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William Petty 1623-1687 
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17th century performance 
management 

• Mortality 1678-1679, Paris and London 
– L’Hotel Dieu: 28% 

– La Charité: 14%  

– St Bart’s and St Thomas’s: 12%  

• Petty concluded that 3,000 of those who died 
in L’Hotel Dieu 
–  ‘did not die by natural necessity, but by the evil 

administration of that Hospital’ 
• http://www.theactuary.com/archive/old-

articles/part-6/the-works-of-william-petty/ 
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Ignaz Semmelweiss 1818-1865 
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Vienna Maternity Institution: rates of 
puerperal fever 1841-1849 
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Ernest Codman 1869-1940 
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Codman’s outcomes management 

• Use of end-result cards 
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Dartmouth Atlas 
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NHS Atlas 
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Need for measurement 

• So measurement is really important if we 
want to know about quality and safety of care 

• But it’s a lot harder than it looks 
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• 44,000 to 98,000 preventable deaths 

• Based one study from 1984 and another from 1992 
using case note review 

• Extrapolated figures using number of hospitalisations 
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• Used Global Trigger Tool; estimated 210,000 preventable 
adverse events annually that contribute to death of patients 
in US hospitals (34.4m hospitalisations) 

 

• But we don’t know how many are actually preventable 
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What is preventable? 

• Many harms are in principle preventable 

• But boundaries of preventability are often 
unclear 

• And involve difficult trade-offs 
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• Marked differences in GTT harm rates in 5 
Danish hospitals 

• Training, experience, procedures 
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• 5% of deaths deemed preventable 

• Most problems related to quality of clinical monitoring, 

• Most patients whose death was preventable were 
older people 
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“Data for improvement” 

 

 

 

 

• Insufficient data points 

• Lack of sufficient baseline periods 

• Changing samples and sampling strategies 

• Inadequate annotations of changes 
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• Hospital-specific rates highly sensitive to  
adjustment for confounders and unit of 
analysis (admission or patient) 
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Judging quality and safety 

• Three major rankings of US hospitals 
 
• MGH gets A from Leapfrog, ranked top by US News and 

Word report, but gets 45 out of 100 from Consumer 
Reports 
 

• Bottom six in the CR ranking all got A from Leapfrog 
 
 
 

• http://blogs.sph.harvard.edu/ashish-jha/hospital-rankings-get-
serious/ 
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Only a handful of consistently high performing hospitals, 
and may be a chance finding 
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The story of one UK hospital 

• Regulator rated this hospital as one of four “most 
improved” hospitals  in 2006/7 

• Based on self-assessment against core indicators, 
provisionally rated “good” in 2007/8 

• Dr Foster’s Good Hospital Guide (2009) identified 
it as among 5 most improved over last three 
years 

• November 2009 –  ranked in best 10 in league 
tables for HSMR 
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The story of one UK hospital 

In 2009, the Care 
Quality Commission 
said it was “appalling” 
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The Inquiry 

“Some of the treatment of elderly 
patients could properly be characterised 
as abuse of vulnerable persons.” 
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The story of one UK hospital 

“It soon became clear that the real position of 
the hospital in the national league of 
awfulness did not matter. What did matter 
was that many patients had received poor 
care and, for some, their treatment was 
appalling.” 

• Dr Paul Woodmansey 
http://www.hospitaldr.co.uk/blogs/tag/mid-staffordshire 
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What about process measures 
instead? 

• Be careful what you measure 

• Medicare policy on tight blood glucose control 
in ICU patients turned out to be  wrong 

• Health Affairs (March 2009 issue) – 
conforming to quality guidelines had no 
impact on outcomes 
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Problems of performance 
measurement 

• Kelman and Friedman (2009): 
– Effort substitution 
– Gaming 
 

 
 
 
 

 
– Performance Improvement and Performance Dysfunction: An Empirical 

Examination of Distortionary Impacts of the Emergency Room Wait-Time Target in 
the English National Health Service J Public Adm Res Theory (2009) 19 (4): 917-946  
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Effort substitution 

• When people direct their attention to the 
thing being measured at the expense of other 
valuable activities that are not measured 
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Gaming: deliberate attempts at 
manipulation. It goes back a long way 

