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Abstract
Due to the replacement of the issue of performance measurement in health policies worldwide this study identifies and 
analyzes the models for evaluating health systems performance. For this purpose, a systematic review of the literature on the 
topic “health systems performance evaluation” is done, making it compatible with a qualitative meta-synthesis of the type 
“meta-summarization.” It works with all databases related to the theme (PubMed, Scopus, EMBASE, PubAdm and Lilacs/
Scielo). Portuguese, English, and Spanish are elected as language limit. Of the total number of articles (n = 32), 23 articles 
(71.8%) do not have a definition on “performance.” In those who have a definition, “performance” could be summed up 
in 6 central ideas. Among the most frequent subsidiary concepts that makes up the performance idea are the concepts 
of “efficiency” (11.9%), “quality” (9.5%) and “effectiveness” (7.1%). Six models were found in this review: “dashboard,” 
“balanced scorecard,” “open system model,” “PCATool,” “analyze dimension and performance indicators” and “standardized 
checklist and interview.” The “dashboard” was the most frequent performance evaluation model, found in 35.7% of studies. 
Only 25% of the reviewed studies presented the performance evaluation model applied specifically to health systems. Far 
from being configured as management tools useful to comprehension of health systems, these performance evaluation 
models have shortcomings that compromise their systemic evaluative power. This reinforces the inversion of reality in the 
relationship between quality and performance. Also, the performance evaluation models used try to adapt to the object, 
however in most them with relevant analytical problems compromising the specificities in depth of the health system under 
analysis. This generates inaccuracies and replaces the question about its use and their limitations to compare health systems.
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Review Articles (excluding Systematic Reviews)

What Do We Already Know About 
This Topic?

It is already known that, in the midst of the discussion about 
the managerialist State, “management for health performance” 
has defended the idea of using “performance evaluation mod-
els” to measure (and compare) the results of the work done in 
the health systems as the ultimate goal of these organizations.

How Does Your Research Contribute 
to the Field?

Since the topic is controversial, and the literature on the sub-
ject diffuse, this study aims to identify and analyze the mod-
els for evaluating the performance of health systems in order 
to identify the limits of these models of performance evalua-
tion from the theoretical and practical point of view.

What Are Your Research’s Implications 
Towards Theory, Practice, or Policy?

Models of performance evaluation of health systems present 
problems and difficulties in capturing the complexity of a 
health system. This reinforces the comparability problems 
between health systems and does not serve as a parameter for 
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international public policies. The meta-synthesis showed 
that, far from being useful management tools for understand-
ing the health systems that are proposed to be evaluated, 
these models have insufficiencies that compromise their sys-
temic evaluative power and, therefore, to capture the essence 
of doing in health in a system level.

Introduction

The exhaustion of the classic administration paradigm has 
led to the current imperatives of control over the expenditure 
and performance of public organizations.1 “Performance” as 
a central element of a “new management model” invades the 
contemporary organizational field, including those related to 
the provision of health services. Initially applied to the 
human factor of organizations (individuals), the notion of 
performance has been transported to broader structural levels 
(organizations, programs etc.), advocating until it is possible 
to measure performance at “system” levels (in this case: 
health). The discourse of efficiency and effectiveness hovers 
in the ideas of the research agenda on State reform.2 In this 
scenario, performance appears as a keyword for the new way 
of managing public services, including health services.

Smith3 states that “health performance management” is a 
list of management tools designed to ensure the optimal per-
formance of a health care system over time and in line with 
objective policies. Historically, the organizational perfor-
mance evaluating process has been essentially linked to the 
use of financial reports, which expressed the results of an 
organization based on measures such as profitability, product 
profitability, operational income and return on equity. Such 
indicators, however, describe only “past situations,” without 
explaining future generation of value.4-6

Another aspect with great strength in business administra-
tion is to focus performance evaluation on the individual 
effort to accomplish tasks. Therefore, in this aspect, perfor-
mance evaluation focusing on “personal” gains strength. 
This type of evaluation is understood as a systematic perfor-
mance appraisal of each person according to the activities 
they perform, the goals/results to be achieved and their 
potential for development.7 For some authors, the term “per-
formance evaluation” is confused with the term “staff perfor-
mance evaluation” precisely for this reason.8

In fact, financial or personnel evaluation reports are far 
from expressing an organization as a whole. On the other 
hand, the new moment of organizations has caused other 
methods of performance evaluation to emerge, with an 
“innovative” approach9 and focused on an “global” perspec-
tive of the organization.10 In search of this integrative vision, 
Barrette and Bérard11 suggest that a “performance manage-
ment system” should associate the organization’s strategic 
objectives with concrete improvement measures of organiza-
tional performance. For these authors, the following mea-
sures would be necessary: (a) primary measures: financial 
performance; (b) secondary measures: acquisition of new 

customers, quality and safety indicators, creation of new 
products, reduction of the production cycle, employee satis-
faction; (c) tertiary measures: aggregation of performance 
measurements on quality control. In this way, several organi-
zational performance assessment models, known as global, 
were conceived with the purpose of capturing the totality of 
organizations and identifying the role of each party in deter-
mining performance.12

Thus, the first and oldest of the performance evaluation 
models, it is called “Tableau du Bord” (also known as  
“indicator panel”). This is defined as a set of measures that 
includes both financial and non-financial indicators, which 
aims to translate the organization’s mission and vision into 
objectives from which the critical success factors called KPI 
(“Key Performance Indicators”)13,14 would be derived.

Since then, debates about the “dimensions” of the model 
derived from KPI have come into play. This is the case of 
performance evaluation models such as the Martindell 
Method,14 the Management by Objectives Method (MBO),15 
Buchele Method,16 among others. In this debate, the 1 that 
most gained expression was the “Balanced Scorecard”17 (or 
balanced table). Removing the focus from the “objectives” 
and placing it in the “strategy” of the company, its differen-
tial would be in the self-denomination of a model, said,  
“strategic.” This would be justified because the model would 
balance the short and long-term objectives, helping to draw 
the performance vectors of these results. Starting from the 
same logic, other performance evaluation models were cre-
ated, such as the “Skandia Navigator”18 Method, the “SIGMA 
Sustainability Scorecard”19 and the “Multi Criteria Decision 
Aid Constructivist” (MCDA-C),20 all of these still restricted 
to the organizational scope.

Transcending the organizational issue, the evaluation 
reaches the scope of “public policies” through the results 
measurement logic imported from the previous discussion.21 
Garces and Silveira22 refer that the evaluation of the perfor-
mance of policies is 1 of the most important stages in the 
management cycle of a public administration. Its objective is 
to ensure the continuous improvement of the programs and 
the plan, providing subsidies to correct flaws in the design 
and execution, update objectives and goals in relation to the 
demands and ensure that the desired results for the target 
audience effectively occur.

