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Performance of what?

« Health system — eg. government accountability to the
public:
» Population health
« Equity
« Effective use of money
« Delivery of healthcare — provider organisations, clinicians:
* Improve services
* Meet local needs
« Deliver high quality patient care
* Deliver safe care
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“In practice the development of performance measurement
has rarely been pursued with a clear picture of what specific
iInformation is needed by the multiple users. Instead,
performance measurement systems typically present a wide
range of data, often chosen because of relative convenience
and accessibllity, in the hope that some of the information
will be useful to a variety of users.”

Smith et al: Performance Measurement for Health System Improvement
Cambridge University Press 2009.
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Accountability or Performance?

* A key characteristic of “ New Public Management” has
been the shift in public services from being
organisationally accountable to democratic government
to forms of accountability involving more direct provider-
consumer connections.

« Central to this is a rhetoric that suggests:

e greater accountability = improved performance

» performance measurement = accountability
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Defining Accountability

 arelationship between an actor and a forum, in which
the actor has an obligation to explain his or her conduct,
the forum can pose questions and pass judgement, and
the actor may face consequences

» Accountability of what to whom
» To give account

« We may be interested in holding to account for things or
actions that are not normally equated with performance
— or may be viewed differently depending on what
different “forums” find important
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Performance measurement

fundamental questions

 Who or what is being measured?
» Organisations/professionals
« Patient care/population health
* Production/competence/results/productivity

 How is it being measured?
Performance against metrics
Performance against targets
Use of thresholds and standards
Informal measures

 Who is it being measured for?
» Government/funder
« Regulators
» Patients
 Themselves
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What should we measure?

« Research in the human services — for example education,
health and social care — suggests that variations in the
guantities of a service (e.g. class size in schools, or hours of
home care) have a smaller impact on outcomes than the
personal circumstances of the individuals involved, including
material, psychological, social and cultural influences

« But these also vary dependent on the technical nature of the
task (production and competence).

« How do we ensure we measure what is important and not
simply just make the things we measure become important?
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“Hard” and “Soft” measures of

performance

How do we discern what contributes towards high quality care
and improved health system performance?
 What is good policy?

« What is the role of the hospital board and how do we measure its
performance

 Who defines good care?
«  Morbidity and mortality
« Patient reported outcome measures
« Dignity, personal care
 What is good decision-making?
« Whatis a good manager?
« What is a good clinical decision?
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What is good performance?

Distinguishing between formal and informal performance is
useful:

« Formal performance (eg. activity or finance metrics)
provides a safety net for poorly performing organisations
but offers weak incentives for high performing
organisations.

« Informal performance (eg. reputation, trust) substitutes for
and/or complements formal performance, offering rich
Insights but lacking consistency.
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Different sectors Different measures

* Acute care  Physical setting
: gg::';?t' ;’:ftgt‘;/mes « Technical skills and knowledge
. Length of stay « Care performance

* Primary medical care « Technical skills and knowledge

» Accessibility
* Clinical outcomes
« Continuity of care

« Care performance
* Quality of life

Community care « Care performance
« Continuity of care e Quality of life

* Long-term continuous support .
. Social support Personal autonomy

Social care
« Social support
« Carer-service user relationship
« Emphasis on self-determination
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Approaches to measuring performance

Performance measures can be separated into three broad
areas:

1. Search properties - structural indicators such as inputs
« Premises
« Organisational settings
 Resources
« staff

2. EXxperience properties - process as experienced by user
* Quality of care
» Accessibility

3. Credence properties — the actions of the care giver

* Technical skill
« Competence in providing care
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Mapping indicators by sector

- Acute care Primary care Community Social care
care

Search
properties

Experience
properties

Credence
properties

Important

Clearly defined
inputs

Less important?

Patient
satisfaction,
growing interest in
PROMs

Key component

Defined skills and
competencies

Resources and staff Staff important

important

Premises and
facilities less
relevant

Important

Continuity of care
and relationships
are relevant but
difficult to measure

Very important

Less specific and

Primarily staff
activities and is
context driven

Very important

Quality of life and
views of users
hard to measure

Important

Less specific with

some co-production co-production
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Staffing has some
Importance

Context driven
such as people’s
own homes,
informal care

Predominant

Quality of life and
views of users
hard to measure

Limited

Often informal
with co-production

Centre for Health Services Studies



Measuring performance in the

English NHS

« Growing concern about quality (Francis and Berwick
reports)

« Public perception surveys
 Increased regulator functions — Monitor, CQC

« Use of composite outcome measures — egEQ-5D for all hip
and knee replacement procedures, hernia repair and
varicose veins

 Qutcomes frameworks for NHS commissioners and
providers

* Public Health Outcomes Framework
« Use of outcomes funding — P4P, CQUIN, PbR
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NHS perception gap

Q To what extent, if at all, do you agree or disagree with the following
statements?

