Introduction

This presentation describes, at a very
high level, the processes with which
organisations in various Western
countries fulfill their responsibility for
indicators measuring quality in health
care.

It is intended as a quick reference to
enable comparison of different
approaches in Western countries. It is
written in English to enable our
foreign colleagues to check whether
our findings are correct and to give
back our results to the people we
interviewed and visited.

The presentation was made for
Zichtbare Zorg (Transparent Care), a
project at the Dutch Inspectorate for
health care.

This presentation provides an
inventory of different approaches to
quality indicators. The focus is in this
presentation is on observations.



Information was collected on 11 'quality indicator
organizations' from 9 countries

Australia

Canada

Denmark

France

Germany (2)
Sweden
Switzerland

United Kingdom (2)

United States

The information is presented in a template that
is briefly explained below.

For some organizations we could not find
information for all template fields, so some
fields are rather empty, others very full. This
also reflects the national differences in the
approach to health care quality indicators.



The information is displayed systematically along six

Maintain the indicator set
(periodic assessment of
earlier decisions and

process steps

Select the subjects (medical

adding/removing conditions / procedures) for
indicators) S which indicator (sets) need
to be developed
Publish the results of the Objectivy the quality
indicators to providers, P O aspects of the Selectfed
government, patients and subjects by developing a set
others of indicators
Collect data, check the %’

quality of the data and
calculate the indicator

D Register data needed to
calculate the indicators




Key observations and lessons from
country - organization

Logo Subjects: # of fields with an Segment: e.g., hospitals,
indicator set long term care, GP';s
Indicators: # indicators Providers: # providers
Key observations
The key observations listed are taken from a Dutch
perspective

Character

Lessons for the Netherlands

Lessons are focussed on the Dutch situation but may be
applicable elsewhere as well




Perspective of the organization

Health care system in Board of the organizatoin
country L ) L ) 0 ] -

*members of the boards

Key attributes of the health
care system.

Tax / insurance funded

Public or private (profit /
non-provit) providers Legal statute under
which the organization is
Other key aspects of the functioning

health care system in the Logo
country




Logo

Type and structure

Type and structure of the
organisation (e.g.,
department in larger
organization, government
agency, temporary project
team)

Character

Character

Character of the
organization indicating its
involvement in selection
development ,data
gathering and analysis,
and publication of
indicators.

Square indicates activity of
organization for process
steps

Character of the organization
country - organisation

Financing
Source of financing of the
organizatin (e.g., Ministry,

other government agency,
insurers, hospitals)

Budget

Budget for indicator
processes

Staff



Selection of medical conditions for indicators VN
A4

©)
country - organization .
D

What fields of care have been selected to develop Policy info informing policy makers
indicators for National state  comparing regions

Qual. improv_ improving providers

Patient choice  informing patients

Who HC sourcing informing payors
Accountabil. holding providers

Who decides for which fields to make indicators. accountable
Remarks

How

How is the selection process being done; e.g.,
what criteria are used for selecting subjects.




Development of indicators e \e
country - organisation N

What type struc- | pro- out-
ture cess come

What indicators are developed

content medical content

P atient patients experience or satisfaction

organis. attributes of the organization

Who other

What team develops indicators and decides on
taking indicators into a set.

Remarks

How

How are indicators developed. E.g. top-down
based on information needs or bottom-up based
on the existence of data point.




Registration of data needed for indicators N
- izati N
country - organization 1 4

What registration by providers -

what data do providers register especially of the e g6l o provicist:
indicators. compulsory (y/n)

manual - paper

manual — IT / web-tool

from admin of he-provider
Who

from other databases

who handles the registration e.g. doctor, nurse or
staff transferring data form patient file to IT-tool.

Remarks

How

how do providers register data that is needed to
calculate the indicators
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Data collection, analyses and calculation of indicators SV

Country - organization

What

what data is collected in order to calculate the
indicators (e.g., coupling of various databases or
especially gather information from providers)

Who

who collects data, performs analysis and
calculates the indicators.

How

how are data collected and analysed (e.g., on
patient level with check on data reliability and
correction for case-mix)

activity / level low - high

collecting data

auditing health care pr.
checking quality of data
calculating indicator

correcting for case-mix

Remarks
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Country - organisation

S
Publication of indicators g
e\ !
D

What

What is being published

Who

who is responsible for publishing the results of
the indicators

How

how are the results of the indicators published

type of info/ | pro- | gove | gene
public vider | rnmt | ral

rough data
indicator
corrected ind. see next slide
benchmark

rank

composite

Remarks
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S
Publication of indicators e/ ~
Country - organisation

only providers get the results

general public gets results published

only government gets results are a healtheare provider

indicator
ind&correction

benchmark

rank

composite

/

raw data used to calculate the indicator (with a golf
privacy protection)

indicator as calculated by the organisation
same but with correction for case-mix

score on the indicator placed in perspective of the score
of other providers

rank of providers to score on the indicator

score based on more indicators to judge the total quality
of the healthcare provider
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Maintenance of indicators

country - organisation

What

process in place to updated indicators or extent
indicators in indicator sets

Who

who is responsible for maintaining the indicators

How

how is the process of indicator maintenance
organised

Remarks
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> Australia

Canada
Denmark

France

Germany
Sweden
Switzerland
United Kingdom

United States
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Key observations and lessons from Australia

Logo

s Australian Government
e W

e “5' Australian Institute of Health and Welfare

Character

Subjects: 3 Segment: all sectors
Indicators: 44 Providers: ~1000 hospitals
~100 GP groups

Key observations

The development and collection of indicators has two goals:

* accountability about the performance of the health sector
on a system level

* identifying opportunities for improvement of quality

Started with list of 150 international indicators

Lessons for the Netherlands

* Development of a dictionary of definitions of metadata that
all health care databases have to use so various databases
are structured well and can be linked

* Restricting performance indicators to the vital processes
and outcomes of providers

+ Extensive consultation to include wide range of viewpoints



Perspective of the organization

Health care system in
Australia

Complex, mixed
private/public funding :
Federal government 43%
State/local 25%
Private 32%

Private Hospitals  40%
Public hospitals 60%
Of total patient turnover

Since 2003, the federal
governments has contracts
with the states about their
responsibility for health
care priorities and
accountability in order to
get federal funding.

Australia - AITHW

[ Australian Institute of
Health and Welfare
(founded by Act of 1987)
reports to Australian
Parliament through
Minister of Health and
Ageing

In commission of the
Australian Health

Ministers Conference

Development of a new
indicator framework

from 2001 to 2008 and
extension after 2008

Statutory obligation to
maintain confidentiality
of results, also with
regards to health care
provider

AIHW Boar
L — e ) | I
*14 Board Members
* Academics, experts (3)
*High government officials
(a.o. Statistician,
Representatives of State
Dept's of Health and
Welfare, National’health
research council))
* Staff representatives (2)
YV

—

Logo

Australian Government
"Rt X" Australian Institute of Health and Welfare




Character of the organization

Logo

- Australian Government

Australian Institute of Health and Welfare

Australia - AIHW

Character

Type and structure Financing

Australian government Funding by :

statutory authority * the Ministry of Health
+ Sale of services and

The board is appointed by publications

the minister of health and

ageing
Budget (mln, 2007)
Government $ 8.6 (€ 4,3)
Sales 16,3 (€ 8,1

Character a : ( )

Goal and entitlements are
described in the law

Staff

180 FTE
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Selection of medical conditions for indicators
Australia - AIHW

What

1. Health status 8 indicators

2. Determinants of health 11 indicators

3. Performance of health system 25 indicators

Who

2001-05: national health performance committee
2006-07: commission on safety and quality of HC
2008- : AIHW

How

Criteria for selection; measure should:

* be measurable for diverse populations,

* be understood by people,

* be relevant for policy development,

* reflect actions when measured over time

* reflect a balance of indicators

* provide needs of improvement

Added criteria after 2008:

* help to monitor the contract states have with
federal government

* measure performance in cross-sectoral services

Consulting procedure with all the governmental

and non governmental stakeholders

n \gm
\/

D

Policy info

National state - -

Qual. improv.
Patient choice
HC sourcing

Accountabil.

Remarks

Selection of indicators focused on
comparison of states, not on
publication of hospital specific
indicator scores

Also 100 indicators for GP group
practices
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S
Development of indicators e \e

country - organisation

What/Who

* in 2008 AIHW was commissioned by federal
and state governments to develop a new
indicator set

How

The development of the 2008 set contains a

description of the proces in 6 steps:

* Inventarisation of the 14 different framework
indicator sets currently in use in Australia

* Selection of 150 indicators from international
literature

» Alist of 18 questions for every indicator; the
answers were scaled 0-3 as weighing factors

» Weighed indicators related to 4 political
priorities (balanced for sectors, useful for
equity etc.)

* Consultation of more then 50 (non)
governmental bodies of the provisional set

type struc- pro- out-
ture cess come

content
patient
organis.

other

Remarks

The ministry of health has

commissioned at least two other

national sets of indicators:

* The GP’s have 52 performance
indicators. Developed by a
commission with patients,
consultants and universities.

* Mental health has a recently
developed set of indicators which is
not published
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Registration of data needed for indicators
Australia - AIHW

What

Registration of data needed for indicator-

calculation by AIHW

* Itis compulsory for health care providers to
report the indicators from the national
minimal datasets to the state health authorities

» idem for sector databases (statistics)

Who

Health authorities in the states collect most of the
data (except the data for the national databases)
which are registered by the providers

How

Data registration is based on the instructions of
the AIHW described in 15 national minimal
datasets (for sectors e.g., palliative care) and in
10 dataset specifications for conditions (e.g.,
cancer)

registration by providers -

number health care providers ca 1200
compulsory (y)

manual - paper

manual — IT / web-tool
from admin of HC provider

from other databases:

Remarks

* All health care databases have to
conform to structured description
of data elements (value domains,
properties, classification scheme’s
etc.). AIHW maintains repository of
this metadata structure (METeOR)
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Data collection and analyses to calculate indicators YA

Australia -AIHW

What

Data is taken from:

* The states

* Contracts with national database for specific
sectors of purposes

* Ministry of health and ageing

Who
The AIHW is the statutory organization that
collects data on health issues

How

* Mandatory supply of data by the states

* Definition of minimal datasets for each
indicator by the AIHW

* Contracts with national database

 Data supply to AIHW is based on METeOR

activity done by organization | yes
collecting data -

auditing health care pr.

checking quality of data

calculating indicator -

correcting for case-mix

Remarks
* There seems no doubt about the
reliability of the data
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Australia - AIHW

S
Publication of indicators g
e\ /
D

Who/What

The AIHW publishes

* The score on the 44 indicators, reported per
state and corrected for age of population

* Trends in the 44 indicators

* Interpretation and international comparison

How

The biannual publication “Australia’s health”
The annual statistical report for hospital care,
mental health and palliative care with macro
figures

public vider | rnmt | ral
rough data

indicator -
corrected ind. -
benchmark -

rank

composite

Remarks

There is no evaluation of the scores in
terms of treshholds or targets

Data is made available on a state level
only.

AIHW has a statutory obligation to
maintain anonymity of scores, also
with respect to health care providers
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Maintenance of indicators 7\

Australia- AIHW

What

Maintenance of and addition to indicators for the
national framework and for monitoring contracts
between governments

Who
ATHW

How
* Currently no revolving process of maintenance
» Two sources for chance in the national
indicator sets:
« New political priorities
» Refinement of existing indicators

Remarks

« High level indicators (e.g., on
health status) are more robust than
indicators on outcome or the
adherence to protocols

* The framework indicators are
meant to compare the performance
simultaneous and in time.
Comparison in time asks for a
stable set of indicators

* No provision for a regular
maintenance process
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Australia
Canada
Denmark

France

Germany
Sweden
Switzerland
United Kingdom

United States



Key observations and lessons from

Logo

Canadian Insfiute
far Health Inforrmafan

Instibuit canaden
o'inkar mhalion: Sur b sanbs

Character

/\

Canada - CIHI

Subjects: Segment:

Indicators: Providers: 2265

Key observations

Strong emphasis on data-quality; annual report shows that
corporate pride is primarily in data-handling and data-
quality, not in health care delivery or economics.

Mainly information for policy and comparison of health

status en system performance per region. (see Ontario for
utilization of data on provider level)

Lessons for the Netherlands

Concerted effort for data quality enhancement across the
entire data-chain.



Perspective of the organization

Health care system in
Canada

Universal coverage that is
free at the point of use and
publicly financed

Provinces set coverage and
negotiate prices with
hospitals

Hospitals are privately run,
mainly not for profit.

Canada streep CIHI

CIHI has access to all
data collected in the
health care industry

Provincial legislation
determines what data
has to be collected by
health care providers

CIHI - Board (16 members)

| I N SN E— [ I

*President (independent,
doctor)

*Canada wide (doctor,
professor)

*deputy Minister of Health

*Chief Statistician of Canada

*5 x 2 from provinces (5x
dep. Min. of Health, 3
government, 2 X university)

\'4

Logo

Canadian Insfiute
far Health Inforenatian

Institit canadien
d'indar mation sur b s arnhs




Character of the organization

Logo

Canadian |nesfiiuse

Canada - CIHI

Type and structure

Independent not for profit
organization

Character

/\

Character

CIHI places strong
emphasis on data-
management to secure
timeliness, reliability and
correctness of data.