The performance evaluation of policies has largely been a 
manifestation of the new management paradigm in the pub-
lic sector. Abroad, public programs are already being peri-
odically evaluated by their performance, as is the case with 
the North American initiative of “equity-focused based eval-
uation”23 and the English experience of “health in all public 
policies” (“health in all policies”).24

When 1 extrapolates the look from the “public policies” to 
“health systems” (and not “health services”),25 performance 
evaluation becomes even more problematic and insufficient 
for reasons ranging from conceptual, methodological difficul-
ties, to the existence of data that best characterizes the system 
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reliably. However, it is unanimous to say that performance 
evaluation is considered necessary and efforts should be made 
in this matter.26

The architecture of the performance evaluation models 
for health systems that have been built for this purpose must 
be based on a set of choices that must reflect very well the 
context of their use. These choices concern: (1) the object of 
the evaluation; (2) conceptualization of performance; (3) the 
goal of the evaluation and the target audience; (4) the values, 
interests, strategies and priorities of the main actors involved; 
and, (5) operational feasibility.27 The theoretical framework 
of the performance of health systems traditionally used by 
the Organization for Economic Cooperation and Development 
(OECD) was based on several constructs (or dimensions). It 
considers health services as 1 of the determinants of health 
alongside the environment, lifestyle and genetics (the classic 
Lalonde model). Four main functions in the health systems 
are identified (maintaining health, recovering health, living 
with disabilities and dealing with the end of life) and opera-
tionalizes quality in 3 domains (effectiveness, safety and 
focus on patient) besides access, costs and equity.26

In compliance with the resolutions of the Executive Board 
of the World Health Organization, in May 2001 the Pan 
American Health Organization held a regional consultation 
on the World Health Report 2000.28 At that time, it was con-
sidered that performance evaluation should not be an end in 
itself nor should be carried out as a purely academic exercise, 
but should guide the development of health systems policies, 
strategies and programs, and focusing on quantitative and 
qualitative evaluating of the degree of achievement of sys-
tem objectives and targets.

As pointed out by Klazinga,26 although it can help in the 
construction of longitudinal statistical data on the popula-
tion, measuring the results of health systems is challenging, 
especially when such results can be attributed to the “cur-
rent” performance of health services. For Champagne and 
Contandriopoulos,27 the main criticism of performance eval-
uation models for health systems lies in the fact that they 
appear to have emerged from the available data, or have been 
replicated from other evaluation experiences that do not dia-
logue with the reality in which the model is being applied. 
Something that seems to be a difficult issue to resolve due to 
the tension between the particular and the general.29,30

In addition to the method, the issue resides in the object 
(health system). Extensive bibliographic reviews31,32 on 
health systems, Hoffman et al identified 41 different theoreti-
cal frameworks. They are classified as “theoretical frame-
works of systems” (those focusing on the entire health 
system), “theoretical sub-frameworks” (those focusing on a 
specific part of the health system) and “theoretical supra-
frameworks” (those focusing on how other social systems 
interact with the health system).

So, it is possible to say that the performance evaluation 
models are measurement systems composed of a set of indi-
cators, predominantly quantitative and often organized in 

dimensions of analysis. The combined result of these indicators 
serves to make a value judgment after the lag of this result 
when compared to a parameter or goal to be achieved. In 
general, it is expected that the result presented by the evalu-
ation model reflects the familiar behavior on the work per-
formed by an organization and this result serves to arbitrate 
the performance according to managers expectations.33

Performance evaluation models are much discussed but 
are rarely clearly defined. It happens because many areas of 
knowledge use these models but often do not make their con-
cepts clear. This fact in itself makes the subject quite contro-
versial because there is a tendency in 1 disciplinary area to be 
inspired by another to import your model. When they make 
this “importation,” they generally disregard the necessary 
efforts of conceptual adaptation to the nature of the object, 
taking as tacit the definitions of the original area. This has 
provided severe analytical implications in the interpretation 
of the results of these models and, consequently, in the per-
formance evaluation.34

When performance evaluation models are applied to 
health systems, the issue becomes even more disturbing. 
This is because health systems deal with a number of organi-
zations that have people-centered obligations to produce 
multiple “products.” Health systems have a strong focus on 
the process and their production is often confused with that 
of other health co-producers. Still, the products of the health 
systems are intertwined with unknown causalities and there 
are difficulties in defining quality standards in the result indi-
cators, especially when the health systems are public and 
state-owned, or when they work in a public-private mix. 
Finally, the challenges grow with the increase in the number 
of services and the dynamics of the environment.26

Since the topic is controversial, and the literature on the 
subject diffuse, this study aims to identify and analyze the 
models for evaluating the performance of health systems, 
recorded in the worldwide scientific literature indexed to rel-
evant databases.

Methodology

A systematic review of the literature was carried out on the 
topic “performance evaluation of health systems.” It is rec-
ognized that classic systematic review processes, according 
to the Cochrane standard, were initially conceived to review 
eminently clinical aspects.35,36 As this review does not seek 
to capture evidence of a clinical nature, but rather senses, 
meanings and theories about a specific topic, we opted for 
the use of methodological procedures typical of the Cochrane 
standard systematic review, seeking to make them com-
patible with qualitative meta-synthesis. As proposed by 
Sandelowski and Barroso,37 qualitative meta-synthesis is an 
interpretative integration of qualitative results.

As for the search, identification and systematization, the 
Cochrane protocol was followed for systematic reviews. In 
systematic review studies, it is necessary for researchers to 
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identify “key items” in the research question for the election 
of descriptors. These descriptors, under a properly designed 
search strategy, are the basis for the identification of 
studies.38-40 In the present study, the authors adopted the 
adaptation to a systematic “conceptual” review carried out 
by Jardim et  al,41 applied the following research question: 
“What does the world literature have on the performance 
evaluation of health systems and services?”, in which the key 
items were “world literature” (scope of the review), “perfor-
mance evaluation” (subject of the review) and, “health sys-
tems and services” (qualifier of the subject of the review).

The study identification process was a search as broad as 
possible. The objective was to ensure that the largest possible 
number of (published) studies was considered in the selec-
tion. The technique of identifying studies in systematic 
reviews is traditionally based on 5 sources of identification 
of primary studies: (a) Cochrane review group; (b) list of 
references of selected studies; (c) personal communication; 
(d) electronic databases; and, (e) manual search. However, 
given the characteristics of the object of this review, only 
items “b,” “d,” and “e” were used. The databases used were 
PubMed, Scopus, EMBASE, PubAdm, and Lilacs/Scielo. 
The search strategies adopted by each base were Scopus 
(Health Indicator AND Performance); PubMed (Process 
Assessment Health Care AND Public Health Administration) 
OR (Evaluation Health Performance [ti]) OR (Communitary 
Health Planning AND Performance); LILACS (Avaliação 
de Desempenho AND Sistemas de Saúde) and EMBASE 
(health system_ti AND performance_tilim-public health 
lim-embase).

The languages included were Portuguese, English and 
Spanish. Two reviewers conducted the selection. Regardless, 
the reviewers assessed the titles and abstracts of all identified 
studies and, in a first consensus meeting, validated their find-
ings among themselves. In case of doubts about the inclusion 
or not of a study, a third reviewer was called to decide. After 
this phase, the studies were consensually considered to be 
“selected” for the review, considering their amplitude, object 
and qualification.

