Dixon and Baker (1996) and Shaping a Healthier Fuhlre 
(1994). Accountability is also targeted in the Health 
(Amendment) Act (3) 1996. 

7.2.4 Ensuring the reliability oj data collection systems 
and system security 

At national, regional and local level co-ordination is required to 
assure the quality oj data collected and the reliability of data 
collection systems within the health sector. It was suggested that 



66 CO-ORDINAl1NG PERFORMANCE MEASUREMENT 

currently in the Irish health sector audit of data collection 
systems and data entry processes is under-resourced and ad hoc. 

In the health sector information of a very sensitive nature is 
held on patients. Progressive moves to holding patient 
information on computerised systems rather than on manual 
systems makes data increasingly accessible and increases the 
risk of misuse. Maintaining patient confidentiality and the 
security of data held on patients is a big issue within the health 
sector. Ensuring that performance measurement systems 

. comply with security requirements is an important part of 
system audit. In Scotland the development of a national 
security and confidentiality policy and the production of IT 
security guidance at national level, coupled with monitoring 
information policies at local level, are listed as explicit action 
points in the Scottish NHS's IM&T (information management 
and technology) strategy (SHOW, 1998). 

7.2.5 Co-oniinating the development of performance measures 

It issuggested, both in interview findings and in the literature, 
that system-wide co-ordination is required in the development 
of performance measurement on several fronts, as follows. 

I. In terms of the development of balanced measures, co
ordination is required to ensure that performance 
measurement across the system is moving in the right 
direction and is being driven by the need to measure what 
matters. The need for performance measurement to move 
beyond the current emphasis on financial and activity 
measures to a more balanced set of measures is discussed.in 
Tliapfed~- .- .--.. ----.------ . 

2. It is suggested that there are significant benefits in a 
collaborative approach to identifying appropriate 
performance measures and agreeing data definitions in 
terms of economies of scale and in pooling expertise and 
experiences. As Wilson (1992) suggests, there is the need to 
prioritise performance data to ensure that only the most 
relevant and useful data is collected. Co-ordination is 
required to ensure that this is done on a coherent basis at 
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national and lower levels of the system. Those using the 
data need to be involved to ensure the relevance of what is 
collected. 

3. Co-ordination is also required at national and regional level 
to ensure the comparability of data. In terms of the 
comparability of data, agreement is required on data 
definitions and to ensure that data is being collected in the 
same way across providers. In addition, comparisons need 
to be valid - comparing apples with apples. Bottom-up 
approaches to measure definition need to be balanced with 
top-down approaches so that measures are both relevant 
and comparable. 

7.2.6 Integrating and disseminating peiformance data 

In terms of data management, a key role is identified for the 
department in integrating the data collected and making it 
accessible to those who need it within the system. Currently the 
department's IMU is working on the development of CHIPS 
(casemix HIPE IMR population system) - a compendium of data 
including IMR data; HIPE; population data; data on casemix, bed 
designations and waiting lists; and data from the perinatal system. 
The aim is to bring together data on acute hospitals, which is 
currently collected through a number of diverse systems. 

Various approaches to integrating information, including 
performance information, are being developed in other 
countries. In Canada the partnership for health 
informatics/telematics is developing a Health Information 
Framework, aimed at providing a coherent structure for 'health 
information that is collected, stored and disseminated in any 
format, in any media, for any use, by any stakeholder' (CIHI 
1999). Its purpose is to effectively manage information as a 
'valuable asset' in health and as an approach to simplify 'the 
complex world of health information'. 

In Australia the National Health Information Development 
Plan (NHIDP) was launched in 1998 jointly by the Australian 
Institute of Health and Welfare (AIHW) and the National 
Public Health Partnership:s working group on health 
information. The NHIDP is aimed at improving the quality, 
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coverage and use of public health infonnation across the 
Australian health system. The AIHW is an independent 
national agency established by an act of parliament to provide 
health and welfare statistics and information. Data is collected 
at commonwealth, state and territory level and the AIHWs 
National Health Information Knowledgebase provides 
integrated access to infonnation (metadata) on a range of health 
data collections. 

In the UK the aim of the NHS Information Authority 
(previously the information management group) is to improve 
the ability of the NHS to harness the benefit from the 
management of information and the use of information 
technology. It has an explicit role in overseeing the 
implementation of the NHS's national IM&T strategy, 
developing standardised data classifications and codes, and 
developing information management. The NHS's IM&T 
strategy is aimed at ensuring that quality information is 
accessible for health professionals to support them in their work 
and to ensure that planning and management of services is 
based on good quality information. 

