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Abstract

Background: The objective of performance assessment is to
provide governments and populations with appropriate infor-
mation about the state of their health care system. The ob-
jective of this paper is to present the most recent developments
in performance assessment and their application in urban con-
texts.

Methods: Literature review in PubMed (1970-2004). We iden-
tified additional papers and grey literature from retrieved re-
ferences.

Results: Performance assessment initiatives were identified
in Australia, Canada, the United Kingdom, and New Zealand.
The World Health Report 2000 is one of the best known exam-
ples of a transnational approach to performance assessment.

Conclusion: The best developed initiatives to date are those
that define precise categories, criteria and indicators with which
to analyse and assess health care systems, based on a solid
conceptual framework. Performance assessment fits perfectly
in urban contexts, as it is a useful tool for designing and mo-
nitoring policies, assessing the quality of the services provi-
ded, and measuring the health status of city dwellers. Barcelona
and Montreal are currently collaborating together on a project
to assess the performance assessment of their respective he-
alth care services.

Key words: Outcome and process assessment. Health care
systems. Health status.

Resumen

Objetivos: El objetivo de la evaluacion del desempefio es dar
informacion apropiada a los gobiernos y las poblaciones sobre
el funcionamiento de su sistema sanitario. El objetivo de este
articulo es presentar los desarrollos mas recientes en la me-
dida del desempefio y su aplicacion en contextos urbanos.

Meétodos: Revision de la bibliografia en PubMed (1970-2004).
Se identificaron articulos adicionales y bibliografia gris y de
las referencias de los articulos seleccionados.

Resultados: Se identificaron iniciativas de medida del de-
sempefio en Australia, Canadd, Reino Unido y Nueva Zelan-
da. La iniciativa transnacional del Informe sobre la salud en
el mundo 2000 de la Organizacion Mundial de la Salud (OMS)
es una de las mas conocidas.

Conclusiones: Las iniciativas mas desarrolladas en la ac-
tualidad son las que definen categorias, criterios e indicado-
res para analizar y evaluar los sistemas sanitarios, basando-
se en un marco conceptual sélido. La medida del desempefio
encaja perfectamente en los contextos urbanos, ya que es una
herramienta Util para disefar y hacer un seguimiento del nivel
de consecucion de las politicas en marcha, medir la calidad
de los servicios disponibles y el estado de salud de los ha-
bitantes de una poblacién. Barcelona y Montreal estan tra-
bajando en un proyecto de colaboracion para la evaluacion
del desempeno de sus servicios sanitarios.

Palabras clave: Evaluacion de resultados y de proceso. Sis-
temas sanitarios. Estado de salud.

Introduction

erformance can be defined as the set of activi-
ties and programs that are carried out in order
to achieve a series of previously established ob-
jectives and goals'. In other words, in a health
care system, performance implies a strategic orienta-
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tion, a specific type of organization, and a health sys-
tem structure that facilitates the fulfilment of its mission
of attaining the goals established by the government and
society as a whole'.

In recent years, an increasing amount of work and at-
tention have been devoted to measuring performance wit-
hin health systems with the ultimate objective of impro-
ving them. The driving forces behind this trend are rooted
in the current characteristics of the environment in which
health care takes place and the concerns of governments
and service users?. Constraints on resources and parti-
cularly spending, growing public expectations and con-
cerns about safety, quality and equity all increase this pres-
sure and demands for accountable health care systems.
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The objective of performance assessment is to pro-
vide governments and users with appropriate informa-
tion about the state of their health care system3. In an
ideal world, this information would in turn be used to
re-design these health care systems in the most effec-
tive, efficient, and equitable manner and to the satis-
faction of all of those involved in this system (consumers,
professionals, providers, managers, and governments).

The Pan American Health Organization has identi-
fied some of the duties of any relevant performance as-
sessment:

— To monitor the main factors that detemine of he-
alth trends.

— To compile an evidence-base for the relationship
between the design of a particular health system and
its performance and thus provide policy makers with the
tools required to develop more effective systems.

