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INTERNATIONAL REVIEW 
 

This appendix should be read in conjunction with the Insight report for HASA titled “Quality Measurement 

and Reporting in the South African Hospital Industry”. In the 10 countries that we reviewed, a variety of 

organisations and initiatives are involved with quality measurement and reporting. In the following section, 

we describe a number of these entities, with the intention of getting a broad view of options for South Africa. 
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AUSTRALIA 

Summary 

In Australia, quality initiatives are largely government owned and run. The MyHospitals website is a quality 

reporting tool designed to provide all stakeholders in the health sector with information on the performance 

of both public and private hospitals. One of the aims of this initiative is to stimulate competition between 

hospitals based on quality of care provided. All hospitals are required to be accredited with the National 

Safety and Quality Health Service. 

 

MyHospitals 

Overview 

MyHospitals is a government owned website in Australia that reports on quality for both public and private 

hospitals. My Hospitals was established in 2010 and was designed to provide all stakeholders in the health 

sector – the public, healthcare providers, hospital managers, health system managers and academics – better 

access to information on the performance of hospitals in Australia. 

MyHospitals was developed on the basis of the need for public reporting. Whilst there are a number of state-

level and national-level reports on hospital performance and healthcare quality, MyHospitals is the only 

local-level reporting. MyHospitals provides nationally consistent data that is relevant at a hospital level and 

can be used to compare similar hospitals across Australia. The focus of MyHospitals is the performance of 

specific hospitals. The public reporting of this information is aimed at accelerating improvements in health 

services at a local level by encouraging facilities to compete on performance and quality.  

Participation in MyHospitals is mandatory for all public hospitals and voluntary for all private hospitals. Of 

the 592 private hospitals in Australia, 294 participate in MyHospitals. Accreditation of both public and private 

hospitals is mandatory; this is carried out by the Australian Commission on Safety and Quality in Healthcare 

and is discussed in more detail in the following section. 

Quality Reporting 

MyHospitals reports hospital performance based on the structure outlined in the Performance and 

Accountability Framework. The Performance and Accountability Framework is a health performance 

reporting framework and sets out 48 indicators against which health performance can be monitored across 

the domains of equity, effectiveness and efficiency. 17 of the 48 indicators relate specifically to hospitals, 

with the remainder relating to primary healthcare organisations. The quality of services provided by primary 

healthcare services and the health of local populations are reported on the MyHealthyCommunities website, 

a sister website. The Australian Institute of Health and Welfare (AIHW) (a government agency) is responsible 

for all activities related to the reporting of healthcare as outlined in the Performance and Accountability 

Framework. The AIHW run both the MyHospitals and MyHealthyCommunities websites.  

There are four major categories for the hospital indicators - Effectiveness: Safety and Quality; Effectiveness: 

Patient Experience; Equity and Effectiveness: Access; and Efficiency: Efficiency and Financial Performance. 

There are a number of indicators within each of these categories. Whilst the indicators have been defined, 
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not all of them are currently reported as both data and methodological development are required to ensure 

that the measures are accurate and are comparable at hospital level. Indicators currently reported on include 

Healthcare-associated Staphylococcus aureus bloodstream infections, waiting times in emergency 

departments by urgency category, elective surgery waiting times by urgency category, cancer surgery 

waiting times, length of stay for selected admissions and the cost of acute admitted patients.  

Where there is sufficient data available, the above metrics are reported on by hospital on the MyHospitals 

website. For small hospitals where there are low volumes of admissions, not all indicators are reported. The 

indicators are the most up-to-date, nationally consistent data available at a hospital level across Australia. 

Either a national benchmark or peer group average is included which allows for comparisons to be made. 

Peer groups are groupings of hospitals based on similar characteristics including purpose, role and resources 

of the hospital. The peer groupings allow valid comparisons to be made across hospitals. Other than the 

indicators, information about the hospital including the hospital address and contact details, the size of the 

hospital and the number of patients admitted by admission category is also provided.  

Challenges 

One of the biggest challenges with national reporting is the data collection process. The data used for the 

MyHospitals website are largely provided to AIHW by the state and territory health authorities who obtain 

the data from the public hospitals through administrative arrangements, contractual requirements or 

legislation. Private hospitals supply their data directly to AIHW. Data are all provided according to the 

nationally agreed definitions as provided in the Metadata Online Registry (METeOR). METeOR is a metadata 

registry for Australian national metadata standards for health, community services and housing assistance 

and allows users to search nationally endorsed data standards.  

Although there are comprehensive data standards, the data collected for the MyHospitals website does 

sometimes vary over time, across territories and between public and private hospitals. In the event of 

variation, indicators calculated using the data are marked as not comparable. Whilst territories and states 

are responsible for the quality of data provided to AIHW and data checks are conducted prior to submission, 

data received by the AIHW is subject to a quality assurance process. 

Review 

To date, only a few of the identified measures are reported on and as data are collected and methodologies 

enhanced to ensure national comparability the number of measures reported on the MyHospitals website 

will expand. 

Sources: 

http://www.myhospitals.gov.au/about-myhospitals/overview 

http://www.aihw.gov.au/health-performance/performance-and-accountability-framework/ 

http://meteor.aihw.gov.au/content/index.phtml/itemId/268284 

http://www.myhospitals.gov.au/about-the-data/overview 

http://www.myhospitals.gov.au/about-myhospitals/overview#performance-indicator-reporting 

http://www.aihw.gov.au/haag12-13/public-and-private-hospitals/ 

http://privatehospitals.org.au/voice-of-reason/dispelling-the-myths/ 

http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129553443 

 

http://www.myhospitals.gov.au/about-myhospitals/overview
http://www.aihw.gov.au/health-performance/performance-and-accountability-framework/
http://meteor.aihw.gov.au/content/index.phtml/itemId/268284
http://www.myhospitals.gov.au/about-the-data/overview
http://www.myhospitals.gov.au/about-myhospitals/overview#performance-indicator-reporting
http://www.aihw.gov.au/haag12-13/public-and-private-hospitals/
http://privatehospitals.org.au/voice-of-reason/dispelling-the-myths/
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129553443
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National Safety and Quality Health Service Standards 

Overview 

The Australian Commission on Safety and Quality in Healthcare implements the National Safety and Health 

Quality Service (NSQHS) Standards across health service organisations in Australia to guide the 

implementation of safety and quality systems and to improve the quality of healthcare. The NSQHS 

Standards set out the level of care that patients should be able to expect for healthcare facilities. These 

Standards were introduced in 2013 and all hospitals, both public and private, are accredited to these 

standards.  

Sources: 

http://www.safetyandquality.gov.au/our-work/accreditation-and-the-nsqhs-standards/frequently-asked-

questions/ 

 

Private Health Establishments Collection 

Overview 

The Private Health Establishments Collection (PHEC) is an annual survey carried out by the Australian Bureau 

of Statistics (ABS) that is conducted on private hospitals in Australia. The survey collects information 

regarding the finances, staffing requirements and activities of all private hospitals. This includes the facilities 

and specialised services available, whether the hospital is for profit or not for profit, types of activities 

(including the number of patient days), procedures performed and morbidity data. The purpose of the survey 

is to collate statistics on private hospital facilities which can be used to contextualise their operations in the 

broader health services sector.  

