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Abstract
The framework of Donabedian is widely applied to 
performance assessment at the healthcare system level. 
Donabedian categorised the care quality measurement 
around three dimensions, namely structure, process, and 
outcomes. The first dimension concerns the inputs; the 
second one, the combinations of factors and inputs; the last 
one, the effectiveness in terms of patients' health status. 
Donabedian early included in the last dimension the patient 
satisfaction. Nevertheless, nowadays, outcomes are gener-
ally measured through hard endpoints, such as re-admissions 
and mortality indicators. Recently, the Patient-Reported 
Outcome Measures (PROMs) have been included among 
the outcome measures within the Donabedian framework. 
How to move the concept of patient-centeredness to a 
macro level, including the patient point of view in care qual-
ity measurement, evaluation, and improvement? This paper 
integrates the Donabedian structure-process-outcome 
framework, by incorporating in the proper dimension the 
patient-indicators, namely the abovementioned PROMs 
and Patient-Reported Experience Measures (PREMs). 
While PROMs are clearly measures of outcome, PREMs 
can be collocated in the process dimension, since they 
can be useful for mapping processes and care pathways, 

P E R S P E C T I V E

Performance measurement and user-centeredness 
in the healthcare sector: Opening the black box 
adapting the framework of Donabedian

Sabina De Rosis

DOI: 10.1002/hpm.3732

Received: 10 January 2022    Revised: 12 December 2022    Accepted: 25 October 2023

This is an open access article under the terms of the Creative Commons Attribution-NonCommercial-NoDerivs License, which permits 
use and distribution in any medium, provided the original work is properly cited, the use is non-commercial and no modifications or 
adaptations are made.

© 2023 The Authors. The International Journal of Health Planning and Management published by John Wiley & Sons Ltd.

https://wileyonlinelibrary.com/journal/hpm
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1002%2Fhpm.3732&domain=pdf&date_stamp=2023-11-10


DE ROSIS2

1 | INTRODUCTION

Performance measurement and evaluation are complex and necessary in healthcare, due to the intrinsic characteris-
tics of health systems, including the need for multi-dimensional and multi-stakeholder evaluations. 1,2

The framework of Donabedian is widely applied to performance assessment at the healthcare system level. By 
simplifying his framework, 3 he categorised the measurement of care quality in three dimensions, namely structure, 
process, and outcomes. The structure domain concerns input resources used to foster processes. The dimension of 
process relates to the combinations of factors that put the best evidence into practice (e.g., appropriateness, effi-
ciency, integration and coordination of care). Outcomes are meant as measures of effectiveness in terms of patients' 
health status. As reported by Noto and colleagues, 4 the most frequently used outcomes measure are the so-called 
hard endpoints, such as 30-day mortality indicators or re-admissions. On the contrary, still in his seminal work, 
Donabedian included the patient satisfaction in the last ‘box’. 5

Far away from a technocratic or reductionist vision, Donabedian has always put the person, particularly the patient 
preferences, in a key position in his approach to quality of care, as reported by Berwick and Fox. 3 In the Donabedian's 
vision, measurements in healthcare are a support to governance and management, aimed at improving the healthcare 
system's effectiveness and efficacy. The link between his threefold framework and the person- or patient-centred 
approach to care appears motivated by (i) the centrality of people in his vision, (ii) the need of patient-centred or 
patient-driven research and measures to move healthcare systems towards the patient-centeredness approach. 
According to Berwick and Fox, 6 the focus on the person- or patient-centeredness goes beyond the Donabedian 
structure-process-outcome framework.

Some recent works used the Donabedian framework to interpret and summarise the concept of patient-centred 
care. 3,7 The Donabedian model was mostly applied to an approach to the person centrality at a micro-level of the 
healthcare system, mainly developed in the domain of the healthcare professional-patient (and/or family) interaction. 
It refers to the partnership and collaboration between the healthcare service provider and people “to co-design and 
deliver personalised care that provides people with the high-quality care they need and improve health-care system 

in a lean perspective, as well as in the outcome dimension, 
because inherently linked to outcome, and enablers of 
patient-centeredness.
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HIGHLIGHTS

•  Donabedian early included the patient satisfaction in his 
structure-process-outcome model.

•  The link between the Donabedian vision and the 
patient-centeredness represents a step forward.

•  Outcomes are generally measured through hard endpoints, such 
as re-admissions and mortality.

•  This paper integrates patient-indicators, namely PROMs and 
PREMs, in the Donabedian framework.

•  While PROMs are clearly measures of outcome, PREMs can be 
collocated both in the process and in the outcome dimension.

 10991751, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1002/hpm

.3732 by C
ochraneItalia, W

iley O
nline L

ibrary on [23/11/2023]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



DE ROSIS 3

efficiency and effectiveness” 7 (p.430). The Institute of Medicine (IOM) defined patient-centred care as: “Providing 
care that is respectful of, and responsive to, individual patient preferences, needs and values, and ensuring that 
patient values guide all clinical decisions.” 8 (p. 40) The emphasis in these definitions is often on the care provision 
at the individual level. Scholl and colleagues identified the dimensions of patient-centeredness in the literature and 
mapped them onto three different levels of healthcare: 1) the micro, 2) the meso, and 3) the macro levels. 9 In their 
work, the activities (i.e., patient information, patient and family involvement, patient empowerment, physical and 
emotional support) are mainly placed on the micro level of care, which regards the encounter between the patient 
and the provider; the enablers (i.e., clinician-patient relationship and communication, team-work, access to care, 
coordination and continuity of care, integration of medical and non-medical care) are mostly situated on the meso 
level, the level of healthcare organizations, both within and between organizations; while none of the dimensions of 
patient-centeredness focused on the macro level of care, that relates to governance, policy, legislation, accreditation. 
They proposed this integrative model of patient-centeredness to provide a foundation for operationalising better 
measures of patient-centeredness. Following the same direction, Jaensch and colleagues included Patient-Reported 
Outcome Measures (PROMs) among the patient-centred measures of outcome within the Donabedian framework. 3 
In both these approaches, the focus remains on the care quality for the individual patient in the daily practice.