7.3 Preparing the health sector for change 

7.3.1 Managing change 

The literature suggests that part of the national co-ordination 
role involves leadership to sell the benefits of performance 
measurement to all stakeholders and to provide appropriate 
support and advice as required. The Canadian Government in 

. ___ dexeloping .its_franaework-for··managing·results-in "the··public-· 
service, focused on developing organisational culture with 
particular attention to: 

• developing credible government-wide support and a 
supportive culture in departments to reinforce the efforts of 
programme. managers 

• developing strong senior-level leadership and commitment 

• providing incentives for change and supporting change 
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• providing training and communications on key concepts, 
and exchange and sharing of experiences, knowledge and 
best practice 

• developing the capacity within organisations to learn and 
adapt. (Auditor General of Canada, 1999) 

In the UK, the NHS Executive has an explicit role in co
ordinating the development of performance measurement and 
issues guidance throughout the health system through its 
regular health services circulars and guidelines. The 
development of performance measurement has also featured 
significantly in government white papers on health service 
reform. 

7.3.2 Ensuring that there are the skills and competencies 
required to measure performance effectively 

As suggested in Chapter 6, performance measurement needs to 
be supported by approaches to 'ensure that there are the skills 
and competencies required to use performance.data, at all levels 
of the system. The findings also suggest that training is required 
to promote the importance of performance measurement and its 
potential in enhancing management capacity. The Office for 
Health Management is addressing some issues in its Clinicians 
in Management Programme and, as previously mentioned, the 
secondary care division is working with acute hospitals to 
develop managerial capacity. However, interview findings 
suggest that currently there is a shortage of skills and 
competencies to interpret performance data and to use existing 
performance data as an integral part of management, at all 
levels, both within the department and within health 
boards/agencies. 

7.4 System oversight and monitoring 
National co-ordination includes monitoring of the performance 
measurement system itself to ensure that it is achieving the 
desired effect - to drive performance forward. This includes 
ensuring that the system works well and that the appropriate 
incentives are in place to drive performance measurement 
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forward. Possible misuses of perfonnance measurement are 
outlined by Boyle (2000), such as: 

• suboptimisation - the pursuit by managers of their own 
narrow objectives, at the expense of strategic co-ordination 

• gaming - altering behaviour so as to obtain strategic 
advantage, e.g. deferring spending into the future to reduce 
maintenance costs 

• misrepresentation - including creative accounting and 
fraud. 

Boyle also highlights some possible results of perfonnance 
measurement that run counter to the objectives of perfonnance 
measurement in unleashing managerial capacity. They include: 

• tunnel vision - concentration on areas covered by 
performance measures to the exclusion of other important 
areas 

• myopia - concentration on short-term issues, to the 
exclusion of long-term issues which can only be addressed 
over a number of years 

• convergence - an emphasis on not being exposed as on 
outlier against a measure, rather than an emphasis on 
excellence 

• ossification - a disinclination to experiment with new or 
innovative methods. 

This view suggests that oversight i~ reqllrredacross .the_ 
-system to-ensure· tliM tlie peifonnanc-emeasurement system is 

working well, to minimise the risk of misuse, and to ensure 
incentive systems are achieving the desired result. 

Oversight will also include monitoring performance 
measures to ensure that they continue to be ,·eIevant and valid 
measures of health service performance. If performance 
measurement is to drive performance forward, performance 
measures need to crespond ·to changing needs, changes in 
priorities or resources and changes in performance itself. The 
approach put forward in Scotland's NHS IM&T strategy is for 
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review and monitoring of national data collection, taking 
account of policy changes, infonnation requirements and 
impact on the services, and at local level to: 

• keep collection and demand of data under review to ensure 
efficiency of means and effectiveness of ends 

• ensure that clinical staff are involved in the process of 
deciding what data is needed and collected 

• share appropriate information for re-use, for example Trust 
data contributing to local planning needs. (SHOW, 1998) 

7.5 Conclusion 
The findings suggest that the department needs to clarifY who 
is responsible for co-ordinating perfonnance measurement at 
the national level, and the scope and nature of the co-ordination 
role. The promotion of performance measurement and national 
moniioring of the performance measurement system is 
consistent with the evolving role of the Department of Health 
and Children. To date the department has had a lead role in 
developing strategies such as those targeting cancer and 
cardiovascular disease. In addition, the secondary care division 
has been developing managerial capacity in the secondary care 
area. Performance measurement is also promoted through the 
introduction of performance indicators in service plans, IMRs 
and the HIPE system. While perfonnance measurement has 
been progressed over recent years, in large part due to the work 
of the department, a number of areas where further work is 
required have been identified in order to build on what has been 
achieved so far. The fmdings suggest that the co-ordinaiion role 
should include: 

• ensuring that the appropriate reporting structures are in 
place 

• clarifying appropriate levels of data and how they should be 
used 

• enhancing accountability 
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• ensuring the reliability of data collection systems and 
system security 

• co-ordinating the development of performance measures 

• integrating and disseminating data and information 

• promoting change 

• system oversight and monitoring. 