As for the analysis and synthesis of these studies, the full 
text of all studies considered in the light of the qualitative 
meta-synthesis method was carried out. In this review, it was 
chosen to work with the type of meta-synthesis that synthe-
sizes by quantification (meta-summarization) with qualita-
tive (conceptual) data.42

In meta-synthesis studies, depending on the focus, it is 
important that the selected studies are analyzed within qual-
ity standards.43 It is recommended to analyze some quality 
criteria such as: descriptive vivacity, analytical precision, 
heuristic relevance and methodological congruence. Some 
authors42 suggest standardized methods such as the “Critical 
Appraisal Skills Program” (CASP), for example. In this 
study, as it is a qualitative conceptual review, the “descrip-
tive vivacity” of the concepts identified in the studies was 
applied as a quality filter. This process was conducted at a 

second consensus meeting, in which studies were defined to 
be “included” in the review.

In the meta-summarization process, the included studies 
were read in full and from these the main concepts (contrasts 
and similarities) (criterion 1), subsidiary terms (criterion 2), 
performance evaluation models used (organizational and 
systemic) were extracted (criterion 3), characteristics to be 
taken into account in the analysis of health systems (criterion 
4). After this identification, the data were qualified and quan-
tified. Finally, the data on the qualitative synthesis of their 
meanings was summarized.

Fifty-six studies were identified in the initial search. From 
these, 1 study was excluded because it was a repeated study, 
leaving 55 identified without repetition. Of the 55 studies, 10 
that did not present an abstract and 9 that were not original 
articles were excluded. Therefore, 36 original articles 
remained. None of the 36 presented themselves in a language 
other than Portuguese, English or Spanish.

In a first consensual meeting, 2 reviewers classified these 
original articles. This classification was carried out by identi-
fying the key items (“amplitude,” “object,” and “qualifier”) in 
the title and/or abstract. The “selected” articles (32 articles) 
and the “non-selected” articles (4 articles) were then obtained. 
There were still ambiguous articles (1 article). For this, a third 
reviewer was asked to evaluate whether they were its inclusion 
or not. Regarding the analysis of the ambiguous article, when 
judging its inclusion or not, the third reviewer evaluated that 
he should not be included in the list of selected ones because it 
was not possible to identify all the key items in its constitution, 
thus not contributing to answer the research question.

At the end of the first meeting, it was agreed that 32 arti-
cles were selected to compose the systematic review. Meta-
summarization started when the 32 articles were read in full. 
Then, based on the criteria of descriptive vivacity, estab-
lished for the analysis of the object of this meta-synthesis, 
the articles were classified as included or not included taking 
these criteria as a quality measure. Thus, after a second con-
sensual meeting, of the 32 articles, 4 did not meet  all the 
criteria related to descriptive vivacity, being, therefore, 
excluded due to qualitative insufficiency (Figure 1).

Results

Of the total number of articles (n = 32), 23 articles (71.87%) 
do not have the definition of what “performance” is. In only 
2 articles (6.25%), the authors were concerned with defining 
“health systems/services” (Chart 1). Of the 9 articles that 
present some definition of performance, 2 articles (22.22%) 
present semantic differences that are important for defini-
tions of performance in relation to the adjectives that qualify 
them (health performance, performance measure, perfor-
mance evaluation, etc).

As for the presence of subsidiary concepts and the theo-
ries that support the idea of performance in the reviewed 
studies, it was observed that of the 28 included studies that 
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met the criteria of vivacity, 6 (21.42%) did not present sub-
sidiary concepts or the theory that gives support to the idea 
of performance. Among the most frequent subsidiary 

concepts, the concept of “efficiency” has being mentioned 5 
times (11.9%), followed by the concepts of “quality” 
(9.52%) and “effectiveness” (7.14%) (Table 1). Regarding 

56 Identified Studies

55 Identified Studies without 
repetition

36 Articles

36 Original Articles in 
Portuguese or English or 

Spanish

3 Not selected 33 Pre-selected

1 Doubtful Article

Meta-summarization

28 Final Articles Included

1 Identified Study excluded by repetition

10 No abstract available

9 They are not original 
articles (monograph, 

dissertation, etc.)

0 In a language other than 
Portuguese, English and 

Spanish

32 Selected Articles

4 Selected articles did not meet the four criteria of 
descriptive vivacity*

Figure 1.  Flowchart of the selection process for articles included in the criteria of systematic review and meta-summarization.
*Lawthers,63 Neiger et al,55 Lauer et al,70 Malta et al.75
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the theories that underlie the idea of performance, it was 
found that the general organizational theory (without further 
specification) is the most frequent and is referred in 5 differ-
ent articles (18.11%). It was followed by the marginalist 
economic theory (14.81%) and the theory of social determi-
nants of health (11.11%) (Table 2).

As for the models of performance evaluation used in the 
studies to operationalize the notion of performance ideal-
ized by them, of the 28 studies, 6 articles (21.42%) did not 
present the performance evaluation model they used. The 
“dashboard” was the most frequent performance evaluation 
model, found in 10 (35.71%) studies. The second most fre-
quent was the “balanced scorecard,” totaling 5 (17.85%) 
(Chart 2).

Regarding the structural level at which the performance 
evaluation model was applied, 21 studies (75%) took the 
“health services system” as the unit of analysis, that is, 
some health organization (s) for model application. Only 7 
(25%) presented the model applied to health systems 
(Chart 1).

As for the specific characteristics of each performance 
evaluation model used in the reviewed studies, only 8 
(26.6%) of 28 studies presented a name for their specific 
model. In general, the constitutive parts of the models tended 
to be called “dimensions” by their authors, although other 
synonyms were used as “layers” or “entities.” With regards 
to the content of the dimensions used, these varied a lot 
according to the assessment that fell on the systems level or 
on the organizational level (Chart 3).

Table 1.  Meta-Summarization by Frequency of the Subsidiary 
Concepts of the Notion of Performance Presented in the 
Reviewed Studies.

Subsidiary Concepts N %

Efficiency 5 11.90
Quality 4 9.52
Effectiveness 3 7.14
Strategy 3 7.14
Sustainability 3 7.14
Benchmarks 2 4.76
Essential public health functions 2 4.76
Selectivity 2 4.76
Performance pay 2 4.76
Access 1 2.38
Accreditation 1 2.38
Adequacy 1 2.38
Management contract 1 2.38
Equity 1 2.38
Focusing 1 2.38
Performance management 1 2.38
Incentives 1 2.38
Integration (integrality) 1 2.38
Payment for liabilities 1 2.38
Pay for results 1 2.38
Participation 1 2.38
Productivity 1 2.38
Quasi-market 1 2.38
Redesign 1 2.38
Reengineering 1 2.38
Total concepts found 42 100.00

Central Idea Conceptualization

Performance

Articulate equity, efficiency and 
effectiveness

The measure of quality, technical efficiency of provision and equity of services

Achieve goals The measure or distance observed between the performance of functions and the 
objectives of the organization or system, set in goals, according to an expected 
competence

Definition of indicators Definition of indicators that allow measuring the objectives of the services for a 
post-evaluation 

Maintain integrated operation The result of maintaining the integrated functioning of a service system

Behavior change and transformation for 
better results

Changing behaviors that make it possible to transform “resources” into better 
“results”

Tautology It relies upon your evaluation and the choice of dimensions. These dimensions 
depend on what the performance turns out to be

Health 
systems/ 
services

Health services The health service is the organization capable of mobilizing and allocating 
sufficient and appropriate resources (workers, technology, information and finance) 
for activities that address the needs / demands of individuals and public health.