Nevertheless, correctly designing measurement tools of patient-centeredness of care is essential also for guid-
ing a real shift of the care paradigm towards the person or patient-centeredness, pervading the entire system from 
the micro to the macro level. The approach of Donabedian clearly referred to care quality measurement, evalua-
tion, and management as a tool for improving the ‘healthcare as a system’. 3 As reported by Vainieri and colleagues, 1 
perfor mance management systems have been traditionally focused on process or output of specific units or provid-
ers, without fully embrace a multi-stakeholder value concept considering what is relevant to patients, among the 
others, and capturing the intra- and inter-organizational interdependencies along the care pathway in the patient 
perspective.

How to move the concept of patient-centeredness to a macro level, including the patient point of view in care 
quality measurement, evaluation, and improvement?

Inquiries that specifically address community- and patient-centred health services evaluation are few in the 
management and accounting fields. 10 Previous papers on this topic have been mainly published on journals in the 
medicine area (e.g., Bjertnaes and colleagues 11 and Nilsson and colleagues 12). This paper aims to address this gap, 
offering a contribution in the managerial area, with the aim of bringing together issues from both the medicine and 
the management fields. The paper aims to focussing on possible impacts in the discipline of management science, 
and, particularly, on the public sector management and accounting, by emphasising how patient-reported measures 
can contribute to developing new insights in performance evaluation and management systems. This paper integrates 
the Donabedian structure-process-outcome framework, by incorporating the patient-indicators among the various 
dimensions of quality measurement.

2 | PATIENT-MEASURES

Two kinds of measures are generally used to capture an ‘objectivised’ patient feedback on care: the abovementioned 
PROMs and the Patient-Reported Experience Measures (PREMs).

The importance of understanding how patients experience care has led to the development of PREMs, vali-
dated instruments used to discern a patient's perception of their experience with health care delivery. PREMs are 
aimed at capturing factual patients experience with healthcare services. PREMs are intended to elicit what actually 
occurred to patients while they received care; this covers both the use of a single service (i.e., in a hospital) and 
along a care pathway. 13 According to Coulter and colleagues, “focussing on the details of patients' experience can 
help to pinpoint the problems more precisely” 13 (p.8). PREMs are valuable data to be used to improving quality of 
care in relation to concrete aspect of care delivered. 13–19 Patient experience metrics usually include questions of 
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DE ROSIS4

relevance to patients, the key dimensions of experience to be considered in evaluating healthcare services, such 
as: access to care; informative support from healthcare professionals to patients; patient and family involvement; 
coordination and teamworking; pain management; emotional support, compassion, dignity, respect and relational 
aspects; integration and continuity of care. 13 These aspects of the patient experience are recognized by the Picker 
Institute's principles of person-centred care. 20 In this way, PREMs are able to measure what School and colleagues 
defined patient-centeredness activities 9 and to collect specific information on ‘what matters’, ‘what does not work’ 
and ‘what works’ according to patients' point of view, in relation to both a punctual experience with specific services, 
and a cross-setting and multi-provider experience with surgical as well as medical care pathways. 21–25 In the recent 
PREMs taxonomy of Tim Benson, 26 the subdomains proposed are service provided, provider culture and innovation. 
The first one is about perception of the care and service provided in terms of compassion (i.e., measures of kind-
ness in the treatment), communication (i.e., healthcare professionals' listen/explain behaviours), access (i.e., readiness 
and responsiveness in seeing the patient) and organization (i.e., service integration, services' providers talk/work 
together, know the patient story). In the second subdomain, the provider culture is represented by the patients' 
perceptions of protection, sharing and information governance of patient data. Finally, the last dimension is about 
the patient digital confidence and readiness. However, the Benson's taxonomy of PREMs do not cover several other 
dimensions of patient experience that were mentioned above.

PROMs 13–19 are standardized questionnaires aimed at measuring health outcomes through patients' lenses. 27 
Patients report directly on perceptions of their own health, without clinician interpretation, with respect to physical 
functioning, symptoms, ability to maintain daily activities, mental health and wellbeing, relational and emotional well-
being. 28 PROMs can be collected using disease-specific or generic questionnaires, to capture respectively the various 
dimensions of health and functional status or symptoms related to a specific health condition, or measures of more 
generic health-related quality of life, also in combination. They are collected longitudinally, along medical or surgical 
pathways, often before and after a surgery or treatment (see i.e., De Rosis et al. 2021; Ferré et al. 2021), or less 
often during a treatment or care pathway (see i.e., Pennucci et al. 2020). In both cases, they are aimed at identifying 
changes in health outcomes over time. 28

PROMs and PREMs can be jointly collected, also for investigating the relationship between patient experience 
and outcome along the care pathway, thus providing a complete vision of the quality and integration of care from the 
patient perspective. 17,29

3 | PROMS AND PREMS’ USE IN THE HEALTHCARE SERVICES EVALUATION

PREMs have been increasingly used as a tool for evaluating and improving care quality with respect to the service 
delivery. 13,17,30 PROMs have been initially developed for being incorporated and used into clinical trials, to measure 
effectiveness and impact of interventions. 27,28,31 The interest in using PROMs in routine practice has increased over 
time, particularly in some specific care sector to monitor patient symptoms during treatment (i.e., mental health or 
oncologic care), for improving individual patient health status and clinical care, as well as for supporting communica-
tion and shared decision-making. 28 PROMs have also been integrated with specific disease or prothesis registries. 12,32