8 

Conclusions and 
Recommendations 

8.1 Introduction 
The research findings emphasise the potential that performance 
measurement has to focus services on achieving results and 
operationalising strategic and national/regional priorities. 
Performance measurement also has a vital role in enhancing 
accountability and supporting reform by enabling devolution of 
responsibility from the centre to create more responsive 
services, providing good-quality and accurate data required for 
effective decision-making, and enabling the impact of policy to 
be monitored and evaluated. Thus it is not surprising to find 
that there is growing interest in performance measurement 
across the range of stakeholders in health systems. 

Although there is a considerable amount of work ongoing 
within the Irish health sector to develop performance 
measurement systems and performance measures, the focus to 
date has largely been on the national-regional level, on the 
acute hospitals sector and on using performance data to control 
expenditure and staff numbers. While minimum datasets are 
now being developed for services such as intellectual 
disabilities, mental health and physical disabilities, 
performance measurement is largely underdeveloped in the 
community care area. Recently there has been increasing 
interest in monitoring health status and health outcomes, and 
developing the PHIS system. The introduction of service 
planning and the requirement to include performance measures 
this year increases the focus on organisations achieving agreed 
objectives and on the performance of services. The Programme 
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for Prosperity and Fairness (2000) requires perfonnance 
indicators to be put in place for each sector, including the health 
sector, and to be developed and agreed through the partnership 
structures established under Partnership 2000. 

Work to date across the health sector has focused mainly on 
developing perfonnance measures, with linle attention to other 
equally important areas of perfonnance measurement such as 
data use. The findings .in.di~ate that, particularly outside the 
acute hospitals sector, better' collaboration is required in 
developing perfonnance measures, using perfonnance data and 
designing, selecting and developing data management systems. 
In particular, the findings show that in order to advance further 
the development of perfonnance measurement, it is vital that 
energies should be focused on developing a framework for the 
co-ordination ofperfonnance measurement at the national level 
supported by clear links at regional/organisational and 
individual levels. 

8.2 A framework for performance measurement 
The third part of the research brief was to establish the essential 
elements of a framework for perfonnance measurement. The 
research examined perfonnance measurement .across two 
dimensions: 

• system levels and the purposes of perfonnance 
measurement at each level 

• aspects of perfonnance measurement to be developed. 

___ . Across. each level, the.research.focused on the development 
of perfonnance measurement across four aspects: system 
development; measure definition and data collection; data use; 
and co-ordination and collaboration. 

8.2.1 System development 

On the basis of the findings presented in Chapter 2 it is 
recommended that perfonnance measurement should occur 
across three levels in the health sector: the national/system 
level, the organisation level, and the individual level. Table 8. I 
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Table 8.1: The performance measurement system 
in the Irish health sector 

Lenl Focus Examples of lIystems 
NationaUSystcm • Population health status • PHIS 

and health outcomes 

• Disease~specific mortality • National Cancer 
and morbidity rates, Register 
eoITecti\leness and quality 
of care • H IPE, sectoral 

• Monitoring of sectoral datasets 
acti\lity 

• Monitoring of outcomes • Poten~lobe 
and auality of care develo 

Organisational • Population health status • Small area statistics 
and health outco~s 

• Demonstrating that health .- Service plan 
boards are meeting perfonnance 
agreed objectives indicators 

• Health boards ensur-!ng • POlentiil, 10 be 
that providers are mee~ing de .. oeloped - serVice 
agreed objectives agreement 

• Health board financial performance 
and staff numbers control indicators 

• IMRs, speciality 
costing 

Indi\lidual • Monitoring the • Potential, to be 
contribution of managers de .. oeloped 
and others to achieving 
organisational, secloral 
and national performance 
objectives 
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illustrates the current planned shape of perfonnance 
measurement in health across the levels, and identifies areas 
where perfonnance measurement needs to be developed 
further. Perfonnance data at the national level is required to 
infonn policy decisions and provide infonnation on 
improvements in population health and the effectiveness of the 
health system. It also enables issues of national interest to be 
monitored, such as: inequalities in health between regions; 
equity between regions in the distribution of resources and 
access to services; and levels of user satisfaction overall. 
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At the organisational level, perfonnance measurement 
enables managers to appraise services against agreed criteria 
and policies and to make infonned decisions on what needs to 
be done to ensure that the criteria are met. The type of data 
required at this level is more detailed and operationally 
focused, and relates to the perfonnance of the organisation 
overall and the perfonnance of individual services provided. 
Through comparative analysis of perfonnance data health 
boards and agencies can fmd out how they perfonn against 
similar organisations and identify areas where their energies 
should be focused. Perfonnance data at this level can also be 
used to ensure that organisations work within budget, for 
example IMR data. 