Sources: 

http://www.abs.gov.au/AUSSTATS/abs@.nsf/DSSbyCollectionid/701DEDBA082BB86ACA256BD0002750F4 

http://www.abs.gov.au/ausstats/abs@.nsf/mf/4390.0 

  

http://www.safetyandquality.gov.au/our-work/accreditation-and-the-nsqhs-standards/frequently-asked-questions/
http://www.safetyandquality.gov.au/our-work/accreditation-and-the-nsqhs-standards/frequently-asked-questions/
http://www.abs.gov.au/AUSSTATS/abs@.nsf/DSSbyCollectionid/701DEDBA082BB86ACA256BD0002750F4
http://www.abs.gov.au/ausstats/abs@.nsf/mf/4390.0
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BRAZIL 

Summary 

The Brazilian experience private hospital association (ANAHP) established its own quality reporting initiative 

with a technical (data) infrastructure and a “learning system” to drive improvement. There is no government 

mandate. ANAHP releases an annual report which includes a number of quality indicators that are reported 

at industry level. Quality results for individual organisations (hospitals)are not released to the public; 

however, results and best practices are shared among the group, including hospitals that may be 

competitors, though individual hospitals are not identified in the shared data. 

 

ANAHP 

Overview 

The National Association of Private Hospitals (ANAHP) is the representative body of private hospitals in 

Brazil. It was founded in 2001 with the objective of representing its member hospitals, promoting the value 

provided by private hospitals and encouraging the quality of hospital services. 

Private healthcare in Brazil accounts for 54.8% of total healthcare spent while servicing only around 25% of 

the population. There are 843 insurance companies offering private insurance, mostly through employer 

groups. In 2016, ANAHP had 80 member hospitals covering roughly 16% of all the private hospital beds in 

Brazil.  

Governance 

ANAHP has nine board members and a president elect that determine the strategy and future projects on 

ANAHP.  

Activities 

ANAHP offers four major services to its members: 

1. Benchmarking 

ANAHP developed the Integrated System of Hospital Indicators (SINHA) and the Best Practices Assistance 

(MPA) systems to provide regular reports of operational and clinical information to hospitals. This program 

was first developed in 2003. The main objective of this program is to provide information to hospital 

managers that can be used in strategic planning and the running of the hospital; the reporting is non-

punitive. Information is collected monthly and is completely confidential. Approximately 120 measures are 

reported on a quarterly basis and compared to a benchmark developed within the program. In 2008, ANAHP 

started publicly publishing aggregate information in an annual report called the Observatorio which is 

discussed in more detail below. 

2. Educational services 

3. Joint Purchasing 

4. Annual Report – “Observatorio” 
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ANAHP publishes an annual report on the private healthcare industry called the Observatorio. Each year key 

challenges and concerns facing the private healthcare industry are presented in the report with the aim of 

supporting stakeholders to develop solutions. Included in the report is a section on clinical performance of 

the private hospitals which includes the operational management of the hospitals and a section on quality 

and safety of care.   

The operational management section reports annual results on a number of indicators, including: 

• Occupancy rate 

• Mean length of stay 

• Turnover rate 

• Bed turnover rate 

• Rate of long term patients in hospital (>90 days) 

• Mortality rate 

• Surgical mortality rate (up to 7 days after surgical procedure) 

The above indicators are published on an industry level and four years of historical figures are also included 

so that trend analyses can be conducted.  

The 2015 report included a number of new indicators, as suggested by the Qualification Program of Health 

Service Providers (QUALISS), an organization aimed at encouraging the training of service providers and 

increasing the availability of information. The following are examples of some of the indicators included: 

• Mean length of stay in adult ICU (days) 

• Mean length of stay in Neonatal ICU (days) 

• Rate of neonatal mortality <1500g (per 1000) 

• Rate of neonatal mortality 1500 – 2500g (per 1000) 

• Rate of operational occupancy Paediatric ICU (%) 

• Turnover rate – Maternity (discharge by bed) 

• Bed turnover interval – maternity (days) 

Indicators are published on an industry level and on average, 25 hospitals submitted monthly data 

throughout 2014 on these indicators. No information is published on an individual hospital level. 

The quality and safety of care section of the report reports clinical indicators on an industry level. In 2014, 

this section was expanded and a number of new quality and safety of care indicators were added. Indicators 

are reported on annually and values for the previous four years are included to allow for an analysis of trends. 

The following are some examples of the indicators included: 

• Density rate of Hospital Infections1 – Adult ICU 

• Utilisation rate of CVC – Adult ICU 

• Rate of Hospital Infection in Adult ICU 

• Observed/expected mortality ratio in the Adult ICU 

• Surgical Site Infection Rate 

• Pressure Ulcer Rate 

                                                      

1 Density rate of hospital infections are calculated as the number of hospital infections divided by the number of patient 

days multiplied by 1000. 
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• Rate of Compliance with Prophylactic Antibiotic therapy  

On average 20 hospitals provided monthly data for these indicators to be measured. Some indicators are 

reported for different hospital levels to illustrate the different experiences within different categories. For 

example, surgical site infection rates are reported for Level 4 hospitals with a maternity unit and Level 4 

hospitals without a maternity unit. 

Whilst progress has been made in reporting of quality measures for private hospitals, the report makes a 

note that there are a range of indicators that are still not collected, specifically those relating to the six 

international patient safety goals, i.e. high-alert medication and effective communication.   

Accreditation 

All ANAHP member hospitals have undergone or are currently undergoing accreditation. There are four 

major accreditation bodies that work with the private hospitals in Brazil: JCI, Accreditation Canada 

International, Brazilian Accreditation (ONA) and DNV International Accreditation Standard (DIAS). The 

accreditation process is believed to strengthen the quality and safety of care offered by the hospitals. 

Sources: 

1. Carlos Figueireido, Executive Director, ANAHP. Personal communication, June 20, 2016. 

2. http://anahp.com.br/a-anahp/a-anahp/sobre-a-anahp 

3. http://anahp.com.br/servicos-anahp/servicos-exclusivos/programa-de-ensino-e-

aperfeicoamento-pea 

4. http://anahp.com.br/servicos-anahp/servicos-exclusivos/compra-conjunta 

5. http://anahp.com.br/servicos-anahp/servicos-exclusivos/sistema-de-indicadores-sinha-e-mpa 

6. Observatorio report, 2014 

7. Observatorio report, 2015 

 

  

http://anahp.com.br/a-anahp/a-anahp/sobre-a-anahp
http://anahp.com.br/servicos-anahp/servicos-exclusivos/programa-de-ensino-e-aperfeicoamento-pea
http://anahp.com.br/servicos-anahp/servicos-exclusivos/programa-de-ensino-e-aperfeicoamento-pea
http://anahp.com.br/servicos-anahp/servicos-exclusivos/compra-conjunta
http://anahp.com.br/servicos-anahp/servicos-exclusivos/sistema-de-indicadores-sinha-e-mpa
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DENMARK 

Summary 

National clinical registries are a key component of the healthcare system in Denmark and a useful source of 

data for quality measurement and improvement programs. Accreditation and centralised quality reporting 

have also been important however from 2016 hospital accreditation is to be de-emphasised, and going 

forward effort is shifted to providing resources to quality improvement (QI) teams to meet eight national 

healthcare goals.  

 

Danish National Quality Indicator Project (DNIP) 

Overview 

The Danish National Quality Indicator Project (DNIP) was established in 2000 as a joint project of a number 

of different organisations including the Ministry of Health, the National Board of Health, Association of 

County Counsellors, the Danish Nursing Association, the Danish Medical Association and the Scientific 

Societies, amongst a number of others. The aim of the DNIP was to create a mutual understanding and 

method for quality documentation and the improvement of quality in healthcare.  