PREMs provide key information on patient experience with the service delivery process with specific services 
and along the care pathway, also clarifying some PROMs results 29,33 and providing also key information on patient 
safety. 34,35

PROMs and PREMs have been widely indicated as key and promising assessment tools for comparative perfor-
mance assessment from the patient perspective. PROMs can be effectively used at an aggregated form for assessing 
the outcome produced by healthcare organizations. 36 In fact, they provide comparable data with previous measure-
ments from the same individual or group, or among different groups or sub-groups, to monitor health gain or loss 
over time and to compare against standard, 28 or among healthcare providers and systems, to evaluate best and worst 
performers and identify improvement areas within clinical performance through benchmarking 37 (see also OECD's 
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DE ROSIS 5

Health at a Glance reports). A key example of PROMs' use for assessing healthcare services' quality has been the 
English national PROMS programme, mandatorily introduced in 2009 in relation to selected elective surgical proce-
dures, resulted in little impact for service improvement. 38

Some authors proposed PREMS and PROMs taxonomies, so providing a tool for including a patient-centred 
approach in the managerial processes of healthcare services evaluation, using also aggregated measures at macro 
level. 26 Nevertheless, in the evolution of healthcare services evaluation systems, the voice of patients is still to be 
really considered in the evaluation systems. Angela Coulter reported that “multi-purpose applications of PREMs and 
PROMs - using them in individual clinical care and aggregating the data for performance assessment - remains largely 
aspirational at present” 28 (p.1). There are some examples of PREMs and PROMs integration into performance eval-
uation systems that provide health managers and professionals with a complete and integrated vision of the patient 
pathway, so evaluating performance according to a patient-based perspective. 1,2,15,17

Despite the availability of taxonomies, standards, and examples of patient-data use, it is worth pointing out 
that, currently, the main issue highlighted in literature and by practitioners regards a real and wide use and impact of 
them in the practice, at the various levels of the healthcare system. 28,39–42 As reported by D’Avena and colleagues, 
“What is primarily missing is progress in results [not in measurements]. Changes in culture, investment, leadership, 
and even the distribution of power are even more important than measurement alone.” 43(p.1). On the contrary, 
while the patient voice is seen as a key aspect to be considered in multi-dimensional systems for measurement of a 
multi-facets concept of value from the first phases of the ongoing evolution of the healthcare services' evaluation 
systems, currently measurement, evaluation and management systems in healthcare still need to evolve. 1

To push patient-driven improvements, patient-indicators in healthcare services evaluation must be linked 
to incentives in collecting and using them, both into clinical practice, and for quality improvement actions; 
patient-measures  15,17,31 must be explicitly used in assessments of value, linked with managerial levers, performance 
evaluation and reimbursement to drive patient-centered improvements in care. 15,17,31

In this perspective, integrating patient-measures into the Donabedian model has provided insights for perfor-
mance measurement practices. To integrate the patient-indicators into the management toolkits, this article proposes 
a Donabedian model—based framework for a more patient-centered services evaluation, in order to concretely facil-
itate the uptake of these measures into healthcare services measurement and evaluation systems.

4 | INTEGRATING THE DONABEDIAN MODEL WITH PATIENT-MEASURES

As anticipated, the Donabedian model groups the measurement of care quality in three dimensions, namely struc-
ture, process, and outcomes. While PROMs are clearly measures of outcome, it is not easy to collocate PREMs in the 
Donabedian framework.

4.1 | Proms in the outcome dimension

Within the Value-Based Care paradigm, 31 the quality of care is usually measured in terms of healthcare outcomes 
in respect to resources, input or cost of care, that can be respectively referred to the last and the first dimensions 
of the Donabedian model. As reported by Tseng and Hicks, in this perspective, patient-centred care is one aspect 
of high-quality care but is not necessarily a dominant aspect. 31 For measuring value in a patient-centred perspec-
tive, it is necessary to incorporate the patient perspective into the quality measures. Nowadays, because of meas-
urement challenges and a relative lack of experiences, patient-centred care is overshadowed by other aspects of 
quality such as efficacy and safety. 31 With this respect, PROMs can answer to Batalden and colleagues, who ask for 
measures that reflect the value in the patient perspective, instead of metrics in the product or volume paradigm. 35 
PROMs can actually measure what matters to patient over time. 28 They can integrate the outcome measures in the 
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DE ROSIS6

last dimension of the Donabedian model, by adding valuable information to traditional ‘hard’ outcome indicators 
such as readmission, revision rates, mortality rates. 15,16 PROMs can also replace some output measures, sometimes 
confused with outcomes, so shedding light on results that matters to patients, such as less pain, better functions, 
recovered independence, good mental wellbeing, which can only be directly captured from patients. 16 As anticipated, 
recently, Tim Benson proposed a taxonomy of PROMs with subdomains: quality of life, individual care and commu-
nity. 26 ICHOM provides standard sets for measuring the outcome of treatments, conditions, pathways, including also 
patient-reported outcome measures (see ICHOM website and publications).