At the individual level, data of a more specific nature is 
required and relates to the contribution that the individual 
makes to the organisation. Individual perfonnance objectives 
need to relate to organisational and national objectives so that 
they are relevant to the individual in their role and help to drive 
perfonnance forward. In addition, this sort of data is useful in 
ensuring that perfonnance appraisal is based on accurate 
evidence of perfonnance and to identify learning needs to be 
addressed to ensure that the individual reaches their full 
potential within the organisation. The findings show that 
perfonnance measurement at the individual level is clearly an 
area where attention should be focused in the development of 
perfonnance measurement systems. 

8.2.2 Measure definition and data collection 
-'n .. Chapters 4 .. and. 5, -issues -around·-the ·development of- . 
perfonnance measures are discussed. Drawing on the firidings, 
a stepwise approach to developing perfonnance measures is 
identified and presented in Table 8.2. It is recommended that 
the process should begin with broad ideas and become 
progressively more focused. In initial work in consultation with 
stakeholders the purposes of a function or a service, or the 
objectives of a programme, are agreed. Based on the objectives 
identified, relevant aspects of perfonnance to be targeted are 
identified. The next stage of the process involves agreeing 
appropriate levels of perfonnance. The emphasis needs to be on 
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Table 8.2: A stepwise approach to defining 
performance measures 

Question 

What is to be measured? 

! 
What aspects of performance 
are relevant1 

+ 

Level of data Products 

Conceptual Programme objectives 
- short-term, intermediate and 

long-term objectives 

Contextual Performance elements 
- Identify aspectS of performance 

What level ofperfonnancc is Logical £fpectations and target:. 
appropriate1 

+ How will it be measured? Physical 

! 
How will the data be 
managed? 

- clarify characteristics and 
permissible values 

Measures and indicators 
- relevant. valid. balanced, 

comprehensive and comparable 
Information management system 
- coverngcanda~s 

- compatibility and inte"gration 
- data use and dissemination 
- reliability and security 
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achieving a balance between the performance ultimately 
required and what is achievable within the time and resources 
available. Targeted performance must result in improvements 
but may need to be defined in terms of specific stages to be 
achieved in order to be realistic and achievable. Targeted 
performance is then expressed in meaningful and measurable 
terms as perfonnance targets, including measure values, 
definitions and time-frame. 

Once measures have been defined, considerable thought 
needs to be given to how the data will be managed and to data 
system design. Consideration is required on the coverage of 
systems so that data can be entered at the point of service 
delivery - improving the timeliness of data and reducing the 
amount of paper in the system. The aim is to ensure that 
individuals can monitor their own performance and the 
performance of the services for which they are responsible. 
Systems should be compatible and integrated so that 
information can be moved without difficulty and on a timely 
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basis around the health system to those who need it. The 
reliability of data entry and the maintenance of patient confi
dentiality are also vital considerations. 

8.2.3 [)ata use 

The promotion of data use has largely been overlooked in 
approaches thus far to developing performance measurement. 
The findings highlight a number of issues on data use that need 
to be addressed in order to move the performance measurement 
agenda fOlWard: 

• clarifying the potential use of data with regard to the role 
that key stakeholders play at each level of the system 

• empowering managers to use data and encouraging 
ownership in performance results 

• building managerial capacity at organisational level, 
addressing training needs and providing the skills and 
expertise required to analyse and interpret data 

• improving confidence in the data by auditing the reliability 
?f data collection systems and addressing comparability 
Issues 

• improving the timeliness and accessibility of data to 
decision-makers at all levels. 

8.2.4 Co-ordination and collaboration 

The findings indicate thauhere is a lot of good work going on 
at present to develop perf0!lIlan~e me_a.§.urement.but efforts lack ___ _ 

-co:orditiation: A collilliorative approach is recommended: 

• to share good practice 

• for economies of scale 

• to ensure the comparability of performance data 

• to reap the potential benefits of benchmarking 

• to ensure that data systems are compatible. 



PERFORMANCE MEASUREMENT 1,'If THE H£ALW SECTOR 79 

In· particular, the findings show that improved co-operation 
and information sharing is required within a broad national 
framework for collaboration. A number of areas where co
ordination should be focused are presented in Table 8.3. 