— To help determine priorities for health care inter-
ventions and to contribute to their design, management,
and follow-up.

— To provide analysis of and share information about
different experiences in order to make better and more
effective evaluations.

— To assess progress in relation to key health sys-
tem goals.

Urban contexts have all the elements required to un-
dertake such an initiative. Big cities have a series of so-
cial problems that are largely a consequence of their
development and growth: low income families, unem-
ployment, immigration, inequalities, small social networks,
etc. Existing health problems tend to be a consequen-
ce of these social conditions*. In many cities, the avai-
lable public health and health care services try to ad-
dress these issues with specific policies and programs.
Urban contexts could be seen as micro-environments
in which to try out such initiatives. They are much more
focused than the broader system and allow us to me-
asure the achievement of specific health goals and the
effectiveness of programs in situ.

The objective of this paper is to provide examples
of the practical application of performance assessment.
We have sought to do this by presenting the most re-
cent developments in this field, citing its use in a wide
variety of national and international organizations and
institutions, identifying the strengths and weaknesses
of different applications, and discussing their applica-
bility to urban contexts.

Methods

We searched references published in PubMed bet-
ween 1970 and 2004 using performance, measurement,

health, system, and policy as key words. From the lite-
rature retrieved, we selected papers dealing with whole
system performance assessment initiatives that had ac-
tually been carried out in different countries, but exclu-
ded quality registers and accreditation requirements. We
also identified a number of additional papers and some
grey literature from the references.

Performance assessment initiatives were identified
in Australia, Canada, the United Kingdom, and New Ze-
aland and we also found references to the trans-natio-
nal performance assessment initiative of the World Health
Report. We described these performance assessment
initiatives starting at the international scale and then lis-
ting country-specific experiences in alphabetical order.
We assessed the applicability of the different initiatives
reviewed to the urban context, and evaluated their abi-
lity to reflect the nuances of their particular settings, and
to assess the health status of the inhabitants of big ci-
ties and the public health and health care services avai-
lable to them.

Results
The World Health Report 2000

The objective of The World Health Report 2000 was
to determine whether a particular health system was per-
forming as well as it could. This was assessed in terms
of its ability to attain the three intrinsic goals of any he-
alth system. According to the World Health Organiza-
tion (WHO) these goals involve: offering improved he-
alth for everyone, the system being responsive to the
expectations of its users, and it being fair in terms of
the financial contributions involved®.

Five indicators were used to measure this perfor-
mance. The first was the level of health, measured by
disability-adjusted life expectancy (DALE). Briefly sum-
marized, DALE is a measure of life expectancy adjus-
ted to take into account the time lived with a disability.
DALE is estimated from the percentage of the popula-
tion surviving to each age, calculated from birth and
death rates; the prevalence of each type of disability at
each age; and the weight assigned to each type of di-
sability, which may or may not vary with age. DALE is
therefore the number of years of good health that an
average baby born in a given country at a certain point
in time could reasonably expect to enjoy.

The second indicator focused to how health is sha-
red throughout the population: it relates to inequality in
health and health care and was measured by an index
based on child mortality, which can be applied for all
countries with complete birth history data. Income ine-
quality, education inequality and access to the health
system were also analysed to determine their contribution
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to child survival inequality. Results showed that the main
factor that explained health inequality was access to the
health system.

The overall responsiveness of the health system and
its accessibility to the population constituted our third in-
dicator of performance. These parameters reflect res-
pect for people’s rights and the extent to which the ser-
vice provided is user oriented. Respect for people includes
respect for the dignity of the individual, confidentiality,
and autonomy; and the right of the individual to partici-
pate in choices relating to his/her own health.

The fourth indicator, client orientation, was asses-
sed in terms of prompt attention, the quality of basic ame-
nities, access to social support networks, and being able
to choose the service provider. Measurement was based
on a survey involving 1,006 respondents from 125 coun-
tries, half of whom were WHO staff. Finally, the fifth in-
dicator was related to the fairness of financial contri-
butions, which was measured by an index based on the
proportion of expenditure spent on health care.