Some challenges must be considered in the uptake of PROMs measures and in producing benefits to patients, 
such as the selection of PROMs indicators; ethical concerns related to patient involvement, information and results' 
sharing; data collection, analysis, reporting, and interpretation; data logistic problems, for instance in relation to the 
digital collection and the lack of interoperability of ICT systems; need of coordinated approach, also trough greater 
and wider collaborative multi-stakeholder efforts. 44,45

4.2 | Prems in the process dimension

Previous research has suggested the collection and use of PREMs for mapping and improving the process, in an 
operational management or lean perspective. 46 According to Mahdavi and colleagues, the operational management 
is aimed at addressing the barriers to patient experience. 47 In a lean perspective, the patient perspective on quality, 
safety, access and experience are among the most important aspects to consider. 46 Prioritising patient values and 
experience is essential for measuring value produced or wasted in the patient perspective during the care service 
provision, improving the process. The improvement of the process (i.e., better integration, better coordination, less 
waste of time) increases the patient satisfaction, which was indicated as an outcome by Donabedian. Thus, PREMs 
can be used as measures of intermediate results.

By organising the PRE questions following the flow of activities, or longitudinally along the care pathway, it is 
possible to measure ‘what is done’ in the patient perspective. 15 Using the words of Kuluski and colleagues, “While a 
person's experience in one sector or organization may be great, the overall experience across the health system and 
transitions between settings may be dreadful. (…) What matters is the overall care experience and how people feel 
as they interact with various providers involved in their care” 48 (p.74–75). Thus, a longitudinal collection of PREMs 
in different and successive touchpoints across services, settings and providers, can enlighten aspect of care deliv-
ery along the care pathway, or patient journey, such as continuity/discontinuity within and between different care 
units and settings, level of inter- and cross-organizational synchronization, coordination or integration of care service 
provision and quality. 25,47

PREMs can effectively be used to improve care processes. However, some scholars underline the imperfection of 
patient experience measurement tools, in terms of typology of measures 46 and methodologies to capture the experi-
ence and of ability to engage different patients' groups (i.e., vulnerable people), and this can impede the use of these 
data for quality improvement actions. 25,46 Dealing with care pathways means managing some aspects that patients 
can evaluate using specific measures. According to Rubin and colleagues, 49 the evaluation of a process implies meas-
urement and assessment of the degree of adherence to a process proven to produce positive outcomes (i.e., health 
outcomes, patient values and preferences) by the available scientific evidence and/or professionals' consensus. 
Accordingly, process measures are time- and context-specific measures, requiring updating to new guidelines and 
strategies, as well as adaptation to specific situations. Putting together some different and recent frameworks and 
guidelines on healthcare that include a vision of processes and pathways, for instance on integrated people-centred 
health services provision, 50,51 it emerged an impressive number of dimensions, subdimensions and measures of expe-
rience that can be used for monitoring and assessing the enabling ‘backstage process’ 51(p.16). For instance, among the 
dimensions, it can be cited the coordination between health professionals, within and across organizational bound-
aries, including official and not official networks, with subdimensions such as referral networks (i.e., collaboration 
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DE ROSIS 7

procedures between general practitioner and specialist), informative continuity (i.e., experience of not repeating the 
patient health history to doctors), and relational continuity (i.e., care coordinator, reference doctor/nurse).

However, as anticipated, a selection of measurements from the patient perspective on care experience must 
be carefully suggested and discussed, to correctly measure processes in the Donabedian perspective, for instance 
in terms of appropriateness, service provision, integration and coordination. The methodology used for collecting 
PREMs, including the administration time and method, the questionnaires, and the indicators themselves, need 
further consideration. According to Barbazza and colleagues, indicators should be designed to measure what matters, 
be easy to understand and interpret, be acceptable and trusted by managers and professionals, and actually support 
action. 52

Benchmarking process results can provide valuable data for identify good practices and design improvement 
actions. 47 In order to capture the ‘system-ness’ of quality, the siloed vision of care should be substituted by a pathway 
vision. 1,52 In literature, there are some examples of adoption of the pathway perspective in the healthcare perfor-
mance evaluation that includes a systematic assessment of the patient experience. 2,15,53

Nevertheless, some scholars have shown that PROMs and PREMs are inherently linked, in respect to the safety 
and clinical effectiveness in producing outcome, and together help to provide higher care quality. 29,30,33,54,55 Evidence 
is available on the fact that Patients who report good healthcare experiences tend to respond better to treatment, 
as judged by clinical indicators (such as recovery from myocardial infarction, blood glucose levels, and infections) and 
quality of life measures. 56 Thus, as anticipated, patient-oriented evaluation of services should be not based on siloed 
approach, but should assess both experiential factors and outcomes of services to better understand if healthcare 
systems are providing what the really patients need. In addition, in particular sectors of care, a positive care expe-
rience can be extremely relevant for patients and caregivers, equally or more important than health-related results, 
for instance in palliative and end of life care. 16 For this reason, some specific PREMs can also be included into the 
outcome dimension of the Donabedian model.

4.3 | Prems in the outcome dimension

PREMs are not only “able to capture patients' evaluation of their satisfaction with, or experience of, the structure and 
process as well as of the results of healthcare” (p.144). 12 Some PREMs can capture the level of patient-centeredness 
of the care system, at a macro, more strategic level than the micro or meso one, such as those covered by operational 
management. As reported by Mahdavi and colleagues, at the strategic level there is the need to understand the pace 
and the level of the healthcare system's paradigm towards the patient-centeredness, while working for supporting 
the mid-level and the operational level management in being patient-oriented in their action. 47

Also, the Quadruple Aim model includes the improvement of patient experience among the goals to be achieved 
at the different levels of healthcare systems. 57 As reported by Slawomirski and colleagues, the experience with care 
is important particularly for patients with multiple chronic conditions, who have multi-providers and multi-setting 
care journey over time, where experiencing a fragmented care, poor information and care coordination, difficulties in 
navigating among the healthcare providers can affect the final outcomes for patients. 16

Considering patient-centeredness among the outcomes to be reached by the healthcare systems, PREMs can be 
used aggregated at a macro level for reflecting and measuring this approach. For example, principles, enablers and 
activities of the patient-centeredness listed by Scholl and colleagues 9 can be easily translated into patient-reported 
dimensions and measures, for example, patient information, to be measured as provision of tailored and clear infor-
mation, or patient involvement in care, to be measured as active involvement in decision-making.