Table 8.3: Co-ordinating performance measurement 

Arca Issues to be addressed 
Developing structures • Reponing structures 

• Slrategic -development of the IT infTastructure 

• Developing horizontal .structures 
Clarifying appropriate • Str.Jtegic and policy data 
levels of data • Executive and operational data 

• Data consistency between levels 
Enhancing accountability • Responsibility for results 

• Dcveiopinl! shared values and ownership 
Ensuring reliability of • Ensuring a common underslallding of data 
data collection systems definitions and how performance is to be 
and system security measured 

• Auditing data quality and system integrilY 
Co-ordinating the • Promote use of balanced and appropriate 
development of measures 
performaru;e measures • Encourage collaboration and pooling ofexpen.isc 

• Prioritise data to be collected 

• Ensure comparability and relevant comparisons 

• Ensure that perfonnance measures are consistent 
with other perfonnance improvement initiatives. 
c.i evidcnce·based practice 

Integrating and • Compiling data from range of sources 
disseminating data and • Ensuring accessibility 10 those who need it and in 
information the aoorODriate fannat 
Promoting change • Developing leadership_ and developing 

organisational capacity 

• Ensuring that there are the skills and competencies 
reauired for effective performance measurement 

System oversight and • EnSure that system works well and is not being 
monitoring abused 

• Ensure that performance measurement is doing 
what it should and incentives are having the 
desired eITect 

• Ensure that performance measures continue to be 
relevant and respond La changes in needs and 
performance 
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8.3 Conclusion 
There is growing interest in performance measurement in the 
Irish health system and performance measurement has 
developed considerably over the past few years. Nonetheless, 
the findings suggest that a considerable amount of work is still 
required to build on what has been achieved and for the full 
benefits of performance measurement to be realised. On the 
basis of the findings of the study, the key issues to be addressed 
are: 

• clarifying responsibility for overall co-ordination of 
performance measurement 

• extending performance measurement to all areas of the 
health system 

• extending performance measurement to the individual level 
within organisations and linking it with performance 
management 

• developing more balanced sets of performance measures 
and ensuring their relevance to stakeholders 

• developing an integrated data management system 

• ensuring that decision-makers at all levels of the system 
have the skills and competencies required to make the best 
use of data produced. 

-, 
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Appendix I: 
Performance measures in four other health systems 

J. The NHS Performance Assessmenl Framework 
HeaJlh Impro'"t'Plnl 

Standardised mortality 15-64 years and 65-74 years 
Cancer regislrnlions - age & sex slandardised for 7 cancers. 
Deaths from malignanl neoplasms 
Dearns from all circulatory diseases (under age 75) 
Suicide rales 
De3ths from aecidents 

Fair Act'en 
• Ele;;li\"e surgery rales . age standardised for 5 procedures 

Weighted size ofinpillient 'oI.'3iting list 
Adults registered with an NHS dentist 
Children registered with an NHS denLisl 
Early detection of cancer - composite for breastlcer.1cal cancer screening 

Effecrh~ delh'ery of apprOpriale heaJlhcare 
Disease prc\"cntion and health promotion -% of population vaccinated 
Early detection of cancer· composile for breast screening age 50-64 & 
cervical screening ages 25-64 
Inappropritllely used surgery - composilt. age Slandardised _ D&Cs under 
40, grommet for glue ear 
Composite. age standardised elective surller)' rates for 5 procedures 
Composite. age standardised admission niles for 3 types of acute 
conditions e)(pectcd to be treaTcd in primary care setting - a\'oidable 
hospitalisations 
Composite. age standardised admission rntes for] types of chronic 
conditions C)(pcC'tOO 10 be trealed in primary care Riling - a\'oidable 
hospitalisalions 
Mental health in primary care - \'olume of benzodiaupines 
Composite -COSI eITecth'e prescribing - 4 criteria 

• Composite - discharge from hospital following stroke and frncttm:d neck 
of femur 

Efficiency 
Day case rnte 

• CnSemix adjusted length of slay 
Unit cost ofmatemity (adjusted) 
Unit cost of care for specialist menial health services (adjusted) 
% of generic prescribing 

Patlentltarer elpE'riell(e of the NHS 
• Waiting in A&E for less than two hours for emergency admission 

Operation cancellations for non-medical reasons after admission 
Delayed discharge for people aged 75 or over 
% of first outpatient appointmfflt for which patients did not attend 
% patients seen within 1lv.'CC!cs ofGP referral 

• % on waiting lisls for 12 months or more 
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I. Tbe NHS Performance Assessment Framework continued 
Health oUlcomes of NilS c:are 

Rale of conceptions age 1]·16 
Average number of decayed. missing or filled teeth in five year olds 
Composite, age standardised for ad~ events/complications - 28 day readmission rates 
& rates of surgery for hernia recurrence 

• Emergency admissions for people 7S or over 
• Emergency psychiatric readmission rates 

CompOsite infant mortality rates - stillbirths & infant mortality nnes 
• Composile. age standardised, cancer 5 year sW'VivaJ rates - breast and cervical cancers 
• Composite for potentially avoid."ble monalilY for 10 conditions 
• Composite, age standardised for in-hospital premature dealhs - perioperauve mortality & 

MI aged 50 and over 

2. A national framework proposed for Australia - Boyce el 81 (1997) 
Access 

Wailing times for elective SUfb>er)' 
Outpatient wailing limes 

• Emergency department waiting times 
• Emergency admission waiting limes 
Ef1ideney 