Financing

Federal and provincial /
territorial governments

Budget

CA$% 82 mIn (€ 52 mln)
about 1/3 for database
maintenance and
management

Staff

520 FTE of whom

* 140in IT

* 24 in research and
development (indicators)



Selection of medical conditions for indicators VN
./

Canada - CIHI

O
D ¢

Who/What goal / segment m

e National conference with ~500 stakeholders

voted on a list of indicators, future policy info --

developments and indicator framework. statistics --
* Indicators are based on three domains (health .

status, health care outcome (change in status), quality

quality of health care. choice

hc-sourcing

How accountability

Selection criteria for indicators were:

* relevant to established health goals and
strategic directions

* based on agreed benchmarks, guidelines en
standards

* available electronically across Canada

* collected using standardized data definitions

Remarks
Focus on already available data

Selection from large inventory of
possible indicators




S
Development of indicators 4 \e

Canada - CIHI

What

* mainly structure parameters (e.g., 105
indicators for primary care)

* HSMR

* Indicators for policy

* Indicators for costs per patient group

Who

* Federal, provincial government and health care
providers

* CIHI can develop indicators from database to
which it has access (most recently did so for
primary, long term and home care and
revalidation)

How

» Structured approach covering definition,
rationale, datasources and calculation rules

* Based on available data in various health care
databases

* Indicators were tested regionally for validity
and relevance.

type struc- pro- out-
ture cess come

content

patient
organis.

other

Remarks

Indicators based on existing data, and
mainly used to compare regional
system performance and population
health status.

Development is based on existing
data sources
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Registration of data needed for indicators
Canada - CIHI

What

*Collecting data needed for indicator-calculation

«It is not compulsory for health care providers,
but if they record data, they must make it
available to CIHI using a set data structure

* All 13 provinces have to collect the data for the
federally set information need

Who

*Registration in primary database is done by
health care providers and provinces

» Various organizations maintain their own

databases (e.g., medical scientific societies,
regions, OECD Canada)

How

* CIHI focusses on dataquality and on
prevention, early detection and resolution of
data issues (involvement at point of registration
not clear)

S

o

D I
registration by providers -

number health care providers 2600

P

compulsory (y/n)
manual - paper
manual —IT / web-tool

from admin of he-provider

from other databases -

Remarks

CIHI can use all/most registered
medical data in Canada.




Data collection and analyses to calculate indicators / pvs
Canada - CIHI \6

Who/What activity done by organization

CIHI collects from over 50 databases such as lectine d
Canadian hip/knee replacements, abortions, €oLeCHnSlaata -
OECD data for Canada et cetera).

auditing health care pr.

checking quality of data

calculating indicator

How correcting for case-mix

Datawarehouse is structured to facilitate data
exchange (standardised terminology,
dataclassification, privacy rules and audits)

Remarks

Federally determined data structure
and mandatory access of CIHI to data

CIHI's core business is coupling already existent
ping Y facilitates data collection and analysis.

databases.




S
Publication of indicators e/ N

Canada - CIHI

What

* Hospital Standardised Mortality Rate available
to public on disease but only per regional
cluster of hospitals

* Case mix corrected benchmark information to
health care providers (not public)

* General studies on health status and system
performance per province

*Raw data on motivated demand

Who

* CIHI makes publications on general topics,
benchmark and HSMR

* Provinces have to publish federally defined set

* Other users (such as provincial authorities,
Fraser institute and ohter organizations ) can
buy (parts of) CIHI database and calculate
provider specific scores

How
*Reports by CIHI to general public on website
*Sale of data to others

type of info/ | pro- | gove | gene
public vider | rnmt ral

rough data

corrected ind.

benchmark -

rank

composite

Remarks

* Indicators are published on an
aggregate level only.

+ Canadians get access to the
database and can get (limited)
information on the hospital that fits
their profile

 CIHI compares best to CBS, RIVM,
Nivel type of organization
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Maintenance of indicators 7\

Canada - CIHI

What

* Goal of 'maintenance' for CIHI focusses on
dataquality. CIHI launched a strategic
programme to further enhance data quality

Who

* CIHI collaborating with data suppliers and data
users

* A regional expert group gives advice to CIHI

How

* Foster a data quality culture;

» Strengthen data quality infrastructure and
capacity;

* Cultivate the data supply chain;

* Enhance external data quality collaboration;

* Initiate fast-track priority projects; and

* Promote communication and provide
consultation.

Remarks

Also in ongoing development, focus
is on data quality and integrity,
although it is not clear whether and
how any audits are done at the point
of data entry.
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The CIHI Quality framework gives detailed and
specific guidance on 5 dimensions

Coverage

Capture and
Collection

Unit Non-Response

Item (Partial)
Non-Response

Measurement Error

Edit and Imputation

Processing and
Estimation

1 The population of reference is explicitly stated in all releases
2  Known sources of under- or over-coverage have been documented

3 The frame has been validated by comparison with external and
independent sources

4  The rate of under- or over-coverage falls into one of the
predefined categories

Practices exist that minimize response burden
Practices exist that encourage cooperation

Practices exist that give support to data suppliers
Standard data submission forms and procedures exist
Data capture quality control measures exist

= 0 0 = o 0

0 The magnitude of unit non-response is mentioned in the data quality
documentation

11 The number of records received is monitored to detect for unusual values

12 The magnitude of unit noen-response falls imto one of the
predetermined categories

13 Item non-response is identified

14 The magnitude of item non-response falls into one of the
predetermined categories

15 The level of measurement error falls into one of the
predetermined cateqories

16 The level of bias is not significant

17 The degree of problems with consistency falls into one of the
predetermined categories

18 Walidity checks are done for each data element

19 Edit rules and imputation are logical and consistent

20 Edit reports for users are easy to use and understand

21 Imputation is automatically derived from edits

22 Documentation for all data processes is maintained

23 Documentation for all systems. programs or applications is maintained
24 The processing system has been tested after the last revision

25 Raw data are saved in a secure location

26 The sampling bias and variance of the estimates are at acceptable levels

Timeliness
27 The difference between the actual date of release and the end of the
reference period is reasonably brief
D_ata SRR FE 28 The official date of release was announced in advance of the release
Time of Release
29 The official date of release was met
30 Database or registry methods are regularly reviewed for efficiency
D " 31 The recommended data quality documentation was available at the time
CEIIIEIE T of data or report release
Currency

32 Major database or registry reports were released on schedule
Comparability

Data Dictionary 33 Data elements are evaluated in comparison to the CIHI Data Dictionary

Standards 34 Data elements conform to the CIHI Data Dictionary
35 Data are captured at the finest level of detail as is practical
Standardization 36 For any derived data element. the original data element is also
maintained on the main database
37 Standard Geographical Classifications {SGC) can be used
- 38 Data are collected using a consistent time frame
Linkage

39 Codes are used to unigquely identify institutions

40 Codes are used to uniquely identify persons

41 The impact of problems related to crosswalks or conversions falls into
one of the predetermined categories

42 Methodology and crosswalks or conversions are documentsd

43 Trend analysis is used to examine changes in core data elements over time

44 The extent of problems in comparing data over time falls into one of the
predetermined categories

45 Accessible documentation on historical changes to the database exists

Equivalency

Historical
Comparability

Usability

46 An official subset of microdata is defined, created, made available and

o frozen per release for users where appropriate

Accessibility

47 Standard tables and analyses are produced per release

48 Products are defined, catalogued and/or publicized

49 Data quality documentation exists per annual subset release

- 50 Database or registry methods documentation exists for internal purposes

LRI AT per annual subset release

51 A caveat accompanies any official preliminary release

52 A mechanism is in place whereby key users can provide feedback to,
Interpretability and receive motice from, the product area

53 Revision guidelines are available and applied per annual subset release
Relevance

54 Mechanisms are in place to keep clients and stakeholders informed of
Adaptability developments in the field

55 The database or registry can adapt to change

56 The mandate of the data holding fills a health information gap
Value 57 The level of usage of the data holding is monitored

58 User satisfaction is periodically solicited
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Australia
Canada
Denmark

France

Germany
Sweden
Switzerland
United Kingdom

United States
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Key observations and lessons from

Logo

Det Nationale
Indikatorprojekt

Denmark - NIP

Subjects: 9 Segment: Hospitals

Indicators: 115 Providers: ~80

Key observations

* Participation of hospitals is compulsory

*Small scope (8 indicator sets)

*Long time frame ; programme started 2000

* Dominance of professionals

*High frequency (monthly) feedback to hospitals

Lessons for the Netherlands

+ Continuous involvement of the team that developed the
indicator in analysis and in improvement at the hospital
site.

» Each hospital gets monthly insight in it's own performance
to track improvements.



Perspective of the organization
Denmark — NIP

Health care system
in Denmark

The 5 regions own
the hospitals and
have relatively high
degree of freedom to
organize the local
hospital care. Long
term care is
coordinated by the
98 municipalities.

* Central Ministry
focuses on laws and
coordination (based
on 4 year cycle).

+ distributes taxes to
the regions for
health care
provision

*NIP is founded by Min. of
Health, the Nat. Board of
Health, the Centre for
Evaluation and Assessment
of Medical Technology, the
Ass. of Regions, the
five regions, the Scientific
Societies, and the Danish
Medical, Nursing,

Physiotherapists and
Occupational Thera-
pists Associations.

*NIP is a seperate project with
links to a larger programme
for quality improvement such
as certification, protocol-
development and a national
patient survey.

Steering committee

\I L \ J L / ] [ /_ -
*Directors of regional
governments (5) for

somatic and
psychiatric care

—

Logo

Det Nationale
Indikatorprojekt
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Character of the organization

Denmark - NIP

Logo Type and structure
o NIP has a small secretariat
and is staffed the Danish
regions
Det Nationale
Indikatorprojekt
Character Character

NIP is involved in all
process-steps although
amount of indicators and
new development is
limited.

NIP coordinates and
facilitates work done in
hospitals and regional
governments

Financing

The five Danish regions

Budget

~EUR 1 mln / year

Staff (NIP secretariat)

* 1 medical director

* 1 project manager

* 4 health care consultants
* 1project secretary

* 1data manager

* 1IT manager
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Selection of medical conditions for indicators 5/ O\
5N /

Denmark - NIP

What

Goals are :

* quality improvement;

* information for clients

* information for policy development

* Indicators for 8 sets

» start: stroke, hip-fracture, schizophrenia,

heart failure, lung cancer, acute surgery;
* added later: diabetes and copd

Who
NIP project selected areas for indicator
development

How

Selection criteria for were volume, health
burden, improvement potential and costs.
All relevant stakeholders can comment on
selection of diseases in public hearings

D

policy

cmpr regions - -
quality impr - -
choice - -

hc sourcing

accountability

Remarks

Selection focused on usage by regions
to manage their hospitals.

In 2009, 2 sets will be added
(currently —end 2008 - in public
hearing procedure)




Development of indicators 4 \e
Denmark - NIP N

What type struc- | pro- out-
8 to 10 indicators per set including ture cess come
» guidelines for registration
. content
* framework for data collection, analyses and
presentation patient
* few structure indicators (because of difficulty of
getting data; e.g., for heart failure) organis.
Who other
* A multidisciplinary team per disease specific
area of 10-18 professionals (from Scientific
Societies, Medical Ass., Nursing Ass., and if Remarks
possible patient organisations) supported by * Team continues after development
NIP (documentalists and epidemiologist and phase to assure continuity in skills
secretarial) and experience and to involve
How - ‘ developers in analysis and
* define condition dlsc.ussmn _
* collect existing evidence and guidelines, *No .mvolvement of hospitals or
indicators and risk-adjusters and judge pat1oents .
existing information "78 A>Oare Process 1nc'11catorsl :
* asses possibility of registration in clinic *0f 22% outcome indicators %2 is
* discuss results from public consultation mortality
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Registration of data needed for indicators N
Denmark - NIP

What / Who

* Clinicians record data, partly especially for

NIP.

 For some indicators, data is taken from patient

tiles, some from national registers.

e Indicators for COPD and Diabetes are taken

from already registered national clinical
databases

How
* Goal to use already registered data

* Individual health care professional can not be

traced

* No check especially for NIP on what clinicians

feed into the NIP database, but:

¢ annual feedback from indicator team on

results, including a discussion on data
integrity.

* Annual obligatory national and regional

audits on completeness of data.

* Cross checks on validity built in in electronic

forms

registration by providers -

number health care providers  ~80

compulsory (yes) -

manual - paper

manual — IT / web-tool -
from admin of hc-provider -
from other databases

Remarks

Registration also specifically for the
NIP indicators

No special audit for NIP on
correctness of data but there are
guidelines and design elements to
achieve correct and complete data




Data collection and analyses to calculate indicators YA
Denmark - NIP e

What

Raw data for indicator calculation
Currently, hospitals have to deliver all relevant
data

Who

NIP collects data and calculates indicators
NIP collaborates with epidemiologists from
university for data analysis.