Weights were then assigned to the indicators, which
were again based on a survey to key respondents. A
weighting of 50% was assigned to overall health out-
come, with 25% being assigned to level of health and
25% to health distribution. Half of the weighting assig-
ned to health distribution, 12.5% of the total, was attri-
buted to the level of responsiveness, while the other half
was assigned to its distribution. Finally, the remaining
25% was attributed to fair financing. These weighted sco-
res were then used to create a single composite index.

Australia

In Australia, extensive benchmarking has been ca-
rried out at all levels —local, regional, state, and natio-
nal—and in both the private and public sectors. This has
accompanied an increasing appreciation of the impor-
tance of performance measurement and the value of
benchmarking within the health sector. The Australian
Health Ministry set up the National Health Performan-
ce Committee (NHPC) in August 1999 in order to con-
tinue the work of the National Health Ministers’ Bench-
marking Working Group®. This Committee is responsible
for developing and maintaining a national performance
measurement framework for the health system, pro-
moting benchmarking to help improve the health sys-
tem, and providing information on national health sys-
tem performance. This information will have a direct
impact on the development of future health policy and
funding, and will guide decisions concerning where to
make investments in order to best improve the long term
health and well being of the Australian population.

Government involvement in the health system aims
to efficiently and effectively protect and restore the he-
alth of the community by:

— Promoting health and health care.

— Determining causes of ill health and reducing com-
munity exposure to negative lifestyles and environmental
risks.

— Preventing and detecting illness through the pro-
vision of services that can foster improved health out-
comes at relatively low cost.

— Caring for the sick through the use of appropria-
te intervention services.

— Providing appropriate health care services which
recognize and respect cultural differences.

— Providing equitable access to these services.

The NHPC has established strategic plans for per-
formance indicator development and is supported by wor-
king groups that deal with specific issues and areas and
also provide technical advice and assistance. The Com-
mittee has set itself 3 key goals:

— To extend the national performance indicator fra-
mework to cover more than acute inpatient services. This
involves developing indicators for the overall performance
of the health system and also for other services such
as community health, general practice and public he-
alth.

— To establish good links with other professionals in-
volved in the vast range of work being undertaken in
the field of performance indicator development across
the nation and to share in and take advantage of their
knowledge.

— To improve the timeliness for reporting information
on performance.

The NHPC is currently developing a national health
performance framework. This will facilitate performan-
ce reporting at the national level and also at the state
and local levels as well as for specific target populations
or populations judged to be at risk. The future work of
the NHPC will include compiling a database of health
performance indicators relevant to: dimensions of per-
formance, health priority areas and interventions, he-
alth outcomes, health determinants and health system
infrastructure.

Canada

In 1998, over 500 people —health administrators, re-
searchers, caregivers, government officials, health ad-
vocacy groups, and consumers— were brought together
to identify health information needs. One of their prio-
rities was to collect comparable quality data on key he-
alth indicators for health and health services. In response,
the Canadian Institute for Health Information (CIHI) and
Statistics Canada launched a collaborative process to
identify what measures should be used to report on he-
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alth and the health system, and how to share this in-
formation with the Canadian population’.

The main goal of the Health Indicators project is to
help health regions to monitor progress, to maintain and,
if possible, improve the health of the population and the
health system. It is aimed to do this through the provi-
sion of quality, comparative information on:

— The overall health of the population and how this
compares from region to region, within specific provin-
ces and the country as a whole, and how this has chan-
ged over time.

— The major non-medical determinants of health in
each region.

— The health services received by the residents of
each region.

— Characteristics of each community and health sys-
tem.

The health indicators selected had to be relevant to
established health goals, based on standard definitions
and methods, and broadly available, as they had to be
applicable throughout Canada at the regional, provin-
cial and national levels. Consultations continued with pro-
vincial and regional health authorities to refine and ex-
pand the initial list of indicators, which were confirmed
at a consensus conference. As data are compiled, the
provincial and regional authorities are also involved in
the verification process.