As anticipated, the integration of patient measures into existing performance evaluation and management 
systems are considered as effective strategies to achieve patient-centred care and value-based health care too. 30,58 
The above-mentioned performance evaluation system embracing a pathway and patient vision of assessment and 
benchmarking is a valuable strategic approach to patient-centeredness, promoting a shared vision on the importance 
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DE ROSIS8

of patient experience improvement. 15 The healthcare performance management systems “should be designed to 
support the link between [healthcare organizations'] operations (i.e., how services are delivered) and the strategy at 
the organization and health system level” 1 (p.7).

Given these premises, 16,57 the author suggests that some specific PREMs can be considered and used also 
as outcome measures—Figure 1, in particular those measures related to enablers of patient-centeredness care 
approach. 9 Considering some indicators of patient-experience as outcomes can support the consideration of patient 
preferences, values, and satisfaction as core principles of planning, evaluation, and rewarding system. 47

5 | CONCLUSIONS

The patient- or people-centred paradigm of care has been a key topic for scholars, policymakers, managers, and prac-
titioners as well. Performance evaluation and management can support the efforts in moving the healthcare systems 
towards this approach, from the micro to the macro level.

This piece contributes to the literature by proposing an integration to the Donabedian structure-process-out-
come model, incorporating patient-indicators, namely PROMs and PREMs, in the proper dimension of the frame-
work. While PROMs are clearly measures of outcome, PREMs can be collocated in both the process and the outcome 
dimension, thus affecting improvement actions at micro, meso and macro levels.

The advantages of adopting the author's proposition in the healthcare services' evaluation are related to the 
greater emphasis given to the experiential aspects of care, by proposing these latter as outcomes and not only as 
intermediate results. This implies a cultural evolution in the approach to experience measures, and their improvement 
over time as strategic goals of healthcare systems.

This model can support design or rethinking of evaluation systems in a multi-stakeholder and multi-setting 
perspective, by collocating patient-indicators among the measures that can define performance and quality of care in 
terms of processes and outcomes in the patient perspective.

Further research should be done to empirically apply this model and to specifically discuss what patient measures 
should be included in each dimension of the Donabedian model, considering whether and what value they are meas-
uring, their acceptability and actionability by managers and professionals, their potential impact on patients, citizens 
and society, what are the managerial levers needed to increase and release their potential.

ACKNOWLEDGEMENTS
The author's acknowledgments go to Prof. Sabina Nuti and Prof. Milena Vainieri, for their continuous mentoring 
and inspiring coordination. The author also thanks all researchers of the Management and Healthcare Laboratory, 

F I G U R E  1   Proposal of integration of patient-indicators into the dimensions of the Donabedian's framework.

 10991751, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1002/hpm

.3732 by C
ochraneItalia, W

iley O
nline L

ibrary on [23/11/2023]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



DE ROSIS 9

in particular those working in the PREMs and PROMs team, for their valuable support and contribution. Finally, the 
author is grateful to the reviewers for their helpful revisions.

DATA AVAILABILITY STATEMENT
Data sharing not applicable to this article as no datasets were generated or analysed during the current study.

ETHICS STATEMENT
Not applicable.

REFERENCES
1. Vainieri M, Noto G, Ferre F, Rosella LC. A performance management system in healthcare for all seasons? Int J Environ 

Res Publ Health. 2020;17(15):1-10. https://doi.org/10.3390/ijerph17155590
2. Nuti S, Noto G, Vola F, Vainieri M. Let’s Play the Patients Music: A New Generation of Performance Measurement Systems in 

Healthcare. Management Decision; 2018. Published online.
3. Jaensch D, Baker N, Gordon S. Contemporaneous patient and health professional views of patient-centred care: a 

systematic review. Int J Qual Health Care. 2019;31(10):G165-G173. https://doi.org/10.1093/intqhc/mzz118
4. Noto G, lo Verso AC, Barresi G. What is the performance in public hospitals? A longitudinal analysis of performance 

plans through topic modeling. BMC Health Serv Res. 2021;21(1):326. https://doi.org/10.1186/s12913-021-06332-4
5. Donabedian A. The quality of care. How can it be assessed? JAMA, J Am Med Assoc. 1988;260(12):1743-1748. https://

doi.org/10.1001/jama.260.12.1743
6. Berwick D, Fox DM. Evaluating the quality of medical care: Donabedian’s classic article 50 Years later. Milbank Q. 