% Agree My I::n::all NHS is providi_ng
80 - me with a good service

-~ - B3
60 The NHS is providing a

40 -

30 = \/\’/\/\/\

20 1 The government has the 22

10 - right policies for the NHS

0 . — . — — . —
F& FF FF S AT S &

A A SV A L 4 f‘#‘
Base: Adults aged 18+ in England (o 1000 per wave) Source: |psos MORLVDH Perceptions of the NHS Tracker

Ipsos MORI
Sacial Research Instiutbe 17 E



English NHS Mandate — Accounting

to Government

THE MANDATE - at a glance

The Mandate is structured around five key areas, which
align with the NHS Outcomes Framework, as well as
including additional direction on topics such as finance.
(This is only a summary — see the Mandate for details.)

1. Preventing people from dying prematurely

We want England to become among the bestin Europe at

preventing ill-health, and providing better early diagnesis and

treatment of conditions such as cancer and heart disease, so that

maore of us can enjoy the prospect of a long and health old age.

Objectives include:

* supporting the earlier diagnosis of illness;

s  ensuring people have access to the right treatment when they
need it;

s  reducing unjustified variation between hospitals in avoidable
deaths;

* using every contact with NHS staff as an opportunity to help
people stay in good health.

3. Helping people to recover trom

episodes of ill health or following

injury

The Board is being asked to highlight the

differences in quality and results betweean

services across the country in order to share

best practice, and improve services.

*  ensuring greater equality between access
to mental and physical health services

® |mproving transparency through
publication of data, and invelving local
people in decision-making about services.

5. Treating and caring for people in
a safe environment and protecting

them from avoidable harm.

The Board is being asked to continue to reduce
the number of incidents of avoidable harm and
make progress towards embedding a culture of
patient safety through improved reperting of
incidents.

2. Enhancing quality of life for people with long-

term conditions

We want the MHS to be among the best in Europe at supporting

people to manage ongoing physical and mental health conditions,

such as diabetes and depression, so that people can experiznce a

better quality of life, and so that care feels much more joined up.

Objectives include:

s involving people in their own care and treaztment;

e the use of technology (e.g. ordering repeat prescriptions
anling);

s better integration of care across different services;

*  better diagnosis, treatment and care of those with dementia.

4. Ensuring that people have a

positive experience of care

The Board is being asked to make sure we
experience better care, not just better
treatment, particularly for older people and at
the end of people’s lives. Objectives include:

*  measuring and understanding how people
feel about their care (“the friends and
family test”);

* ensuring vulnerable people receive safe,
appropriate, high quality care;

* improving the standards of care and
experience for women during pregnancy;

s supporting children and young people with
specific health and care needs;

*  providing good quality care seven days of
the week;

* |mprove access and waiting times for all
mental health services, including IAPT.

6. Freeing the NHS to innovate

We want to get the best health outcomes for

patients through abjectives thatinclude:

* strengthening autonomy at the local level;

* promoting research and innovation;

¢« controlling incentives, such as intreducing
the guality premium for CCGs;

s lzading the continued drive for efficiency
savings, while maintaining guality, threugh
QUIPP.

7. The broader role of the NHS in

society

We want the Board to promote and support
participatien by NHS organisations and NHS
patients in research, to improve patient
outcomes and to centribute ta economic
growth. The Board must also seek to make
partnership working a success.