Activities 

Clinical indicators and standards were developed for six diseases which were identified on the basis of 

severity, scope for clinical intervention and resource usage. For each disease, six to ten evidence-based 

indicators were selected which related to the structure, process and outcomes of the care provided. The 

indicators were developed by National Indicator Groups – multidisciplinary teams which represented all 

relevant healthcare professions in relation to a disease. Members of the groups were bound by contracts to 

the group and were paid for their services. The group is based on the idea that providers should be central 

to both determining the evidence-based indicators, as well as interpreting the results. 

Participation in the project was mandatory for all healthcare facilities across Denmark treating patients with 

the six diseases. This required significant organisation across clinical units, hospitals and counties to ensure 

that the data collected was both valid and reliable. At unit level, a nurse and physician were appointed to 

collect and audit the data required. At county level, a coordinator was appointed to coordinate all activities 

within the county. The Coordinating Secretariat coordinated all activities of the project. A key success factor 

of the project was ensuring that data collection and project implementation were part of the daily work and 

routine of the clinical units. In order to ensure that all clinical units and hospitals were capable of collecting, 

auditing and interpreting the data, extensive training was conducted. 

Required data for the indicators, including case mix data, were collected electronically and stored in the 

project’s database. After the collection, the data are analysed and the interpretation and evaluation of the 

results takes place. Each clinical unit and department receives a report monthly which allows continuous 

monitoring of the care delivered. The monthly report reflects the previous month’s patients, allowing a timely 

assessment of the care delivered. Every six months, a detailed audit is carried out in order to explain the risk-

adjusted results and to develop improvement plans where necessary. After this process, the results are 

released publicly along with any findings from the audit process.  
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The main benefit of this project was identified as the ability to present qualified clinical information on these 

six diseases which could be used to support conversations between healthcare providers, the political 

system, managers and patients. Furthermore, the main benefit for providers is the ability to measure quality 

over time and the opportunity to make improvements. 

Funding 

In 2003, it was estimated that the annual cost of the project was approximately $750 000. This project was 

funded by the Association of County Counsellors and the 14 Danish counties that were in existence at the 

start of this project.2 A second success factor identified over the course of the project was the financial 

support of the counties, as well as practical support to healthcare facilities when implementing the project. 

Review 

The National Quality Indicator Project is the seeding core of the RKKP (see below). The RKKP however 

includes a considerably larger number of registries, some pre-existing, some new, that eventually will migrate 

to a format similar to the original NQIP-registries. 

Sources:  

Personal communication, Dr Carsten Engel, Deputy CEO, Institut for Kvalitet og Akkreditering i 

Sundhedsvæsenet (IKAS), Danish Institute for Quality and Accreditation in Healthcare 

Mainz J, Krog BR, Bjornshave B and Bartels P. Nationwide continuous quality improvement using clinical 

indicators: the Danish National Quality Indicators Project. International Journal for Quality in Health Care 

2004; Volume 16, Supplement 1: pp. i45–i50 

 

National Health Registries 

Overview 

There is a long tradition of high-quality national registers related to healthcare in Denmark. A particularly 

useful feature is that each resident in Denmark has a unique identifier that can be used to track patient 

pathways through different providers, as well as across different registers. 

National Patient Registry 

The National Patient Registry was established in 1976 and is a register of all patients that are treated in 

Danish hospitals. The register includes admissions, outpatient visits and operative procedures. Using this 

registry, the Health Data Protection Agency3 publishes information on admissions such as activity at a 

diagnosis level (emergency room visits, inpatient, etc.), admissions by diagnosis group and radiology 

services. The Health Data Protection Agency is responsible for maintaining the National Patient Registry, as 

well as a number of other national registries including the death register and the cancer register. 

Danish Clinical Registries 

                                                      

2 In 2007 as part of the municipal reform, the counties were replaced by five regions across Denmark. 
3 The Health Data Protection Agency develops health data and digital solutions for the benefit of healthcare practitioners 

and patients. 
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The Danish Clinical Registries (RKKP) constitute the infrastructure underpinning the National Clinical Quality 

Databases and Danish Multidisciplinary Cancer Groups (DMCG). RKKP manages 69 registries containing 

information on individual patients that are used for quality improvement and research. Interestingly, this 

programme has been excused from patient consent for data collection. 

RKKP is responsible for maintaining the databases, improving the use of data, standardising inputs and 

outputs and developing products and methodologies. RKKP is also responsible for designing new registries. 

New registries can come about through RKKP requesting medical practitioners to collect data or through 

clinicians requesting RKKP to manage a database within a field of interest. Severity, incidence, scope for 

clinical intervention, resources and appropriateness are all considered before the formation of a new registry. 

RKKP is required to provide feedback to clinicians on a monthly basis and to provide an annual report per 

database to drive quality improvement and ensure accountability. All databases are reassessed every three 

years to ensure that it meets the national standards for data safety, methodology and functionality. 

RKKP was formed in 2010 from four existing organisations all conducting work within this area. RKKP is a 

national initiative and is regulated by the national government and mandated by law. RKKP has an annual 

budget of approximately €6.5million which is funded by the regional governments. 

Centre for Patient Experience and Evaluation 

The Centre for Patient Experience and Evaluation carried out research in order to promote patient and user 

experience quality within the Danish healthcare sector. They conduct the annual Danish National Survey of 

Patient Experiences which is used to compare patient experiences across regional, hospital, ward and medical 

specialties, as well as to be able to monitor patient experiences over time. The first survey was conducted in 

2002 and was conducted every two years up until 2009 at which point it became an annual survey. 

Approximately 230 000 patients are surveyed each year. Questions are asked on a number of different 

subjects including clinical services, communication, co-ordination of care and patient safely. 

Sources: 

http://sundhedsdatastyrelsen.dk/da/registre-og-services 

http://www.esundhed.dk/sundhedsregistre/LPR/Sider/LPR.aspx 

Personal communication, Dr Carsten Engel, Deputy CEO, Institut for Kvalitet og Akkreditering i 

Sundhedsvæsenet (IKAS), Danish Institute for Quality and Accreditation in Healthcare 

http://www.rkkp.dk/in-english/ 

http://patientoplevelser.dk/center-patient-experience-and-evaluation 

 

IKAS and DDKM 

Overview 

IKAS, The Danish Institute for Quality and Accreditation in Healthcare, develops, plans and runs the Danish 

accreditation programme for healthcare providers, called the Danish Healthcare Quality Programme 

(DDKM). IKAS pursues the idea of accreditation as a fair and transparent peer evaluation, intended to 

promote and support continuous quality improvement, while at the same time keeping providers 

accountable for delivering safe care to patients and for complying with fundamental patients’ rights. 

Funding and Governance 

http://sundhedsdatastyrelsen.dk/da/registre-og-services
http://www.esundhed.dk/sundhedsregistre/LPR/Sider/LPR.aspx
http://www.rkkp.dk/in-english/
http://patientoplevelser.dk/center-patient-experience-and-evaluation
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IKAS is financed partially by public means, while private clients cover the costs related to their accreditation. 

IKAS was established in 2005 and is supervised by a board of directors, including representatives from the 

Danish Health Authority, Danish Regions, the Ministry of Interior and Health, Local Government Denmark, 

The Association of Danish Pharmacies, and The Danish Chamber of Commerce, representing private 

hospitals. As is apparent from the membership of the Board, IKAS is closely linked to Government and public 

healthcare providers, and does not act independently of them, but on their behalf, for certain purposes. 