Health systems Activities whose main objective is to promote, restore or maintain health

Chart 1.  Metasynthesis of the central ideas on the concepts of “performance” and “health systems / services” found in the revised 
scientific literature.
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Table 2.  Meta-Summarization by Frequency of Support Theories 
For the Notion of Performance Presented in the Reviewed 
Studies.

Theories N %

Organizational theory 5 18.51
Marginal economic theory 4 14.81
Social determinants of health 3 11.11
Systems theory 2 7.40
Agent and principal theory 2 7.40
General economic theory 2 7.40
Systematic review 1 3.70
Theory of restrictions 1 3.70
Lean thinking theory 1 3.70
Complexity theory 1 3.70
Management by objectives 1 3.70
Social inequalities and health 1 3.70
Organizational role theory 1 3.70
Donabedian theoretical model 1 3.70
Production engineering 1 3.70
Total theories found 27 100.00

nº. Year Authors Article Performance evaluation models

Method or Model Structured 
Level Applied

1 1996 Conrad DA. 
ShortellSM

Integrated health systems: Promise and performance - Health Services

2 1998 Olsen IT Sustainability of a health care: a framework analysis Open System Model 
(Bertallanfy)

Health Services 
(Organizational)

3 2001 Martins M, 
Travassos C, 
Noronha JC

Sistema de Informações Hospitalares como ajuste de 
risco em índices de desempenho

- Health Services 
(Organizational), 
hospital

4 2001 Handler A, Issel 
M, Turnock B

A Conceptual Framework to Measure Performance of 
the Public Health System

Not Applicable Health Services

5 2002 Smith PC Measuring health system performance Not Applicable Health Services

6 2003 Locock L Healthcare redesign: meaning, origins and application - Health Services 
(Organizational)

7 2004 Viacava F etal Uma metodologia de avaliação do desempenho do 
sistema de saúde brasileiro

Dashboard Health Services

8 2004 Ten Asbroek 
AHA et al

Developing a national performance indicator framework 
for the Dutch health system

Balanced scorecard Health Services 

9 2005 Arah OA, 
Westert GP

Correlates of health and healthcare performance: 
applying the  Canadian health indicators framework at 
the provincial-territorial Level

Dashboard Health Services 
(Organizational)

10 2005 Szwarcwald CL 
et al

Desigualdades socioeconômicas em saúde no Brasil: 
resultados da Pesquisa Mundial de Saúde, 2003

Dashboard Health Services 
(Organizational)

Chart 2.  (continued)

Discussion

It can be said that the scientific literature found in worldwide 
coverage databases on performance evaluation of health sys-
tems is very scarce, especially considering the fact that most 
studies do not focus their analysis on the health system and 
does not define it. The studies converge their analyses to the 
health organizations that builds up the system, which rein-
forces the argument of Conill25 and Hoffman et al31 that 
the performance evaluation studies of health “systems” are 
confused with performance evaluation of health “services.”

Even under this clear limitation in the field of study, 
another relevant aspect is that part of the studies does not 
present a clear definition about what the evaluation model 
adopted in each study considers as performance. In this 
sense, Misoczky and Vieira76 warn of the consequences on 
the expected organizational behavior, given the absence of a 
clear specification of the meaning and sense that perfor-
mance can assume. Giving rise to a diversity of interpreta-
tions, derived not from distinct views from a clearly defined 
object, but from the lack of a clear definition of the object.
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nº. Year Authors Article Performance evaluation models

Method or Model Structured 
Level Applied

11 2006 Eggli Y et al Ambulatory healthcare information system: A 
conceptual framework

Dashboard Health Services 
(Organizational)

12 2006 Walley P, 
Silvester K, 
Mountford S

Health-care process improvement decisions: a systems 
perspective

- Health Services 
(Organizational)

13 2006 Ibañez N et al Avaliação do desempenho da atenção básica no Estado 
de São Paulo

Primary Care 
Assessment
Tool 

Health Services 
(Organizational)

14 2007 Radford A et al A Comparative Performance Scorecard for Federally 
Funded Community Health Centers in North Carolina

Balanced scorecard Health Services 
(Organizational)

15 2007 Masiye F Investigating health system performance: An application 
of data 
envelopment analysis to Zambian hospitals

- Health Services 
(Organizational)

16 2008 Kruk ME, 
Freedman LP

Assessing health system performance in developing 
countries: A review of the literature

Analyses dimension and 
performance indicators

Health Services

17 2008 Mannion R, 
Marini G, Street A

Implementing payment by results in the English NHS: 
Changing incentives and the role of information

- Health Services 
(Organizational)

18 2008 Lega F, 
Vendramini E

Budgeting and performance management in the Italian 
National Health System (INHS): Assessment and 
constructive criticism

Dashboard Health Services

19 2008 Szwarcwald CL, 
Viacava F

Pesquisa Mundial de Saúde:aspectos metodológicos e 
articulação com a Organização Mundial da Saúde

Dashboard Health Services 
(Organizational)

20 2009 Benavent J et al Using pay-for-performance to introduce changes in 
primary healthcare centres in Spain: first year results

Through a standardized 
checklist and an 
interview between the 
professional and the 
team leader

Health Services 
(Organizational)

21 2009 García-Atlés A 
et al

Análisis del desempeño de los serviciossanitarios de 
Cataluña: evaluación de los primeros resultados del 
proyecto demonstrativo

Dashboard Health Services 
(Organizational)

22 2010 Moreira EMM,    
Costa EA

Avaliação de desempenho da Agência Nacional de 
Vigilância Sanitária no modelo de contrato de gestão

Balanced Scorecard Health Services 
(Organizational)

23 2010 Heywood P, 
Yoounjoung C

Health system performance at the district level in 
Indonesia after decentralization

Dashboard Health Services 
(Organizational)

24 2011 Pereira et al Avaliação das características organizacionais e de 
desempenho de uma unidade de Atenção Básica à Saúde

Primary Care 
Assessment
Tool 

Health Services 
(Organizational)

25 2011 Bonacim CAG, 
Araújo AMP

Avaliação de desempenho econômico-financeiro dos 
serviços de saúde: os reflexos das políticas operacionais 
no setor hospitalar

Balanced scorecard Health Services 
(Organizational)

26 2011 Gauld R et al Scorecards  for  health  system  performance  
assessment:  The  New Zealand example

Balanced scorecard Health Services 
(Organizational)

27 2012 Viacava F etal Avaliação de Desempenho de Sistemas de Saúde: um 
modelo de análise

Dashboard Health Services 
(Organizational)

28 2012 Ingram RC et al Local Public Health System Performance and 
Community Health Outcomes

Dashboard Health Services 
(Organizational)