How

e Upload of data into NIP database via internet

e Upload possible anytime. (Clinicians are
advised to do so frequently)

*Measurement data linked to patient via civil
registration number.

activity done by organization | yes
collecting data -

auditing health care pr.

checking quality of data

calculating indicator -

correcting for case-mix

Remarks

* High frequency of feedback to
hospitals (monthly) so they can
improve their performance.

* NIP is currently improving ways to
measure completeness of delivered
data (by comparing to
administrative database) in addition
to guidelines (see above)

* patients can be identified
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Publication of indicators
Denmark - NIP

What
* Publication after analyses, interpretation and
audit by the indicator team per year.
* All indicators
* nationally
* per region
* per hospital
* Info given:
* Score over last 3 years
* Threshold level
* Discussion and comments by indicator
team and by hospital
* Outcome indicators are case-mix corrected

Who

*NIP secretariat coordinates

*Before publication: clinical audit by national
and regional indicator team, and remarks on
their scores by hospitals.

How
¢ Publicly available on www.sundhed.dk

type of info/ | pro- | gove | gene
public vider | rnmt | ral

S
N
e\/o

D ¢

rough data

indicator ---
corrected ind. ---
benchmark -
rank -

composite

Remarks

All results are publicly available, and
discussed by the indicator team.

NIP indicators are used by the Danish
Accreditation programme
(www.ikas.dk) for disease specific
accreditation standards.



http://www.ikas.dk/
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Maintenance of indicators 7\

Denmark - NIP

What

« Started in 2000

» Two indicator sets were added in 2007
(diabetes and COPD)

* Biannual discussion of any new evidence per
indicator and it's continued relevance

+ Updates for data definitions (e.g., inclusion
and exclusion, confounders)

Who

 Teams that developed the indicators remain
involved in the analyses and any maintenance
if needed.

* NIP secretariat has 'hotline' function for daily
questions

How

» (Criteria for evaluation not clear

Remarks

Periodic (every 24 / 3t year)
evaluation of the indicator by the
indicator team made public.

Support function of the NIP
secretariat for clinical and for IT/data-
questions.

"Quick response to questions is key to
success of the project"
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Australia
Canada
Denmark

France

Germany
Sweden
Switzerland
United Kingdom

United States
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Key observations and lessons from
France - COMPAQH

Logo Subjects: 9 segment: hospitals
Indicators: 65 of which 43
are being tested providers: 44
PROJET

C O M P AQH Key observations

* Demonstration project, not rolled out nationally.

*No involvement of medical professionals in selection of
tields for which indicators are developed.

* Few indicators made public (only nosocomial infections)

Character

Lessons for the Netherlands

Test phase was split in two subphases;
* feasibility of registration
+ metrological/statistical quality




Perspective of the organisation — France - COMPAQH

Health care system in
France

Patients can choose their
doctor (both GP and
specialist), pay themselves
and get 75-80% reimbursed
from insurer.

Health insurance is
compulsory and paid via
the pay-check, partly by
employers, partly by
employees. Insurers are
private non-profit
organizations.

hospitals:

65% public

20% private — for profit
15% private — non profit

« COMPAQH is a
project organization
from the Ministry of
Health.

Comite de pilotage

J L J L ] [ —1

*1 regional\goyernment

Logo

COMPAQH




Character of the organization

Logo

COMPAQH

France - COMPAQH

Type and structure

The project is run by
INSERM (Institut national
de la santé et de la
recherche médicale), large
government agency for
health and medical
research

Character

The project performs all
roles — selection,
development, collection
and analysis of data and
publication. Although the
scope in terms of indicators
is limited.

Financing

Ministry of Health

Budget

€ 470.000 (2003)

Staff

"Equipe de coordination "
of 4 doctors, 3 statisticians,
1 project manager, 3 quality
research assistants
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Selection of medical conditions for indicators —
France - COMPAQH

What
9 selected goals for improvement: pain,

continuity of care, weight, patient safety, patient

judgement of care, clinical practice, motivation
and responsibility of staff, accessibility,
coordination and prevention of care

Who

Comite de pilotage (steering committee) made
up of civil servants (policy, statistics,
epidemiology), hospitals and patients.

No involvement of medical professionals

How

Based on key criteria: importance, frequency,
potential for improvement, difference between
providers, feasibility of measurement.

Data availability was no criterium.

°
P \ /

O
D ¢

policy

national

quality -
choice

sourcing

accountability

Remarks

Project is focused on improving
quality in participating hospitals

No medical professionals in steering
committee.
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What

* 65 indicators selected

* 43 indicatoren developed and tested (mainly
process indicators)

* 15 indicators proposed for generalisation to
national set

Who

Indicator specific project groups consisting of
project staff and medical professionals noted as
experts in the field by HAS (Haute autorite de
sante — independent public body reporting to
government and parliament)

How

Testing at 44 hospitals (these are involved in
development)

Testing in two subphases; 1. feasibility of
registration; 2. metrological/statistical quality

S
N

Development of indicators — France - COMPAQH ~ » < /@

D <

type struc- pro- out-
ture cess come

patient
organis.

other

Remarks
Overall time between selection,
development and evaluation from

2003 to 2007 with extension to 2009

Mainly process indicators
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COMPAQH developed indicators are mainly process

Geselecteerde doelstellingen

Pijnbestrijding
Verzekeren van
continuiteit van
patiéntenzorg

Bestrijding van
voedingsproblemen
Verbeteren van
patientveiligheid

Meenemen van het
gezichtspunt patient
Klinische praktijken

Motivatie,
verantwoordelijkheid en
evaluatie van personeel
Toegankelijkheid
Garanderen zorg-
coordinatie en preventie

indicators

Bijbehorende indicatoren die zijn getest en
beschikbaar gemaakt

* Ontwikkeling van de pijn is herleidbaar

* Patiéntdossier bijgehouden conform interne procedure

* Overdracht van patiént naar andere zorgaanbieder conform interne
procedure

* Imaging conform interne procedure

* Anesthesiedossier conform interne procedure

* Gewicht — verandering van gewicht — verandering van BMI. (ziekenhuis
kan kiezen welke indicator wordt gebruikt).

* Activiteiten tegen ziekenhuisinfecties

* Percentage besmettingen in OK (per type operatie)

* Volume gebruikte ontsmettingmiddel per patiéntdag

* Gebruikte antibiotica per 1000 patiéntdagen

* Percentage MRSA per 1000 patiéntdagen

* Tevredenheid van opgenomen patiénten (zorg, hotelfunctie, ontslag) —
nog geen standaard voor de meting gezet

* Hartinfarct - 6 indicatoren (vooral procesindicatoren zoals gebruik
aspirine, betablokker, statine, op rookstop-, hygiene- en dieetadvies)

* Hersenbloeding — 6 indicatoren (vooral procesindicatoren, tijd tot
diagnose van type, aspirine)

* Ontwerp, ergonomie en bewegwijzering van het ziekenhuis

Pro- Uit-
Ces komst
\Y%
\Y%
\Y%
\Y%
\Y%
\Y%
\Y%
\Y%
\Y%
\Y%
\Y%
\Y%
\Y%
\Y%
\Y%
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Registration of data needed for indicators N

France - COMPAQH

What/Who

Hospitals capture data especially for the
COMPAQH project from patient files or (if
available) from EPD.

How

If necessary, going back tot patient files;
Selection of indicators and necessary data did
not limit the project to existing data.

registration by providers -

number health care providers 44
compulsory (y/n)

manual - paper

manual —IT / web-tool

from admin of he-provider

from other databases

Remarks

Not based on payment/admin data as
those data are not trusted to be fully
correct.
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Data collection and analyses to calculate indicators YA

— France - COMPAQH

What/Who
* Project staff collects the specially registered
data in participating hospitals.

How
* The quality of the medical records is already

activity done by organization | yes
collecting data -

auditing health care pr.

checking quality of data

calculating indicator -

correcting for case-mix

assessed outside of the COMPAQH project by
HAS (high authority of health — independent
orgnazation setting guidelines, certification
etc. Board appointed by French government),
based on a random sample of 80 medical
records per year per hospital.

* No audit on transfer of medical record to data
set for indicator calculation.

Remarks

Not enough data for case-mix
correction.

Check on quality of medical records
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France - COMPAQH

S
Publication of indicators g
e\ /
D

What / How

* Currently, most indicators are not made
available to the public, but used for quality
improvement by participating hospitals

* COMPAQH is researching ways for publication:

» for use for accountability

* presentation of scores (classifications,
percentiles, ranking, reliability intervals etc)

 composite indices

* 13 Nosocomial infections are published in
categories A to E per hospital

Who

INSERM, (Institut national de la santé et de la
recherche médicale), large government agency
for health and medical research that staffs the
project COMPAQH.

type of info/ | pro- | gove | gene
public vider | rnmt | ral

rough data

indicator -

corrected ind.

benchmark -

rank

composite

Remarks

Only nosocomial infection rate is
publised. Other indicators only made
available to participating hospitals.
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Publication of indicators 7\

France - COMPAQH

What

The Project focuses on developing and testing
indicators. There is no maintenance cycle in
place yet.

Who

How

Remarks

Currently strong drive in France to
instill a 'culture’ of measurement and
accountability from the presidential
office.
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France - COMPAQH
Steps in the life of an indicator

Figure 1. Les étapes de la vie d’un indicateur.

2éme

qére campagne : Validation Utilisation

Conception campagne: Actualisation Qualité = =

Faisabilite étrologique Transfert Pilotage

Number of indicators per subphase
(september 2008)

18




Realized timing between 2003 and 2007 and planning of
extension to 2009 — France - COMPAQH

Activity 2003 2004 2005 2006 2007 2008 2009
Selection of goals and indicators
Validation of indicators
Comparisons of hospitals

Research into usage of quality data

Metrological/Statistical evaluation

Use of indicators:

Quality management I
Public reporting

Pay for performance
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Australia
Canada
Denmark

France

Germany
Sweden
Switzerland
United Kingdom

United States

B‘?
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Key observations and lessons from

Logo

BUNDES
A GESCHAFTS
; o™ . % STELLE
L

® ..« ¥ QUALITATS
,& ® © 5 @ SICHERUNG
[ !1(' - ..-“".. sl GGMBH

Character

Germany - BQS

Subjects: 26 compulsory
(43 developed)
Indicators: 194 (26 subjects)

Segment: hospitals

Providers: ~ 1600

Key observations

* Transparent and meticulous process to develop indicators.

*Registration for indicators can be made compulsory

* Central collection of required data and calculation of
indicators allows for thorough check of data quality

*Follow up in 'structured’ dialogue assists BQS in improving
their work, and helps improving quality of health

*Only few indicators are added each year; decision process to
cover new fields is rather slow

*Only 10% of indicators are available to the public

Lessons for the Netherlands

* Process to assure data quality with statistical analysis
followed up with discussion with hospital if data is not
valid

* "Structured dialogue" on the results with underperforming
hospitals.

* QS-grouper to identify patients for indicator calculation

* Funding per inpatient case



Perspective of the organization
Germany - BQS

Health care system in GBA
Germany The Gemeinsamer

Bundesausschuss (GBA)
is an agency based on
law.

The GBA has broad
responsibility (protocols,
Insurance coverage,
quality) and is principal
to BQS.

90% of Germans is insured
by a sickness fund
(Krankenkasse) with
premiums set at a
percentage of income
(average 14%). 10% buys
voluntary insurance.

*9 representatives pati¢nts

Patients can freely choose GBA can make the

registration and
publication of indicators
compulsory

their doctors and hospitals

Logo

Outpatient care is done
outside of the hospital in
private practices of the
specialist

(new law mean BQS has
to compete with othters
to become organisation

for indicators based in
law in a tender)

BUNDES
& GESCHAFTS

B8 AP Y STELLE

r‘. ¥ k"

P ®

* ..« ® QUALITATS
¢ ® 2 2 SICHERUNG
ol o ' o GOGMBH

Hospital beds (estimate)
50% of beds public

40% private — non profit
10% private — for profit

—
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Character of the organization

Logo

BUNDES
GESCHAFTS
&*" STELLE

® .« © QUALITATS

Germany - BQS

Type and structure

gGmbH (Limitied liability
company with social, non-
profit goal)

Central BQS with regional

W @ %, SICHERUNG (Bundeslander) LQS
ade L .....L.L‘MEH ,
satelites
Character Character

*Development of
indicators, data collection
and calculation.

e Publishes an aggregated
overview of indicator
scores on national level.

* QS discusses outlying
outcomes with individual
hospitals

Financing

Through Krankenkassen
(insurers) based on
regulation of hospital
budgets.