Objective 

DDKM came about as a result of public hearings in 2003. It aims to promote documentation of work; to 

promote the same standard of high quality across sectors and regions; to monitor patient pathways; to 

ensure that quality of care plays a more visible role in the healthcare sector; and to avoid each organisation 

developing their own quality system. These aims are achieved by carrying out the accreditation process and 

combining data that is already collected through the national databases and National Patient Satisfaction 

Surveys.  

IKAS covers 96 private hospitals and clinics. Its staff includes 38 employees, 4 student assistants, and 90 part 

time surveyors. IKAS offers a range of accreditation programmes, tailored for different kinds of health 

facilities and outpatient physician practices. The first hospital accreditation surveys were conducted in 2010. 

Accreditation 

New accreditation programmes are developed when the parties involved in providing publically financed 

healthcare in the sector in question have made the decision to launch such a programme and have agreed 

on the overall framework, including the economic framework. The programme for private hospitals enables 

the regions to fulfil their regulatory duty to ensure the quality of services provided at their expense; while 

access to public hospitals is free, citizens have a statutory right to free care in the private sector, if the public 

sector cannot deliver timely care. 

Participation in accreditation has been mandatory for public hospitals, to promote and support continuous 

quality improvement, promote accountability within the healthcare system and comply with patients’ rights. 

Similarly, it is mandatory for any providers operating under agreements with the Government and Danish 

Regions to participate in the programme. However, there are a number of voluntary members who pay a fee 

to join the programme. Private clients are charged a fee to cover the costs of their accreditation.  

For health care practitioners, participation in DDKM is, with a few well-defined exceptions, also mandated. 

Others, working in same field without any public financing, can join the programme. In such cases, a fee 

covering the expenses to IKAS is charged.  

Danish public hospitals have completed two full three year cycles of accreditation. The Government and the 

Danish Regions have decided to discontinue accreditation of these providers in favour of other strategies to 

promote quality improvement. In 2016, a new national quality programme is being implemented to promote 

quality improvement which is discussed below. IKAS will continue to promote the idea of accreditation as a 

tool for quality improvement and a method of fair and transparent peer evaluation. Although the 

Government and the Regions decided to move away from accreditation of public hospitals, the Regions 

continue to demand accreditation of private hospitals caring for publicly funded patients (which almost all 

private hospitals do to some extent), and also use accreditation for the GP’s and other health care 

practitioners, with whom they have agreements. 
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IKAS participates in ISQua’s International Accreditation Programme. 

Sources:  

Personal communication, Dr Carsten Engel, Deputy CEO, Institut for Kvalitet og Akkreditering i 

Sundhedsvæsenet (IKAS), Danish Institute for Quality and Accreditation in Healthcare 

http://www.ikas.dk/ddkm/ddkm-in-english/introduction-to-ddkm/ 

https://healthmanagement.org/c/hospital/issuearticle/the-danish-healthcare-quality-programme-ddkm 

http://www.ikas.dk/om-os/isqua-akkreditering/ 

 

Recent Developments in Denmark 

In 2016 Denmark will use existing data collected in the national databases to evaluate performance and 

progress toward eight national goals. Each goal consists of two to five indicators. The eight goals are as 

follows: 

• Improved continuity of patient pathways 

• Improved care for the elderly and for patients with chronic conditions 

• Improved survival and patient safety 

• High quality care 

• Quick diagnosis and treatment 

• Increased involvement of patients 

• More healthy life years 

• More efficient healthcare  

 

Indicators will be reported on annually on both a regional and municipality basis with progress to be 

measured using a green, amber, red system. Green indicates a positive trend and outcome above the 

national average. Amber indicates a negative trend and an outcome above the national average or a positive 

trend and an outcome below the national average. Red indicates a negative trend and an outcome below 

the national average. 

Sources:  

Personal communication, Dr Carsten Engel, Deputy CEO, Institut for Kvalitet og Akkreditering i 

Sundhedsvæsenet (IKAS), Danish Institute for Quality and Accreditation in Healthcare 

http://www.sum.dk/Aktuelt/Publikationer/Nye-nationale-maal-april-2016.aspx 

 

 

 

 

http://www.ikas.dk/ddkm/ddkm-in-english/introduction-to-ddkm/
https://healthmanagement.org/c/hospital/issuearticle/the-danish-healthcare-quality-programme-ddkm
http://www.ikas.dk/om-os/isqua-akkreditering/
http://www.sum.dk/Aktuelt/Publikationer/Nye-nationale-maal-april-2016.aspx
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EMIRATES 

Summary 

Quality improvement initiatives occur at a regional level rather than on a national level. Patient experience 

and improving the quality and safety of healthcare are priorities across both the Health Authority of Abu 

Dhabi (HAAD) and the Dubai Health Authority (DHA). The DHA relies largely on accreditation to drive quality 

improvements whilst HAAD collects data to measure both process and outcomes indicators.  

EMIRATES: Abu Dhabi 

 

Health Authority of Abu Dhabi (HAAD) 

Overview 

The Health Authority of Abu Dhabi (HAAD) is the regulator of the healthcare sector in the emirate of Abu 

Dhabi. HAAD is responsible for defining the healthcare strategy within Abu Dhabi and setting out the 

regulatory framework. It is also responsible for monitoring the health of the population and the performance 

of the healthcare system.  

Objective 

HAAD set seven priorities for improvement in the Abu Dhabi health sector, one of these is to improve patient 

safety and quality, as well as to increase patient experience. There are two subsections to this priority, the 

first is to track processes and outcomes in order to drive quality improvement and the second is to publish 

the results once the data is validated. 

Activities 

HAAD is in the process of developing a comprehensive quality framework in order to monitor quality and 

drive improvements. Quality indicators cover four main areas: patient safety, effectiveness of care, timeliness 

of care and patient-centric care. It is envisioned that the final framework will specify standards and 

performance targets in order to guide quality improvement.  

General and specialist hospitals in Abu Dhabi are required to submit data to HAAD on a regular, quarterly, 

basis according to the definitions published. Each hospital is required to nominate a person responsible for 

the data collection and is required to have a data collection plan. HAAD also uses administrative data from 

the mandatory insurance scheme which covers approximately three quarters of the market.  

Review 

This is a relatively new initiative and there is limited information regarding the impact it has had on quality 

improvement. 

Sources: 

http://www.haad.ae/haad/tabid/1506/Default.aspx 

http://www.haad.ae/haad/tabid/59/Default.aspx 

http://haad.ae/HAAD/tabid/58/ctl/Details/Mid/417/ItemID/451/Default.aspx 

http://www.haad.ae/haad/tabid/1506/Default.aspx
http://www.haad.ae/haad/tabid/59/Default.aspx
http://haad.ae/HAAD/tabid/58/ctl/Details/Mid/417/ItemID/451/Default.aspx
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http://usuaebusiness.org/wp-content/uploads/2014/06/HealthcareReport_Update_June2014.pdf 

http://www.wahacapital.ae/files/publications/Investing-in-quality-WEB.pdf 

http://www.haad.ae/HAAD/LinkClick.aspx?fileticket=j73CZWI86MU%3d&tabid=1450 

 

 

EMIRATES: Dubai  

 

Dubai Health Authority 

Overview 

The Dubai Health Authority (DHA) has a dual role, it is both the regulator and operator of healthcare services 

in Dubai. Its mission is to ensure that Dubai is a leading healthcare destination by encouraging innovation, 

utilizing integrated care models and encouraging community involvement. 

