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Patient-reported outcome measures (PROMs) are increasingly applied in clinical
practice to improve quality of care and patient outcomes. To date, however, little is
known about their use for peer comparisons of performance between clinicians, which
the authors refer to as benchmarking. In this study of cataract surgeons, benchmarking
was implemented through a stepwise approach: (1) Before benchmarking, each
surgeon could not access their performance data or compare it with that of their

peers; (2) once benchmarking began, all surgeons’ identities and individual results
became visible to their peers. This benchmarking design was intended to create a
learning community free from judgment or stigmatization, drawing each surgeon into
a collaborative dynamic of continuous improvement. The authors hypothesized that
surgeons within such a benchmarking community would be encouraged to modify
their surgical indications, improve their patients’ average outcomes, and reduce the
volume of procedures without meaningful patient benefit. Between 2021 and 2025, the
authors analyzed a benchmarking community of cataract surgeons practicing at four
institutions in France. The benchmarking model included voluntary participation,
patient involvement, improvement cycles, and respect for patient-surgeon autonomy
in clinical decision-making. Dashboards allowed surgeons to compare their PROMs,
clinician-reported outcome measures (CROMs), and case-mix-adjusted results. Access
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to the benchmarking dashboard was supplemented through noncoercive, nonpunitive
quarterly meetings with peers to discuss individual and community results, enabling
improvement cycles. The authors analyzed data from over 2600 patients with complete
PROM and CROM data and found that five times more surgeons modified the surgical
indications they used during benchmarking than before benchmarking —10 of 24

(42%) versus 2 of 24 (8%). The authors also found that only surgeons who actively
consulted the benchmarking dashboard modified their surgical indications. Among
those who modified their surgical indications during benchmarking, the average
postsurgery health gain score of their patients increased by 22% (from 28.7 before to 35.1
after modifying the indications), and the rate of patients without meaningful benefit
decreased by 34% (from 19% to 13%). The differences were similar when compared with
performance before benchmarking, which yielded a 21% increase in average health gain
scores and a 35% decrease in the proportion of patients below the meaningful outcome
threshold. These findings support the potential of unmasked peer benchmarking to
improve patient outcomes, reduce unnecessary procedures, and advance value-based
surgical care.

Introduction

Increasingly, health care providers are integrating patient-reported outcome measures
(PROMs) into routine practice to help improve care pathways and patient outcomes, but

little is known about their use for peer comparisons of performance, which we refer to as
benchmarking.! Some studies about open benchmarking — where peers’ identities and

results are unmasked — suggest that transparency can motivate quality improvement.>* The
effectiveness of this may depend on a noncoercive, nonpunitive organizational culture, where
surgeons are not judged but inspired to improve patient outcomes.>** In such an environment,
surgeons could ideally share data on patient outcomes without negative consequences and
focus on collaborative improvement through Plan-Do-Study-Act cycles, enabling them to make
rapid adjustments.®’

Based on these studies, we hypothesized that surgeons within an unmasked peer benchmarking
community would be more likely to modify their surgical indications and to avoid inappropriate
surgeries than those not in a benchmarking setting. To this end, we began implementing open
benchmarking with PROMs in four ophthalmic units in France that perform cataract surgery,
one of the most frequently performed surgeries worldwide.® From 2021 to 2025, we collected data
in a registry with a standardized data architecture that combined PROMs, clinician-reported
outcome measurements (CROMs), and case-mix variables aligned with the recommendations of
the International Consortium for Health Outcomes Measurement (ICHOM)® and the European
Society of Cataract and Refractive Surgeons.*®
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Methods