Chart 2.  Articles selected according to the performance evaluation models used and the structural level of application.
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nº. Authors Characteristics to be taken into account when analyzing the performance of health systems

Performance evaluation 
model name

Model parts Content of each part of the model (dimensions)

1 Arah OA, Westert 
GP

Canadian Health Indicators 
Framework – CHIF

Layers health conditions
non-medical determinants of health
health system performance

2 Eggli Y et al Ambulatory health 
information systems – AHIS

Entities the general population
people with health problems
the patients
services
resources
effects

3 Olsen IT Unnamed Not available not applicable
(addresses health service sustainability criteria)

4 Kruk ME, 
FreedmanLP

Unnamed Not available equity,
effectiveness
efficiency

5 Walley P, Silvester K, 
Mountford S

Medical Assessment Unit 
(MAU)

Not available

6 Mannion R, Marini G, 
Street A

Unnamed Not available results 

7 Locock L Unnamed Not available total quality
reengineering

8 Lega F, Vendramini E Unnamed Domains productivity
costs
revenue
innovations
climatic
professional developments

9 Benavent J et al Staff performance 
evaluation

Not available Although this was based on a semi-structured questionnaire, it 
was criticized as a subjective measure. It is known that there 
is no gold standard for evaluating performance. For these 
reasons, the result of the assessment carried out by the team 
leader had to be agreed by the person assessed

10 Viacava F etal Unnamed Dimensions quality
efficiency

11 Pereira et al Metodologia de avaliação 
rápida das características 
organizacionais

Dimensions access
coordination of attention
bond
professional qualification
family focus
gateway
service cast
community orientation

12 Moreira EMM, 
Costa EA

Modelo de desempenho 
institucional

Dimensions budgetary-financial performance
degree of compliance with the established goals

13 Martins M, 
Travassos C, 
Noronha JC

Indice de Comorbidade de 
Charlson (ICC)

Not available Not available

Chart 3.  (continued) 
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nº. Authors Characteristics to be taken into account when analyzing the performance of health systems

Performance evaluation 
model name

Model parts Content of each part of the model (dimensions)

14 Ibañez N et al Metodologia de avaliação 
rápida das características 
organizacionais

Not available access
coordination of attention
bond
professional qualification
family focus
gateway
service cast
community orientation

15 García-Atlés A et al Unnamed Not available improvement of health status
equitable access
effective provision of appropriate health services
efficiency
health outcomes of health services
patient/user experience

16 Bonacim CAG, 
Araújo AMP

Unnamed Not available Base Cost Centers: transport, warehouse, nutrition, laundry, 
hygiene and cleaning, engineering, medical file, bed control, 
etc .;
Intermediate Cost Centers: are clinical laboratories and 
auxiliary services for diagnosis and therapy;
Special Cost Centers: are the units that serve the patients, 
perform the core activities of the HCFMRP-USP. They 
are: ambulatory, medical clinic wards, pediatrics, surgery, 
orthopedics, ophthalmology, gynecology and obstetrics, 
surgical center, obstetric center, etc .;
Production Cost Centers: constitute the small subsidiary 
industries of a hospital. They are: printing, industrial 
pharmacy and linen and sewing

17 Conrad DA, Shortell 
SM

Unnamed Not available not present

18 Radford A et al Unnamed Dimensions access to services
clinical variables
financial performance
patient satisfaction
human Resources
use
productivity

19 Viacava F etal Unnamed Dimensions effectiveness
access
efficiency
adequacy

20 Szwarcwald CL, 
Viacava F

Unnamed Dimensions health condition
health status inequality
responsiveness of the health system
inequalities in the response capacity of the health system
justice in the contribution of health financing

21 Szwarcwald CL et al Unnamed Not available it does not clearly present its dimensions. Suppose readers 
already know them

22 Ten Asbroek AHA 
et al

Unnamed Not available effectiveness
efficiency
quality
equity
integrality
population health

Chart 3.  (continued) 
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It was also possible to verify that the problem of the 
meaning of performance permeates several forms of linguis-
tic use of the word. Sometimes as a noun, sometimes with 
names, it was possible to find several terms that use the 
word “performance” with different contents, among them: 
“health performance” understood as the final health results 
(measured as health status and non-health physicians and 
health services); “performance measure” understood as the 
metric related to the lag or overcoming of an activity in rela-
tion to a pre-established goal; “performance of health ser-
vices” as the degree of maintenance of the functioning of the 
service system (dimensions: acceptability, accessibility, 
effectiveness, adequacy, security, health surveillance) and 
“performance evaluation” as the value judgment exercised 
on performance.44,45,53

Those studies that presented certain definitions about  
performance brought with them a list of meanings for per-
formance that can be summarized in 6 main ones: (a)  
performance as quality measurement, provision technical 
efficiency and services equity; (b) the measure or distance 
observed between the performance of the functions and the 
objectives of the organization or system, set in goals, accord-
ing to an expected competence; (c) the definition of indica-
tors that allow measuring the objectives of the services for 
their subsequent evaluation; (d) the result of maintaining the 
integrated functioning of a service system; (e) changing 

behaviors that make it possible to transform “resources” into 
better “results”; and still, (f) depends on the meaning attrib-
uted by the evaluators and, therefore, on the choice of dimen-
sions that, in turn, depend on what the performance will be  
in that specific context.44-54,56-60,62,64-66,68,69 (Chart 1).

Among the subsidiary concepts that support the idea of 
performance, the reviewed studies pointed out that it is more 
frequent that performance is associated with the notions of 
“efficiency,” “quality,” and “effectiveness”71,72,74 (Table 1). 
When it comes to efficiency, it is relevant to note that there 
are several types. Even though the term efficiency is not 
exclusive to any science, it is worthwhile to order the con-
cepts, questioning the nomenclatures, because nominal simi-
larities do not always translate content similarities.77 Thus, at 
least 3 are on the agenda when it comes to the study of health 
systems: administrative efficiency78; economic efficiency79 
and legal efficiency.80

Administrative efficiency can be “pure” or “procedural.” 
This refers to the work process itself and is understood as 
the best work process, that is, the best way81 to achieve the 
intended objective, and it must be impersonal and fair.78 It is 
about not wasting energy from the right acts.82 Another type 
of administrative efficiency linked to the management of 
state activity is of the “public” efficiency type. This is 
understood as corresponding to the duties that every public 
agent must perform with promptness, precision, perfection 

nº. Authors Characteristics to be taken into account when analyzing the performance of health systems

Performance evaluation 
model name

Model parts Content of each part of the model (dimensions)

23 Smith PC Unnamed Not available not present

24 Masiye F Unnamed Dimensions scale efficiency
congestion efficiency

25 Ingram RC et al Unnamed Dimensions evaluation
policy development
warranty

26 Heywood P, 
Yoounjoung C

Unnamed Not available use of prenatal care
maternal delivery
vaccination coverage
contraceptive source
use