2016;94(2):237-241. https://doi.org/10.1111/1468-0009.12189
7. Santana MJ, Manalili K, Jolley RJ, Zelinsky S, Quan H, Lu M. How to practice person-centred care: a conceptual frame-

work. Health Expect. 2018;21(2):429-440. https://doi.org/10.1111/hex.12640
8. IOM I of M (U. S. C on Q of HC in America. Crossing the Quality Chasm: A New Health System for the 21st Century. National 

Academy Press; 2001.
9. Scholl I, Zill JM, Härter M, Dirmaier J. An integrative model of patient-centeredness-A systematic review and concept 

analysis. PLoS One. 2014;9(9):e107828. https://doi.org/10.1371/journal.pone.0107828
10. Weldring T, Smith SMS. Article commentary: patient-reported outcomes (PROs) and patient-reported outcome meas-

ures (PROMs). Health Serv Insights. 2013;6:HSI.S11093. https://doi.org/10.4137/HSI.S11093
11. Bjertnaes O, Iversen HH, Skrivarhaug T. A randomized comparison of three data collection models for the measurement 

of parent experiences with diabetes outpatient care. BMC Med Res Methodol. 2018;18(1):95. https://doi.org/10.1186/
s12874-018-0557-z

12. Nilsson E, Orwelius L, Kristenson M. Patient-reported outcomes in the Swedish national quality registers. J Intern Med. 
2016;279(2):141-153. https://doi.org/10.1111/joim.12409

13. Coulter A, Fitzpatrick R, Cornwell J. Measures of Patients’ Experience in Hospital: Purpose, Methods and Uses. King’s Fund 
London; 2009.

14. Cleary PD. Evolving concepts of patient-centered care and the assessment of patient care experiences: optimism and 
opposition. J Health Polit Policy Law. 2016;41(4):675-696. https://doi.org/10.1215/03616878-3620881

15. Nuti S, De Rosis S, Bonciani M, Murante AM. Rethinking healthcare performance evaluation systems towards the 
people-centredness approach: their pathways, their experience, their evaluation. HealthcarePapers. 2017;17(2):56-64. 
https://doi.org/10.12927/hcpap.2017.25408

16. Slawomirski L, van den Berg M, Karmakar-Hore S. Patient-reported indicator survey (PaRIS): aligning practice and policy 
for better health outcomes. World Med J. 2018:8.

17. De Rosis S, Pennucci F, Nuti S. From experience and outcome measurement to the health professionals’ engagement. 
Micro & Macro Mark. 2019;28(3):493-520.

18. De Rosis S, Cerasuolo D, Nuti S. Using patient-reported measures to drive change in healthcare: the experience of 
the digital, continuous and systematic PREMs observatory in Italy. BMC Health Serv Res. 2020;20(1):315. https://doi.
org/10.1186/s12913-020-05099-4

19. De Rosis S, Barchielli C, Vainieri M, Bellé N. The relationship between healthcare service provision models and patient 
experience. J Health Organisat Manag. 2021;36(9):1-24. https://doi.org/10.1108/JHOM-06-2021-0242

20. Paparella G. Person-Centred Care in Europe: A Cross-Country Comparison of Health System Performance, Strategies 
and Structures Policy Briefing Picker Institute Europe; 2016. www.pickereurope.org

21. Bonciani M, Corazza I, Lupi B, De Rosis S. How to improve the maternal pathway for migrant women: insights for reten-
tion strategies from tuscany region. Micro & Macro Mark. 2020;29(3):585-607.

 10991751, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1002/hpm

.3732 by C
ochraneItalia, W

iley O
nline L

ibrary on [23/11/2023]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://doi.org/10.3390/ijerph17155590
https://doi.org/10.1093/intqhc/mzz118
https://doi.org/10.1186/s12913-021-06332-4
https://doi.org/10.1001/jama.260.12.1743
https://doi.org/10.1001/jama.260.12.1743
https://doi.org/10.1111/1468-0009.12189
https://doi.org/10.1111/hex.12640
https://doi.org/10.1371/journal.pone.0107828
https://doi.org/10.4137/HSI.S11093
https://doi.org/10.1186/s12874-018-0557-z
https://doi.org/10.1186/s12874-018-0557-z
https://doi.org/10.1111/joim.12409
https://doi.org/10.1215/03616878-3620881
https://doi.org/10.12927/hcpap.2017.25408
https://doi.org/10.1186/s12913-020-05099-4
https://doi.org/10.1186/s12913-020-05099-4
https://doi.org/10.1108/JHOM-06-2021-0242
http://www.pickereurope.org


DE ROSIS10

22. Pennucci F, De Rosis S, Passino C. Piloting a web-based systematic collection and reporting of patient-reported outcome 
measures and patient-reported experience measures in chronic heart failure. BMJ Open. 2020;10(10):e037754. https://
doi.org/10.1136/bmjopen-2020-037754

23. De Rosis S, Pennucci F, Lungu DA, Manca M, Nuti S. A continuous PREMs and PROMs Observatory for elective hip and 
knee arthroplasty: study protocol. BMJ Open. 2021;11(9):e049826. https://doi.org/10.1136/bmjopen-2021-049826

24. Ferrè F, De Rosis S, Murante AM, et al. Systematic and continuous collection of patient-reported outcomes and expe-
rience in women with cancer undergoing mastectomy and immediate breast reconstruction: a study protocol for the 
Tuscany Region (Italy). BMJ Open. 2021;11(1):e042235. https://doi.org/10.1136/bmjopen-2020-042235

25. Gualandi R, Masella C, Piredda M, Ercoli M, Tartaglini D. What does the patient have to say? Valuing the patient experience 
to improve the patient journey. BMC Health Serv Res. 2021;21(1):347. https://doi.org/10.1186/s12913-021-06341-3

26. Benson T. Measure what we want: a taxonomy of short generic person-reported outcome and experience measures 
(PROMs and PREMs). BMJ Open Qual. 2020;9(1):e000789. https://doi.org/10.1136/bmjoq-2019-000789

27. Black N. Patient reported outcome measures could help transform healthcare. BMJ. 2013;346(1):f167. https://doi.
org/10.1136/bmj.f167

28. Coulter A. Measuring what matters to patients. BMJ. 2017;356:j816. https://doi.org/10.1136/bmj.j816
29. Pennucci F, De Rosis S, Nuti S. Can the jointly collection of PROMs and PREMs improve integrated care? The changing 

process of the assessment system for the hearth failure path in Tuscany Region. Int J Integrated Care. 2019;19(4):421. 
https://doi.org/10.5334/ijic.s3421

30. Kingsley C, Patel S. Patient-reported outcome measures and patient-reported experience measures. BJA Educ. 
2017;17(4):137-144. https://doi.org/10.1093/bjaed/mkw060

31. Tseng EK, Hicks LK. Value based care and patient-centered care: divergent or complementary? Curr Hematol Malig Rep. 
2016;11(4):303-310. https://doi.org/10.1007/s11899-016-0333-2

32. Nelson E, Dixon-Woods M, Batalden P, et al. Patient focused registries can improve health, care, and science. BMJ. 
2016:354. Published online.