The United Kingdom

The National Health Service (NHS) has behind it a
long history of performance measurement and this has
evolved over the past twenty years in line with changes
of government. In the 1980s, measures of performance
centred on activity and cost and were eventually used
for local management and central monitoring. From the
beginning of the 1990s and until the change of govern-
ment in 1997, indicators were still used to measure ef-
ficiency, but with a limited focus on public accountability.

In 1997, a new approach was adopted by the La-
bour Government, through the Performance Assessment
Framework, which focused attention on the following
areas®:

— Health improvement: reflecting the global aims of
improving the general health of the population and re-
ducing health inequalities, although these are influen-
ced by many factors that reach well beyond the scope
of the NHS.

— Fair access: recognising that the NHS must begin
by offering fair access to health services and relate them
to people’s needs, irrespective of geography, socio-eco-
nomic group, ethnicity, age or sex.

— Effective delivery of appropriate health care: re-
cognising that fair access must involve providing effective,
appropriate and timely care, and that this must comply
with generally agreed standards.

— Efficiency: ensuring that effective care is delive-
red with a minimum of waste and that the NHS uses
its resources to provide value for money.

— Patient/carer experience: assessing the way in
which patients and their carers experience and view the
quality of the care that they receive and give, and en-
suring that the NHS is sensitive to individual needs.

— Health outcomes of NHS care: assessing the di-
rect contribution of NHS care to improvements in ove-
rall health and completing the circle back to the global
goal of health improvement.

Those indicators are updated on a regular basis (ta-
ble 1). The Government has also developed indicators
to rate the performance of NHS Trusts —acute, ambu-
lance, mental health, and primary care— and specific pro-
grams through the Healthcare Commission. The ultimate
aim is to identify and provide hospitals and other he-
alth care providers with appropriate incentives and ma-
nagement. These indicators are in line with government
priorities with regards to NHS hospital performance
goals.

This approach is one of the most complete to date.
The framework covers all areas of the health system,
with indicators reflecting the government priorities and
particular public concerns. This kind of framework could
be applied to other settings, such as cities, by adapting
the indicators chosen so as to take into account spe-
cific concerns.

New Zealand

Although there is no single national framework for
health performance indicators, an important part of po-
licy development in New Zealand has centred on the
development of indicators that focus on different aspects
of the health care system, such as access to care, eth-
nic inequalities, and quality of care®. In 1996, the Mi-
nistry of Health entered into an annual funding agree-
ment with the Health Funding Authority (HFA), which was
maintained throughout the period during which the HFA
was responsible for health service purchases in New
Zealand. This funding agreement was the key document
against which the HFA was monitored and assessed in
terms of accountability. It set out key objectives and the
measures and reporting requirements needed to mo-
nitor performance against these objectives. It also spe-
cified what funds would be made available to achieve
these goals™. The agreement also outlined baseline ser-
vices that the HFA was required to ensure and also terms
of access to these services and safety standards.
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Table 1. National Health Service performance indicators, 2002

Categories

Indicators?

Health improvement

Fair access

Effective delivery of appropriate health care

Efficiency

Patient-carer experience

Health outcomes

Deaths from all causes (15-64 years)

Deaths from all causes (64-74 years)

Deaths from cancer

Deaths from all circulatory diseases

Suicide rates

Deaths from accidents

Serious injury from accidents

Access to elective surgery (surgery rates for hip, knee and cataract replacements and coronary heart disease)

Access to family planning and services (teenage girl conception rates)

Access to dentists (number of people registered with a dentist)

Access to health promotion (early detection of cancer)

Access to community services (number of GPs; practice availability)

Health promotion/disease prevention (childhood immunizations, early detection of cancer)

Appropriateness of surgery (surgery rates, inappropriate surgery)

Primary care management (acute care, chronic care, mental health care, cost-effective prescribing)

Compliance with care standards (returning home after a stroke; returning home after a hip fracture)

Maximizing the use of resources (day case rate, length of stay, unit costs, generic prescribing)

Accessibility (patients who wait fewer than 2 hours for emergency admissions, cancellations of operations
for non-medical reasons)

Co-operation/communication (delayed discharge, first outpatient appointment that the patient did not attend)