27 Handler A, Issel M, 
Turnock B

Unnamed Not available not present

28 Gauld R et al Unnamed Not available efficiency
equity
quality
access
healthy lives

Chart 3.  Articles selected according to the characteristics to be taken into account when analyzing the performance of health systems.
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and functional performance from 2 dimensions: a dimension 
of rationality and optimization in the use of means; and 
another of the satisfactory results of public administrative 
activity. Thus, it can be said that public administrative effi-
ciency is a legal requirement, imposed on public administra-
tion and on those who do it sometimes or simply receive 
public funds linked to subsidies or incentives, of suitable, 
economic and satisfactory performance in carrying out the 
public activities purposes entrusted to it by law or by a public 
law act or contract.77,83

Regarding economic efficiency, there were several mean-
ings found in the literature. There is the “allocative effi-
ciency” or “distributive” that deals with the production at the 
lowest social cost of goods and services that most value soci-
ety and their distribution in a socially optimal way. The 
“technical efficiency” which deals with the combination of 
inputs in the most effective way because the production 
functions describe the largest possible volume of production 
for a given set of inputs in a technically efficient system. The 
“management efficiency,” which translates as achieving a 
product while minimizing costs, that is, maximizing produc-
tion at a given cost. The “clinical efficiency” that deals with 
the comparison between expected costs and benefits, that is, 
depends on the health professional’s ability to select and 
execute health care procedures in a way that avoids waste. 
And finally, the “production efficiency” which refers to that 
in which the institution produces goods and services and 
makes them available to health professionals.79

When it comes to the legal scope, efficiency becomes the 
heir to the economic sense with certain caveats. Thus, legal 
efficiency essentially attends to the way in which legal 
assets or legally protected interests are considered among 
themselves, guiding public conduct towards the (integral) 
pursuit of the proposed objective with the least damage to 
the legal assets involved.80 Efficiency in law, therefore, is 
measured by analyzing compliance with legal rules.84 
Apparently, disconnected, legal efficiency is fundamental in 
the health debate on performance. It is essential to remem-
ber that, when evaluating the performance of the health sys-
tem, the efficient provision of a right by the State apparatus 
is ultimately deposited in it.85 It follows from this that legal 
efficiency must be compulsorily subject to analysis when it 
comes to national systems as in the case of the Unified 
Health System in Brazil.

“Quality” is another term that supports the idea of perfor-
mance and is directly associated with it. It is a public domain 
term, as everyone has an intuitive notion of what quality is,86 
which makes its definition difficult. For Zeithaml et  al87 
quality of services is the discrepancy that exists between cus-
tomers” expectations and perceptions about an experienced 
service. Pollit and Bouckaert88 identifies 2 generations in the 
concept definition of quality. In the first, it means correcting 
errors, defective products from what is assumed “suitable” or 
not for use. In the second, it refers to the appropriate refine-
ment of standards, including not only functionality, but also 

appearance, delivery, technical support after the acquisition, 
and the opinion of consumers. Misoczky and Vieira76 also 
states that quality depends on the level of analysis of a ser-
vice provision. For these authors, there is a micro quality 
(concept of internal quality, associated with the interrelation 
of parts of the organization), intermediate quality (geared 
towards external quality, relationship between producer and 
consumer, that is, between provider and user) and macro 
quality (includes improving quality in the relationship 
between public service and citizenship, that is, between the 
State and civil society).

The fact is that quality does not dispense the idea of desir-
able characteristics of care, which include dimensions such 
as: effectiveness, efficiency, equity, acceptability, accessibility, 
adequacy, and technical-scientific quality.89 In this sense, the 
World Health Organization90 considers that qualitatively 
adequate assistance must include at least the following ele-
ments: technical quality, efficient use of resources, control of 
risks arising from care practices, accessibility of care, accept-
ability by patients, or the famous “seven Donabedian pillars 
of quality.” For this author, its pillars of effectiveness, effi-
ciency, optimization, acceptability, legitimacy, and equity91 
defines quality in health care. In this area, it is prudent to 
consider that, when it comes to quality, before seeking a pre-
cise definition, it is more important to constitute its dimen-
sions of analysis.92,93 Walsh94 states that the incongruity in 
the definition of quality in public health services and its com-
ponents is due to the quality of having to deal with the struc-
ture of society’s values, because what varies, in fact, are the 
criteria with which quality is judged in each culture.

In the search for a more comprehensive and synthetic 
concept on the quality of health services, Øvretveit95 states 
that quality is the complete satisfaction of the needs of those 
who need the health service at the lowest cost for the organi-
zation and within the established regulations. It is clear that 
this concept attempts to make “equity” compatible with the 
“economic issue.” It is assumed that for health systems this 
definition is opportune. However, in the logic on which the 
analyzed studies are based, whose perspectives derive from 
business administration and economic theory, quality is 
marked by the competitive tone. Therefore, it is oriented 
towards the development of care practices that have some 
reference standard of success of the type benchmarks96 
instead of looking for adequate standards of exercise of 
equity, in each context, as seen in some studies. The studies 
pointed out that it is like a intention of them to realizes a 
inversion of the reality as if quality was a performance’s 
dimension and not the opposite.

Regarding to the last term associated with performance, 
effectiveness, it enjoys the same prerogatives of efficiency 
from the point of view of its qualification. Unlike efficiency, 
effectiveness has more to do with the law than with the econ-
omy, even though its interpretations are interchangeable. 
Thus, the 3 definitions are also essential with regard to the 
discussion of the performance of health systems.
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“Legal effectiveness” means the ability of the rule to be 
met by both the recipients and the enforcers of the law. It is 
essential, then, the fulfillment by individuals, of what is pre-
scribed in the order, so effectiveness97 can be achieved. Thus, 
when it comes to the study of health systems that are part of 
a social protection system, the exercise of the right to health 
and its manifest action is essential. It follows from this that, 
in order to speak of effectiveness, the State must act not only 
by editing laws, but also by increasing the density of norms 
that institute social rights through the implementation of 
public policies. Thus, the fight against state omission stands 
out as a condition for this effectiveness.98

Another form of effectiveness refers to “administrative 
effectiveness” or “organizational.” This was defined by 
Georgopoulos and Tannenbaum99 as the extent to which an 
organization, as a social system, achieves its objectives with-
out disabling the means and resources and without generat-
ing tension between its members. Harrison,100 in turn, defined 
organizational effectiveness as the organization’s ability to 
achieve production goals, manage the processes related to 
the human and material resources available to achieve pro-
duction goals and manage its internal resources in order to 
adapt to the external influences. It is a fact that health sys-
tems depends, at least in part, on health organizations and 
their actions. The more effective such organizations and 
actions are, the more they contribute positively to effective-
ness in a systemic approach.7

Another effectiveness to be considered when analyzing 
performance is “economic effectiveness.” This is probably the 
most pragmatic of all. It is based on the notion of producing an 
effect and comes, in the economy, backed by the idea of cost. 
Thus, cost-effectiveness is the economic notion of effective-
ness that has, at its origin, the logic of the necessary (or suffi-
cient) cost to achieve the effect. It is relevant to note that the 
notion of “effect” in the provision of services is not exempt 
from the perception of the user/receiver/client about whether 
what has been done has had the desired effect or not. Thus, the 
notion of economic effectiveness in health is still eminently 
relational, since the effect must be manifest and perceived by 
the person who makes use of the action undertaken.

