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• Early explorative/formative empirical work  

• Gain insight into variation within countries 

• Capture dispersion for existing HCQIs 

• Practicalities of data collection: 

– Ensure appropriate level of validity/reliability 

– Manage complexity/data burden for countries 

– Maintain consistency with existing approaches 

• Initially appears straightforward but raises 
issues of complexity 

Introduction 
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Key decisions 

Scope of R&D proposal 

Inclusion and exclusion criteria 

Standardisation 

Dispersion measures 

Timeline of data collection 

Secretariat’s recommendations 
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Scope 

Option 1 Option 2 

Description 

    Pros 

     Cons 

Choosing the set of indicators? 
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All HCQIs for acute care 

and patient safety 

• 14 indicators 

Only those published in 

Health at a Glance 

• 7 indicators  

More comprehensive 

approach 

Consistency with HAG 

Additional data burden 

for countries 

Limits scope of analysis 

 

 



Scope 

• PE 

• DVT 

• Sepsis 

• Foreign body 

• Obstetric trauma 

 

Acute 

care  

Patient 

safety 

• Acute myocardial 

infarction 

• Hemorrhagic 

stroke  

1. Admission or/and patient-

based ?  

2. Latest year or aggregation 

over year?  

Patient-based indicators are more 

robust indicators (specifically for 

PSI) but require linked data which 

is not available in all countries. 

Aggregation over 2 or 3 years might 

improve reliability for small counts 

but may not be sufficient for some 

PSIs (e.g. foreign body 1:20,000) 

7 indicators identified …require 2 specific issues be addresed 
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Secretariat’s recommendations 

6 



Additional data 

requirements 

Inclusions and exclusions 

+ Option 2 + Option 3 

Description 

    Pros 

     Cons 

How to deal with small counts/low volume of hospitals?  
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Exclude small counts 

• Establish a volume 

cut-off for indicator 

denominators 

 

 

• 1 calculation method 

Include small counts 

• Calculate with and 

without small counts 

• Collect additional 

data on small counts 

 

• 2 calculation method 

 

Relatively easy to 

implement 

Improved analysis 

Reduced relevance 

 

 

Option 1 

Include small counts 

• Aggregation of data  

over several years 

 

 

 

• 1 calculation method 

 

More inclusive 

Less reflective of 

current performance 



• Low volume denominator cut-off 

– event rate (numerator) 

 

 

 

 

 

– sample (denominator)  

– statistical methods (e.g. Dimick et al, 2004) 

Inclusions and exclusions 

Indicator Based on 20111 OECD average rate  

AMI >15 admissions 

Stroke >15 admissions 

Obstetric – with instrument >20 admissions 

Obstetric – without instrument >70 admissions 

Sepsis >100 admissions 

PE/DVT >200 admissions 

Foreign body >20,000 admissions 
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AHRQ Surgical Mortality Indicators 

Source: JAMA. 2004;292(7):847-851. 



AHRQ Surgical Mortality Indicators 

Source: JAMA. 2004;292(7):847-851. 
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Standardisation 

Option 1 Option 2 

Description 

    Pros 

     Cons 

Choose an appropriate method of standardisation? 
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Age/sex standardisation of 

AMI/Stroke and relevant 

PSIs 

More comprehensive 

standardisation on indicator 

by indicator basis (e.g. 

case-mix, complexity) 

Consistent with current 

HCQI approach 

Enable greater confidence? 

Validity concerns may 

exist? 

Feasible/appropriate for 

intended use? 

 

 



Standardisation 

Option 1 Option 2 

Description 

    Pros 

     Cons 

Who does the standardisation?  

13 

OECD calculation: 

Countries providing hospital 

level data to the OECD to 

calculate the age and sex 

adjusted rates  

Country calculation : 

Countries provided with 

instructions of the indicator 

calculations and the relevant 

standard population data 

Reliability  Feasibility 

Countries need to sent a 

large amount of hospital-

level data to OECD 

Risk of variability in 

method. 
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Dispersion measures 

Choose appropriate set of dispersion measures? 

Min/max 

Median 

Mean (Arithmetic 

and weighted) 

Coefficient of 

Variation 

Number of hospitals  

& bed days 

10th/90th Percentile 

Intuitive and easy to understand 

but highly influenced by outliers 

Better indicator that the mean in 

presence of outliers 

Weighted mean to reconcile with 

HAG 

Remove distortion related to 

population sizes 

Calculate average length of stay 

& have a sense of scale 

Remove the effect of any 

extreme values of outliers 
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• Supplementary R&D data collection  

• All countries are invited to participate   

• Separate data sheet to be developed to go with HCQI data 

collection in December and follow similar timelines 

Timeline of data collection 

Preparation of 

guidelines and 

data sheet 

Data sheet sent 

at the same time 

as regular data 

collection. 

Deadline for 

data back to 

OECD 

Production of 

Health at a 

Glance 2015 
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Mid-November 

2014  

Mid-

December 

2014  

End of 

February 

2015 

June 

2015 

Discussion of 

outcomes at 

Expert Group 

meeting  

  

Mid-May 

2015 
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Scope of the R&D proposal 

1. Admission-based indicators for AMI, Stroke, Patient Safety (PE, DVT, Sepsis, Obstetrics) 

Inclusion and exclusion criteria 

2. Explore capacity for aggregation of  2-3 years to improve reliability 

3. Collect data on 2 calculation methods (with and without cut-off criteria)  

4. Analyse impact of low volume hospitals/outliers through supplementary data 

Standardisation 

5. Age/sex standardisation of acute and relevant PS indicators 

6. Countries calculate using OECD method and provide summary dispersion data to OECD 

Dispersion measures 

7. Mean (arithmetic and weighted),Min/Max, 10th/90th Percentile, Median, No of Bed days 

and Hospitals 

Timeline of data collection 

8. Data provided by the end of February for discussion in May at HCQI Expert Group 

Secretariat’s recommendations 
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• The Experts Group is invited to: 

 

– DISCUSS the key components of the proposed 
R&D data collection of dispersion measures. 

 

– AGREE on recommended approach outlined 
by the Secretariat 

 

HCQI – Hospital Performance 