Budget

€1,20 per in-patient case
divided over BQS (€0.28),
LQS (€ 0.22-0.35), hospitals
(€0.58) over 16.8 mln cases
total: €20 mIn

Staff

40 FTE (at BQS level)



Selection of medical conditions for indicators VN
./

@)
Germany - BQS o
o
¢ Decision of field for which BQS should —
develop indicators by GBA subcommittees Policy info
National state -
How - current Qual. improw. -
Consensus in GBA subcommittees Pati :
atient choice
How - development and future
* Responsibility and process have changed HC sourcing
almost every second year. Accountabil.
¢ Achieving consensus with various
stakeholders (Association of medical doctors
were leading) proved difficult which lead to Remarks
establishment of GBA in 2000
* Ministry is still not satisfied with speed, so a ¢ Cumbersome decision making
new organisation (open tender by GBA; BQS process.
will participate) will be established with * Developing the qualify instrument
* right to initiate indicator development (cp AIRE instrument in NL) took 3
* focus on experts instead of stakeholders years after 3 years to reach decision.
* hospital wide indicators (like decubitus; ¢ Criteria for selection not publicly
not just one field) known (GBA process description
¢ freedom to serve other clients not available)
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BQS adds 2 subject-fields per year

[Number of Leistungsbereiche for which
indicators are developed]

2004 2005 2006 2007 2008 2009

/The number of fields added is \

limited due to:

*hospitals and insurers who
want to limit administrative
burden

e]lack of attention to indicator
development because of change
of organization (e.g.,
reorganizing position and
voting rights of doctors in GBA)

*For some fields indicators were
developed but not used (in 2003 16
fields taken out of portfolio)
because:

* Administrative burden
*No variation between hospitals
*No room for improvement

*In principle the organisation could
roll out more indicators




S
Development of indicators 4 \e

Germany - BQS

What
Develop — and maintain - set of indicators for
selected medical conditions (see maintenance)

Who

* BQS Fachgruppen support 20 GBA expert
groups (192 experts)

* GBA expert groups consist of specialists (40%
of members), hospitals, nursing, patients,
insurers ~15% each; on average 11 members)

* BQS teams consist of specialist, nurse, IT-
specialist, epidemiologist

¢ Groups that developed indicator stay on to
coordinate measurements, assess outcome and
have “structured dialogue” with hospitals with
a-typical indicator scores

How

¢ Strong focus on medical content and evidence
base (not redone if a protocol exists)

* BQS prepares decision making in expert
groups with transparent ,structured process

* Development process typically takes 2 years

type struc- | pro- out-
ture cess come

content

patient
organis.

other

Remarks

¢ BQS (and others) wishes to speed
up development

* BQS Fachgruppen filled by
nominees from GBA stakeholders

e BQS does not redo literature
research if that is already done for a
protocol. However, no formal
connection to AZQ (Medical
specialists’ center for quality
developing protocols)




Development of indicators by mixed team

Germany - BQS

100%
75% -
Nursing
Patients
50% -
Hospital
B Insurer
25% - 0
Clinician
0% -

NL BQS

* On average, 11 members

per groep

* Doctors in team are from
both the Artzenkammer
(...) and from scientific
societies

* Development team is
presided by a clinician

7

1. Forsimilar medical conditions
2. Bron: www.bgs-online.de; registratiegidsen



http://www.bqs-online.de/
http://www.bqs-online.de/
http://www.bqs-online.de/
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BQS model for indicator development

|5 © o = < ™

(@]

Kwaliteitsdoel

\/_

Implementatie
Indicatoren
Kengetallen

Risicocorrectie

Referentiebereik

Definities en
instructies

Routines en
meetmethodes

Uitgangspunt: ‘Goede kwaliteit is als....’
*Onderzoek en weging van wetenschappelijke literatuur
*BQS neemt geen patientervaringen mee

Risicocorrectie

*Per indicator vaststellen van beinvloedingsfactoren en risicocorrectie
(geen, logische regressie, additieve score, risicostandaardisatie,
stratificatie)

*Geen risicocorrectie als geen onderscheid in patientmix tussen
ziekenhuizen, als een indicator niet beinvloed wordt door risico (bijv.
al dan niet heben van een proceskenmerk), kleine aantallen, zeer
specifieke gevallen (worden besproken)

*Risicocorrectie voor 151 van 194 (78%) kwaliteitsindicatoren.

Referentie
*Per indicator verwachte waarde, doelwaarde en tolerantiebereik,
gebaseerd op internationale standaarden

Score op toepasbaarheidscriteria (‘QUALIFY")

*Relevantie

*Wetenschappelijkheid (evidence classificatie obv AHCPR (1992)
*Praktische haalbaarheid

v

Indicatoren voor 26 aandoeningen; 194 kwaliteitsindicatoren; 282 kengetallen tot nog toe ontwikkeld
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BQS timeline for indicator development and first roll out
totals 3 %2 to 4 years from initiation to roll out

What  Structured
assessment of
evidence base
for selected
field and
development
of indicators

Who  BQS team
supporting
GBA exert

group
Decision by

GBA to
proceed

Timing 6 months

Pilot testing

Selected
hospitals
coordinated
by BQS
Decision to
proceed by
GBA

12-18 months

Silzze Calcu-
Design Pilot IT ure- lati
ation
ment

Software Measurement Calculation of
development of data indicators,
and incorpo- benchmarks,
ration in rankings,
existing assessment of
systems based scores

on BQS specs

Software Hospitals BQS

industr
Y BQS wishes to speed up process e.g., by
replacing annual by continuous cycle

6 months 1 year (report 5 months
in February)
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Registration of data needed for indicators N
Germany - BQS

What
Registration of datafields specifically for
indicators

Who

* Hospitals measure using IT-system (BQS
informs IT providers 6 months prior to start of
registration for new indicator)

How
* Hospitals have to register and make available
(complete and plausible) certain data to BQS.
* QS-grouper (QS=Quality Assurance) identifies
patients for whom data has to be submitted to
BQS
* Hospital management signs for completeness
and correctness
* In 2006: 26 subjects were compulsory leading
to:
* 194 indicators
e 1584 datafields
* 2989 plausibility checks

registration by providers -

number health care providers 1600
compulsory -
manual - paper

manual - IT / web-tool

from admin of hc-provider

from other databases

Remarks

* Providers and Insurers complain of
heavy administrative burden and
some develop systems bases on
already captured data (see QSR)
although they get €0,58 per
inpatient

* GBA (so BQS) has legal obligation
to minimize administrative burden.
BQS is developing a tool to
measure administrative burden




Data collection and analyses to calculate indicators / pvs
Germany - BQS T /

What activity done by organization

Collecting data on patient level and calculating

indicators collecting data -

Who auditing health care pr.
LQ5 and BQS checking quality of data -

How calculating indicator -

correcting for case-mix

® Transmission
¢ Patient name traced back by hospital only
* Hospital name by LQS / BQS only
¢ Validation
e Statistical audit on data quality, if needed
followed by dialogue with hospitals. (400
(15%) of which 180 had not filed correctly)
¢ Random test of 20 files with 5% of
hospitals
¢ Calculation
* Risk adjusted Indicator is calculated
* “Structured dialogue” with hospitals that
scored outside of reference value

Remarks
* “No signs of systematic wrong data
submission, data quality is fair”
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S

Publication of indicators g

Country - organization e\ )
D

What / Who

Annual report of BQS discussing developments
on 100 (of 194 in 26 fiels) indicators in general
without identifying hospitals

Hospital annual report with

* Scores on 27 compulsory indicators(~10% of
total number of indicators)

* Outcome of structured dialogue (if held) on 5
point scale from quality issues to no quality
issues

¢ Voluntary publication of other indicators (of
which 6 recommended by BQS)

Non-public benchmarks of hospitals on all
indicators within each Land (or federally for
rare treatments) focused on improvement
possibilities.

How

GBA decides on public disclosure based on
assessment on (amongst others) reliability,
understandability and discriminating power

type of info/ | pro- | gove | gene
public vider | rnmt | ral

rough data

indicator

corrected ind. -
benchmark -

composite

Remarks

Data is also made availabe (at BQS
site) to external researchers on
request. Can be vetoed by GBA (veto
mainly used if not clear what will be
done with data)

Some Krankenkassen use compulsory
indicators to benchmark

Hamburg publishes more indicators




Fields with compulsory indicators
Germany - BQS

BQSLeistungsbereiche mit Dokumentationspflicht 2007

Allgemein- und GeféaRchirurgie Cholezystektomie
Karotis-Rekonstruktion
Innere Medizin / Kardiologie Ambulant erworbene Pneumonie

Herzschrittmacher-Implantation
Herzschrittmacher-Aggregatwechsel
Herzschrittmacher-Revision-/Systemwechsel-/ Explantation
Koronarangiographie und Perkutane Koronarintervention (PCI)

Herzchirurgie Koronarchirurgie, isoliert
Aortenklappenchirurgie, isoliert
Kombinierte Koronar- und Aortenklappenchirurgie

Transplantations- medizin Herztransplantation
Lungen- und Herz-Lungentransplantation
Lebertransplantation
Leberlebendspende
Nierentransplantation
Nierenlebendspende
Pankreas- und Pankreas-Nierentransplantation
Gynékologie und Geburtshilfe Geburtshilfe
Gynakologische Operationen
Mammachirurgie
Orthopédie und Unfallchirurgie Huftgelenknahe Femurfraktur
Huft-Endoprothesen-Erstimplantation
Huft-Endoprothesenwechsel und -komponentenwechsel
Knie-Totalendoprothesen-Erstimplantation
Knie-Endoprothesenwechsel und -komponentenwechsel

Pflege Pflege: Dekubitusprophylaxe
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Maintenance of indicators 7\

Germany - BQS

What

Same expert group that developed indicator

* Discusses results for Germany in Annual
Report

* Recommends changes to indicator set

* Publishes guides for quality improvement in
hospitals

¢ Discusses outcomes in “structured dialogue’
with hospitals with a-typical indicator scores

Who
Same group that develops indicator:
* 2 from medical specialists association
2 from health insurers association
2 from nursing association
2 from hospitals association
1 from medical scientific society
2 from patients association (since 2005)
Sometimes not all of these are represented
(although if they want, they can) never more

Remarks

Continuity is guaranteed with same
group over entire (and more than
one) cycle of indicator life.

Relatively low influence of doctors
compared to Dutch situation

BQS states that some more flexibility
may be better, adding/removing
members depending on stage of life
cycle of indicator
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Australia
Canada
Denmark

France

Germany
Sweden
Switserland
United Kingdom

United States

QSR — Qualitatssicherung
der stationaren Versor-
gung met Routinendaten

ASK

Die Gesundheilskasse,

H HELIOS Kliniken GmbH
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Key observations and lessons from

Logo

ASK

Die Gesundheilskasse,

I*FI HELIOS Kliniken GmbH

Germany - QSR

Subjects: 10 (17 with QSR Segment: hospitals
tracer definition)
Indicators: 33 + 4 x 17 mortality Providers: 61 (in chain)

Key observations

 Focus on existing data that is needed for financing of
hospitals by insurers and thus limiting administrative
burden of quality measurement

* Patient can be tracked over more health care providers by
coupling to insurer's database

Lessons for the Netherlands

Lessons learned on bottom-up approach — base indicators on

data available — useful for surge in indicator development

based on DIS. E.g., assess possible indicators per medical

condition along categories:

* Mortality (in-hospital, 30, 90-days and year)

* Re-admissions (differentiated to intake/exit diagnosis
(planned/non-planned not yet)

* Days in hospital

* Transfer to other hospital / nursing home



Perspective of the organization

Health care system in
Germany

90% of Germans is insured
at a sickness fund
(Krankenkasse) with
premiums set at a
percentage of income
(average 14%). 10% buys
voluntary insurance.

Patients can freely choose
their doctors and hospitals

Outpatient care is done
outside of the hospital in
private practices of the
specialist

Hospital beds (estimate)
50% of beds public

40% private — non profit
10% private — for profit

Germany - QSR

* The project is a private
sector initiative, there
is no legal basis.

e Itisinspired on the
obligation (since 2005)
to publish a bi-annual
quality report.

e Participants wish to
minimize

administrative burden

QSR project group

*Scientific
(WIdO)

| -

Logo

QSR - Qualitatssicherung
der stationaren Versor-
gung met Routinendaten

Die Gesundheilskasse,

I*FI HELIOS Kliniken GmbH




Character of the organization
country - organisation

Logo Type and structure Financing

Project organisation with Private initiative, Helios
research institute of Kliniken (chain of

AK Krankenkassen (WidO) hospitals), Health Care
Insurers

Die Gesundheilskasse,

I*FI HELIOS Kliniken GmbH Budget

Not known

Character

¢ Demonstration project
between 2004-2007.