Study Design

We collected data from two university hospitals — the Brest University Hospital Center (Centre
Hospitalier Universitaire de Brest) (Brest) and the Nantes University Hospital Center (Centre
Hospitalier Universitaire de Nantes) (Nantes) — and two private clinics — Chénieux Ophthalmology
(Ophtalmologie Chénieux) (Limoges) and Sourdille-Atlantique Ophthalmologic Institute (Institut
Ophtalmologique Sourdille-Atlantique) (Saint-Herblain) — in France between May 31, 2021, and May
30, 2025. Benchmarking was implemented through a stepwise approach in which surgeons initially
had no access to their own performance data (PROMs, CROMs, case-mix variables) or to their
peers’ data. This was intended to allow for the collection of baseline data. After the implementation
of benchmarking, surgeons accessed their performance data alongside that of their peers. We
implemented the ICHOM standard set of patient-centered outcome measures for cataracts,’ which
includes a core set of outcome measures covering visual acuity, refractive outcomes, and surgical
complications (CROMs); patient-reported limitations in daily activities (PROMs); and key case-mix
variables, enabling risk-adjusted comparisons of cataract care across providers. We also applied an
international methodology for implementing PROMs and value-based health care.™

The methodology was validated by the scientific council of the French National Cataract Registry,
which comprises representatives from French professional ophthalmology societies and the
French National Union of Accredited Patient Associations (Appendix, Supplementary Methods).
This scientific council served as the study’s governing body, working with the French Ministry of
Health and the public payer throughout the study. The registry and benchmarking were deployed
over four consecutive 12-month phases: Year 1 — May 31, 2021, through May 30, 2022; Year 2 — May
31,2022, through May 30, 2023; Year 3 — May 31, 2023, through May 30, 2024; and Year 4 — May 31,
2024, through May 30, 2025.

Before benchmarking, surgeons could not access their performance data or compare it with that
of their peers. Once benchmarking began, all surgeons’ identities and individual results became
visible to them and their peers. In Year 1, presurgery PROM and CROM data were collected

from surgeons at three institutions (Nantes University Hospital Center, Sourdille-Atlantique
Ophthalmologic Institute, and Chénieux Ophthalmology), but no feedback was provided and

no benchmarking occurred. In Year 2, the surgeons at these three institutions were randomly
assigned at a 1:1 ratio to either immediate benchmarking via an online dashboard or delayed
benchmarking starting in Year 3. In addition, in Year 3 Chénieux Ophthalmology was replaced by
Brest University Hospital Center, which started benchmarking in Year 4.

Peer comparison was encouraged in two ways: (1) Starting in Year 1, a financial incentive of €30
was introduced for each complete case a surgeon shared with the benchmarking community to
compensate for the reputational risk; (2) starting in Year 3, public recognition by health authorities
was instituted, with participating surgeons’ names published on the public payer and regional
health authority portals; however, their individual performance results remained accessible to only
the benchmarking participants.
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Collection of PROMs Data

We invited adult patients (>18 years of age) to complete a digital version of a validated PROM
questionnaire specific to cataract surgery (Catquest-9SF) that measures patients’ visual limitations
in daily activities. The Catquest-9SF instrument was specifically calibrated for digital utilization in
a French-speaking population, with its psychometric properties validated through Rasch analysis
and published in 2021.1% Before the consultations, the patients were informed about completing

the Catquest-9SF questionnaire by staff and posters in the waiting room. We excluded patients

with intumescent lenses and closed angles, ocular pathologies precluding postoperative visual
improvement, or who were under legal guardianship. Patients provided their consent and completed
the questionnaire via text message, email, or phone with a third-party provider. Patients were invited
to complete the questionnaire 65 days post surgery. If needed, a first reminder was sent after 3 days,
and a second after 7 days, via text message, email, or phone call, using the contact information the
patient provided. Patients were not provided with financial incentives for their participation.

Health Gain Score

The Catquest-9SF total score is calculated by summing the responses to all nine questionnaire
items, each of which is scored from o (no visual difficulty) to 4 (cannot perform owing to vision).'?
“Not applicable” responses are excluded from the calculation. The total score ranges from o to 36,
where o indicates no perceived visual disability and 36 represents the highest level of self-reported
visual difficulty.

For each patient, the health gain score was defined as the difference between their CatQuest-9SF
scores before and after surgery, each rescaled to a 0-100 range through linear transformation based
on Rasch-derived item calibration, yielding a range from —100 to +100. A positive health gain score
indicated visual improvement after surgery, whereas a negative result indicated visual deterioration.