With respect to the theories that support the concepts 
extracted in the studies, most are based on general organiza-
tional theories, followed by the marginalist economic theory 
and the theory of social determinants of health (Table 2). 
Among the organizational theories identified, there is a mis-
cellany approaches that vary from those that are directly 
linked to classical administration,82 to the most contempo-
rary ones related to Total Quality and Reengineering,101 some 
even tending to the area of production engineering. Studies 
with an economic focus are presented in the order of discus-
sion of marginalist economic theory. This theory invests in 
the notion of value-utility and guides economic analysis 
from the perception of the individual’s need to consume and 
his ability to pay for it102 being well aligned with the logic of 
production, reproduction and capital accumulation. Still in a 

third theory that gained prominence in this review, and 
undoubtedly, the 1 that rescues the core of the discussion 
about health as a social process refers to the theory of social 
determinants of health.103 This theory supports the construc-
tion of performance models by the causality of social charac-
teristics that determine the health-disease process in 
individuals, as described by Dahlgren and Whitehead104 and 
Diderichsen et al.105

In relation to the performance models used by the authors, 
most studies used the “dashboard” and, secondly, the  
“balanced scorecard” (Chart 2). The “dashboard” or “control 
panel” is undoubtedly the most rudimentary of all perfor-
mance evaluation models and can be defined as the set of mea-
sures that includes both financial and non-financial indicators, 
which intends to translate the mission and the vision of the 
organization in objectives from which the critical success fac-
tors of the organization would be derived.13 It is paradoxical, 
therefore, that its use is so widespread and common in the case 
of the performance of health systems, since it is, admittedly, an 
object that has great complexity. The “balanced scorecard,” 
idealized by Kaplan and Norton,17 is a more contemporary 
evaluation model and is based on the idea of organizational 
strategy to guide its domains and indicators. Originally 
designed to guarantee the survival of companies in an increas-
ingly competitive market, it is not surprising that the logic 
instilled in this model also corresponds to the perspective of 
market sustainability in neoliberal times. Therefore, what is 
understood by performance in the “balanced scorecard” 
approach is also marked by this connotation.

It is important to notice that 6 models are used in the 
reviewed studies. The most used models, the “dashboard,” 
comes from the French expression “Tableau du Bord.” This 
model is the most elementary form of a performance mea-
surement instrument based on a matrix of disaggregated indi-
cators that simulate a “car dashboard.” The panel serves for 
various activities, levels of the organization, or a company as 
a whole, contributing to the reduction of uncertainty and 
facilitating the prediction of risk inherent in decision making. 
It was developed in the sixties in France, as a document that 
presented several indicators for financial control, evolving 
into a combination of financial and non-financial indicators.

The other one frequently used, the Balanced Scorecard 
(BSC), is a performance measurement and management 
model developed in 1992 by Harvard Business School (HBS) 
professors Robert Kaplan and David Norton. This model is 
strongly dependent on the company’s strategy, which, based 
on a strategic map of market survival, organizes its indicators 
in a framework ordered according to the pre-established 
strategic vision. This model has 4 perspectives, as follow: 
financial perspective, market perspective; internal process 
perspective and learning perspective. According to its cre-
ators, BSC sets the vision in motion, creates strategic aware-
ness among employees, explains the strategic destination and 
encourages dialogue in the organization. The BSC is consid-
ered a balanced management system because it promotes  
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a balance between the main strategic variables, allowing a 
balance between the short and long term objectives, between 
the internal focus and the external environment, between 
the financial and intellectual capital measures and finally 
between the occurrence indicators and trends

Others models are less used and, surprisely, more delim-
ited to be applied to the health systems. One of them is the 
Open System Model characterized as an open model based 
on inputs and outputs based on Bertallanfy’s theory of open 
systems. This model focuses on the critical factors for the 
sustainability of health systems and is theoretically designed 
for this object. The model has 3 components (clusters for 
analyzing sustainability): organizational capacity, activity 
profile, and contextual factors.

The other one called PCATool, is a psychometric scale 
that covers scores for all attributes of Primary Health Care, 
as well as 2 summary measures. Its attributes are: extension 
of affiliation with a health service, first contact access—uti-
lization, first contact access—accessibility, longitudinality, 
coordination—integration of care, integrality—available 
services, integrality—services provided, family guidance, 
and, community orientation. This instrument has a version 
for adult users and children, for health professionals and, as 
in the case that is relevant for this study, also for managers.

One model, only designed as theoretical framework is the 
“Analyze dimension and performance indicators.” This is a 
compilation that the paper proposes. In this paper there are a 
framework for the assessment of health system performance 
and reviews the literature on indicators currently in use to 
measure performance using online medical and public health 
databases based on effectiveness, equity and efficiency (in 
terms of outcomes and outputs).

Finally, one model that was not clearly specified is named 
“Standardized checklist and interview” between the profes-
sional and the team leader. The authors have not given any 
more information about this model.

The dimensions that performance evaluation models 
assumed in the analyzed studies varied a lot, and it can be 
concluded that, in the majority, these dimensions are adjusted 
to the object and the level of application of the models (Chart 
3). Safeguarding some dimensions required in some specific 
models, there is no homogeneity of dimensions, but on the 
contrary, a profusion, indicating the flexibility of these mod-
els, a characteristic that weakens them as performance evalu-
ation resources, taking comparability as an essential issue.

It is interesting to note that just only 25% (7) of the  
studies that use performance evaluation models for health 
systems, consider “health system” as delimited in scientific 
literature.25,31 These studies deserve to be highlighted for 
demonstrating the discussion and present the development of 
the theme.

The first study, by Conrad and Shortel,61 was the first 
initiative to think about the performance evaluation for 
health systems. Still focused on the hospital and private sys-
tem in the United States, the authors conceive the use of 

performance as a potential way to increase the productivity 
of the health system, considering integration or “systemness” 
as a factor for the improvement of the value chain.

The second study, by Handler, Issel and Turnock,73 tries to 
adapt the discussion of performance to public health sys-
tems. The authors aimed, through Donabedian inspiration, to 
design a conceptual framework that valued essential public 
health functions.

The third study that advances this discussion is Smith’s 
one.68 The author will discuss how health performance data 
has 2 broad functions: identifying in general “what works” 
and identifying the functional competence of professionals 
or organizations. In his view, performance measurement is 
therefore largely useless unless it guarantees some improve-
ment. For this reason, it admits that much of the debate on 
performance measures has been restricted to technical issues 
without reference to broader contexts. This would occur 
because the discussion is based on the principal-agent  
theory, in which performance would serve to “affect” the 
behavior of the “system.” However, without a clear and 
coherent conceptual framework that informs performance 
measurement, this attempt could generate profound prob-
lems in the use of information when related to incentives for 
behavior change, generating problems in aligning profes-
sionals with system objectives.

From this moment, the conceptual framework became the 
guiding question of the debate on performance. Nevertheless, 
Ten Asbroek et al67 continue the debate in an attempt to adapt 
the concept of the Lalonde report and use of the balanced 
scorecard in building a model for the Dutch healthcare 
system.