8. Finance

The Board's revenue budget for 2013-14 is
£95.6 billion. Its cbjective is to ensure good
financial management and improvements in
value for monay across the NHS
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NHS England Outcomes F

ramework

4 Ensuring that people have a

1a Potential Years of Life Lost (PYLL) from causes considered amenable to
healthcars
|.Adulsu Children and young people

Under 75 mortality rate from cardiovascular diseass” ='I—OF4-1
Lhda?ﬁnuﬂnymeﬁmrﬁp-mydtsease' (PHOF 4.7
-3 Under 75 mortality rate from liver disease™ (FHOF 4.6)
Lhdet?ﬁnnﬁrtylztefm‘nna‘r{e{‘ PHOF 4.5)

il One- and v Five-year sunival from breas, lung and colorectal cancer

Reducing premature death in people with serious mental illiness

1.5 Excess under 73 mortalty rate in adults with sesicus mental liness® (PHOF 4.2)

Rieducing deaths in babies and young children
1.6 i Imfant mortality® (FHOF 4.1)

il Meonatal mortality and stillbarths

il Frve year survival from all cancers in children

Reducing premature death in people with a learning disability
‘1?Eamss|.ﬂier morfaldy rate in aduifs with a leaming

Enhancing quality of life for people with long-term

conditions

2 Health-related quality of life for people with long-term condiions™ (ASC0F 14)

Ensuring people feel supported to manage their condition
21 Proportion of people feeling supported to manage fheir condition™

Improving functional ability in people with kong-term conditions
2 2 Employment of people with long-term conditions™ * (ASCOF 1E PHOF 1.8)

H.eci.mrqlrrespﬂtln Msptdbypeopleuth Inng—tu'mwrl:ihons
it Unplanned msprilzilsalmfurash'rn. diabetes and epdepsy in under
18s

Enhancing quality of Iife for carers
2.4 Health-related quality of ife for carers™ (ASCOF 10)

Enhancing quality of life for people with mental illness
2.5 Employment of people with mental iliness ™ (ASCOF 1F & PHOF 1.8)

Enhancing quality of life for people with dementia
2.6 i Estimated diagnosis rate for people with dementia® (FHOF £.10)

il A measure of the effeciveness of post-disgnosis care in susiamng
ndependence and improving quality of [ife™* (ASCOF 2F)

hwmgwfummﬂmsmﬁmmudwemm
hospital admission
3b Emergency readmissions within 30 days of dischange from hospital® (FHOF £.11)

Improving outcomes from planned treatments
3.1 Total health gain 35 assessed by patients for dective procedures.
i Hip replacement ii Knee replacement il Groin hemia iv Vancose weins
w Psychological therapies
Preventing lower respiratory fract infections {(LRTH in children from becoming
SEerious
3.2 Emergency admissions for children with LRTI

Improving recovery from injuries and trauma
3.3 Proporfion of people who recover from major trauma

Improving recovery from stroke
3.4 Proporbon of stroke patients reporting an improvement in activitglifestye on the
Modified Riankin Scale at § months

3.5 Proporbon of patients recovering to their previous lesels of mobilityfwalking abdity
ati30and 5 120 days

Helping older people to recover their independence after illness or injury
3.6 1 Proportion of older people (85 and over) who were still at home 21 days
Fiter discharge from hospital inte reablement/ rehabilitation serwce™"

(ASCOF 2B)
il Proportion offened rehabilitaSon followsng discharge from acube or
community hospital
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NHS Outcomes
Framework 2013/14

at a glance

Indicator shared with Public Health Outcomes Framework (PHOF)
Indicator complementary with Adult Social Care Cutcomes

Framework and Public Health Outcomes Framework

Indicafors in italics are placehoiders, pending development or identificafion
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Aa Patient experience of primarny cars
i GP senvices
il GP Ot of Hours senvices
iii MHS Dental Services
4b Patient expenence of hospital care
Az Friends and famiy test

Improving people’s experience of cutpatient care
4.1 Pafient experience of outpatient senices

Improving hospitals” msp-unsmnesstup-etmd
47 Responsivensss to in-patients’ personal needs

Improving people’s experience of accident and emengency services
4.3 Pabent experience of ARE senvices

Improving access to primary care services
4.4 Accessto i GP services and i MHS dental senvices

Improving wormen and H'herlanlhe's e:pemmeoinmrrnysms
4.5 Women's experience of r

Improving the experience of care for people at the end of their lfves
4.6 Bereaved carers’ views on the quality of care in the last 3 months of e

Improving experience of healthcare for people with mental iliness
AT Patient experience of community mental health services

Improving children and young people’s experience of healthcare
4.8 An indicator is under development