Definition of the Threshold for a Meaningful Outcome in Health Gain Score

When the study began in 2021, no published minimum important difference (MID) for cataract
surgery had been established. In the absence of such data, the scientific council defined a priori
a threshold of 10 points as the minimum health gain required to define a meaningful patient
benefit, supported by expert consensus.

In 2022, Grimfors et al. published an anchor-based MID for the Catquest-9SF.** Converting their
logit-scale estimates to our 0-100 metric yielded MID values of approximately 4.6 for patients
with better preoperative visual function and 16.6 for those with greater preoperative impairment.
The threshold of 10 points lies between these two estimates and is consistent with the known
baseline dependency of the MID documented by Grimfors et al., providing a posteriori support to
our a priori threshold.**

Case-Mix-Adjusted Benchmarking

Because the four participating institutions had different patient populations, we tested a
series of benchmarking algorithms using different case-mix variables, including CROM data,
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visual comorbidities, age, and sex. Based on these variables, the scientific council adopted a
stratification algorithm that defined three patient groups (severe, intermediate, and nonsevere).
The benchmarking platform enabled surgeons from various institutions to compare patient health
gain scores in each patient group.

Surveys of Surgeons

Every quarter for the last 3 years of the study, we invited participating surgeons to complete
surveys on changes in their communication with patients and colleagues, as well as changes

in their surgical decisions, techniques, lens choices, patient relationships, and overall practice
patterns (Appendix, Supplementary Methods). Survey data were collected using Forms (Microsoft,
Redmond, Washington, United States) between June 2022 and June 2025. All surgeons reviewed
and authenticated their survey results with an electronic signature.

Benchmarking Dashboards

The benchmarking platform enabled surgeons to compare their results with peers, teams, and the
community using a series of indicators, including PROM and CROM scores and patient health
gain scores. The platform displays surgeons’ case-mix-adjusted results for the selected period
(Fig. 1). The benchmarking dashboards were proposed, developed, and refined through a number
of iterative cycles with surgeon delegates from each participating institution, who contributed to
their scientific content and ergonomic design. Each final dashboard was approved by a formal vote
of the scientific council.

The names and results of all surgeons are visible to the dashboard community. The dashboard also
includes a diagram showing all patient health gain scores as a function of their presurgery Catquest-
9SF score, with thresholds for different levels of visual limitation in daily activities (Fig. 2).

The visit metrics for the benchmarking dashboard were measured using Clarity (Microsoft,
Redmond, Washington, United States) from December 2023 to June 2025.

Feedback Cycles

Every quarter, surgeons in the benchmarking program were invited to a video conference with
peers from participating institutions. Each session brought together 7 to 12 surgeons, with an overall
participation rate of 17 out of 24 surgeons (70.8%) over the 4-year study period. During each session,
surgeons discussed their individual results against community benchmarks, which were stratified
by patient profiles. The sessions also served as a forum for refining dashboard ergonomics and
case-mix adjustments. Beyond data review, these peer exchanges fostered a collegial community
dynamic — allowing surgeons to engage in open discussion of their performance without fear of
judgment or stigmatization, reinforcing a shared commitment to continuous improvement.

Statistical Analysis

The primary analysis compared surgeon-level outcomes before and after the introduction
of unmasked peer benchmarking. We defined the analyzed population as surgeons who had
completed at least one survey before and one survey during benchmarking and had complete
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FIGURE 1

Benchmarking Dashboard: Main Screen.

The benchmarking dashboard displays each surgeon’s average health gain score (y-axis) for their
patients relative to their patients’ average preoperative PROM score (x-axis). Each dot represents
an individual surgeon, identified by name, positioned against community averages (the green
lines). The logged-in surgeon (“Me”) is highlighted for direct peer comparison. Summary

metrics — patient volume, complication rate, and refractive deviation — are shown against team
and community benchmarks. The dashboard can be updated dynamically using two filters: a time
period selector (from 2022 T1 onward) and a severity-based profile filter (severe, intermediate, and
nonsevere), allowing case-mix—adjusted comparisons across surgeons and teams. PROM denotes
patient-reported outcome measure.
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PROM, CROM, and case-mix data for at least five patients. In addition, we analyzed the
patient data of only the patients with complete pre- and postsurgery PROM and CROM data.
We first compared the rate of surgeons who reported modifying their surgical indications
before and during benchmarking (a pre- vs. postintervention design). For these surgeons,