Coslfcasemix adjusted separation 
None of thc allocativc efficiency indicators seen we~ judged to be suitable for a nalional 

,," 
Safety 
• None suitable for national set 

Targeted indicators for modules 
EffHtI'VenHS 

Generic heallh status indicators 
• Balanced indicator sets for modules 
• Mortality rates for selected conditions. proc.edures and im'esligations 

Unplanned readmission for specific care plans 
Low & very low birth weight 

Arctplablliry 
Survc~ of recent acute care patients 
Needs & satisfaction 
Contcmpcnneous reporting of process & outcome 

Continuity 
Patient·based assessment 

_____ TecbnleaJ ProOdeney--
Modular indicators for specific clinical conditions, diseases or procedures 

Approprialenns 
Cases by case analysis 

• Proxy indicators population-based differences in interventions 
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J. Tbe HEDIS 2000 framework - NCQA 

Childhood and adult immunisation rates 
Breast cancer sc:r=ning 
Cavical cancer scm!Uing 
Chlam~ia sauning in women (rlfSl)'I:M) 
Prenatal care in the rlfSl trImes1cr 
Check ups after dclivay 
Conrrolling high blood pressure (6rsI: )Cr) 
Bela blocker trealment after a bran mack 
Cholesterol managemcntalicr acute cardiovascular events 
Compreh!;ll5ivc diabetes can: 
Use ohppropiatc medications r~ people wilh asthma (fillt )ftI') 
Follow up.oftc:t bospilaliwion with mental illness 
Anlidt:pre:ssant medication management 
Advising smokcr'i to quit 
Flu shots for older adults 
Medicare health outcomes survey 

Acceul awallabllity of eare 
Adults access 10 lR"eIlIative lamwlatory bealth services 
Childml'i aa:css 10 primary c.an prBCtitionm 
Initiation ofpre:natal ~ 
Annual dental ~'isil 
Availability of language intCl'pretation savices 

SatisfanlQII wllh nperience of rare 
HEDISfCAHPS 2.0H. adult and HEDISf("AHPS 2.0H. child 

Health plao liability 
Discnrolmeru 
Practilioner [UmCIVcr 

Years in business/lata! memlxi;hip 
Indicator.; of financial stability 

Use of Itriices 
Frequency ofongoillg pren.iI.IaJ care 
Well-child visits in the third. fourth. fifth and sixth year nflift 
Adolescent well-caR visit 
Frequency of selected procedun:s 
Inpatient utilisation· non-acute care 
Dischargc and 'ava"ab'C length of stay . maternity care 
CJ.'Iarean section 
Vaginal birth after caesarean section rate: 
Binhs &. a~ length of stay. new-bams 
Mental health utilisation - % members receiving services 
Chemical diependem:y wilisatim - inp:Uienl discharges and aVenlgc: Imgth of stav 
Chemical dependency utilisation - % members receiving services -
Oulpatic:nt dnlg utiliSillion 

Cost of carr 
Rate Iraub 
High occurrenl;CllP.igh COSI DRGs 

Inform~ htallb care rhoitft, 
Managert'lCl"lt of menopause (fltSl)Qr) 

Ilra!lh plan dn.trlpti~'e informarian 
Board cenilication I !Welmcy cOmpldim 
PractiLiooe.- compensation 
ArnngemC1lIS with p.!blie health. educational & wcial service organisations 
Total enrolment by % 
Enrolment by produCl line (manber years/member monlhsl 
Unduplicated count ofMcdicaid members 
Culfllnll diversity ofMcdicaid members 
Weeks in p-l:gnallcy at time ofenrolmenl in !be MeO 
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4. The POPUlIS frumework - MCHPE (1999) 
HesUb fllI·healib 

Premature monality 
Life expectancy at birth 

• LDw birth weight rate 

• Disease specific roles 
Elerlive pre ... enlat ... ·e IDb!nentlon rates 

Rate of women wilh one cervical smear in J ~ 
• Rate of (\u ... accination 10 people 81 panicular risk 

Rate of children who receive full immunisation 
Mammogr.iphy rate for women S()..69 

Soclo-e«:onomh: risk characteristics 
High schoo\ completion rates 
Unemployment rates 
Mean household incomes 

• % female headed households with children 
% births 10 women under 20 
Soc:io-cconomic risk index 

Use ofbospUaI resources by residents 
Beds per 1,000 residenlS 
Days per n:sidenl; short stays 
Days per 1.000 pacdiauic residems 
Separations per 1.000 

• Separations for conditions avoidable with good medical Care 
Separations for conditions amenable to good medical trealJT\enl 
Sep:mations for conditions sensitive to good ambulatayeare 