Accreditation 

In recent years, accreditation has become compulsory for hospitals in Dubai. All hospitals need to be 

accredited by the Joint Commission International or by another member of the International Society for 

Quality in Health Care (ISQua). All hospitals across the UAE will have to be accredited by 2021. 

Data 

The DHA has recognized that data is a critical in transforming a healthcare system, specifically with regards 

to the distribution of resources in promoting health and preventing disease and the impact of interventions 

on population health.  

Activities 

Since 2003, the DHA has published the Dubai Annual Health Statistical Report. These reports are designed 

to be used by health planners to allocate resources, particularly with regard to costly interventions, and by 

health professionals to understand population health and the emerging needs for care.  

The reports consist of four main sections: population statistics for Dubai, medical services statistics, HR and 

expenditure statistics and statistics for the private sector. 

Sources: 

Investing in Quality: Healthcare in the UAE. A Report by the Economist Intelligence Unit. (2015) 

http://www.wahacapital.ae/files/publications/Investing-in-quality-WEB.pdf 

http://usuaebusiness.org/wp-content/uploads/2014/06/HealthcareReport_Update_June2014.pdf 

https://www.dha.gov.ae/DHAOpenData/Annual%20Statistical%20Books/DHADoc768681140-28-07-

2016.pdf 

 

 

EJADA Initiative 

http://usuaebusiness.org/wp-content/uploads/2014/06/HealthcareReport_Update_June2014.pdf
http://www.wahacapital.ae/files/publications/Investing-in-quality-WEB.pdf
http://www.haad.ae/HAAD/LinkClick.aspx?fileticket=j73CZWI86MU%3d&tabid=1450
http://www.wahacapital.ae/files/publications/Investing-in-quality-WEB.pdf
http://usuaebusiness.org/wp-content/uploads/2014/06/HealthcareReport_Update_June2014.pdf
https://www.dha.gov.ae/DHAOpenData/Annual%20Statistical%20Books/DHADoc768681140-28-07-2016.pdf
https://www.dha.gov.ae/DHAOpenData/Annual%20Statistical%20Books/DHADoc768681140-28-07-2016.pdf
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In 2014, the DHA implemented the EJADA initiative, a health insurance performance monitoring system. 

Mandatory health insurance is currently being rolled out in Dubai. The EJADA initiative aims to standardise 

quality, improve access to care and ensure efficiency. Healthcare organisations, practitioners and health 

insurers will all be monitored as part of this system. 

Sources: 

Presenation on Ejada implementation (https://www.eclaimlink.ae/docs/Ejada.pdf) 
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INDIA 

Summary 

In India, accreditation of healthcare facilities is the main focus. The Quality Council of India is an autonomous 

body that operates across multiple industries. It was established by both industry and government. The 

National Accreditation Board for Hospitals and Healthcare Providers (NAHB) is a constituent board of the 

Quality Council and is responsible for implementing accreditation within the healthcare sector. 

Accreditation is offered on a voluntary subscription basis and has been largely driven by the growth of 

medical tourism in India. We did not identify any national quality measurement initiatives similar to the 

others that are the focus of this review. 

Sources and Further Reading: 

http://nabh.co/safei.in/ 

http://www.qcin.org/structure.php 

http://nabh.co/introduction.aspx 

http://nabh.co/EducationTraining.aspx 

http://nabh.co/NURSINGEXCELLENCE.aspx 

http://nabh.co/gib.aspx 

 

 

 

  

http://nabh.co/safei.in/
http://www.qcin.org/structure.php
http://nabh.co/introduction.aspx
http://nabh.co/EducationTraining.aspx
http://nabh.co/NURSINGEXCELLENCE.aspx
http://nabh.co/gib.aspx
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NETHERLANDS 

Summary 

The Dutch health care system is acknowledged as among the best in the world. The Dutch Health Care 

Inspectorate’s (IGZ) initial goal was to define a fixed set of indicators to monitor healthcare quality for 

multiple consecutive years. They found that indicators needed to change to adapt to the dynamics of the 

healthcare sector to remain useful and over several years shifted from defining indicators to defining the 

desired changes in outcome and developing indicators in support of that change. Attitudes changed from 

“downright hostile” to increasingly cooperative as collaborators “came to understand their mutual 

interdependency and experience the positive impact indicators had on patient care”.  

Quality Window, a program providing information on hospital quality to patients, was launched by the Dutch 

Association of Hospitals (NVZ) in 2014. This initiative aimed to collect quality measures that were already 

being measured and published into a single portal that is easy to use and understand. The portal is primarily 

aimed at patients and covers a range of measures including patient satisfaction, waiting lists and doctor 

performance. 

Quality Window 

Overview 

Overview 

Quality Window, a programme providing information on hospital quality to patients, was launched in 2014 

and developed to meet the increasing demands for data and statistics on the quality of care and treatments 

provided by hospitals in the Netherlands. Whilst hospitals already provided a range of data and measures 

to different institutions, it was often difficult for patients and other stakeholders to access this information 

and when they were able to, it was not easy to understand. Quality Window was designed by the Dutch 

Association of Hospitals (NVZ) to respond to the demand for information on the quality of care in a format 

that is easy to use. The NVZ is the trade association for Dutch general and specialist hospitals; the association 

represents the interests of their members and aims to maintain a strong hospital environment. The design 

of Quality Window was based on an existing tool used by schools to share their ratings, pupil’s results and 

parents’ opinions of the school.  

Quality Reporting 

Quality Window publishes ten quality indicators for each hospital. These ten measures were decided on 

through a collaborative process between hospital board members, quality experts and patients. The NVZ set 

out three requirements for the inclusion of a quality measure: firstly, the measure needed to be relevant to 

patients; secondly, the measures had to have existed for a number of years; and finally, the measures had to 

be distinct from one another. It was important not to add an additional administrative burden on hospitals 

by selecting measures for which no data was already being collected. The main aim was to bring together 

existing information into a single place and to make it easily accessible. 

The ten measures included in Quality Window are: 
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1. Patient Satisfaction 

This is an overall measure of patient satisfaction. As different hospitals use different systems, no 

comparisons can be drawn across hospitals. The number of justified complaints is also given. 

Information regarding the hospital size and number of cases treated is also given.  

2. Doctor Performance 

The Individually Functioning Medical Specialists (IFMS) methodology is a nationwide methodology 

that determines the performance of medical practitioners through extensive feedback from 

patients and colleagues. This measure specifically looks at the number of doctors that underwent 

the process and received feedback on their performance. 

3. Waiting Lists 

This indicator provides an indication of how long a patient has to wait before receiving treatment 

at the facility. Average waiting times for both inpatient and outpatient treatments are provided. 

4. High Risk Operations 

This is the volume of high risk operations that a hospital performed in the previous year. The 

required number of operations, as set by the Ministry of Health, Dutch Institute for Clinical 

Auditing and Dutch Healthcare Inspectorate, is also provided and an indication of whether the 

hospital is performing the minimum number is given in the form of a tick or a cross. 

5. Medication 

The percentage of patients whose medication is checked upon admission and discharge. This 

indicator is taken from a hospital’s safety management system. 

6. Infections 

There are three measures under this heading: central-line associated bloodstream infections and 

surgical site infections after knee replacement procedures and after hip replacement procedures. 