Improving people’s experience of integrated care

4.9 An indicator is under development *** [ASCOF 3E)

5 Treating and caring for people in a safe environment and
protect them from avoidable ham

b Safety incdents imvolving severe harm or death
3¢ Hospial deaifis atinbutable fo problems n care

Reducing the incidence of avoidable harm
5.1 Incidence of hospital-related venous thromboembolism (VTE)
5.2 Incidence of healthcare assodated infection (HCAI)

i MR3A

ii C. difiche
5.3 Incidence of newly-acquired category 2, 3 and 4 pressure ulcers
5.4 Incidence of medication emors causing serious ham

Improving the safety of maternity services
5.5 Admission of full-term babies to neonatal care

Delivering safe care to children in acute settings
5.6 Incidence of harm fo children due to “falure to monitor”




Breaking down the indicators

Equality and Inequality
Sub-national breakdown Strands (National Only)
— 1]
. z s | €3 3
E = E = Em — =
= S (=] o
g2l = |3 [3| 5 B8 |82 z|ls| s | 2|42
sg| 5 |2 = | 2 Egl&= s |legl&8|5|=8
gE| 7 |8 8| 2lgzel33| 3| E | s | 5| 2|5¢8
E8| & | o 5 e BEEas| < ] & B |8 | &5

1. Preventing people from dying prematurely

1a Potential ¥ears of Life Lost
{PYLL) from causes considered

amenable to health care M/ A M ] M M
I adults i childran and yvoung

peopie

1b Life expectancy at 75 Y Y* M Y™ MiA | Y M A M M Y M M
1.1 Under 75 mortality rate from ¥ ¥y ¥ v NUA Y N N ¥ N N

cardiovascular disease

1.2 Under 75 martality rate from

respiratory disease L Y Y Y NIA Y N N Y N N
1.3 Under 75 mortality rate from . . ;

liver disease Y Y N Y N/A Y M N Y N M
1.4. Under 75 mortality from ¥ v ¥ - NIA - - v " N
cancer

1.4.1 One-year survival for all ¥ NFA Y N N N
cancers
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Still work in progress

Equality and Inequality
Sub-national breakdown Strands (National Only)

o~ 2
. z s | EQ T
Zg — o 3 gm
S2 | & 2 s . Be Z 5 = s
5 S|z | 2| 8 [ |8 18| s5|2|sE
a| o = T EEBoe S = | © 2| 3¢
5| 3|8 | 5| 2 [3eB32| s | E|F|E| 8|58
E8| x | © 3 € begds| £ ] v 8| al|&s
3.1v Number of elective
proceduras weighted by . _ ) L .
effectiveness - psychological Possible disaggregations fo be assessed once the indicaftor is developed
therapies

3.2 Emergency admissions for
children with lower respiratory N Y Y Y Y N Y Y* M Y N M

tract infections (LRTI)

3.3 An indicator on recovery . . . - .
from injuries and trauma Possible disaggregations to be assessed once the indicator is developed

3.4 Ap indicaror on the
propartion of stroke patients
reporting an improvement in Possible disaggregations o be assessed once the indicafor is developed
activitydifestyie on the Modified
Rankin Scale at 6 months

3.5.1 The proportion of patients
with fragility fractures recovering
to their previous levels of N N/A | N N TED M N N N Y N N
maobility { walking ability at 30
days

3.5.1i The proportion of patients
with fragility fractures recovering
to their previous levels of N N/&A | N N TBD M N N N Y N N
maobility / walking ability at 120
days
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NHS performance measures

NHS|

England
Home | Aboutus | Ourwork | News | Publications | Resources | Statistics | Contactus

ALE Waiting Times and Statistical Work Arzaz ¥ Integrated Performance Messures Monitoring
Activity

grated Performance Measures
bnitoring

Ambulance Cuality
Indicators

Bed Availabifity and
Occupancy .
Cancelled Elective s 1o the NHS Operatin
Operations

Hewth Priorities

Flzzzs sslect the publicstion you wish to visg

‘Cancer waiting fimes

Consultant-led Refemal
to Treatment Waiting
Times

Critical Care Bed
‘Capacity and Urgent
Operations Cancelled

Delayed Transfers of
Care

Dementia Assessment
and Referral Fenn
Child and Adolescant Mantal Health Services and Rapid Access Ch
Diagnostic Imaging data is available up to 2010-11 04 and has been archived,
Dataset

