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Criteria for the assessment of HCQIs 

Validity 

Reliability 

Relevance 

Actionability 

Int. feasibility 

Int. comparability 



Objectives 

•A reference for strengthening the international 
comparability of indicators in line with the 
strategic goals 
 

•Guide for the development of HCQIs 
 

•Guide for the reporting through OECD publication 
and databases 

 



Limitations 

• Linkage of hospital admission records to deaths 
after discharge from hospital  
 

•Conventions used for coding primary diagnoses  
(main clinical reason vs. resources for billing purposes) 
 

•Depth of secondary diagnoses coding 
 

•Quality of coding diagnoses and procedures  
(doctors vs. professional clinical coders)  

 



Modes of data collection 

1. Indicators are calculated from reliable data that is fit for the 
    purpose, ie. meets requirements for relevance, accuracy, 
    specificity, completeness, standardisation and timeliness.  
 

2. Data are collected by a standardised software application  
    (eg. SAS macro) if the calculation process is complex and 
    generates a range of supplementary data.  
 

3. Indicators are sourced from international collaborations and 
    studies if this is deemed to improve at least two dimensions  
    out of reporting completeness, standardisation and timeliness. 



Definitions and calculation methods 

4. The numerator and denominator are defined by the right unit 
     of measurement and at the right level for analysis, preferably 
     same where the numerator is a subset of the denominator or 
     different where two measures are related to each other.  
 

5. Indicator specifications are developed bearing in mind trade-off  
    between the use of ideal patient subset in the denominator and 
    ability to measure a particular aspect of healthcare quality.  
 

6. The definition of most robust (ie. gold standard) indicators is 
    compromised as little as possible in order to increase 
    participation in data collection and to generate similar results.  

 



Definitions and calculation methods – cont. 

7. Appropriate clinical code mapping between classifications is 
    carried out to address differences in granularity and to ensure 
    that a concept (ie. diagnosis, procedure) does not differ greatly 
    in content.  
 

8. The calculation process does not utilise steps which are known 
     to invariably skew the results across countries.  

 



Indicator standardisation and quality assurance 

9. Validity checks are performed whenever possible (eg. collection 
     sheets, denominators, supplementary data) to ensure trust in 
     the results.  
 

10. Where appropriate, crude rates are standardised for one or 
      more underlying factors (eg. age, sex, comorbidity and other 
      variables as appropriate for the indicator) to control for 
      differences in patient case-mix across countries and to provide 
      a fairer comparison.  

 



Indicator standardisation and quality assurance – cont. 

11. Decisions regarding the method of calculation and adjustment 
       are based on strong supporting evidence rather than 
       predominant opinion.  
 

12. Indicators that don’t meet data quality standards in principle 1 
       are not published 



Actions 

The Expert Group is invited to support:  
 

• adoption of the proposed draft principles 
 

• application to the HCQI Data Collection  
and Health at a Glance 2017 
 

 