* Public disclosure on
overall, aggregated Staff
country wide level only

* Helios uses system
continuously
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Selection of medical conditions for indicators

country - organization

What
Selection of 17 “tracers’ (sets) for which indicators
will be developed. Some tracers are normally

assumed to be in one field. Approximately 10
fields

Who
Project steering committee (Helios, AOK)

P / \ (@)
AN
D <

Policy info

National state

Qual. improw. -

Patient choice

HC sourcing

Accountabil. -

How
Criteria:
* Medical and epidemiological relevance
® Economic importance
* Areas that together give view on overall
hospital performance
* (Clearly identifiable patients
* Independent of DRG (no link to cost-
homogeneity of DRGs)

Remarks
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S
Development of indicators 4 \e

Germany - QSR

What

Operationalization of indicators for selected
conditions based on data for hospital financing.
Inclusing in/exclusion criteria (ICD 10), risk
adjustments and subcategories (mainly age
groups, gender, from/to other hospital, relevant
comorbidity)

Who - Project team

How

6 categories of indicators for each medical

condition from admin data:

Mortality (in-hospital, 30, 90-days and year)

Re-admissions (differentiated to intake/exit

diagnosis (planned/non-planned not yet)

* Days in hospital

* Transfer to other hospital / nursing home

Risk adjustment on age, gender, co morbidity

Data validity tested extensively with database
comparison, logical filters (like only women in
gynaecological procedures et cetera)

type struc- pro- out-
ture cess come

content

patient
organis.

other

Remarks

Indicators can be calculated based on
information that is already captured
for administrative purposes.
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Developed indicators N
Germany - QSR N
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S
Registration of data needed for indicators N

Germany - QSR

What
Long time standard collection of data for
financing and administration of hospital care

Who
* Hospital (primary data)
* Insurer

How

e Standard IT systems that are in use to capture
data for German DRG system

¢ Other data (e.g., insurers data to track patients
after release from hospital)

* Systems are not designed specially for quality
measurement, and have been in use for at least
a number of years.

registration by providers -

number health care providers 61
compulsory (in Helios group) -

manual - paper

manual - IT / web-tool
from admin of hc-provider -

from other databases -

Remarks

Hospital administrative and billing
data is trusted to be correct and
suitable for indicator calculation
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Data collection and analyses to calculate indicators

Germany - QSR

What
Calculation of indicators based on all necessary
datafields

Who

* Researchers in QSR project team
* Helios Kliniken for ongoing work

How

Centrally, based on patient record

Casemix correction based on age, gender and co-
morbidity

S
P<>O
QQ-

activity done by organization

collecting data

auditing health care pr.
checking quality of data
calculating indicator

correcting for case-mix

Remarks

Because data collection is based on
patient records, patients can be traced
to monitor re-admissions in other
hospitals/nursing homes and to
calculate mortality rate

Note, audit not needed/done because
use is limited to in chain hospitals
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Publication of indicators

e What/Who

Helios Kliniken uses indicators for
¢ performance based remuneration of

hospital staff

* peer reviews to identify improvements

e company wide discussion and cases for
quality management.

¢ Usage for insurers, patients and referring

doctors still in test phase.

How
Per hospital per field:

Number of relevant procedures

Indicators

Actual value / Risk-corrected value (including

95% interval)
Development over time

Benchmark with peer group

Germany - QSR

S

P
@\>O
D <

type of info/ | pro- | gove | gene
public vider | rnmt | ral

rough data

indicator -
corrected ind. -
benchmark -
rank -
composite

Remarks
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Use of results in hospital
Germany - QSR

Abbildung 1: Beispiel einer Verteilerdarstellung

100
90
80
70
60
50
40
30
20
10

Wert jedes Einzelhauses

Ihr Krankenhaus ist
schwarz markiert

Bei der Darstellung von Verteilungen
werden die Werte jedes einzelnen
Krankenhaus (z. B. Anzahl Falle,
SMR) als Balken wiedergegeben. Die
Balkeh jedes Krankenhauses werden
nach ihrem Rangplatz (Perzentil)
aufsteigend sortiert.

5 10 15 20 2530 35 40 4550 5560 65 70 75 80 85 9095 100

Krankenhéuser, nach Rangplatz (Perzentil) sortiert

Abbildung 2: Beispiel einer Trenddarstellung mit risikoadjustierten Vergleichswerten
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30

20
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In unserem Beispiel liegt die beobachtete
Rate (schwarze Linie) unter der Erwarteten.
Dies bedeutet, hier werden weniger negative
Ereignisse beobachtet als fiir das spezifische
Patientenklientel zu erwarten gewesen wéren.
Im Jahres-Trend nimmt die Rate beobachteter
negativer Ereignisse starker ab als zu
erwarten gewesen ware. Da aber der ,wahre”
Wert der erwarteten Rate tberall im
angegebenen Vertrauensbereich (KI) liegen
kann, sind die beobachteten Werte nicht
signifikant besser als die Erwarteten.
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Maintenance of indicators

Germany - QSR

What

QSR was a demonstration project.
No information on maintenance (now probably
done within Helios)

Who

How

Remarks
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Australia
Canada
Denmark

France

Germany
Sweden
Switzerland
United Kingdom

United States
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Key observations and lessons from

Logo

®  Swedish Association
of Local Authorities
4 and Regions

.6:3.. Socmlstyrelsen

HE NATIONAL BOARD OF HEALTH AND

Character

Sweden
Subjects: 13 Segment: Hospitals
Indicators: 101 Providers: >80

Key observations

*Indicators based on existing data

* Leading role for statisticians and epidemiologists

*Many indicators are for comparison of regional government
performance

Lessons for the Netherlands

Use similar approach as parallel track to develop indicators
for which no extra administrative burden is needed.

All/most of the exisiting medical databases — also from
medical scientific societies — are made available to the
National Board of Health and Welfare
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Perspective of the organization

Health care system in
Sweden

The 21 local counties
(typically 200—- 300
thousand inhabitants,
except Stockholm) are

responsible for health care.

Patients must go to the
regional hospital.

Financing by local and
national tax supplemented
by small user fee.

There is a national DRG
system for payments

Socialstyrelsen (National
Board of Health and
Welfare) is a government
agency under the
Ministry of Health and
Social Affairs.

Socialstyrelsen has to
deal with issues
concerning health and
medical care from a
holistic perspective.

Steering committee

1 J L J L ] [ I

. Natlonal Board for Health
and Welfare (agency
reporting to Ministry of
Health)

*Swedish Association of

local authorities and
regions (SALAR)

W

Logo

©  Swedish Association
of Local Authorities
b and Regions

53_. Sncmlstyrelsen

HE MNATIOMAL BOARD OF HEALTH AMD 'WE
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Character of the organization
country - organisation

Logo Type and structure Financing

Working group of
department of

@ Swedish Association epidemiology at the Board

0 of Local Authorities

and Regions of Health and Welfare
(Socialstyrelsen), agency of
-d‘ Ministry of Health and
M, Socialstyrelsen | el Budge
Character Character

Pragmatic approach based
on indicators that can be
formed from existing
databases. Publication Staff
limited to comparison of
regions.
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Selection of medical conditions for indicators e
5N

country - organization

What

* 13 subjects for care: mortality, drug
consumption, cancer survival, maternal and
neonatal care, diabetes care, stroke care,
cardiac care, orthopeadic care, other
treatments (4)

* patient experience

* Also access and costs

Who

3
,/
D

Policy info

National state -

Qual. improw.
Patient choice
HC sourcing

Accountabil.

Working group reporting to steering committee
in Nat. B. of Health and Welfare and Ass. of
Local Authorities and Regions.

How

Goals for indicators are:

* Hold hospital accountable

* Get insight in quality improvement potential
* Benchmark between provinces

Remarks

"The most important selection
criterion was the data availability"

Key use is to compare performance of
regions, not of hospitals.
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S
Development of indicators e \e

country - organisation

What
*Medical (9 subjects): 48 indicators
*Patient experience (4 subjects): 10
* Availability of care: Z
*Costs of care: 13
* Total (2006) 75
*Medical condition indicators:
survival rates
s reoperation (within certain time frames)

*implant survival
sreceived therapy
e others

Who
project team reporting to three party steering
committee (regions, Socialstyrelsen, SALAR)

How

Development process not documented (in
English)

Pragmatic approach based on existing indicators
(e.g.,, OECD, WHO, EU)

type struc- out-
ture come

content

patient

organis.

Remarks
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Registration of data needed for indicators
country - organization

What

All indicators are calculated from existing
databases, so no collection of data especially for
quality indicators.

Who
Hospitals' registration in national health quality
registers

How

The national health quality register (maintained
by county councils — funded centrally) contains
data on all medical procedures. The registry is
also used to check compliance to protocols and
norms (but compliance is not used as quality
indicator). Coverage is an issue; not all hospitals
supply complete data.

S

o

D I
registration by providers -

number health care providers >80

P

compulsory (y/n)
manual - paper
manual —IT / web-tool

from admin of he-provider

from other databases -

Remarks

» Completeness is an issue; not all
hospitals supply data to the
national health quality register.

* No audit on correctness or
completeness of data.

» If data is collected, it has to be
made available to Socialstyrelsen
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Data collection and analyses to calculate indicators ./~
Country - organisation

What/Who

The department of Epidemiology at the Swedish
National Board of Health and Welfare couples
various databases to calculate the indicators

How
Data is extracted from existing databases:

National health quality register (see slide
before)

50 national databases for specific
treatments/diseases, managed by medical
associations which have to be made available
to Socialstyrelsen

national DRG database (for augmentation and
cross check)

national patient telephone survey (42.000
polled) for patient experience

cause of death register

activity done by organization | yes
collecting data -

auditing health care pr.

checking quality of data

calculating indicator -

correcting for case-mix

Remarks

Work done by department op
epidemiology of Nat. Board for
Health and Welfare (Socialstyrelsen);

Little to no involvement of health care
professionals or managers to assess
the results
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S
Publication of indicators e/ g
Country - organisation \D/

*Ranking of regions on scores for all 21 regions public vider | rnmt | ral

rough data
* Three indicators are reported on hospital level:

s rectal cancer reoperation rate within 30 days
*stroke patient dependency on others with corrected ind.
ADL 3 months after stroke

indicator

s reperfusion therapy for patients with ST- benchmark
segment elevation myocardial infarction (<80 rank -
yrs) composite
Remarks
Only 19 of 101 indicators (2008) are
shown with hospitals identified. For
Who/how those there was consensus on data
Annually in joint report by the Swedish quality and absence of case-mix
Association of regions and local authorities and effects.
the Swedish National Board of Health and
Welfare.
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Maintenance of indicators 7\

country - organisation

What

Number of indicators increased from
2005: 57

2006: 75

2007: 101

Between 2006 and 2007, 20 indicators have been
changed; these could be recalculated so scores
can still be followed in time

Who

Team from the National Board of Health and
Welfare and the Ass. of local authorities.

How

Evaluation of indicators from a
statistic/epidemiological standpoint only; no
involvement of health care professionals or
managers

Remarks

Earlier focus on public health shifts to
focus on performance of providers in
the health care system.

The current indicators could be
distilled from available data and are
defined by civil servants working
group (statisticians and
epidemiologists).

" In the next phase, other parties need
to be involved as the new indicators
will lead to more discussion. "

A more structured approach is
currently under discussion.
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Australia
Canada
Denmark

France

Germany
Sweden
Switzerland
United Kingdom

United States
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Key observations and lessons from
Switzerland — Verein Outcome

Logo

OUTCOME

Character

/.\

Subjects:19 Segment: hospitals

Indicators: 118 Providers: 54 (39 groups)

Key observations

Lessons for the Netherlands

*Strong role of hospitals in development of indicators.



Perspective of the organization
Switzerland — Verein Outcome

Health care system in
Switserland

The 23 cantons are

responsible for regulation
of health care resulting in
slightly different systems.

Cantons set prices hospitals
can charge to insurers, and
decide eligibility of
hospitals to deliver care
covered by the basic
insurance package to
patients.

Insurance is compulsory

7~

The canton of Zurich
started a project
(LORAS) to allocate
resources to hospitals
based on performance
(1997-1999).

In 2000 the Verein

Outcome was founded to
stimulate quality under
the new Health care
insurance laws (KVG)

Verein Outcome is
initiated in the Zurich
canton. There are now 3
partner cantons.

‘

Qualitatskommission

3 votes per party — decision
with % majority:

* Verein Outcome (2)

* Hospitals (2)

*Swiss insurers Ass. (2)
*Patient Ass. (1)

*Medical Soc, Zurich (1)

* Kanton Zurich (1)

* Other Kantons (1)

Logo

OUTCOME




Character of the organization
Switzerland — Verein Outcome

Logo

OUTCOME

Type and structure

Association of hospitals,
insurerers and patient
organisation.

No legal authority it self,
but cantons ensure that
hospitals that cooperate get
extra funding

Character

Character

Verein Outcome supplies
results to participating
hospitals only.

Financing

reimbursement in tariffs to
cover costs of registration

Budget
0,2% of participating
hospital budget

CHF 2,8 mIn
EUR 1,8 mIn

Staff

~20 FTE
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Selection of medical conditions for indicators
Switzerland — Verein Outcome

What

18 indicators in 5 categories:
» Diagnoses related (6)

* Non-diagnosis related (5)
* Output (4)

» Patient (2)

* Long term care (1)

Who
The quality commission.