¥ View statistics

Diagnostics Waiting

Guidance
Times and Activity i i

donitoring Return.
Direct Access
Audiclogy

Friends and Famiby
Test

~

atistical Fress Motice, Quarter 4 201213 [FOF, 544
GP Patient Survey
Contact Us

Far further information sbout the published statistics, pless P=Ct Uz st

Haspital Activity

Integrated Performance
Measures Monitoring Analytical Service {Operations)

NHS England

Stroks Dats
Reom BE1D
Cilanetes Data Quarry House
Le=ds LE2 TUE
Watemy Cata Grast Britsin

NS Healn Checks Data Email: unify2@ah gsi.goy
Detzjen Transters of Care
Commissioner Data

Mental Health
Community Teams
Activity

Mibced-Sex
Accommodation

Mational Matemity
Survey

www.kent.ac.uk/chss

Structural measures

Experience measures
PROMs

Technical measures
Appraisal
Accreditation
Re-validation
Audit
Develop core competencies
Physician report cards




Mortality rate
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Consultant Comparative data

Isolated CABG
Procedure:

90 -
o
5
i,
" 8
1 5 Yo =i gso -
G
@
Qo
£
30~
10% - od
gope | ® 20 | s ® | @0 T TPIVYShbEsessae
: \"-;= 3‘1i ' b 1 L: '
o o Q. B o' Q@
o2 2 R ,,\(T_M’Og,:J.gs% e e —
9 t,. a3 ﬁ‘.-:: 0 Qs N
0% -, owo o
1 T T 1 T
0 250 500 750 1000

Number of procedures
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Isolated AVR + CABG [l Isolated MV + CABG
Isolated MV - All other

NHS Choices

Isolated AVR

http://www.nhs.uk/choiceintheN
HS/Yourchoices/consultant-
choice/Pages/consultant-
data.aspx




Public Health Outcomes Framework

OUTCOMES Objective
Vision: To improve and protect the nation’s health and wellbeing, and improve the health of the People are helped to live healthy lifestyles, make healthy choices and reduce health
poorest fastest inequalities
Outcome 1: Increased healthy life expectancy Indicators
Taking account of the health quality as well as the length of life * Low birth weight of term babies
(Note: This measure uses a self-reported health assessment, applied to life expectancy.) * Breastfeeding

* Smoking status at time of delivery

¢ Under 18 conceptions®

* Child development at 2-27- years (under development)
¢ [xcess weight in 4-5 and 10-11 year olds®

(Note: These two measures would work as a package covering both morbidity and mortality, addressing ¢ Hospital admissions caused by unintentional and deliberate injuries in children and young

within-area differences and between area differences) peaple aged 0-14 and 15-24 years
¢ Emotional well-being of looked after children

Outcome 2: Reduced differences in life expectancy and healthy life
expectancy between communities
Through greater improvements in more disadvantaged communities

Smoking prevalence - 15 year olds (placeholder)
1 T DOMAINS 1 1 Self-harm
Diet
Excess weight in adults
DOMAIN 1: DOMAIN 2: DOMAIN 3:

* Proportion of physically active and inactive adults

Improving the wider Health improvement Health Healthcare public * Smoking prevalence - adult (over 18s)

B e health and preventing ¢ Successful completion of drug treatment

premature mortality + People entering prison with substance dependence issues who are previously nct known to
community treatment

Objective: Objective: Objective: Objective: Reduced * Recorded diabetes

Improvements against People are helped to The population’s health  numbers of people *  Alcohol-related admissions to hospital

wider factors that affect  live healthy lifestyles, is protected from major  living with preventable + Cancer diagnosed at stage 1 and 2

health and yvellbeill'lg, make healthy choices incidents ar_ld ol.‘ner. ill !1&1]111 and people »  Cancer screening coverage

and health inequalities .and redlu_ce health ﬂ'|reals: while _rt?ducmg dylpg pren'lat.lrely e Access {0 non-cancer screening programmes

inequalities health inequalities while reducing the gap .
between communities * Take up of the NHS Health Check Programme - by those eligible
) _ ) ) ¢+ Self-reported wellbeing

Indicators Across Indicators Across Indicators Across Indicators Across R

Indicators } the life Indicators } the life Indicators the life Indicators  §  the life * Falls and injuries in people aged 65 and over