Waiting times (outpatients seen within 13 weeks of referral, number of people on waiting lists for 18 months or more)

Satisfaction (patients’ complaints)

Reducing the level of risk (conception rates for teenage girls)

Reducing the level of disease or impairment (adverse events or treatment complications, decayed, missing or filled
teeth for 5 year olds children)

Improving the quality of life of users and carers (hospital admissions for older people, psychiatric readmissions)

Reducing premature deaths (infant deaths, survival rates for cancer patients, avoidable deaths, hospital premature

deaths)

“Indicators have been grouped together in the table in order to avoid overwhelming the reader with too much detailed information. A complete list of indicators can be ob-
tained from: National Health Service. NHS Performance Indicators. National Figures: February 2002. London: National Health Service; 2003.

While the objectives of both the health system and
the government were related to priority outcomes, most
of the performance measures for the HFA specified pro-
cesses and outputs that could contribute to these out-
comes. For example, in 1999/2000, 12 objectives were
established, including: public guarantees concerning ac-
cess, quality, and the security of services; timely, equi-
table and nationally consistent access to elective ser-
vices; and reducing long-standing disparities in health
status. Performance measures relevant to these ob-
jectives included:

— Improving public information relating to service co-
verage.

— Giving information to service providers.

— Achieving credible levels of access to surgical ser-
vices.

— Purchasing services for Maori health priority
areas.

Most of the performance targets set for the HFA ap-
pear to relate to process rather than output. However,

data have been collected on all major issues, including
waiting times for elective surgery, the health status of
different socio-economic and ethnic groups, and servi-
ce provision. Moreover, the Performance Management
Unit at the Ministry of Health has prepared regular re-
ports on such questions as risk-adjusted mortality and
hospital readmission and complication rates in New Ze-
aland.

The experience of New Zealand has been successful.
The process of formalized contracting arrangements bet-
ween the founder/government and a central purchaser
appears to have improved accountability and transpa-
rency in care provision and purchasing in New Zealand
by achieving better data collection and performance me-
asures. By holding purchasers responsible for the de-
livery of outputs and processes while maintaining strict
policy guidelines with respect to health targets and prio-
rity areas, it has been possible to allocate funds to areas
that had previously been largely ignored. These inclu-
de health care for the Maori population and the disa-
bled and dental care. However, the impact of these arran-
gements on other health outcomes has been less clear.
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In particular, no evaluation seems to have been carried
out on the performance of the HFA in comparison with
the previous situation, in which four purchasing autho-
rities and providers competed with each other.

Other experiences

Other performance assessment experiences are also
worth mentioning, despite the fact that they either cons-
titute only a partial assessment of the health care sys-
tem or are currently at early stages in their development.
One such case is the Dutch experience of measuring
and improving the performance of home care services.
This indicates that such processes can also be suc-
cessfully applied in the area of long-term care'".

Australia has several accreditation bodies, including
the Australian Council on Healthcare Standards (ACHS),
Medical Colleges, and several consortia of hospitals that
are working to develop appropriate indicators and
benchmarks and report on performance®. Since 2000,
New Zealand has established balance score cards and
has pooled information on costs, quality and outcomes
that are now used to compare hospital performance and
quarterly reports and are available to the general pu-
blic'.

Another example is the USA, whose many different
performance measurement experiences have mainly
been oriented towards guaranteeing the quality of the
services provided by Health Maintenance Organiza-
tions'1'3. France has a national system for accredita-
tion and evaluation''. Sweden has national quality re-
gisters that have generated a large number of scientific
publications and provided examples of improvements
in the quality and cost of hospital care''. Sweden has
also played an active part in developing a common fra-
mework of performance indicators for the Nordic coun-
tries.

Discussion

The multiple experiences of performance assessment
from around the world presented here bear testimony
to the importance and usefulness of this topic for po-
licy makers and populations alike. All the initiatives men-
tioned have been put into practice and are still being
used and continuously improved. By drawing on trans-
national experiences, countries may be able to adapt
the frameworks developed by other states to meet their
own particular circumstances'#'6, Individual health sys-
tems can learn the good practices and avoid the errors
made elsewhere'”. This kind of approach could also be
used to assess health sector reforms with respect to sys-
tem performance?s.