we also compared mean health gain scores before and after they modified their surgical
indications. The association between benchmarking and the survey results was assessed
using an exact McNemar test. Changes in health gain scores and modifications of surgical
indications in relation to the benchmarking intervention were estimated using a linear
regression model. The likelihood of a health gain score below the threshold for a meaningful
outcome (<10) was calculated using a logistic regression model, with the model estimates
converted to odds ratios. To improve the inference, the regression models used cluster-robust
standard errors®® corrected by Bayesian bootstrapping with 10,000 draws. The probability
of achieving a health gain above the threshold for a meaningful improvement (>10) was
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FIGURE 2

Benchmarking Dashboard: Distribution of Patient Health Gain Score
According to Presurgery PROM Score.

In this diagram, each dot represents an individual surgical patient (n=2865; some overlap),
whose postoperative health gain (y-axis) is plotted against their preoperative PROM score (x-axis,
inverted order). The logged-in surgeon’s patients are highlighted: green dots indicate health gains
above the threshold for a meaningful outcome (=10) and red dots indicate health gains below
this threshold. Gray dots represent the entire patient community. The red and green vertical lines
delineate preoperative profiles: Patients with a preoperative PROM score greater than 85 have an
80% probability of not achieving a meaningful improvement in visual comfort, while patients with a
preoperative PROM score below 65 have a 91% probability of achieving meaningful improvement.
The horizontal line at the threshold for a meaningful outcome (=10) marks the minimum health
gain associated with a change in the patient’s visual limitations in daily activities. PROM denotes
patient-reported outcome measure.
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calculated for low and high levels of visual limitations in daily activities (presurgery Catquest-
9SF scores >85 and <65, respectively). Statistical analyses were conducted using R version
4.5.1 (R Foundation for Statistical Computing, Vienna, Austria). A P value below 0.05 was
considered statistically significant.

Regulatory and Ethical Framework

The study protocol and ethical framework were approved through three decrees published in the
Official Journal of the French Republic (Journal Officiel de la République Frangaise) (NOR codes
SSAH2019853A, SPRH2328415A, and TSSZ2514457A). The study was overseen by a scientific
council comprising representatives from French professional ophthalmology societies and the
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French National Union of Accredited Patient Associations (Appendix, Supplementary Methods).
Data were collected and managed in compliance with Article L. 1111-8 of the French Public Health
Code and Regulation (EU) 2016/679.

Results

Sample

Of'the 52 surgeons enrolled over the 4-year study period, 24 were included in the final analysis,
as they met the criteria of having complete survey, PROM, and CROM data. These 24 surgeons
collectively accounted for 2621 patients with complete PROM, CROM, and case-mix variable data
(Table 1; Table S1). Among the 28 surgeons with incomplete data, the reasons for noncompletion
were largely structural: Seven surgeons left their institution or ceased surgical activity before

or during the benchmark phase; four had an insufficient caseload during the study period; eight
had administrative omissions in their survey responses; and nine withdrew for reasons unrelated
to the study objectives. No systematic differences in age, years of practice, or surgical volume at
enrollment were identified between completers and noncompleters. While motivation-related
self-selection cannot be fully excluded, the predominantly structural nature of the reasons for
noncompletion plausibly limits the risk of motivation-related bias in the findings.