Indicalon of quality care 
Mortality rales within ]0 days of discharge from hospital 
ReadmisSion rates within 30 days of discharge 
RaLeS of physician contact wilhin 30 day.; ofdisctwge formedical conditions 
Rates of ~discretionary" surgical procedures 
Rates of surgery for procedures where lhere is public concem n:: access 

Aruss to pb)'lldanl 
Full lime equivalcu per 1,000 population practising in the area 

• % residents with I or more contact within the last }'I:3T 

• Visits per 1,000 residents 
Ac:uu to nun~Dg ~omes 

PCH beds per 1,000 populatioo 
Residents of PCH per 1,000 population _,_ _ ~_ _ _ _ _ __ 

~_. __ Admissian 10 PCH per,1,{)OCl in last ),car---
-- • Median length ofwniting time for admission 

Median length of waiting lime in hospital before admission 
Demographlr thangH 

Regional in-migration in the pasl 5 years 
In_migrationfoul_migralioo by important age groups and socio-economic characteristks 



Appendix II: 
Performance indicators to be included in the service 

plans for 2000 

Indicator Dimecsion of 
I performance 

,"ttental healtb se .... ices 

• . ~IC of Iransfer of long slay pallenls from hospital 10 Appropriateness 
community care facilities 

· Proportion of inpalicrlls receiving alcohol IreaDneni thai 
may be trealed in rhe community selling 

• Re-admission rolles per 1,000 inpatients Effectiveness 

· Number of suicide prevention sllilTegies Good prnclice 

· Number of appointmenls of resource persons/liaison 
officers 

· Measure progress on plans for transfer of acute 
ps~hiatric services to acute hospital units' 

Cbild/famlly services 

• Wlliling limes for investigation imo abuse reports Access 

· Number of fosler C~ recruited EfTecliveness 

· Proportion of children in care with care plan drawn up Good practice 
and reviewed within 12 months 

· A "'erage Jen!,-rth of lime 10 concluded Efficiency 
assessmenliinvesligalion 

· Number of premises fe-inspected 

· Average ..... aiting time for inspection 

· Proponion of completed intrn-country adoption 
assessments of applications received 

· Average waiting time to completion of assessment 

· proponion of trncing requests completed within 12 
months 

· Avernge waiting time fi-om application to 
cOnlmencement of tracin I 

Acute bospltals 

• Waiting times for OPD appointments: % seen within 13 
and 26 weeks ofGP rderral Aecess 

• Waiting limes for inpatient admissions 

· % patients seen ..... ithin)O minutes in OPD 

· Waiting times in A&E 

· QPD rec.o.l1 ratio Appropriateness 

· % re-auendanc:cs at A&E 

· % acute beds with 1enb'1h or stay :;. )0 day.; 

• % cases subject to audit EfTectiveness! quality 

• Number of complaints received 
• Protocols for GPreferral Good practice 

· Management processes for handling patient 
compJainlSlfeedback 
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Indicator 

Services for older people 

ApPENDIX /I 

DlmensloD of 
I performance 

• % people assessed as requiring home help. parumcdical. public Access 
health nursing snvices, day care and respite care Ilfld receiving 
services within a UT18in time·frome 

• % of patients over 65 on waiting lists for ENT. opthalmic and 
orthopaedic waiting lists < 6 months 

• Number of cams requesting and receiving respite care, and 
waiting times 

• % people over 7S in residential care Approprialene>s 

• Proportion of residential care home beds ring·fenced for acute Good practice 
discharges 

• Agreements in place between acute and community on 
admission and discharge protocols 

Travellen' health unrh:es 
• Establishment ofTm:veller Health Unit 
• Preparation of plans 10 enhance service delivery 
• StalTawllRJIcss tr.I.ining 

Primary care 
• DenIal 

- % targeted school children covered by screening 
- % water fluoridation within statutoI)' limits 

• Healrh promotion 
- % mothers breastfeeding at birth and al 4 months 
- Proportions of health service staff received training on 

brief interVentions 

• GPs 
% practices with female d0C10~ 
% vaccination uptake pC" GMS population 
% practices wilh practice n~es 
% practices wilh two or more doctors 

• Environmental health 
- % of registered premises inspected 

• Public health nurses 
- % new-born children visited by PHN within 24 hou~ of 

hospital discharge 

• Child health 

• 

• 

% uptake of paediatric surveillance 
Immunisation rn,tes for primary immunisation. boosters & 
BeG 

Drug misuse 
- Establishment of drug misuse databases 

Food control 

Target numbers for samplins! 