Then, new initiatives in thinking about the conceptual 
framework for performance evaluation were used as an expe-
rience (still academic), in other countries. This was the case 
in Brazil with Viacava et al53 study. From the perspective of 
social inequalities in health, they developed a methodology 
based in a dashboard model where different dimensions of 
the assessment can be viewed simultaneously (determinants 
health conditions, population health conditions, and health 
system structure).

Another experience presented by Lega and Vendramini51 
refers to the history of improving the performance evaluation 
of the Italian health system. The authors describe in detail the 
use of several evaluation models over 10 years. After succes-
sive adjustments, the authors cite that the main challenges lie 
in the “hyper-technicality trap.” It could be seen when 1 
wants to use a very sophisticated model, believing that this 
will further improve the behavior of professionals when in 
reality it does not happen empirically. Another point that is 
presented as a challenge is the confusion between measure-
ment and management, in which the authors suggest caution 
in collecting a lot of information. Even so, the possibilities of 
using performance evaluation models, if well worked out, 
can adjust expectations between managers and doctors and 
can promote a culture of costs-consciousness.
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In 2008, a first review of the literature on the topic was 
undertaken by Kruk and Freedman.46 The authors recognize 
that measuring the performance of the health system is com-
plicated, which exposes more limitations than potentialities. 
According to the authors, there are doubts about performance 
as evidence of the objectives of health systems, the degree of 
impact of health care (vs. other determinants) and to achieve 
different proposes of health care (public goods vs. market 
goods). Still, most commentators agree that a well-perform-
ing health system is 1 that is effective, equitable and effi-
cient. The path for future research in this area should intensify 
efforts to understand how the indicators can be applied (and 
validated) in different health policies, especially in those 
data where information is not available.

It is possible to notice that the discussion on the models of 
performance evaluation in these articles is predominantly 
theoretical. Except for the Italian case, all articles are expres-
sions of academic exercises and not a practice to approach 
the complexity of health systems empirically. This may be 
related to the difficulty inherent in this evaluation practice, 
which has so many limitations that its results are easily sus-
ceptible to refutation.

Another important point is the discussion from the private 
sector to the public. Some countries have a kind of private-
public mix and others is only private. The authors from coun-
tries with public health systems seem to incorporate the 
rhetoric of performance forgetting this aspect. This type of 
scientific “colonialism” in the decontextualized juxtaposition 
between solutions of other countries of central capitalism in 
relation to peripheral countries (eg, as in the Brazilian case) 
can further reinforce the doubt about health outcomes and, 
consequently, invalidate the measurement of performance.

Finally, it is possible to see that the adjustment of infor-
mation-incentives-behavior is what is desired with the use of 
these models. Even recognizing the measurement as neces-
sary, performance evaluation models seem to help only par-
tially in this adjustment. However, as stated unanimously by 
the previously reported studies, theoretical concerns about 
defining performance, its content and its consistency with 
the objectives (whether public or private) are radically essen-
tial. Without addressing these concerns, performance mea-
surement is devoid of any meaning for sanitary practice, 
serving exclusively as a control mechanism.

It is worth noting that the results obtained in this study, in 
the different evaluation models, regarding the senses and 
meanings of performance, highlighted the stir between qual-
ity, efficiency and effectiveness. As a result, however much 
the concept of performance invokes quality as its dimension, 
it requires, in order to produce meaning, the dimensions of 
efficiency and effectiveness to be juxtaposed, which means 
that performance and quality are terms that are very close or 
practically synonyms. However, there are difficulties with 
this semantic-conceptual overlap, since the good perfor-
mance of a service can be synonymous with quality, but this 
does not always happen. Thus, it is worth asking about the 

essence of performance, in an ontological sense, with a view 
to distinguishing it from quality, even though admitting effi-
ciency and effectiveness as dimensions that are common to 
them, since the literature that gave rise to this meta-synthesis 
indicated clear insufficient current definitions of perfor-
mance, with relevant implications for assessments based on 
this concept, making them irreparably weak.

An important advance in this article is to focus on studies 
of models, their strengths and limitations when applied to 
measure the performance of health systems. This is a unique 
feature of this study and it has not been the trend in the area, 
reinforcing the relevance of this review. In the last 5 years, 
studies related to the performance evaluation of health sys-
tems have been devoted, as usual, to the application of perfor-
mance evaluation models in health care levels106,107 or specific 
services and the role of their contextual factors.108,109

This can be seen in studies that propose periodic assess-
ment of the performance of the health system to achieve bal-
anced development, studying the changing trends over a 
large period of investment.110 Authors cite that studies should 
help further investigation into how service delivery systems 
are organized and financed in countries would be helpful in 
understanding the relationship between government spend-
ing and efficiency by case.111

Other studies aim to improve health system governance 
and its aspects of planning and decentralization.112,113,114 The 
strongest trend has been to value the patient’s experience as 
an essential fact. It is happened because the patient’s percep-
tion has been underused to assess performance.115,116

However, some studies suggest caution in comparing per-
formance between different health systems, emphasizing that 
in order to be relevant, comparisons require in-depth knowl-
edge of these systems.117 In this way, the studies aim to iden-
tify the set of indicators that can be used in different countries 
as a comparison parameter.118 Even this, very little emphasis 
has been given to the model and its characteristics, a fact that 
this study aims to highlight. The performance evaluation 
models are not neutral intellectual productions or unpreten-
tious academic exercises. Furthermore, the data of this study 
demonstrate how these models are immersed in a scientific 
rhetoric compromised with the (counter)reform of the State 
and the health system in neoliberalism, as well as the ten-
dency for them to be increasingly imposed with the advance 
of managerialism ideology in the world.119

Conclusion

The present review of the world literature on health systems 
performance evaluation models indicated that there are 
problems and difficulties with these instruments. The meta-
synthesis undertaken showed that, far from being useful 
management tools to understand the health systems that are 
proposed to be evaluated, these models have insufficiencies 
that compromise their systemic evaluative power and, there-
fore, capture the essence of doing in health, systems level.
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The performance evaluation models used to understand 
the studied health systems (dashboard, BSC, open system 
model, PCATool, analyze dimension and performance 
indicators, standardized checklist and interview) try to 
adapt to the object, however in most of them with relevant 
analytical difficulties. Especially in those cases where the 
understanding of essential concepts such as “performance” 
and its subsidiary concepts (“efficiency,” “effectiveness,” 
and “quality”) are not well defined with implications for 
the quality of measurement. Among them, the most rele-
vant implications have been to disregard the specificities 
in depth of the health system under analysis, generating 
inaccuracies that may question the validity of what has 
been evaluated.

Thus, this consideration of performance evaluation mod-
els for health systems can rise up a question about the use of 
their evaluations to compare systems. This is the main prac-
tical implication for health systems in the world and their 
public assessment policies. If it is possible to affirm that 
there is some use in the performance evaluation models of 
health systems, it is restricted to helping, only at a local 
level, to adjust expectations between managers and health 
professionals and to promote a culture of costs-conscious-
ness and nothing more.
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