The WHO World Health Report 2000 on performance
assessment is the best known example of this type of
analysis. Its importance derived from the relevance of
the organization, the media impact of the report itself,
and the debate that it subsequently generated. The re-
port stimulated vigorous discussion of the processes as-
sociated with both its scientific content and ideological
basis. The most important issues outlined included: the
use of key informants, the definition of fairness, the sta-
tistical inference of missing data, the use of DALE ins-
tead of more traditional measures of health outcomes,
and the use of a composite index'®2. In this process,
there were a number of methodological flows and dis-
crepancies due to differences in ideological bases and
the importance of the associated social consequen-
ces?'?4 |t also had the effect of encouraging institutio-
nal critiques and initiatives. For example, the Pan Ame-
rican Health Organization was the subject of a series
of meetings and discussions that culminated in a set
of recommendations for performance assessment?® and
the OECD proposed a few modifications to the original
WHO framework!'. One of the most positive contribu-
tions of academic exercises such as this is to present
a framework for analysis and to identify a series of is-
sues that are relevant for measuring health systems per-
formance?-2627,

The OECD defines performance management as the
whole set of institutional and incentive arrangements by
which performance information is used to influence per-
formance in health care systems''. Performance as-
sessment is only useful and important to the extent that
it provides the evidence required for developing better
policies, strategies and programs. In other words, the
analytic component must go hand in hand with action
in the field2. The capacity to collect meaningful and con-
sistent information on outcomes is of critical importan-
ce —particularly in relation to the means employed and
the goals set—, because the availability or lack of avai-
lability of information about specific areas may reveal
a lot about the strengths and weaknesses of a particular
system.

For the assessment to be fruitful in a practical man-
ner, a balance needs to be found between including all
of the factors that might be interesting or relevant and
affect outcomes and being able to produce timely in-
formation relating to them and to present this in a for-
mat that managers are able to digest'. The indicators
chosen need to be appropriate, relevant to both policy-
makers and the general population, and sufficiently ro-
bust to allow measurement and respond to changes wit-
hin the system. As such, they can be used to analyse
progress over time. Any information should be presented
in an understandable way, so that the stakeholders in-
volved in the process —consumers, providers, mana-
gers, and policy makers— can satisfy their different
needs.
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Table 2. Performance indicator values for Barcelona and Montreal

Dimension Indicator Sex Barcelona Montreal
Health improvement % population with good or very good health status Men 79.5% 91.6%
Women 70.9% 84.7%
Cancer mortality rate® Men 198.8 128.6
Women 100.6 90.7
Coronary disease mortality rate® Men 67.4 74
Women 235 259
Cerebrovascular disease mortality rate? Men 40.6 135
Women 29.0 8.3
Respiratory disease mortality rate® Men 65.9 20.6
Women 23.7 116
Suicide mortality rate? Men 15.6 40.7
Women 39 8.2
Traffic injury mortality rate? Men 9.9 1.7
Women 3.3 15
Access Femur fracture surgery hospitalisation rate® - 0.436 0.449
Stroke hospitalisation rate® - 0.822 0.740
Myocardial infraction hospitalisation rate® - 0.749 1.107
Angioplasty hospitalisation rate® = 0.527 0.941
Bypass hospitalisation rate® - 0.192 0.425
Knee replacement hospitalisation rate” - 0.491 0.228
Health outcomes Bypass inhospital mortality rate¢ - 517 2.79
Femur fracture inhospital mortality rate® - 4.08 7.1
Myocardial infraction inhospital mortality rate¢ - 12.87 12.09
Stroke inhospital mortality rate® - 18.54 17.51
Cerebrovascular disease avoidable mortality rate? Men 21.2 15.4
Women 10.2 9.9
Lung cancer avoidable mortality rate? Men 26.8 315
Women 6.6 22.5
Cirrhosis avoidable mortality rate? Men 121 13.8
Women 36 48

Per 100,000 inhabitants.
%Per 1,000 inhabitants.
°Per 100 discharges.