Regarding institutional participation, Nantes University Hospital Center and Sourdille-Atlantique
Ophthalmologic Institute contributed data in all 4 years. Chénieux Ophthalmology stopped

Table 1. Breakdown of Study Participants.*

Institution Surgeons Year 1 Year 2 Year 3 Year 4 Overall
Brest University Participated Institution not yet 7 7 7
Hospital Center With complete data participating 3 3 3
With missing data 4 4 4
Chénieux Participated 16 16 Institution left the study 16
Ophthalmology With complete data 5 5 5
With missing data n n n
Nantes University Participated 14 14 14 14 16§
Hospital Center With complete data 7 7 7 7 7
With missing data 7 7 7 7 9
Sourdille-Atlantique Participated 12 12 13 13 13
ﬁ;s):itimologic With complete data 9 8 9 9 9
With missing data 3 4 4 4 4
Total Participated 42 42 34 34 52
With complete data 21 20 19 19 24
With missing data 21 22 15 15 28

*This table provides a breakdown of the study participants across the four organizations that provided cataract surgery to patients over

the 4-year study. The study began with three institutions (Chénieux Ophthalmology, Nantes University Hospital Center, and Sourdille-
Atlantique Ophthalmologic Institute). In Year 3, Chénieux Ophthalmology was replaced by Brest University Hospital Center, which started
benchmarking in Year 4. The analyzed population was defined as surgeons who had completed at least one survey before and one survey
during benchmarking and had complete PROM, CROM, and case-mix data for at least five patients. Of the 52 surgeons who participated

in the study, 24 had these data and were included in the analyzed population. 7Two surgeons without complete data left Nantes University
Hospital Center (and, therefore, the study) during Year 2 and were replaced by two new surgeons. Therefore, a total of 16 surgeons from this
institution participated in this study at some point.
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participating in 2023 for institutional reasons and was replaced by Brest University Hospital Center
in the same year, ensuring the continuity of the multicenter design.

Survey Completion Rates

Over the last 3 years of the study, surgeons were invited to complete semiannual surveys reporting
modifications to their practice since the introduction of benchmarking. A total of 168 surveys
were administered to the 24 surgeons included in the analysis, each of which was systematically
reviewed and electronically signed by the responding surgeon to confirm the data’s accuracy.

Survey Results

Five times more surgeons reported modifying their surgical indications during benchmarking
than before (41.7% [10 out of 24] vs. 8.3% [2 out of 24]; P=0.021) (Fig. 3). In contrast, no statistically
significant differences were observed in the proportion of surgeons reporting a modification in
their patient-surgeon relationships (29.2% [7 out of 24] vs. 20.8% [5 out of 24]; P=0.69) or change
in intraocular lens selection (8.3% [2 out of 24] vs. 4.2% [1 out of 24]; P=1.0).

FIGURE 3

Results from Surveys of Surgeons.

This figure shows the proportion of surgeons reporting modifications in their practice before
(purple) and during (green) the benchmarking phase across three domains: the modification of
surgical indications, the modification of patient—surgeon relationships, and a change in intraocular
lens selection. The only statistically significant difference between the phases was observed for the
modification of surgical indications. The reasons for the changes in the three categories were not
determined by the survey. The survey questions and response choices are provided in the Appendix,
Supplementary Methods section.
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FIGURE 4

Patient Health Gain Scores.

Average health gain scores and the proportion of health gains below the threshold for a
meaningful outcome were compared before and after surgeons modified their surgical indications
using linear regression models. Both metrics improved following modifications in surgical
indications: Average health gain scores increased by 22.3% (P=0.028), and the proportion of
health gain scores below the threshold for a meaningful outcome decreased by 34.4% (P=0.044).
The differences were similar when compared with those before benchmarking, where there was a
20.6% increase in average health gain scores (P=0.043) and a 34.7% decrease in the proportion
of health gain scores below the threshold for a meaningful outcome (P=0.021). Cl denotes
confidence interval.
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NEJM Catalyst (catalyst.nejm.org) © Massachusetts Medical Society

Patients’ Health Gain Scores during Benchmarking

Patients’ mean health gain scores increased by 22.3% (P=0.028), from 28.7 among 632 patients to
35.1 among 695 patients (Fig. 4 and Tables S2-S6). The results were similar when compared with
those from before benchmarking —a 20.6% increase (P=0.043) from 29.1 among 516 patients to
35.1 among 695 patients.

Patient Health Gain Scores below the Threshold for Meaningful Outcome

The rate of patient health gain scores below the threshold for a meaningful outcome (<10)
decreased by 34.4% (P=0.044) from 19.3% before to 12.7% (Fig. 4 and Tables S5 and S6). The
results were similar when compared with those before benchmarking, where there was a 34.7%
decrease in the proportion of patients below the meaningful outcome threshold (P=0.021).