Indicators course Indicators course Indicators course Indicators course

Centre for Health Services Studies  www.kent.ac.uk/chss




Public health profiles — Kent County

Councill

@ Significantly worse than England average England Average

Q Not significantly different from England average E”gﬁ;‘gt R Eggtm“d
@ Significantly better than England average 25th 75th
Percentile Percentile
Domain Indicator Iﬁ:ﬁ:: tﬁ E:g vﬂﬂt England Range :l;t
1 Deprivation 150589 | 108 | 203 | 837 0o
2 2 Proportion of children in poverty 40080 | 185 | 21.1 | 450 6.2
E 3 Statufory homelessness a70 17 | 23 | oF 0.0
% 4 GCSE achieved (53A™C inc. Eng & Maths) 8p40 | 611 | 500 | 310 g0
s 5 Violent crime 18279 | 114 | 138 | 327 42
G Long term unemployment B700 | 7.3 | 95 | 313 1.2
T Smoking in pregnancy T 2611 | 152 | 133 | 300 29
& ¥ 8 Starting breast feeding 1 12485 | 731 | 748 | 41.8 28.0
§ g g 9 Obese Children (Year 6) T 2583 | 183 | 192 | 285 10.3
E % 10 Alcohol-specific hospital stays (under 18) 171 | 548 | 61.8 | 1549 125
11 Tesnage pregnancy (under 18) 1 038 | 332 | 340 | 585 17
- 12 Adults smoking ma | 201 | 200 | 204 B2
& |13 Increasing and higher risk drinking nia | 231 | 223 | 251 157
g § 14 Healthy eating adults ma | 27.3 | 287 | 183 47.8
g . 15 Physically active adults nia 7.2 | 56.0 | 438 ga5
16 Obese adults ma | 263 | 242 | 307 129
PI— R o . . U I R FE—— -
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How do we measure things that are relevant to

Improving performance?

* Financial incentives can improve performance:

NHS Advancing Quality scheme (NW England) produced approximately 5200
guality-adjusted life years

£4.4m in reductions in hospital LOS - but cost £13.3m!
QOF costs over £1billion

Increased recording and some improvement in disease registers especially in
more deprived areas

Little evidence of improvement impact
No clear cost savings or improvement in health outcomes

* Evidence suggests non-incentivised areas are ignored

* However, improvements continue in other non-incentivised
areas

* Need to align measures across sectors — focus on patient
care (and patient perspectives?)
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And so ... back to the accountability/
performance relationship

- Focus on quality of performance achievement

LOW HIGH
Focus on
quality of HIGH COMPETENCE PRODUCTIVITY
performance
actions
LOW PRODUCTION RESULTS

Accountability can involve performance measurement but is
not always a necessary component and performance
measurement is also an approach to practice improvement
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English Clinical Commissioning Groups —

external accountability

DH

— | Managerial accountability, with
Secretary of

potential sanctions

More formal
State measurements of
process and outcome

ey | Li2DlitY 1O ‘give an account’ —

political accountability

NHS England
Monitor
Clinical
L | Authorit Health and
ocal Authority P >

Commissioning

scrutiny
o \

More informal | —
. oca

measurements of Local Medical The public

process and outcome Committee

Wellbeing Board

Healthwatch
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English Clinical Commissioning Groups

— Internal accountability

Mutual
accountability

One way
accountability

Sub
committees

Locality groups ¥

A

CCG Governing
body

L\

h 4

Member

of GPs

practices

More complex mix
of accountabllity
and performance
— eg. peer
pressure,

CCG officers
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Performance measures: the

evidence

« Current experience suggests we focus more on process
measurements and single disease measures

« But useful for measuring the quality of homogeneous
processes and quality of care where technical skill is not
SO important

« Emphasis is mainly on production measures with some
productivity measures

« Performance measures can skew activity prioritising those
things that are measured over what might be important

« Performance measurement occurs within a political
context
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Challenges

 How to measure competence and the quality of care given that
underpins trust relationships between practitioners and
patients/service users

 Difficult to measure results that are meaningful and acceptable

 Need to develop measures for care practices to meet the needs of
people with multiple health and social care needs

* How to measure care rather than interventions or technical skill

* Need to develop clear governance structures that provide a
balance between formal and informal performance measurement.

* Need to develop the concept of quality before thinking about the
right measures

* Need to balance extrinsic motivation (external incentives) and
Intrinsic motivation (desire to see continuous improvement)
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