Note: taxes have been standardized using the world standard population 2000-2025, so they are directly comparable.

At a later stage, wherever there is room for impro-
vement, new strategies based on a careful diagnosis
of the underlying causes of existing problems should
be used to improve performance. The specific strategy
(or strategies) chosen could vary from country to
country or even within a given country, with targets de-
pending on the characteristics and resources of the par-
ticular system and the associated professional and social
values. These include: external oversight, knowledge/skill
enhancement of providers, empowering consumers, in-
centives and regulation?®. They take different forms and
often offer different prospects of success in accom-
plishing their objectives''. The public disclosure of per-
formance data could help to spark improvement, as it
has in the clinical context!-°.

Some interesting points can be highlighted from ma-
king comparisons between these different initiatives. Both
the Australian and Canadian experiences tend to focus

on assessing the health status of users and on health de-
terminants. The Australian model has the advantage of
facilitating reporting at both the national and local levels
and for specific risk populations. In New Zealand, however,
the main focus is on improving the flow of information to
the public and to service providers. Special attention is
also given to minority populations such as the Maori.
The work undertaken in the UK and Canada has
been the most accomplished to date. These countries
define precise categories, criteria and indicators to analy-
se and assess in their respective health care systems.
Indeed, the use of categories allows a wider and more
systematic vision of the health care system®°3'. This per-
mits comparisons of the type undertaken in certain other
countries®-% and includes the performance indicators
that are also mentioned by the OECD?®*%. However, there
are also differences, for while the Canadian approach
is centred around health status, non-medical determi-
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nants of health and indicators of effectiveness, that of
the UK tries to integrate certain aspects of health care
that are more difficult to measure, such as responsi-
veness, patient and carer experience, and fairness. The
UK also develops indicators relating to the specific he-
alth problems associated with urban contexts in grea-
ter detail.

In urban contexts, local governments tent to play an
active role in policy development and assuring service
delivery and public health functions®. Performance as-
sessment fits into these environments perfectly, since
it is a useful tool for designing and monitoring the ac-
complishment of policies, and for assessing the per-
formance of the services delivered®. The framework
should be applied to each particular context and take
into account the specific characteristics of every city, in-
cluding the composition of its population, environmen-
tal factors, and other local government policies.

Barcelona and Montreal are currently working on
a collaborative project involving performance assess-
ment in their respective health care systems. The in-
dicators used in the UK initiative are probably the most
suitable ones to apply in these two cities, as they take
into account general dimensions of health and health
care, while also focusing on areas that are more spe-
cific to the particular health problems of a urban set-
ting (e.g. AIDS, the health of immigrants, concerns about
community care, particular types of cancer and geo-
graphic inequities). This is, for example, the case of mo-
nitoring HIV/AIDS rates. In urban contexts, this is of par-
ticular importance, as these tend to be the settings most
exposed to the propagation of epidemics. The appro-
ach can be used as an indicator of the access that dif-
ferent socio-economic groups have to risk disease pre-
vention and health promotion services. It also serves
as an indicator of health outcomes, because it can show
how effective public health services are at reducing risk
and risk factors. Another indicator is the rate of hospi-
talisation on the grounds of drug abuse, which is rele-
vant for cities confronted with the problem of drug abuse.
This could also be used to determine access to risk pre-
vention and health promotion services, and the equity
of access to these services. Another interesting indi-
cator could be the rate of mental illness and the inci-
dence of premature deaths, which are both relevant in
urban contexts.

Basing their model on the UK indicators, the next
step in the collaboration between Barcelona and Mon-
treal will be to develop a set of indicators that could be
applied in both cities. Some preliminary results are pre-
sented in table 2. We are currently working to produce
a whole set of indicators for each of the dimensions pro-
posed, which will include specific definitions and gui-
delines for data collection. We hope to soon have our
first results and to then be able to judge their applica-
bility in practical terms.
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