How

* Areas that together give a view on overall
hospital quality

* High volume

* Discriminating between hospitals

SV
N

(@)
D <
o men s b

Policy info

National state

Qual. improw. -

Patient choice
HC sourcing

Accountabil.

Remarks

System is driven by political
responsibility for health care in
cantons.
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S
Development of indicators Ve \e
. . P
country - organisation \D/ ;

What type struc- | pro- out-
19 subjects in 4 categories: ture cess come
* Patient satisfaction
. content
* Output(4) e.g, discharge management,
operations planning patient -
 Diagnosis independent (4) e.g, re-admissions,
decubitus organis.
* Diagnosis related (7) e.g., hip replacement,
q diciti other
ppendicitis
Remarks
How
"Working with staff from actual
_ hospitals and insurers - instead of
* Approx1mately 4 years from start to use of with staff of the associations - has
indicators helped in developing indicators"

* Not based on data availability in IT systems
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Registration of data needed for indicators
Switzerland — Verein Outcome

What registration by providers -

* Registration of data especially for the sl G SR E

'Outcome’ indicators compulsory (y/n)
* Data from patient file to database
* Y2 hour per patient for heart infarction
* 3 min per patient for decubitus manual — IT / web-tool
* Availability in admin IT system was nota from admin of he-provider
driver for development. Later, some IT
systems added relevant dat fields

manual - paper

from other databases

Who

Remarks

"Some measurements (e.g., discharge
management) do not relate to teh
organization as no single person is
How responsible for all discharges in a
hospital"

Clinicians in patient file, staff transferring patient
file to database

Hospitals are refunded for registration in tariffs
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Data collection and analyses to calculate indicators ./~ ™
Switzerland — Verein Outcome \6 Q_

What / Who

* Verein Outcome collects data and calculate
indicators

* Too few cases for the right level of casemix
correction

*No audit on data (results are used by the
hospitals themselves only)

How

activity done by organization

collecting data

auditing health care pr.
checking quality of data
calculating indicator

correcting for case-mix

Remarks

"Data quality is still problematic; lack
of discipline leads to lacking
completeness and precision”
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S
Publication of indicators e/ g
Switzerland — Verein Outcome \D/

type of info/ | pro- | gove | gene
public vider | rnmt | ral

What / Who / How rough data
» Benchmark information for participating indicator -
hospitals. corrected ind.
* No public information on results available benchmark -
* Verein Outcome organizes workshops for ehcimar
participating hospitals to discuss results and rank
quality improvement potential composite
Remarks

Publication of results outside of
participants is currently under
discussion
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Maintenance of indicators
Switzerland — Verein Outcome

What

* Verein Outcome continues to work on new
indicator projects.

* No clear evaluation criteria for periodic
evaluation published

Who

How

Remarks




Verein Outcome — belangrijke lessen

Wat Verein Outcome niet heeft gedaan maar wel
had moeten doen...

* Sluit aan bij de organisatiestructuur van ziekenhuizen.

* Als de indicator niet aansluit op de organisatie,
gebeurt er weinig mee.

* Sommige metingen zijn interdisciplinair, maar
in het ziekenhuis in ‘silo’s” georganiseerd
(bijvoorbeeld ontslagmanagement waarvoor
vaak geen overall verantwoordelijke is)

* Hanteer een driesporenbeleid
* Centrale inhoudelijke ontwikkeling
» Wat doen vezekeraars, politiek en patienten
met de indicatoren
* Wat doen ziekenhuizen met de indicatoren (zie
boven)

* Overwin bezwaren van artsen
» Steek tijd en energie in uitleg dat
kwaliteitsverbetering op systeemniveau
werkzaam is, niet op patientniveau. Anders
focuseren artsen teveel op case-niveau wat leidt
tot procesindicatoren

Wat Verein Outcome heeft gedaan en wat cruciaal
was voor de successen...

* Plaats de ontwikkeling nadrukkelijk in een ‘sociale
context’ met de gebruikers van de indicatoren

* Organiseer bijeenkomsten voor diegenen die de
gegevens moeten verzamelen en die op basis
van de resultaten verbeterplannen gaan
opstellen.

*Richt je niet alleen op het beschikbaar maken
van de getallen, maar juist op de follow up

* Veranker deelname door verplichting om mee te doen
met financiele gevolgen (in Zwitserland kan kanton
deelname afdwingen)

* Werk zoveel mogelijk met diegenen die het echte werk
moeten doen. Dus niet met medewerkers van de
ziekenhuis-, verzekeraar- koepels, maar met
medewerkers van verzekeraars/ziekenhuizen en
arsten.

Bron: telefonisch interview directeur Verein Outcome
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Australia
Canada
Denmark

France

Germany
Sweden
Switzerland
United Kingdom

United States
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Key observations and lessons from

Logo

Heulthcu@

Commission

Character

UK - HCC

Subjects: 10 "Better metrics" Segment: hospitals , mental
Indicators: ~ 130 (of which ~ care, long term care

63 subindicators) Providers: ~180 trusts, 300
(primary care not included PCT's

here)

Key observations

e HCC uses data already collected for other purposes
* Diffusive approach to development of indicators

Lessons for the Netherlands

Bundling of ‘inspecting’, ‘informing’ and ‘improving’ has led
to unclear situation and relatively few outcome indicators
(for hospitals)



Health care system in UK

e The health care sector is

strongly centralized in
the National Health
Service (NHS).

~ 180 Trusts deliver acute
and specialist hospital
services.

~300 Primary Care Trusts
(PCT’s) commission the
primary care regionally
The ~28 Strategic Health
Authorities (SHA) are
regional regulators for
Trusts and PCT’s

The Health Care
Commission (HCC)
checks safety and quality
of health care providers
Monitor focuses on
regulation on the
elements of competition
introduced recently.

UK - HCC

[ The Ministry of Health

coordinates health care
which is delivered by the
NHS. HCC assesses,
ranks and reports on the
performance of health
care organisations in the
NHS and independent
sector:

* Inspecting — inspect
quality and value
Informing — to
equip patients with
the best possible
information about
the provision of
health care
Improving - to
promote
improvements in
health care and
publice health

Perspective of the organization

Department of Health

| IN— ) E— ) S— [ I
The Health Care
Commission (HCC) reports
to the Minister of Health

Majority of 14 commis-
sioners most not be a health
care professional or hold a
paid position with NHS

14 members

A"

Logo

Healthcare @ ‘

Commission
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Character of the organization

UK - HCC

Logo Type and structure
Government agency
Indicators are part of
' ‘ strategic goal ‘providing
Healthcare @ authoritative, independent
Commission and relevant information’
Character Character
HCC develops and

measures indicators for
various goals. Goals are set
outside of HCC for various
programs.

Financing

Government, tax funded

Budget

Informing: GBP 3 mIn
HCC total

Costs: GBP 79 mIn
Income: GBP 9 miln
(fees to independent sector)

Staff
Informing :30 FTE
HCC total:
* 7 managerial
* 697 support staff
* 154 temporary/interim
* 858 total
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Selection of medical conditions for indicators 5\
UK - HCC \D/

Selecting fields for which indicators are needed
for at lease five different goals (see next slide) Policy info

National state -
Qual. improw. -

Patient choice

Who HC sourcing

Many governmental stakeholders are involved, Accountabil.
various roles are not always clear (see next)

Remarks

Need for indicators is very diverse
and depends strongly on political
How agenda

Ranging from pragmatic approach based on
existing indicators (e.g., in Premier, US) to
criteria set by Ministry of Health (see next)
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Programme

* Quality of care -
“Better metrics”
project

» “Health and
social care
standards and
planning
framework”

* HQID hospital
quality incen-
tives (pilot North
West)

* “Quality
outcome
framework”
incentives for
primary care

* Organizing
efficiently

Selection of fields and indicators

UK - HCC

Organisation

* HCC commissions others to
develop 'metrics'.

* Cooperation with NICE
(medical protocols)

* HCC translates annual goals
set by Department of Health
into indicators

* Advancing quality (Strategic
Health Authority North
West)

* Health Care Commission
* Participation of PCTs
(primary care trusts)

* NHS institute for innovation
and improvement met Dept.
Health en SHA’s

Selectiecriteria

Pragmatic, per area of
attention of Department of
Health National Clinical
Directors

HCC chooses indicators to
measure performance against
standards and targets set by
Min. of Health, based on
existing data sets

Pragmatic approach, based on
available indicators from the
US (Premier) and relevance

Linked to reimbursment of

PCT's

Areas with potential for
efficiency improvement

Number of indicators

9 disease areas; GP's;
R&D; Elderly care

Acute care 13
Primary care 21
Ambulance 4
Mental health 2
mainly structure / proces

Heart attack, pneumonia,
heartfailure, hip/knee
replacement, CABG

135 indicators over 4
domains; clinical, specific
diseases (19),
organization, patient
satisfaction

15 indicators for efficiency
improvement
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S
Development of indicators , \e
UK - HCC - “Better metrics’ N\

What

8th version of set of ‘better metrics” indicators in
2008 (1st in 2004).

NB Many indicators for health status of
population for which PCT is responsible.

Who/How

1.

Project manager from each SHA is linked to
National Clinical Director (NCD, health care
clinical content leaders in Min. of Heath) and
together form team of 2 to 3 other people.

. Team proposes ~10 indicators for subject of

NCD based on
*NHS guidelines for good indicators;
*Team’s insights for development route
e Importance of field (not data availability)

. Small advisory council (appointment policy

not clear) gives feedback

. Public consultation that may lead to adaption

of indicators

type struc- out-
ture come

content

patient
organis.

other

Remarks

Process seems to leave much room for
team to set their own strategy

Teams can outsource development to
third party for contract research

"Better metrics" project is
discontinued
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Features of a good measure
UK - HCC

Features of a good measure:

Q=

aligned to the overall aims of improvement

is supported by a strong evidential link to the aims/outcome of
improvement

is consistent with other measures linked to the aims of
improvement

can be measured in a timely way

can be directly influenced by the organisation whose
performance is being managed

has comparators — either to itself (trends) or externally
(benchmarks)

is part of a suite of measures which, taken together, reflect on a
reasonable proportion of the work of the service concerned
ideally, the measure would relate to a critical point in a system or
pathway and function as a marker for that system or pathway
does not result in perverse incentives

. the effort of data collection does not outweigh the benefits of

using the measure
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Registration of data needed for indicators

UK - HCC

What
Data for indicator calculation is collected on an
individual patient level.

How

Use of compulsory, routinely collected data

e HCC uses national databases (Data for Quality
of Outcome framework is based on annual
automatic download from PCT information
systems)

¢ NHS has unit for software support

* Providers are fined if data is not delivered
correctly or not in time.

¢ Databases are held responsible for validation

e Ratification with providers possible before
data is processed into ratings

Participation in indicators-programmes that
require data that is not routinely collected
(such as 'better metrics') is not compulsory

registration by providers -

number health care providers
compulsory

manual - paper

manual —IT / web-tool

from admin of hc-provider -
from other databases

Remarks

Responsibility for data quality is
delegated to database owner. Not
clear how data quality is assured.
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Data collection and analyses to calculate indicators VIR
UK - HCC \6

What activity done by organization | yes

Central collection of routinely captured data — collecting data -
demands on central database not clear

auditing health care pr.

checking quality of data

calculating indicator -
Who

correcting for case-mix

Remarks

No information available.

How
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What

National
targets

Metrics /
indicators

Specific
indicators

Publication of indicators
UK - HCC

How

* All national targets per trust and
overall
* Indicators on 3 point scale
* Score on target on 4 point scale

* Annual report check with 4 points
scale including quality indicators
based on thresholds, absolute/relative
score and composite indicators.

* QOutside of 'better metrics', separate
websites for specific outcome
indicators (e.g., heart surgery
mortality rate per hospital) based on
initiatives from scientific medical
societies

* Mirror information for quality
improvement in hospitals (with
software support by NHS) for
hospitals only

type of info/ | pro- | gove | gene
public vider | rnmt | ral

rough data
indicator
corrected ind.

benchmark

rank

composite

Remarks

No patient choice info on level of
procedures

Better metrics results not publicly
available.
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Maintenance of indicators 7\

UK - HCC N/

What Remarks
Changes to- additions to set of

indicators appear to be driven by
political processes.

Who

How
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Canada
Denmark
France
Germany
Sweden
Switserland

United Kingdom

> United States
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Key observations and lessons from
US CMS-Premier HQID

Logo Subjects: 5 Segment: hospitals
Providers: 260 in US
Indicators: 34

Key observations

* Links pay to performance in early stage of indicator
lifecycle

e Strong emphasis on informing participants with
PREMIER accountmanagers

Character

Lessons for the Netherlands

 Linking a bonus to indicators resulted in high place on
hospital management agenda
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Perspective of the organization

Health care system in US

CMS the federal Center for
Medicare and Medicaid
Services pays for ~1/5 of
health care.