Under-counting of plague deaths to 
appease municipal authorities 29



But is there more to the 
problem of measuring 
quality and safety than 
gaming and effort 
substitution? 
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The Health Foundation’s 
Lining Up Research project 

• An ethnographic study of interventions 
to reduce central line infections 

• What happens when organisations are 
asked to interpret data definitions, 
collect data and report on CVC-BSIs? 
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Not even that programme eliminated 
CVC-BSIs 

• Mean rate of CVC-BSIs  

– 7.7 infections per 1,000 CVC-patient days at baseline  

– 2.3 at 0 to 3 month after implementation (p ≤ 0.002)  

– 1.4 during 18 months of follow up (median = 0) 

– Interquartile range 0-2.4  
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Measurement 

 
 
 
 
 
 
 

• Units were not counting either denominators or 
numerators consistently 

• Wide variability in underlying clinical practices and 
laboratory support 
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Denominators 

• Staff perceived that patients with different risk 
profiles were lumped together 

• Sometimes excluded patients thought to be 
“low risk” or “high risk” 

• Perceptions of fairness were very important 
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Clinical practices 

• Some physicians started anti-microbial 
therapy without a blood sample 

• What ICUs sent to the lab varied enormously 

• Organisational systems meant samples were 
not always matched up 
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Numerators 
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Data collection systems 
Controller centered Track-trigger Track Patrol 

11 3 3 

Highly fallible  Highly reliable Reasonable 
reliability 

Variable local 
credibility 

High local 
credibility 

Low local credibility 
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Differences in microbiology support 

• Many could not support catheter-related 
definition 

• Microbiology involvement in rounds varied 

• Contribution to decision-making about what 
counted varied 
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Link between measurement and 
improvement 

• High rates could motivate action – but only if credible 

• Low rates sometimes induced unjustified complacency 

• Credible data is a must 

 
– If I’m honest right before we started, we didn’t think we 

were that bad. […] We thought, you know, [we] don’t really 
have a problem with central line infections. But I think 
what it was, nobody ever looked to see whether we were 
any good […] and when we compared our infection rates, 
actually they were far worse than any of us ever realised. 
(Senior nurse, participant 43) 
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Data collection 

• Data collection risked goal displacement 

– Effort to get the numbers risked displacing goal of 
cultural and systemic change to improve infection 
control 

• Numbers could be a wake-up call if done well 
and if there was a problem 

• Numbers could also used to reinforce status 
quo and apathy 
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Counting counts 

• CDC definitions aimed at maximising 
sensitivity 

• Financial and reputational penalties changing 
rules of game 

• But accuracy of reported rates in question – 
one study found external validation raised 
reported rates by 27% 
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Counting counts 

• Goodhart’s law – any observed statistical 
regularity will tend to collapse once pressure 
is placed on it for control purposes 

• Infection rates – willingness to report or real 
rate? 
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Targets and terror 

• Centralised performance management of NHS 
• “Targets and terror” regime for NHS in England throughout 2000s 
• People become adept at working out what they need to do to 

survive performance management 
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Eroding the denominator 

• Exclusions for reporting [may be] …obscuring 
the current drivers of in-hospital mortality 
instead of helping focus attention on them. A 
key consideration for the future will be to 
dissociate these measures of performance 
from reimbursement, so as to allow for 
comprehensive reporting and data collection 
without the threat of punishment. 
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Performance management by 
numbers 

• Whether performance is enhanced or obstructed 
depends on the purpose to which numbers are put:  
– Targets 

– Rankings 

– Intelligence 
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Measurement done badly 

• Illusion of control 

• Blindsight  
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Intelligence 

• If you’re not measuring, you’re not managing 

• If you’re measuring stupidly, you’re not 
managing 

• If you’re only measuring, you’re not managing 
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Intelligence 

• No single indicator will tell you whether care is 
safe 

• Need multiple methods for problem-sensing 

• Need ways of discovering fugitive knowledge 
in organisations 

• More use of pro-active diagnostic tools 
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Conclusions 

• Measurement is essential but we have to get 
better at it 

• Current methods very limited in telling us 

– whether care is safe 

– how safety compares between organisations 

– where and how to intervene  
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