33. Black N, Varaganum M, Hutchings A. Relationship between patient reported experience (PREMs) and patient 
reported outcomes (PROMs) in elective surgery. BMJ Qual & Saf. 2014;23(7):534-542. https://doi.org/10.1136/
bmjqs-2013-002707

34. Doyle C, Lennox L, Bell D. A systematic review of evidence on the links between patient experience and clinical safety 
and effectiveness. BMJ Open. 2013;3(1):e001570. https://doi.org/10.1136/bmjopen-2012-001570

35. Batalden M, Batalden P, Margolis P, et al. Coproduction of healthcare service. BMJ Qual Saf. 2016;25(7):509-517. 
https://doi.org/10.1136/bmjqs-2015-004315

36. van der Wees PJ, Nijhuis-Van Der Sanden MWG, Ayanian JZ, Black N, Westert GP, Schneider EC. Integrating the use of 
patient-reported outcomes for both clinical practice and performance measurement: views of experts from 3 countries. 
Milbank Q. 2014;92(4):754-775. https://doi.org/10.1111/1468-0009.12091

37. Devlin NJ, Nancy J, Appleby J, Martin B. King Edward’s Hospital Fund for London, Office of Health Economics (London E. 
Getting the Most Out of PROMs: Putting Health Outcomes at the Heart of NHS Decision-Making. King’s Fund; 2010.

38. Raine R, Fitzpatrick R, Barratt H, et al. Challenges, solutions and future directions in the evaluation of service inno-
vations in health care and public health. Health Serv Deliv Res. 2016;4(16):1-136. https://doi.org/10.3310/hsdr04160

39. Gleeson H, Calderon A, Swami V, Deighton J, Wolpert M, Edbrooke-Childs J. Systematic review of approaches to using 
patient experience data for quality improvement in healthcare settings. BMJ Open. 2016;6(8):e011907. https://doi.
org/10.1136/bmjopen-2016-011907

40. Flott KM, Graham C, Darzi A, Mayer E. Can we use patient-reported feedback to drive change? The challenges of 
using patient-reported feedback and how they might be addressed. BMJ Qual Saf. 2017;26(6):502-507. https://doi.
org/10.1136/bmjqs-2016-005223

41. Sheard L, Marsh C, O’Hara J, Armitage G, Wright J, Lawton R. The Patient Feedback Response Framework – under-
standing why UK hospital staff find it difficult to make improvements based on patient feedback: a qualitative study. 
Soc Sci Med. 2017;178:19-27. https://doi.org/10.1016/j.socscimed.2017.02.005

42. Sheard L, Peacock R, Marsh C, Lawton R. What’s the Problem with Patient Experience Feedback? A Macro and Micro 
Understanding, Based on Findings from a Three-site UK Qualitative Study. Health Expectations; 2018. Published online.

43. D’Avena A, Agrawal S, MpKW K, Fleisher LA, Foster N, Berwick DM. Normalizing high-value care: findings of the 
national quality task force. NEJM Catal. 2020:1-13. https://doi.org/10.1056/CAT.20.0063

44. Calvert M, Kyte D, Price G, Valderas JM, Hjollund NH. Maximising the impact of patient reported outcome assessment 
for patients and society. BMJ (Online). 2019;364:k5267. https://doi.org/10.1136/bmj.k5267

45. De Rosis S, Ferrè F, Pennucci F. Including patient-reported measures in performance evaluation systems: patient contri-
bution in assessing and improving the healthcare systems. Int J Health Plann Manage. 2022;37:144-165.

46. Blackmore CC, Kaplan GS. Lean and the Perfect Patient Experience; 2017. Published online.
47. Mahdavi M, Doshmangir L, Jaafaripooyan E. Rethinking health services operations to embrace patient experience of 

healthcare journey. Int J Health Plann Manag. 2021;36(6):2020-2029. https://doi.org/10.1002/hpm.3288

 10991751, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1002/hpm

.3732 by C
ochraneItalia, W

iley O
nline L

ibrary on [23/11/2023]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://doi.org/10.1136/bmjopen-2020-037754
https://doi.org/10.1136/bmjopen-2020-037754
https://doi.org/10.1136/bmjopen-2021-049826
https://doi.org/10.1136/bmjopen-2020-042235
https://doi.org/10.1186/s12913-021-06341-3
https://doi.org/10.1136/bmjoq-2019-000789
https://doi.org/10.1136/bmj.f167
https://doi.org/10.1136/bmj.f167
https://doi.org/10.1136/bmj.j816
https://doi.org/10.5334/ijic.s3421
https://doi.org/10.1093/bjaed/mkw060
https://doi.org/10.1007/s11899-016-0333-2
https://doi.org/10.1136/bmjqs-2013-002707
https://doi.org/10.1136/bmjqs-2013-002707
https://doi.org/10.1136/bmjopen-2012-001570
https://doi.org/10.1136/bmjqs-2015-004315
https://doi.org/10.1111/1468-0009.12091
https://doi.org/10.3310/hsdr04160
https://doi.org/10.1136/bmjopen-2016-011907
https://doi.org/10.1136/bmjopen-2016-011907
https://doi.org/10.1136/bmjqs-2016-005223
https://doi.org/10.1136/bmjqs-2016-005223
https://doi.org/10.1016/j.socscimed.2017.02.005
https://doi.org/10.1056/CAT.20.0063
https://doi.org/10.1136/bmj.k5267
https://doi.org/10.1002/hpm.3288