US — CMS - Premier HQID

HQID

Hospital Quality
Incentive Demonstration
links payments of
hospitals to score on
indicators

October 2003-June 2007
extended to 2009

Support for HQID project board by subcommittees on
e Communication (marketing, branding, media, internal

communication)

* Data (tools, analsyes, information governance, privacy

protection)

* Indicators (with subsub-committees per field)

HQID project board
J L J L J | - -
N A
CHECK
Logo

PREMIER
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Character of the organization
US — CMS - Premier HQID

Logo

PREMIER

Type and structure

® Premier Inc.is a
company owned by 200
US not-for-profit
hospitals

* CMSis largest US payor
of health care

Character

Character

HQID selects few, already
developed indicators. The
project collects the data at
the patient level. Usage of
indicators is focused on
incentives although results
are partly publicly
available.

Financing

From CMS budget

Budget
uUsS

Staff
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Selection of medical conditions for indicators
US CMS - Premier HQID

What/Who
Indicators that can be coupled to an incentive
programme selected by HQID project board.

* AMI

*CABG

*Heartfailure

*Pneumomia

e Total hip/knee replacement)

*High cost, high health care quality impact and
high improvement possibility

SV
N

(@)
D <
o men s s

Policy info

National state

Qual. improw. -

Patient choice

HC sourcing -

Accountabil.

Remarks

Indicators are part of an incentive
programme, so need to be select
indicators that are not under
discussion
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S
Development of indicators e \e

US — CMS — Premier HQID N

What

Already available indicators for 5 selected fields
Mainly process indicators (e.g., aspirin
administered and prescribed for heart failure)

How/Who
Existing indicators for high volume care that
have been extensively tested on validity and
reliability in the US by organisations such as:
*National Quality Forum
*Center for Medicare and Medicadi Services
*Joint Commission on Accreditation of Health
Care Organizations (JCAHO)
* Hospital Quality Alliance (HQA)
*The Leapfrog Group
*3M (Patient Refined DRG)
* Agency for Heath Care Research and Qualtiy
(AHRQ)
*Surgical Infection Prevention (SIP)

type struc- pro- out-
ture cess come

content - ///

patient
organis.

other

Remarks

Only exisiting indicators that were
thorgoughly tested on validity and
clear definition




Widely accepted clinical indicators

Acute myocardial infarction (AMI)
Aspirin at arrival
2 Aspirin prescribed at discharge
i ACEIfor LVSD
4 Smoking cessation advice/counseling
Beta blocker prescribed at discharge
Beta blocker at arrival
Thrombalytic received within 30 minutes of hospital arrval
PCI received within 120 minutes of hospital arrival
Inpatient mortality rate

Coronary artery bypass graft (CABG)
Aspirin prescribed at discharge
2 CABG using intermal mammary artery
3 Prophylactic anfibiotic received within one hour prior to surgical incision
- Prophylactic antibiotic selection for surgical patients
5 Prophylactic antibiotics discontinued within 24 hours after surgery end ime
Inpatient mortality rate
Post operative hemaorrhage or hematoma
Post operative physiologic and metabolic derangement

Heart failure (HF)

Left Ventricular Systolic (LV3) assessment
2 Detailed discharge instructions

To ACEI or ARB for LVSD
4 Smoking cessation advice/counseling

Community-acquired pneumonia (CAP)

Percentage of patients who received an oxygenation assessment within 24
hours pricr to or after hospital arrival

Initial antibiotic selection
Initial antibiotic consistent with current recommendations - [CU
Initial antibiotic consistent with current recommendations - Non ICU
Blood culture collected prior to first anfibiotic administration
Influenza screeningfvaccination
Pneumococcal screeningvaccination

Antibiotic timi ﬁmnmgeuf monia patients who received first dose of
antibiotics mﬁr:!l!n ur hours afte?nhapltal arrival

Smoking cessation advice/counseling

Hip and knee replacement

Prophylactic antibiotic received within one hour prior to surgical incision
Prophylactic antibiotic selection for surgical patients

Prophylactic antibiotics discontinued within 24 hours after surgery end time
Post operative hemorrhage or hematoma

Post operative physiologic and metabolic derangement

N

Tronsforming Heolthcore Together
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Registration of data needed for indicators
US — CMS - Premier HQID

What

Data at the patient record level based

Premier has grouper software identifying the
individual cases from the admin data for which
quality indicators have to be collected.

Who
Hospital staff member (approx. 1 FTE per
hospital for 30 indicators in 5 fields)

How

* Collection of data from patient records with
Premier webtool (manually copying data from
patient file to webtool) or automatically from
hospital EPD

registration by providers -

number health care providers
compulsory (y/n)

manual - paper

manual — IT / web-tool

I
7

from admin of hc-provider

from other databases

Remarks

Registration involves capturing data
from patient file requiring 1 full time
employee per hospital.
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Data collection and analyses to calculate indicators / pvs
US — CMS — Premier HQID N /

What

Collecting data
Auditing received data
Calculating indicators

Who
US: Premier Inc

How

* Data is collected via webtool

® 200 rules for automatic audit with possibility
for update by hospital in case of issues

* Comparison of sample of delivered data to
patient files (US: 7 files per hospital per
quarter because of CMS regulations)

* Indicators are calculated by Premier

¢ “No validation = no money”

activity done by organization
collecting data -
auditing health care pr. -

checking quality of data

calculating indicator

correcting for case-mix

Remarks

Auditing also at the source
(comparing patient file to submitted
data) to ensure correctness.
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US — CMS - Premier HQID

S
Publication of indicators g
e\ /
D

What

Composite Quality Score per field; a weighted
score based on several indicators (see Hospital
Core Performance Measurement Project) and
corrected for case volume, missing values, case
mix.

Composite score for process and for outcome

Who
Published by Premier Inc (US)

How

Hospital score on indicator is made public for
hospitals in the top 50%. If a hospital has lower
score, score is not made public.

type of info/ | pro- | gove | gene
public vider | rnmt | ral

rough data
indicator
corrected ind.

benchmark

rank m
composite m

Remarks

The general public learns of the
composite score for better than
average hospitals only




COMPOSITE QUALITY SCORE - AMI EXAMPLE

COMPOSITE PROCESS SCORE (CP3)

Process Measwres Numerator Denaominator Weight
Aspirin at Arrival &0 &0 1.9
Asparin at Discharge 55 LS 1.4
BACEl or ARR for LVED 53 56 1.9
Emaoking Cezzabtion Counseling 55 Gl 174
Beta Elocker at Discharge 63 63 1.4

_.T.:I:l. Elocker at Arrival 59 b1 1/9
u:rﬂﬁi’:‘l}tt Seceived Witain 30 Winutes 35 48 1/9
PCl Within 120 Minutes of Hosprtal Arrival 27 3 1.9
Total Process Components 407 438 B9 gr factor of 0.89
COMPOSITE PROCESS SCORE 407 £ 438 = 0.9292 thes ({0.9292 x 0.89) x 100) = 8265
Cutcome Measure Weight
Impatizmt Mortality Rate - Actual 0.0476
Impatisst Mortabity Bate - Expected 01161
Actual Zurvivel Rate = 1 - 00476 0.9524
Expected Survival Rate = 1 - 0.1161 0.8339 173 or factor of 011
Composite Dutcome Score
Survival Index = Actual Survival Rate £ 09524 /0839 =1.0775 then ({1.0775 x O.UT) x 1005 = 11.85%
Expected Survival Exte
Composite Quality Score

Lomposite Frocess score 82 5ok
Composite Outcome Soore 11.85%

Taotal

82.69%+ 11.85%= 9454k

AMI COMPOSTE QUALITY SCORE = 94.54%
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US — CMS - Premier HQID

S
Publication of indicators g
e\ /
D

What
Score is used for incentive payment

Who
CMS is payor to hospitals

How

Extra payment in specific clinical area:

15t decile: 2%

2nd decile: 1%

Penalty for lacking improvement by low
performers. Hospitals in 10t /9t decile have 2
years to get level above that deciles level.
Underachievement leads to 2%/1% reduction on
tariffs in specific clinical area.

type of info/ | pro- | gove | gene
public vider | rnmt | ral

rough data
indicator
corrected ind.

benchmark

rank m
composite m

Remarks

The general public learns of the
composite score for better than
average hospitals only




Dramatic and Sustained Improvement

Avg. improvement

across all clinical areas CMS HQID Composite Quality Score

for median CQS (15 oo sa B o
quartEI"S) October 1, 2003 - June 30, 2007 (Year ‘:]:nmc: 2 Final Data; Year 3 and 4 Preliminary
17.3% '
Clinical Area HEEE o &
Improvement 5 i
AMI (heart 8.0% ‘; H
attack) s z
CABG 12.7% S 5
(Coronary 8
Bypass)
AN CABG Pneumonia Heart Fallue Hip and Kneg
Pneumonia 23.5% Ciinical Focus Area
Heart FallurE 29.3% m4Q03 1004 w2004 3004 mAQD4 w1005 2305 w3005 w4005 w1006 m2006 3006 m4AQDE 1007 = 2007
Hip & Knee 12.9%

5

Transforming Healthcore Together
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What

Who

How

Maintenance of indicators
US — CMS - Premier HQID

Remarks
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Canada
Denmark
France
Germany
Sweden
Switserland

} United Kingdom

United States

North West
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Key observations and lessons from
UK - Strategic Health Authority Northwest

Logo Subjects: 5 Segment: hospitals
Providers: 26 (40 hospi-
Indicators: 30 tals) in North West UK area
Key observations
* High profile demonstration project as part of drive towards
quality in the UK
North West * Pilot in selected area with potential for uptake by other
NHS regions.
Character

Lessons for the Netherlands

* Clear acceptance of quality indicators by professionals

+ Strong emphasis on usage of indicators for quality
improvement

* Very intensive communcation with and assistance for
hospitals

+ Taking “sceptics’ on a field trip convinced them




Perspective of the organization

UK - Strategic Health Authority Northwest

Health care system in UK

* The health care sector is
strongly centralized in
the National Health
Service (NHS).

* ~ 180 Trusts deliver acute
and specialist hospital
services.

¢ ~300 Primary Care Trusts
(PCT’s) commission the
primary care regionally

* The ~28 Strategic Health
Authorities (SHA) are
regional regulators for
Trusts and PCT’s

e The Health Care
Commission (HCC)
checks safety and quality
of health care providers

* Monitor focuses on
regulation on the
elements of competition
introduced recently.

The Darzy report
(strategic review for
NHS) signalled a need to
move towards more
focus on quality in NHS

health care

Advancing Quality is a
demonstration project

Good quality performers
will be rewarded extra

Advancing Quality project
board

NV

*Strategic Health Authority
*1 doctor per condition (5)
*CEQO'sof 4 trusts, 5 PCTs
*British Medical Association
* NICE (protocols)
*Department of Health

Logo

North West
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Character of the organization
UK - Strategic Health Authority Northwest

Logo

North West

Type and structure

* Demonstration project

e Started 2008

e Evaluation in 2009 with
decision on continuation

Character

Character

Focus on implementation;
selection and development
done on basis of US
experience (see Premier)

Focus on data collection,
publication and quality
improvement in hospitals

Financing

“New” money, made
available

Budget

GBP 10,6 mIn (EUR 14 mln)
(50% of which will be
distributed to participants
in the form of reward
payments)

Staff

* Project leader

* 2 Team members

* 1 Data expert

2 staff from Premier
(nurses)
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Selection of medical conditions for indicators
UK - Strategic Health Authority Northwest

What/Who
Copy from Premier programme in US

Indicators that can be coupled to an incentive
programme :

* AMI

*CABG

*Heartfailure

*Pneumomia

e Total hip/knee replacement)

*High cost, high health care quality impact and
high improvement possibility

P / \ (@)
AN
D ¢

Policy info

National state

Qual. improw. -

Patient choice

HC sourcing -

Accountabil.

Remarks

Indicators are part of an incentive
programme, so need to be select
indicators that are not under
discussion

Five fields are highly relevant to the
NorthWest population and generally
accepted by clinicians
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S
Development of indicators e \e

UK - Strategic Health Authority Northwest N

What

Already available indicators for 5 selected fields
Mainly process indicators (e.g., aspirin
administered and prescribed for heart failure)

How/Who
Copy from Premier Inc definitions
No reassessment of evidence base et cetera

Indicator definition was adapted to UK situation:

e ICD9toICD 10

* Local situation (e.g., more work in ambulance
in UK vs emergency room in US)

¢ Adapting about 4 months

Testing in UK (focus on data collection, ‘more
how to do it, now show stopper’) in 7 lead
hospitals for 3 months. Jan-Mar testing;
April roll out; October start data collection .

