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Organisation of work 

• Plan of work for 2015 and 2016 organised 
according to two streams of work: 
– Descriptive stream  

• Outputs achieved 2015 - Item 5 Hospital Performance 
(Part 1) 

• Planned activity 2016 – Item 7 Hospital Performance 
(Part 3) 
 

– Empirical stream 
• Outputs achieved 2015 – Item 6Hospital Performance 

(Part 2) 
• Planned activity 2016 -  Item 7 Hospital Performance 

(Part 3) 



Descriptive stream of work 

• Two components: 

– Establishing conceptual underpinnings and identifying key 
areas for further indicator development 

– Explore experiences  of countries in developing monitoring 
systems and their use in driving performance 
improvement 

• In May 2015: 

– Review of hospital performance frameworks 

– Identified priorities for development  related to timeliness, 
appropriateness, and continuity of care  

– Build on existing priorities of efficiency, staff orientation 
and patient safety 

– Links to emerging work on hospital cost variations and 
with Choosing Wisely 
 

 



Recent activities and progress 

• Semi-structured interviews -  Sep 2015 

– Snapshot of experiences and use of hospital performance 
monitoring and performance 

• International symposium in Korea -  Sep 2015 

– One day event held in conjunction with HCQI Bureau 
meeting 

– International experiences with hospital performance 
measurement 

– Over 200 senior officials from health policy, provider and 
academic functions in Korea 

• Review literature on public reporting – Oct 2015 

– Preliminary consideration of relevant reviews 
 
 
 

 
 



Semi-structured interviews 

• Main aims: 

–  Experience: identification and broad 
understanding of  current and planned 
programs (e.g. scope, type of indicators, 
challenges, future plans) 

 

–  Use: appreciation of their use  for policy, 
planning and performance improvement (e.g. 
public reporting, P4P, benchmarking, impact) 



Approach to interviews 

• Efficient way of getting a snapshot of the 
‘state of the art’ across a range of countries 

• Full coverage of relevant issues ambitious 
given 30 minute duration 

• Involved representatives from a range of 
organisations and backgrounds 

• Interviews tailored to context of the country 
and background of interviewee 

 



Broad country participation 

Australia Austria Canada 

Czech Republic Denmark Estonia 

Finland Germany Hungary 

Ireland Israel Italy 

Korea Malta Mexico 

Netherlands Singapore Slovak Republic 

Spain Sweden Switzerland 

United Kingdom United States Norway  

Conducted 25 interviews covering 23  countries 

 



EXPERIENCES IN HOSPITAL 
PERFORMANCE MONITORING 

AND REPORTING 



National Programs 

• Most countries have active national programs but are 
at quite different stages of development 
– Well established (e.g. Canada, Denmark, Germany, 

Sweden, UK, US) 

– Early stages of development (e.g. Czech Republic, Estonia, 
Hungary, Malta, Mexico) 

• Indication that countries with strong regional 
government have greater challenges in developing 
effective national programs (e.g. Australia, Spain, UK) 

– One exception is Canada where CIHI has established a 
strong and effective national program. 

• Sound legislative base is a hallmark of mature and 
robust programs. 

 
 
 
 



Performance Indicators 

• Significant variation in number of indicators, with two 
groups emerging: 
– Focussed (10-30 indicators) e.g. Australia, Canada, Mexico 
– Comprehensive (over 100 indicators) e.g. Germany (400+), 

Finland, US 

• Coverage of access, quality and costs, with core quality 
indicators including condition specific outcomes (e.g. 
case fatality rates, re-admissions and hospital acquired 
infections) 

• While PREMS and PROMS are still in early stages of 
development in many countries (e.g. Hungary, Ireland, 
Israel, Korea, Mexico), others are further ahead in 
implementation (e.g. Canada, Denmark, UK) 



Methodological Development 

• Widespread availability of  unique patient 
identifier for use in indicator development 
– Emerging capacity (Austria, Ireland, Mexico, Spain) 

– Limited capacity, for example in linking to mortality 
records (e.g. Austria, Estonia, Malta, Spain) 

• Risk-adjustment of outcome indicators 
– Simple: Age/sex standardisation (e.g. Ireland, Israel, 

Sweden, Switzerland) 

– More complex: Statistical regression with multiple 
variables (e.g. Germany, Korea, Italy, UK, US) 

– Effective and sustainable public reporting has been 
achieved using both simple and more complex 
approaches. 
 