7. Pain management 

This looks at the percentage of patients that scored 7 or less out of 10 for pain within 72 hours 

after surgery. A link to the hospitals’ pain policy is also included. 

8. Hospital credentials 

This section gives an overview of the hospitals certifications and accreditations with any 

organisations, including patient organisations and health insurers. 

9. Mortality 

This provides the Standardised Hospital Mortality Ratio (SHMR). A note is made that these 

indicators should not be used to compare hospitals due to unaccounted for variations such as the 

propensity for people to die at home in particular regions. A link to the SHMRs for particular 

diagnoses is also provided. 

10. Elderly 

This section looks at the control of sudden severe confusion in patients over the age of 70. Each 

hospital is required to have a protocol setting out how to treat elderly patients with sudden severe 

confusion. 

For all measures, there is a comparison to the previous year, the national average and a chance for the 

hospital to respond or to contextualise results. For each measure, an explanation of the measure is given in 

plain English, as well as a short description of how it relates to overall quality and its significance. In this way, 

Quality Window is able to add value and differentiate itself from other online patient information. 

Data Collection 
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Hospitals are responsible for uploading their data onto the Quality Window platform. They are also have the 

opportunity to provide a response to quality measures or an explanation of initiatives in place to improve 

particular metrics. In this way, the hospitals are actively involved in the reporting of quality and are able to 

provide information that can be used to contextualise results. This is particularly useful for hospitals when 

results show poor performance. While the individual hospital are responsible for uploading their own data, 

the NVZ calculates the national averages using the data uploaded. 

Transparency 

The development of Quality Window was an important step in achieving transparency in the quality of care. 

It was also an opportunity for the hospitals to be actively involved and to drive the process. The Dutch media 

frequently focus on healthcare concerns and through being proactive towards the measurement and 

publication of quality information, hospitals were able to avoid waiting for media rankings which are 

potentially inaccurate and have limited relevance to the typical patient.  

Future Plans 

Quality Window undergoes continuous development and indicators are updated or replaced with new more 

relevant indicators when necessary. In the future, the aim is to develop Quality Windows across particular 

diagnoses that are able to provide information on the quality of care. The aim is to be able to include a 

number of outcomes measures into Quality Window. 

Dutch Health Care Inspectorate 

Description 

The Health Care Inspectorate (IGZ) promotes public health through effective enforcement of the quality of 

health services, prevention measures and medical products. It advises the responsible ministers and applies 

various measures, including “advice, encouragement, pressure and coercion”, to ensure that health care 

providers offer only 'responsible' care. The Inspectorate investigates and assesses “in a conscientious, expert 

and impartial manner, independent of party politics and unaffected by the current care system”. 

Approach to Quality Measurement 

From 2008-2013 the Dutch government spent 31 million Euros to establish quality indicators but the national 

Court of Audit found the practical value of these indicators disappointing. The Health Care Inspectorate has 

reflected deeply on this experience and argues that indicators can be very effective.  However, the goal is 

not necessarily to measure precisely but to use the data to seek out possible quality issues. Provided quality 

indicators are established with a clear goal, and using a thorough process, they can have a major impact on 

outcomes and improvement. 

The Inspectorate believes some quality issues can be difficult or even impossible to measure precisely. For 

example, the percentage of patients with residual tumour after breast cancer surgery can, for extremes 

values, be a direct measure of quality, but has a “bandwidth of outcome” that needs further exploration 

before a judgment can be made on the quality of care. 

The Inspectorate uses 260 indicators; the original indicator set was three times larger. In 2009 certain ground 

rules were formalized, for example the total number of indicators is not to exceed a fixed maximum. For 
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each new indicator, an existing indicator has to be dropped, and annual adjustments may not exceed 25% 

of the total number.  

The Inspectorate believes that what’s important is not how many indicators are reported but whether and 

how they are understood, analysed, and used. For example, measuring the rate of change may be more 

important than comparing absolute values; i.e. seeing how fast a hospital can react when it is required to 

make changes, and how it uses data to do so. One of the most useful indicators is the percentage of patients 

with complete vs incomplete data; a low rate suggests a poorly performing hospital. 

Broadly speaking it is possible to measure “how things are now”, by looking back using fixed quality 

measures such as SSI (surgical site infection), pressure sores, readmissions, etc versus measuring more 

dynamically to improve quality in the future. For the latter purpose, far fewer measures may be chosen 

(perhaps 1/10th the number) for potentially bigger impact. The typical “look back” strategy results in long 

term monitoring of multiple variables. The Inspectorate indicators defines its quality indicators 6 months 

ahead, and hospitals then begin to work on them, planning and attempting to improve. By contrast the 

indicators published by Quality Window are produced later in the measurement cycle and are used for 

retrospective analysis.  

Public measurement and competition 

Public measurement of quality is said to have been a powerful stimulant for improvement in the Netherlands. 

The Inspectorate believes competition has been helpful and can drive quality if handled correctly. For 

example, in the treatment of stroke patients, published “door-to-needle” time became a basis for 

competition and helped drive improvement. Similarly, publication is believed to have helped reduced 

infection rates over time. With increasing awareness of variation, and greater availability of data, 

collaboration between hospitals has also occurred, for example agreeing and working together on team 

training, teaching in specialised areas, and doing clinical handovers. 

Doctors 

Doctors and other professional groups are empowered to decide on indicators and to drive improvements. 

Typically, the professional groups choose about four times as many indicators are suggested as are finally 

selected. To make selections, risks are prioritised, for example around surgery/theatre, the elderly and 

medicines, and diagnostic testing.  

As in South Africa, Dutch doctors typically are not employed by hospitals. This separation creates some 

difficulty from a quality measurement standpoint. The Inspectorate recognizes there can’t be “two types of 

quality”, one for doctors and one for hospitals.  

Surgical Outcomes – an Example of Impact of Measurement 

A good example of how quality measurement has driven change is the reporting of outcomes of certain 

high risk surgical procedures e.g. pancreatic resection. Publishing surgical case volumes led eventually to 

agreement about minimum per hospital case volume and consolidation of cases in a smaller number of 

centres. This change was associated with a 25% decrease in 30 day mortality over a 3 year period. About 20 

surgical procedures are now measurement targets, and this has led to reorganization of surgical services. 

Some hospitals stopped doing these cases, which affected curriculum and training (now, not all hospitals do 
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all procedures). This was an “an earthquake” – a lot moved in response to simple measure. Significant cost 

savings were achieved too.  

Failing hospitals 

Hospitals which are failing based on their quality indicators get intensive supervision. They can even go 

bankrupt because quality ratings affect credit ratings. However quality indicators are viewed in quite a subtle 

manner – as just a way to find problems that needs solving. Indicators are “perfect results of the process 

which made them”. A 100% score is also a warning flag and hospitals with these values may be asked to 

explain.  

Insurers and quality-based contracting 

Dutch health insurers are experimenting with use of quality indicators in contracting. They want to stop 

purchasing basis purely of commodity/prices but using quality indicators in this way is challenging, one of 

the problems being the incentive to cheat. 

Registries 

For developing measures of longer term outcomes, the Inspectorate makes use of the many Dutch civil 

registries for e.g.  mortality, and various clinical registries (DICA). These data sets also help drive 

improvement. 