In future, PROMS (patient reported outcome
measures) will be included

type struc- | pro- out-
ture cess come

content - ///

patient
organis.

other

Remarks

Adapt indicators to local situation, do
not do work again that was already
done in the US

Plans to incorporate Patient Reported
Outcome Measures (PROMS) in
future




Advancing Quality — selected measures
UK - Strategic Health Authority Northwest

Acute myocardial infarction

(AMI)

01 Aspirin at arrival

[ Aspirin prescribed at discharge

(1 ACEI or ARB for LSVD

[ Smoking cessation advice/counselling
(1 Beta blocker at arrival

) Beta blocker prescribed at discharge
00 Thrombolytic received 30 minutes of
hospital arrival

01 PCI received within 90 minutes of
hospital arrival

0 Inpatient mortality rate

Measures
adapted from

Premier (US)

Coronary artery bypass graft
(CABG)

[0 Aspirin prescribed at discharge

(1 Prophylactic antibiotic received within
one hour prior to surgical incision

(1 Prophylactic antibiotic selection for
surgical patients

(1 Prophylactic antibiotics discontinued
within 48 hours after surgery end time
(1 Inpatient mortality rate

Heart failure (HF) Left Ventricular Systolic (LVS)
assessment

[1 Detailed discharge instructions

1 ACEIl or ARB for LVSD

[1 Smoking cessation advice/counselling

Community-acquired

pneumonia (CAP)

[J Percentage of patients who received
an oxygenation assessment within 24
hours prior to or after hospital arrival

[J Initial antibiotic selection

[J Blood culture collected prior to first
antibiotic administration

[J Antibiotic timing, percentage of
pneumonia patients who received first
dose of antibiotics within six hours
after hospital arrival

[J Smoking cessation advice/counselling

Hip and knee replacement

[J Prophylactic antibiotic received within
one hour prior to surgical incision

[J Prophylactic antibiotic selection for
surgical patients

[J Prophylactic antibiotics discontinued
within 24 hours after surgery end time
[1 Recommended Venous
Thromboembolism prophylaxis
ordered

[J Appropriate Venous
Thromboembolism prophylaxis within
24 hours prior to surgery to 24 hours
after surgery

[J Re-admission rates

Source: SHA-NW



AQwill include PROMS in the future
UK - Strategic Health Authority Northwest

PROMS = Patient Reported Outcome Measure

Self Care

*No problems with [self care

*Some problems washing or dressing

e Unable to wash or dress

Mobility

&
°*No problemsin  ___
walking about

*Some problems in
walking about
*Confined to bed

Usual activities

*No problems with
usual activity

*Some problems
with usual activity

*Unable to perform
usual activity

/

Pain

*No pain or
discomfort

*Moderate pain or
discomfort

* Extreme pain or
discomfort

\ Anxiety/Depression

*Not anxious or
depressed

*Moderately
anxious or
depressed

* Extremely anxious
or depressed

Source: SHA-NW
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Registration of data needed for indicators N
UK - Strategic Health Authority Northwest \D/ o4

What
Data recorded in patient files by consultant

Who

Hospital staff member; approx. 1 FTE per

hospital for 30 indicators in 5 fields(paid for by

Advancing Quality programme)
At St. Helens, nurse dedicated to the

programme following the patients on their
clinical path and assuring clinicians document

properly

How

* Collection of data from patient records with
Premier webtool (manually copying data from
patient file to webtool) or automatically from

* Hospital also sees individual data fields, SHA

hospital EPD

only hospital level

registration by providers -

number health care providers
compulsory (y/n)

manual - paper

manual — IT / web-tool

I
7

from admin of hc-provider

from other databases

Remarks

Registration involves capturing data
from patient file requiring 1 full time
employee per hospital.




Data collection and analyses to calculate indicators / pvs
UK - Strategic Health Authority Northwest T /

What
Collecting data, auditing received data,
calculating indicators

Who

Data at the patient record level is sent to Premier

(US). Premier has grouper software identifying

the individual cases from the admin data for

which quality indicators have to be collected.

* Support for data collection, calculation and
general programme support tendered (2
reactions)

How

* Data for patients identified by grouper
software is collected via webtool

* Indicators are calculated by Premier

* 200 rules for automatic audit with possibility
for update by hospital in case of issues

* UK Audit committee has rules for validity and
completeness of patient files

activity done by organization
collecting data -
auditing health care pr. -

checking quality of data

calculating indicator

correcting for case-mix

Remarks

* Data collection at patient level

* Auditing also at the source
(comparing patient file to submitted
data) to ensure correctness.

* Checks on data completeness and
correctness: “There is a huge
industry behind that”.
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Publication of indicators e/ g
UK - Strategic Health Authority Northwest \D/

What

Hospital score on individual indicators (the
programme is not compulsory, part of signing up
is publication of results)

Who
SHA -NW

How

Performance improvement support (nurse from

Premier)

* self assessment — how to use data to improve,
what methods (six sigma etc)

* visit on the ground report to the organisations
with improvement tips

 Teaching how to use the data.

No national agreement on risk adjustment

type of info/ | pro- | gove | gene
public vider | rnmt | ral

rough data

indicator -

corrected ind.

benchmark

composite

Remarks

SHA -NW supports performance
improvement on basis of the quality
indicators




Top performers will be rewarded
UK - Strategic Health Authority Northwest

Year 1 The top performing two quartiles will receive between
two and four per cent top-up on national tariff to the
value of up to £3.2 million; PROMs will be up to £1
million.

Year 2 Actual incentive payment is yet to be agreed but will
reward top performance, attainment and most
improved for clinical outcomes, PROMs and patient
experience.

Ambulances Ambulance reward scheme: Performance rewarded by

a 25 per cent top slice of hospital top performers for
attainment and most improved.

Source: SHA-NW
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Maintenance of indicators 7\

UK - Strategic Health Authority Northwest A

What

Succesfull implementation of the programme
(cyclical maintenance not yet foreseen as roll out
just started)

Who

* SHA-NW leadership engages hospital and
clinicians

* Project team available for informal discussions

How

Hospital management

* Getting chief executive of hospital on board is
crucial for succes — this is more than just data
collection.Goals are presented to to board,
executive team

 Every hospital is visited (24 trusts, 24 PCT)

Clinicians

* Leading clinicians with broad experience need
to publicly back the programme

Remarks

Very high intensity programme with
many ‘contact moments’
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Australia
Canada
Denmark
France
Germany
Sweden
Switzerland

United Kingdom

> United States
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Key observations and lessons from
US - AHRQ

Logo Subjects: 19 Segment: all
Indicators:
Providers: none

AHRQ Agency for He:
Key observations

* Key role for academics in developing and maintaining
indicators

Character

Lessons for the Netherlands

* Systematic approach to use administrative data to develop
indicators
* Explicit category of safety indicators
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Health care system in the
UsS

US - AHRQ

AHRQ is part of the US
Dept. of Health and
Human Services.

AHRQ is the lead agency

charged with supporting
research designed to
improve the quality of
health care, reduce its
cost, and broaden access
to essential services

Perspective of the organization

Ministry of Health

Advisory Council for Health
care Research and Quality
(recommendations only)

*21 members

7 Federal agencies

*Health care plans

*Providers

*Purchasers

*Consumers

*Researchers

Logo

AHRQ Agency for He:
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Character of the organization

Logo

AHRQ sgency for He:

US - AHRQ

Type and structure

Government agency

Character

Character

AHRQ does not use
quality indicators itself,
but makes them available
to CMS and others.

Financing

US Min of Health and
Human Services

Budget
$268 mln for Research on

Health Costs, Quality and
Outcomes.

Staff
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Selection of medical conditions for indicators

US - AHRQ

What

4 types of quality indicators (QI's):
* Prevention QI's

*Inpatient QI's

* Patient Safety QI's

* Pediatric QI's

Who / How

The agency selects fields for which indicators
will be developed and reacts to proposals for
indicator development

Decision making structure not clear

°
P \ /

O
D ¢

Policy info ---
National state ---
Qual. improw. ---
Patient choice ---
HC sourcing ---
Accountabil. ---

Remarks

AHRQ has very broad portfolio of
activities; no clear mechanism to
select medical conditions for which
indicators are developed.

"Push" model making indicators
available to end users
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Development of indicators 4 \e
US - AHRQ P

What type struc- out-

* Original indicators (used mainly for efficiency ture come
§tuc}1es) evolved in hospltal specific quality content
indicators and new indicators

Who pat1ent

* Development team under contract with AHRQ
consisting of over 20 researchers with expertise
in health services, internal medicine, other
pediatrics, statistical techniques, quality
measurement, research methodology.
Researchers from Stanford and Univ. of

organis.

California and AHRQ Remarks
* National Quality Forum (NQF) can endorse

developed measures aiding acceptance « Use administrative data
How * Development of indicators driven
* Literature research, empirical analysis, by academics

structured clinician interviews (for patient * After developing, AHRQ

safety) to identify potential indicators. contracted a support team (again
 Evaluation framework to assess suitability (200 mainly academics) for ongoing

potential indicators, 45 assessed in depth, 25 research

provider level inpatient QI resulted)
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Systematic approach to developing quality
indicators - US-AHRQ

Figure 15. Flow chart of the identification of recommended indicators
2500 artcles identdfed in initial Applied criferia:

wehsibes

literature search

¥

181 relevant articles

27T articles

75 indicators

45 indicators

« Sdy ideatifies Qlor
quality relationship OF.

¢ Smdy discosses gensral
topic of inteTest

¢ Conchisions from study
generalizable to natonal
datazet

Apply criteria:
o study defines a nowvel QI
¢ no major faws

Full absmaction

Evalnate clinical rationale

Applied criteria:

¢ Adeguate face validiny

¢ Nininmm frequency

¢ Group of indicators covers
health care field
comprehensively

Prelimminary empirical tests of
precision, and preliminary
literamars review fior face
validity

Pazzad literamare review and
empirical evaluation
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Framework for evaluating indicators

US - AHRQ

Framework for Evaluating the Quality Indicators

Face validity: Does the indicator capture an aspect of quality that is widely
regarded as important and subject to provider or public health system
control? Consensual validity expands face validity bevond one person to
the opinion of a panel of experts.

Precision: Is there a substantial amount of provider or community level
variation that is nof attributable to random variation?

Minimum bias: Is there either little effect on the indicator of variations in
patient disease severity and comorbidities, or is it possible to apply risk
adjustment and statistical methods to remove most or all bias?

Construct validity: Does the indicator perform well in identifying true (or
actual) quality of care problems?

Fosters real quality improvement: Is the indicator insulated from perverse
incentives for providers to improve their reported performance Dy avoiding
difficult or complex cases, or by other responses that do not improve
quality of care?

Application: Has the measure been used effectively in practice? Does it
have potential for working well with other indicators?
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Registration of data needed for indicators N
US - AHRQ \D/V

What registration by providers -

AHRQ indicators are based on data that is sl G SR E

already being used for billing and administrative compulsory (y/n)

purposes. No extra data capture needed.
manual - paper

manual — IT / web-tool

from admin of he-provider -

Who
Medical coders in hospitals from other databases
Remarks
Data readily available
How Medical coders practices have
Retrospective, based on administrative data and evolved around the financial impact;

patients records not around quality.
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Data collection and analyses to calculate indicators .~
US - AHRQ P

What / Who
* Anyone with access to the data can calculate
scores. Mostly, hospitals calculate indicator
scores for quality improvement programs.

How
» AHRQ supplies software packages (windows,

SPSS) to which the data has to be linked.

* The software package calculates indicator

scores locally.

 Users find AHRQ's software support very

important.

activity done by organization

collecting data

auditing health care pr.
checking quality of data
calculating indicator

correcting for case-mix

Remarks

Self calculated indicator score limits
it's use.
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Use of AHRQ Quality Indicators by CMS

AHRQ QI's are made publicly available for other
parties to use. The Center for Medicare and

Medicaid Services uses — among other indicators
— the AHRQ indicators
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Registration of data needed for indicators
US - AHRQ / CMS for nursing homes

What / Who / How for nursing homes

The MDS is collected on regular intervals for
every resident in a Medicare or Medicaid
certified nursing home.

Information is collected on the resident's health,
physical functioning, mental status, and general
well-being.

admission, quarterly, annually, and whenever the
resident experiences a significant change in
status.

All of this data is reported by the nursing homes
themselves. It is reviewed by nursing home
inspectors, but not formally audited to ensure
that it is accurate.

registration by providers -

number health care providers

compulsory (y/n) -

manual - paper

manual — IT / web-tool

from admin of he-provider -
from other databases

Remarks
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Publication of indicators e/ g
US - AHRQ / CMS \D/

What type of info/ | pro- | gove | gene
public vider | rnmt | ral

Information on rough data

* medical process measures o

 medical outcome measures (mortality rate) indicator

» consumer satisfaction (CAHPS) corrected ind. -
benchmark -

Who rank

CMS publishes results on measured indicators "

(most of which are AHRQ indicators) compostte
Remarks

*Site with most information available.
*All data is from Medicare patients.
s Initiative of CMS, supported by The

How American Hospital Association

* Website from which medical condition and (AHA); the Federation of American
hospitals for comparison (min 3) are selected. Hospitals (FAH); and the Association
(www.hospitalcompare.hhs.gov) of American Medical Colleges

* Website comparing nursing homes (AAMC)

(www.medicare.gov/nhcompare)



http://www.hospitalcompare.hhs.gov/
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Maintenance of indicators
US - AHRQ

What Remarks

Who

How




