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Reporting hospital performance—a balancing act between 

accountability and quality improvement  

Mary E Seddon 

In this issue of the Journal Chaudhry et al present the case for New Zealand to “join 

the ranks of health systems that embrace public reporting of quality data in the spirit 

of full and open transparency, benchmarking and continual improvement.”
1
 A fine 

aim, but is it as simple as following the US and UK lead, and will it improve 

healthcare services? 

An early report out of the RAND
2
 made the point that the “US experience of public 

disclosure is presented in the context of its healthcare system and consumer orientated 

culture.” It is important to bear in mind some of the key differences in the US 

compared with New Zealand: patient and doctor autonomy is highly valued and there 

is at least theoretical choice of hospital (mostly controlled by employers as health 

insurers); hospitals exist in competitive markets; and due to their billing databases 

they have better quality and granularity of data (this comes at a cost with 

administration greater than 20% of the total spend on health, five times the OECD 

average).
3,4

 

The UK healthcare system is more similar to New Zealand’s, however with primary 

care commissioning there is also choice of hospital/services. In the New Zealand 

public health system, patients do not have a choice as to which hospital to attend, 

therefore the publication of hospital performance data may not be a competitive driver 

for improvement. So to answer the first question, it appears unwise to simply transfer 

performance indicators from other countries (tempting though it is).
5
 

Public disclosure of healthcare performance data (predominantly hospital or provider 

performance) has been advocated for two main reasons: 

• Accountability/transparency 

• As a driver for quality improvement 

To review these in turn. It seems that there is a policy appetite in developed countries 

for transparency and some form of accountability. Although it is stated in terms of 

accountability to the public, most studies show that the ‘public’ do not search out 

performance reports, often do not understand them if they do, and make little use of 

them in their decisions as to where to seek healthcare.
6–8

  

When there is a choice of hospital or doctor, the evidence suggests that the advice of 

friends and family,
9
 the long-term relationship with a doctor

10
 and the proximity of a 

hospital are more important than report cards of performance. It seems much more 

likely that the accountability touted is actually accountability to the funders of 

healthcare. Others have argued that this accountability function is about control 

including financial control.
11

 

Chaudhry et al appear confused as to the purpose of the Health Roundtable work. It is 

designed to initiate conversations around anonymous data so that organisations can 
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improve, it is not measurement for accountability—one of the main problems is the 

lack of validity and reliability in routinely coded data—and would not be useful to 

publicly report.  

As Solberg et al said in their seminal article ‘The three faces of performance 

measurement: improvement, accountability and research’
12

: “We are increasingly 

realising how critical measurement is to the QI we seek, yet how counterproductive it 

can sometimes be to mix measurement for accountability or research with 

measurement for improvement.” Not only the purpose of the measurement differs, but 

also what and how it is measured.  

For accountability, the purpose is comparison, and to be useful there must be precise 

and valid data, rigorously risk adjusted, a large sample size and collected over a long 

period of time. For QI, the measures need to be ‘good enough’ to learn about the 

process and assess whether improvement has occurred, with iterative learning cycles 

and it works best when they are confidential to the organisations involved. Without 

this confidentiality, the risk is a loss of trust in the process: “the problem with 

measurement is that it can be a loaded gun—dangerous if misused and at least 

threatening if pointed in the wrong direction.”
13 

So does the public release of this information lead to better quality of care? 

Despite a rapidly expanding report card industry, there is little formal evaluation of 

the impact of publically releasing such data. A recent Cochrane review found only 

four high quality studies examining this issue and concluded that “the small body of 

evidence available provides no consistent evidence that the public release of 

performance data changes consumer behaviour or improves care.”
14

  

In observational studies, the extent to which report cards promoted improvement in 

the quality of hospital care was variable at best with organisations often focussing on 

improving data collection systems rather than the systems of care.
6,15

  

Even the often cited New York State cardiac surgery reporting system noted in the 

Chaudhry article is not the clear cut success case it first appears. Most of the surgeons 

with high mortality rates were low volume operators, and following publication most 

either stopped doing bypass operations, or moved out of state. Secondly there was 

some data that surgeons stopped offering surgery to high risk patients, and finally 

cardiac surgery mortality rates were decreasing in other states that did not have report 

cards.
16,17

  

There are those who argue that performance data, especially with targets attached, 

actually work against improving quality. “Quality improvement is premised on the 

value to the patient (customer), local leadership and looking at systems as a whole. 

Targets do exactly the opposite: they devalue the customer by focussing on an 

arbitrary number, devalue local leadership by relying on central control and measure 

isolated silos of activity.”
18

 Whether public reporting of quality indicators is effective 

is not only an unanswered question, but in New Zealand it seems to be unasked.  

In contrast to the paucity of evidence for the positive effect of public reporting, there 

is good evidence as to the predicable adverse effects
10

 with seven well recognised.
7
 

These include tunnel vision (as routinely collected, quantitative data is the focus), 

myopia (focussing on short term objectives), ossification (unwilling to experiment 

with new and innovative approaches) and gaming.  
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Gaming is especially likely if large incentives are attached to the performance targets. 

This can be seen in the analysis of the 4-hour Emergency Care target in the UK where 

98% of units achieved this target. According to mathematicians and queuing experts 

this result could only be obtained through gaming: making patients wait in 

ambulances, moving patients (and occasional temporary walls) so the patient was no 

longer in EC and admitting patients too early.
18

 

At present the momentum towards the use and public reporting of performance data is 

increasing more rapidly than our understanding of the consequences of this. New 

Zealand should be cautious and evaluate the effects of any proposed system.  

There are other ways to encourage healthcare improvement and transparency. One of 

these are the proposed Quality Accounts, which each DHB will produce next year. 

These are designed to balance the emphasis on financial accounts with a review of 

quality of care gaps, quality improvement programmes and progress in these areas. 

These are the place to address the organisation’s performance in patient-centred care 

(so much more than the patient satisfaction surveys mentioned in the Chaudhry 

article) with patient stories of their care, and examples of experience-based design. 

With time these may mature into very useful windows on the good work going on in 

many of our DHBs. 
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