 

 

Sources: 

https://www.nvz-kwaliteitsvenster.nl/ 

http://en.nvz-ziekenhuizen.nl/topics/quality-window/ 

https://www.nvz-kwaliteitsvenster.nl/ 

http://www.mumc.nl/en/node/1649/quality-window-hospitals 

http://www.cbhc.nl/binaries/content/documents/ncp-www-en/documenten/dutch-hospitals-provide-

reliable-one-click-patient-information-using-a-quality-

window/Dutch+hospitals+provide+reliable+%E2%80%9Cone+click%E2%80%9D+patient+information+usi

ng+a+Quality+Window 

http://qualitysafety.bmj.com/content/19/1/9 

http://en.nvz-ziekenhuizen.nl/topics/quality-window 

http://en.nvz-ziekenhuizen.nl/topics/quality-window/news/article/2045-nvz-umcs-join-the-quality-

window-initiative 

Personal communication: Jan Maarten van den Berg, Ian Leistikow. Sept 1 2016 

 

 

 

https://www.nvz-kwaliteitsvenster.nl/
https://www.nvz-kwaliteitsvenster.nl/
http://www.mumc.nl/en/node/1649/quality-window-hospitals
http://www.cbhc.nl/binaries/content/documents/ncp-www-en/documenten/dutch-hospitals-provide-reliable-one-click-patient-information-using-a-quality-window/Dutch+hospitals+provide+reliable+%E2%80%9Cone+click%E2%80%9D+patient+information+using+a+Quality+Window
http://www.cbhc.nl/binaries/content/documents/ncp-www-en/documenten/dutch-hospitals-provide-reliable-one-click-patient-information-using-a-quality-window/Dutch+hospitals+provide+reliable+%E2%80%9Cone+click%E2%80%9D+patient+information+using+a+Quality+Window
http://www.cbhc.nl/binaries/content/documents/ncp-www-en/documenten/dutch-hospitals-provide-reliable-one-click-patient-information-using-a-quality-window/Dutch+hospitals+provide+reliable+%E2%80%9Cone+click%E2%80%9D+patient+information+using+a+Quality+Window
http://www.cbhc.nl/binaries/content/documents/ncp-www-en/documenten/dutch-hospitals-provide-reliable-one-click-patient-information-using-a-quality-window/Dutch+hospitals+provide+reliable+%E2%80%9Cone+click%E2%80%9D+patient+information+using+a+Quality+Window
http://qualitysafety.bmj.com/content/19/1/9
http://en.nvz-ziekenhuizen.nl/topics/quality-window
http://en.nvz-ziekenhuizen.nl/topics/quality-window/news/article/2045-nvz-umcs-join-the-quality-window-initiative
http://en.nvz-ziekenhuizen.nl/topics/quality-window/news/article/2045-nvz-umcs-join-the-quality-window-initiative
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SINGAPORE 

Summary 

Healthcare quality initiatives in Singapore are all administered by the Singapore Ministry of Health. 

Measurement of quality is a key component of the system and performance measurement in the form of 

scorecards and reports occurs at a hospital level and national level. Singapore participates in the OECD 

quality indicators project in order to benchmark itself against other participating countries. 

Overview 

Singapore’s Ministry of Health administers the healthcare system and is responsible for policy development, 

assessing health needs, and for planning and delivering healthcare services. The Ministry of Health has a 

number of initiatives in place to monitor and improve the quality of healthcare services: patient satisfaction 

surveys, licensing of providers, scorecards and national standards for healthcare. 

Patient Satisfaction Surveys 

Patient Satisfaction Surveys (PSS) are conducted annually by the Ministry of Health in order to form a view 

on patient satisfaction and expectations of public healthcare institutions. The survey is conducted by an 

independent survey company and a structured questionnaire is used. The survey is carried out with face-to-

face interviews and over the phone.  

Patients are requested to rate the healthcare institution they were treated at in terms of their level of 

satisfaction, whether their expectations were met, whether they would recommend the service to others and 

the affordability of the service. Patients are also asked to assess their perceptions of quality on seven key 

themes: doctors, nurses, Allied Health Professionals, care coordination, facilities, waiting times and billing 

issues.  

In 2015, 85.9% of respondents rated their overall satisfaction levels with the healthcare institutions as either 

‘excellent’ or ‘good’.   

Licensing 

All healthcare institutions (public and private hospitals, nursing homes, clinics, laboratories, etc.) are required 

to be licensed with the Ministry of Health. Prior to a license being granted, institutions are inspected to 

ensure that particular standards are met. The licensing specifically looks at maintaining proper medical 

records and quality assurance activities.  
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National Standards for Healthcare  

The National Standards for Healthcare (NSHC) framework was introduced in 2008 with the aim of ensuring 

that care is both appropriate to patients’ needs and is evidence-based. There are seven key domains that 

are set out in the NSHC framework: accessible care; appropriate care; patient-centred care; safe care; learning 

institution; physical environment and amenities; and public health. Each domain has a set of standards and 

a list of indicators that are both quantifiable and measurable.  

The implementation of this framework has been viewed as highly successful and the framework was 

introduced into Community Hospitals in 2010 and into Private Hospitals in 2011. The intention is to 

eventually expand the framework into primary care and long-term care settings. 

Performance Measurement 

Performance measurement was adopted within the system to measure progress in patient safety and clinical 

quality. The indicators set out in NSHC framework were used as a starting point and additional measures 

were selected based on feasibility and their suitability for quality improvement. Measures that could be 

determined from data collected through the existing electronic systems were given preference. Where 

electronic data did not exist for measures, the Ministry of Health funded the HPOs to collect baseline data.  

One of the biggest issues faced was the comparability of measures for benchmarking. To help overcome 

this, HPOs meet four times a year to discuss clinical processes and workflows. The result of these meetings 

and discussions has been a consensus on what drives performance in each of the NSHC standards. Technical 

manuals were published in order to guide the healthcare institutions and HPOs  to collect data for the 

standards. 

Through this process, it takes around three years for a new indicator to be introduced and standardised. At 

this point, HPOs share their quality improvement initiatives and results at the meetings and receive feedback 

from other HPOs. This is a useful forum to discuss change and spread good quality improvement practices. 

Public Hospital Scorecard and Performance Reports 

A hospital scorecard is produced for each public hospital and on the basis of these scorecards, a hospital 

performance report is published annually. A holistic set of indicators covering process and outcomes 

measures, as well as the patient experience, are included in the hospital scorecards. The performance reports 

aim to assess clinical performance across healthcare institutions. The performance of hospitals is compared 

on the basis of the measures included on the hospital scorecard. 

The data produced from the scorecards is used in a number of smaller benchmarking studies by the Ministry 

of Health. For example, benchmarking studies on methicillin-resistant Staphylococcus aureus (MRSA) 

infections or ventilator-associated pneumonia (VAP) rates. 

OECD Quality Indicator Project 

In 2009, Singapore joined the OECD Quality Indicator Project in order to better understand at a national 

level how they compare to other countries. Overall, Singapore has achieved good results and ranks above 

average amongst the OECD countries. 
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As a result of participation in this project, a number of scorecards have been developed at a national, 

healthcare institution and specialty level to allow the Ministry of Health to identify quality gaps and to 

identify areas in which they are doing well. The scorecards are based largely on the OECD indicators. 