Good practice 

Access 
Good practice 

Effectiveness 
Good practice 

Access 
Effectiveness 
Good practice 

Efficiency _ 

Access 

Effectiveness 

Good practice 

Efficiency 
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Indicator Dimrnsion of 
I performance 

Persons witb intellectual disability 

• Identification of need and development of appropriate Access 

responses for more specialised services 

• Improve participation of people with intellectual disability in 
national health programmes and Hepatitis B vaccination 
programme 

• Initiatives to evaluate quality of services. client satisfaction EfT eel i veness 

and ongoing training of staff 

• Implementation ofagrecd development programme Good practice 

• Completion of'Enhancing the Partnership' framework 
implementation 

· Implementation oftbe recommendations in • Widening the 
Partnership' 

Penons with physical disability 

• Number of additional day care places Access 

• Nu~ber of individuals receiving additional home suppan 
SCfVlces 

· Number of individuals receiving the SCf"Vices ofa personal 
assistant 

• Number of additional respite places 

• Number of additiona I residential places 

• Number of additional therapiSts 
Materials management 

• Measures not reviewed NIA 



Appendix III: 
Abstract from the Programme for Prosperity 

and Fairness 

Key Elements of a Change Programme for the Health Sector 

The next phase of implementation will require a carefully co-ordinated 
and focused change implementation programme which would have 
within it, for example, a number of elements, as set out below. 

• Extending hours of service to the public; 

• Co-ordinated action across a broad range of disciplines to achieve 
specified targets for reduction of wailing limes and numbers of 
people waiting for procedures; 

• Inn-oduction of a strengthening of audit of patielll satisfaction within 
the health care system and the establishment of measurable 
standards for patient satisfaction; 

• Improved communication between patients and providers in relation 
to infonnation on treatment processes, updating of current status, 
and other relevant information sought by patients and their families; 

• Working in pannership with the Service Planning process and co
operat.ing with the ongoing measurement and validation of 
performance indicators as agreed by each agency; 

• Achieving a greater flexibility of skill mix by utilising a continuum 
of health care competencies (e.g. developing role of nurse 
practitioners, nurse-led clinics, etc.); 

• Setting clear and measurable targets for the uptake of 
vaccination/immunisation programmes; 

• Co-operation in the introduction of informacion systems in the areas 
of personnel, payroll, attendance, recruinnent and superannuation 
(PPARS); 

• Agreed human resource measures for a more· open recruitment 
system (as per. paragraph 21 of section 1.4), improvements in staff 
retention, effective deployment ofstafT, speed of vacancy filling and 
staff absenteeism, and workforce planning; and 
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• Co-operating with a comprehensive overhaul of the provisions of 
personnel policies (circular 10171) to progress positively·the HR 
agenda in the health service. 
These are practical examples of areas in which real progress, 

resulting in improvements in services for patients, can take place. 

Any of these perfonnance measures must, of course, be agreed 
between the social partners at health sector leveL The most suitable 
vehicle for this would ·be the partnership arrangements which are now 
being developed both nationally and locally. 

Performance management systems would then operate .at agency 
level where senior management and staff would agree arrangements for 
setting targets and monitoring outcomes. 

(Programme for Prosperity and Fairness. 2000, p. 30) 

--'- --_.- _.---- - ---- ----' 

------
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Discussion Paper Series 

Discussion Paper I, Eyaluating Public Expenditure Programmes: 
Determining A Role For Programme Review, Richard Boyle, 1997 
Discussion Paper 2, The Fifth Irish Presidency of the European Union: 
Some Management Lessons, Peter C. Humphreys, 1997 
Discussion Paper 3, Developing An Integrated Performance Measurement 
Framework For the Irish Civil Service, Richard Boyle, 1997 
Discussion Paper 4, Team-Based Working, Richard Boyle, 1997 

Discussion Paper 5, The Use of Rewards in Civil Service Management, 
Richard Boyle, 1997 
Discussion Paper 6, Governance and Accountability in the Civil Service, 
Richard Boyle, 1998 
Discussion Paper 7, Improving Public Service Delivery, Peter C. 
Humphreys, 1998 

Discussion Paper 8, The Management of Cross-Culling Issues in the 
Public Service, Richard Boyle, 1999 
Discussion Paper 9, Multi-Stream Structures in 'the Irish Public Service. 
Richard Boyle and Michelle Worth-Butler, 1999 

Discussion Paper 10, Key Human Resource Management Issues in the Irish 
Public S~rvice, Peter C. Humphreys and Michelle Worth-Butler, 1999 
Discussion Paper II, Improving Public Services in Ireland: A Case-Study 
Approach. Peter C. Humphreys, Sile Fleming and Orla O'Donnell, 1999 

Discussion Paper 12, Regulatory Reform: Lessons from International 
Experience, Richard Boyle, 1999 

Discussion Paper 13, Service Planning in the Health Sector, Michelle 
Butler and Richard Boyle, 2000 

Copies of the above discussion papers are available from: 

Publications Division 

Institute of Public Administration 
Vergemount Hall 

Clonskeagh 

Dublin 6. 
Phone: 0 I 269 70 II 
email: sales@ipa.ie 

Fax: 0 I 269 8644 
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