During benchmarking, surgeons modified their surgical
indications five times more frequently than before benchmarking
(41.7% vs. 8.3%; P=0.021).”
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Benchmarking Dashboard and Changes in Surgical Indications

Of'the 18 surgeons for whom dashboard data were available, 13 (72.2%) consulted the
benchmarking dashboard at least once, of whom 9 (69.2%) subsequently modified their surgical
indications. None of the five surgeons who did not consult the dashboard reported modifying their
surgical indications.

Distribution of Patient Health Gain Scores According to Presurgery PROM Score

Among the 2621 patients included in the analysis, 92% achieved a health gain score above the
threshold for a meaningful outcome (>10) when their preoperative Catquest-9SF score was below
65. By contrast, 80% of patients achieved a health gain score below the threshold for a meaningful
outcome (<10) when their preoperative Catquest-9SF score was above 85.

Discussion

These results support the integration of unmasked peer benchmarking into routine surgical
practice and encourage further evaluation of incentive models that prioritize engagement in
outcome improvement as a central lever for advancing value-based health care.

Key Findings

Over 4 years, we implemented a surgeon-identified peer benchmarking model across four French
institutions, enabling cataract surgeons to compare their PROMs, CROMs, and case-mix-adjusted
health gain scores within a learning community. During benchmarking, surgeons modified

their surgical indications five times more frequently than before benchmarking (41.7% vs. 8.3%;
P=0.021). Patients operated on by surgeons who revised their indications showed 22.3% greater
average health gains (P=0.028) and a 34.4% reduction in procedures without a meaningful patient
benefit (12.7% vs. 19.3%; P=0.044). The differences were similar when comparing to before
benchmarking, where there was a 20.6% increase in average health gain scores (P=0.043) and a
34.7% decrease in the proportion of patients below the meaningful outcome threshold (P=0.021).
These findings are consistent with individual studies showing improvements in patient-reported
outcomes when clinicians receive PROMs-based feedback, although clear benefits had not
previously been demonstrated at the health system level.¢

Patients operated on by surgeons who revised their indications
showed 22.3% greater average health gains (P=0.028) and a
34.4% reduction in procedures without a meaningful patient
benefit (P=0.044).”

Contextualizing the Results

The proportion of patients with health gain scores below the threshold for a meaningful outcome
among surgeons who had not been benchmarked (19.3%) is consistent with registry data from
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Sweden'” and Wales,*® which also used the Catquest-9SF questionnaire and reported that

18% to 20% of cataract surgeries do not improve patients’ visual limitations from the patient’s
perspective. In our study, this proportion fell to 12.7% among the patients of surgeons who
modified their indications during benchmarking, supporting the hypothesis that PROMs-based
benchmarking within a safe learning community may help avoid unnecessary procedures, reduce
health care spending,’® and improve patient outcomes.

Toward PROM-Guided Surgical Indications

There is a subset of patients who are unlikely to achieve a meaningful health gain — not because of
surgical failure, but because they enter the operating room with an insufficient symptom burden.
Our retrospective data show that patients with presurgery PROM scores above 85 carry an 80%
probability of having a nonmeaningful outcome; conversely, those with scores below 65 have a
91% probability of crossing the benefit threshold. These empirically derived thresholds potentially
reflect a structural ceiling effect inherent to the indication rather than the procedure itself. We
further observed that, during preoperative consultations, many surgeons actually asked patients
three Catquest-9SF items to inform their decision-making: Patients reporting minimal visual
disability were more likely to have their surgery postponed, while those with greater self-reported
impairment were prioritized. These observations reflect a shift toward integrating presurgery
PROM scores into decision-making about surgical indications to reduce the number of low-value
procedures conducted.