 

 



USE OF HOSPITAL 
PERFORMANCE INFORMATION 



Quality Improvement 

• Information is used for both ‘formative’ 
and ‘summative’ functions, with indication 
that:  

– smaller systems work more with providers to 
achieve improvement, with less reliance on 
public reporting (e.g. Austria, Estonia, 
Singapore) 

– larger systems focus more on quality control, 
with greater reliance on public reporting (e.g. 
Germany, UK, US) 



Quality Improvement 

• Some countries (e.g. Canada, Denmark, 
Singapore) are looking to make data more 
relevant to hospitals and the clinical 
community: 

– Drill-down into the indicators to ward and patient 
level 

– Reduced time lag and increased frequency of 
data, moving towards ‘real-time’ data  

– INSIGHT system in Canada provides ED, 
readmission and 30 day case fatality data 
(updated monthly) that allows drill-down to 
specific cases by age and sex for all hospitals. 

 



Pay for Performance 

• A number of countries have robust P4P 
programs (e.g. Israel, Korea, US).  

• While current incentives tend to be marginal 
(0.5-2% of total expenditure) , there are 
exceptions 
– In Israel the payment for hip fracture surgery 

varies 4-fold depending on whether surgery is 
performed with 48 hrs or not 

• Quite a few countries are actively exploring 
P4P programs (e.g. Australia, Germany, Italy, 
Netherlands, Singapore). 



Public Reporting 

• Most countries publicly report indicators but scope 
varies 
– Limited to a few indicators (e.g. Australia, Czech 

Republic, Mexico) 

– Extensive range of process and outcomes indicators 
(e.g. Germany 200+) 

• Policy objectives to promote transparency and 
choice 
– Public and patient use is lower than expected, with 

some countries now seeking to improve patient 
engagement (e.g. Canada, Israel, Netherlands, UK) 

– Reports of heightened quality improvement activity are 
largely motivated by ‘reputational risk’ for providers 
 



Public Reporting 

• Preliminary consideration the literature: 

– Confirms the main actor is the provider, including hospital 
leadership and clinicians 

– While it is clear quality improvement activity is stimulated, 
evidence on outcomes is still limited 

– Impact tends to focus on outliers, rather than all below-
average performers 

– Can erode trust between funders and providers, with 
action aimed at risk-avoidance rather than quality 
improvement. 

– Consumer use of information and its impact on choice of 
hospital is low. 

– Low awareness, understanding and trust of the data 
contributes to low use. Provision of less ambiguous 
information by an arms-length third party is indicated 
 
 
 

 



IMPLICATIONS FOR THE 
PROJECT AND NEXT STEPS 



Implications for overall project 

• Relevance - active programs for hospital performance 
monitoring exist in most countries 
– Confirms relevance of OECD work to build capacity for 

international comparison of variations in hospital performance. 

• Learning and sharing – stages of development and 
approaches vary across countries.  
– Potential for OECD to provide a clearing house function to share 

methodological developments, innovations in practice and 
evaluation of outcomes, and 

– facilitate consensus building on measurement and reporting 
standards that can inform establishment and refinement of 
programs in member countries 

• Consumer choice - Establishing the patient as a key actor in 
the use of performance data to inform choice of provider is a 
challenge 
– Data needs to be accessible, easy to understand and trusted 
– Successful public reporting can be achieved using different risk 

adjustment methods. 

 



Next Steps 

• Information from interview process will now 
be coupled with information gathered from: 
– Series of OECD country reviews of health care 

quality over the 2012-15 
– International forums organised in conjunction 

with HCQI Bureau meetings in Rome 2014 and 
Korea 2015 

– Relevant websites provided by HCQI experts in 
May 2015 

• Aim is to prepare a publication during 2016 
to more broadly disseminate this information 