DE ROSIS 11

48. Kuluski K, Nelson M, Tracy C, et al. From volumes to valued experiences: measurement and the challenge before us. 
Healthc Pap. 2017;17(2):73-78. https://doi.org/10.12927/hcpap.2017.25406

49. Rubin HR, Pronovost P, Diette GB. The Advantages and Disadvantages of Process-Based Measures of Health Care 
Quality. Vol 13; 2001.

50. WHO. Continuity and Coordination of Care A Practice Brief to Support Implementation of the WHO Framework on 
Integrated People-Centred Health Services; 2018.

51. Valentijn PP, Pereira F, Sterner CW, et al. Validation of the rainbow model of integrated care measurement tools (RMIC-
MTs) in renal care for patient and care providers. PLoS One. 2019;14(9):e0222593. https://doi.org/10.1371/journal.
pone.0222593

52. Barbazza E, Klazinga NS, Kringos DS. Exploring the actionability of healthcare performance indicators for quality of 
care: a qualitative analysis of the literature, expert opinion and user experience. BMJ Qual Saf. 2021;30(12):1010-1020. 
https://doi.org/10.1136/bmjqs-2020-011247

53. Bonciani M, Lupi B, Nuti S. Performance evaluation in healthcare: the experience of maternity pathway from Tuscany to 
the Italian network of regions. Italian J Of Pediatr. 2015. Published online.

54. Stein SM, Day M, Karia R, Hutzler L, Bosco JA. Patients’ perceptions of care are associated with quality of hospital care. 
Am J Med Qual. 2015;30(4):382-388. https://doi.org/10.1177/1062860614530773

55. Trzeciak S, Gaughan JP, Bosire J, Mazzarelli AJ. Association between Medicare summary star ratings for patient experi-
ence and clinical outcomes in US hospitals. J Patient Exp. 2016;3(1):6-9. https://doi.org/10.1177/2374373516636681

56. Coulter A, Locock L, Ziebland S, Calabrese J. Collecting data on patient experience is not enough: they must be used to 
improve care. BMJ. 2014;348(mar26 1):g2225. https://doi.org/10.1136/bmj.g2225

57. Bodenheimer T, Sinsky C. From triple to Quadruple Aim: care of the patient requires care of the provider. Ann Fam Med. 
2014;12(6):573-576. https://doi.org/10.1370/afm.1713

58. Berwick D, et al. Recommendations to OECD Ministers of health from the high level reflection group on the future of 
health. 2017. Published online. Accessed 9 January 2021. https://www.oecd.org/els/health-systems/Recommenda-
tions-from-high-level-reflection-group-on-the-future-of-health-statistics.pdf

AUTHOR BIOGRAPHY

How to cite this article: De Rosis S. Performance measurement and user-centeredness in the healthcare 
sector: opening the black box adapting the framework of Donabedian. Int J Health Plann Mgmt. 2023;1-11. 
https://doi.org/10.1002/hpm.3732

Sabina De Rosis, PhD, is an assistant professor at the Institute of Management, Department EMbeDS, Scuola 
Superiore Sant’Anna, in the Healthcare and Management Laboratory (MeS). Her research interest regards the 
users' evaluation of outcome and experience with public services. Her research is aimed at investigating strate-
gies to enhance personal and social value measurement, assessment and integration into the services' definition, 
provision and evaluation, by the means of coproduction processes. She is responsible and coordinates research 
projects on Patient Reported Outcome Measures (PROMs), Patient Reported Experience Measures (PREMs) and 
co-production.

 10991751, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1002/hpm

.3732 by C
ochraneItalia, W

iley O
nline L

ibrary on [23/11/2023]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://doi.org/10.12927/hcpap.2017.25406
https://doi.org/10.1371/journal.pone.0222593
https://doi.org/10.1371/journal.pone.0222593
https://doi.org/10.1136/bmjqs-2020-011247
https://doi.org/10.1177/1062860614530773
https://doi.org/10.1177/2374373516636681
https://doi.org/10.1136/bmj.g2225
https://doi.org/10.1370/afm.1713
https://www.oecd.org/els/health-systems/Recommendations-from-high-level-reflection-group-on-the-future-of-health-statistics.pdf
https://www.oecd.org/els/health-systems/Recommendations-from-high-level-reflection-group-on-the-future-of-health-statistics.pdf
https://doi.org/10.1002/hpm.3732

	Performance measurement and user-centeredness in the healthcare sector: Opening the black box adapting the framework of Donabedian
	Abstract
	1 | INTRODUCTION
	2 | 
        PATIENT-MEASURES
	3 | PROMS AND PREMS’ USE IN THE HEALTHCARE SERVICES EVALUATION
	4 | INTEGRATING THE DONABEDIAN MODEL WITH PATIENT-MEASURES
	4.1 | Proms in the outcome dimension
	4.2 | Prems in the process dimension
	4.3 | Prems in the outcome dimension

	5 | CONCLUSIONS
	ACKNOWLEDGEMENTS
	DATA AVAILABILITY STATEMENT
	ETHICS STATEMENT
	REFERENCES