Extending the Martini Klinik Peer Benchmarking Model

Our benchmarking model was inspired by the unmasked peer-comparison model pioneered at the
Martini Klinik in Hamburg — a landmark for open-identity benchmarking.?° By systematically
comparing patient outcomes following prostate cancer treatment within a closed community of
surgeons, the Martini Klinik demonstrated that voluntary exposure to comparative performance
data drives continuous improvement in outcomes without coercive mandates. Our study

sought to determine whether this core mechanism — the motivational power of unmasked peer
benchmarking within a continuous-improvement community — is generalizable across public and
private institutions, surgical cultures, and conditions. Our results suggest that this benchmarking
model is likely transferable from prostate cancer in Germany to cataracts in France, and
potentially generalizable across other health care systems.

44

Unmasked peer benchmarking encourages a model of horizontal
self-regulation, where professionals collectively assume
responsibility for patient outcomes without top-down oversight.”

Mitigation of Naming and Shaming Risk

From the outset, the benchmarking community was designed to have a noncoercive, nonpunitive
collegial culture — one in which data comparisons would encourage a collective dynamic rather
than individual judgments. To mitigate the risk of naming and shaming, open communication and
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shared learning were explicitly embedded in the community’s culture. Participating surgeons were
not direct competitors — they belonged to teams with long-standing collaborative relationships.
Participation in structured quarterly dialogue sessions was voluntary, supporting iterative cycles
of continuous improvement. We selected an unmasked peer benchmarking approach to encourage
peer accountability, hypothesizing that it would provide stronger motivation for improvement than
masked benchmarking.

Peer Accountability and Self-Regulation

Unmasked peer benchmarking encourages a model of horizontal self-regulation, where
professionals collectively assume responsibility for patient outcomes without top-down oversight.
This organizational model operates on two complementary levels. First, it realigns caregivers
around patient recovery and quality of life rather than process or volume metrics. Second, it breaks
down professional silos by creating structured opportunities for peer dialogue, transforming
benchmarking from a solitary performance review into part of a cycle of collegial improvement.
Together, these two dimensions suggest that unmasked peer benchmarking may be a sustainable
model for professional self-governance, capable of aligning individual motivation and collective
aspiration within a single value-based framework grounded in peer accountability.

€ When funding was discontinued at the end of the study, all

participating surgeons continued to benchmark without
compensation, suggesting that peer comparison and professional
recognition may represent more compelling drivers of engagement
than monetary rewards alone.”

Limitations

Our study faced implementation barriers commonly observed when integrating PROMs and
benchmarking into routine care.'*?>2?? The entry of one institution and the exit of another during the
study period may have introduced unmeasured confounding. Unobserved differences in patients,
skills, or preferences across surgeons may have also introduced a source of bias. Participation was
voluntary raising the potential for recruitment bias; a possible mitigation strategy would be to randomly
assign each surgeon to a new data collection week each month, reducing burden while improving

the sample’s representativeness. Financial incentives may have influenced surgeons’ willingness to
participate; however, when funding was discontinued at the end of the study, all participating surgeons
continued to benchmark without compensation, suggesting that peer comparison and professional
recognition may represent more compelling drivers of engagement than monetary rewards alone.

Toward a Learning Community Payment Model

Among the payment models most commonly associated with value-based health care, bundled
payments consolidate the reimbursement of all services delivered across a defined care episode
into a single prospectively determined payment. By aligning financial incentives around the entire
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care pathway, this model encourages coordination and reduces unnecessary health care utilization.
However, bundled payments remain largely outcome-agnostic: Providers are rewarded for cost
containment regardless of whether patient-reported outcomes improve. A complementary model —
which we propose calling the “learning community payment” model — conditions reimbursement
not on the outcomes achieved but on participation in a continuous improvement community in which
surgeons’ performance data are shared transparently among their peers. In this model, surgeons who
consent to unmasked peer benchmarking receive larger reimbursements, while those who opt out
receive proportionally smaller payments. This model preserves professional autonomy: No surgeon

is compelled to participate, and no financial penalty is tied to the level of performance attained.

By decoupling financial incentives from outcomes and anchoring them instead to unmasked peer
benchmarking, the learning community payment model creates a structurally meaningful incentive
for a self-regulated professional environment engaged in advancing value-based health care.
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