Sources: 

https://www.moh.gov.sg/content/dam/moh_web/PressRoom/Press%20releases/Annex%20for%20MOH%2

0Patient%20Satisfaction%20Survey%202015.pdf 

https://www.moh.gov.sg/content/moh_web/home/pressRoom/pressRoomItemRelease/2016/2015-survey-

of-patient-satisfaction-with-public-healthcare-insti.html 

http://international.commonwealthfund.org/countries/singapore/ 

https://elis.moh.gov.sg/elis/info.do?task=legislation&file=Reg_PHMC_Regulations.pdf 

https://www.moh.gov.sg/content/dam/moh_web/Publications/Reports/2013/Report%20of%20the%20Dire

ctor%20of%20Medical%20Services.pdf (Chapter 5) 

 

 

  

https://www.moh.gov.sg/content/dam/moh_web/PressRoom/Press%20releases/Annex%20for%20MOH%20Patient%20Satisfaction%20Survey%202015.pdf
https://www.moh.gov.sg/content/dam/moh_web/PressRoom/Press%20releases/Annex%20for%20MOH%20Patient%20Satisfaction%20Survey%202015.pdf
https://www.moh.gov.sg/content/moh_web/home/pressRoom/pressRoomItemRelease/2016/2015-survey-of-patient-satisfaction-with-public-healthcare-insti.html
https://www.moh.gov.sg/content/moh_web/home/pressRoom/pressRoomItemRelease/2016/2015-survey-of-patient-satisfaction-with-public-healthcare-insti.html
http://international.commonwealthfund.org/countries/singapore/
https://elis.moh.gov.sg/elis/info.do?task=legislation&file=Reg_PHMC_Regulations.pdf
https://www.moh.gov.sg/content/dam/moh_web/Publications/Reports/2013/Report%20of%20the%20Director%20of%20Medical%20Services.pdf
https://www.moh.gov.sg/content/dam/moh_web/Publications/Reports/2013/Report%20of%20the%20Director%20of%20Medical%20Services.pdf
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SWITZERLAND 

Summary 

The Federal Office of Public Health implemented mandatory reporting of quality indicators across 

Switzerland. The indicators were developed by Helios (a German hospital group) and are used across 

hospitals in Germany, Austria and Switzerland. The focus is on continuous quality improvement rather than 

reporting and ranking of hospitals. Certification with the Swiss Leading Hospitals is voluntary and available 

to hospitals that meet all the criteria. 

 

Swiss Leading Hospitals 

Overview 

Swiss Leading Hospitals (SLH) was founded in 1999 by three leading private Swiss acute care hospitals. Their 

aim was to promote and maintain high quality standards within acute care hospitals and to ensure that 

member hospitals were the ‘best in class’.  

Activities 

The SLH has developed quality guidelines and criteria based on the EFQM Excellence Model, a framework 

for organisational management and for determining a level of excellence. Members are required to meet 

these standards and are required to demonstrate systematic quality management which is verified through 

independent assessments and regular requalification testing. 

Initially, SLH only had guidelines for acute care hospitals; however, over the years, guidelines for 

rehabilitation and psychiatric facilities were also developed, allowing leading facilities in these two areas to 

join the association. 

Governance and Membership 

SLH is governed by a president and vice president, as well as seven members. In 2007, the first hospital 

outside Switzerland joined SLH and over time, SLH aims to admit more international members in order to 

build a worldwide alliance of leading hospitals. 

Sources: 

http://www.slh.ch/en/visionen/ 

http://www.slh.ch/en/philosophie/ 

http://www.slh.ch/en/staerken/ 

http://www.slh.ch/en/quality/quality-policy/ 

 

Federal Office of Public Health 

Overview 

http://www.slh.ch/en/visionen/
http://www.slh.ch/en/philosophie/
http://www.slh.ch/en/staerken/
http://www.slh.ch/en/quality/quality-policy/
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The Federal Office of Public Health (FOPH) is responsible, in conjunction with the cantons (regional 

government) for developing national health policy in Switzerland and for public health. The FOPH falls under 

the Federal Department of Home Affairs. 

Data Collection 

Quality Indicators were first published in 2009 for all Swiss hospitals. The publication of Article 22a of the 

Health Insurance Act and Article 31 of the Health Insurance Ordinance provided the legal basis for data 

collection and the mandatory publication of key hospital statistics. The FOPH partnered with the Federal 

Statistical Office (FSO) to collect and disseminate the data. All data is available through opendata.swiss, the 

Swiss government’s portal for freely available data sets across a number of fields. Data sets relating to health 

and healthcare which are available on opendata.swiss include key data on Swiss hospitals over a number of 

years, quality indicators on Swiss hospitals over a number of years, health insurance premiums, as well as 

data sets for specific diseases. 

Reporting 

The quality indicators published are based on quality indicators developed by the German hospital group 

Helios. The indicators developed are based on various internationally recognised systems, such as AHRQ. 

Currently, these indicators are used by hospitals in Austria, Germany and Switzerland which enables 

international comparisons across hospitals.  

The indicators reported on by the FOPH in 2015 include the total number of cases, actual and expected 

mortality rates and the Standardised Hospital Mortality Rate for the whole period 2009 – 2013 and for 2014 

across a large number of admission categories. The admission categories are classified into broader groups 

which include Cardiac Admissions, Stroke, Geriatric Care, Lung Disease, Abdominal and Thyroid Surgery, 

Vascular Disease, Gynaecology and Obstetrics, Urology, Trauma and Orthopaedics and Complex Conditions. 

The actual Length of Stay is reported for selected admission categories as well. The indicators are not 

designed in order to rank hospitals or to provide an overall rating, rather the focus is on providing a starting 

point for continuous improvement. The FOHP also makes a note that the range of measures given are not 

exhaustive measures of quality, but rather indicative. 

Sources: 

https://opendata.swiss/en/about/ 

http://www.bag.admin.ch/org/index.html?lang=en 

https://www.unispital-basel.ch/fileadmin/unispitalbaselch/Bereiche/Querschnittsfunktionen/Spital-

Pharmazie/Swiss-HP.pdf 

https://opendata.swiss/en/dataset/quality-indicators-of-the-swiss-acute-care-hospitals-

2014/resource/a57ddf00-95cd-488d-83e0-ab08212f58dd 

https://opendata.swiss/en/dataset/quality-indicators-of-the-swiss-acute-care-hospitals-

2014/resource/a7f11c4b-6b92-42bc-939d-fb9fa43fecfe 

https://opendata.swiss/en/dataset/quality-indicators-of-the-swiss-acute-care-hospitals-2014 

https://opendata.swiss/en/organization/bundesamt-fur-gesundheit-bag 

Qualitätsindikatoren der Schweizer Akutspitäler, 2014, (https://opendata.swiss/en/dataset/quality-

indicators-of-the-swiss-acute-care-hospitals-2014) 

 

 

https://opendata.swiss/en/about/
http://www.bag.admin.ch/org/index.html?lang=en
https://www.unispital-basel.ch/fileadmin/unispitalbaselch/Bereiche/Querschnittsfunktionen/Spital-Pharmazie/Swiss-HP.pdf
https://www.unispital-basel.ch/fileadmin/unispitalbaselch/Bereiche/Querschnittsfunktionen/Spital-Pharmazie/Swiss-HP.pdf
https://opendata.swiss/en/dataset/quality-indicators-of-the-swiss-acute-care-hospitals-2014/resource/a57ddf00-95cd-488d-83e0-ab08212f58dd
https://opendata.swiss/en/dataset/quality-indicators-of-the-swiss-acute-care-hospitals-2014/resource/a57ddf00-95cd-488d-83e0-ab08212f58dd
https://opendata.swiss/en/dataset/quality-indicators-of-the-swiss-acute-care-hospitals-2014/resource/a7f11c4b-6b92-42bc-939d-fb9fa43fecfe
https://opendata.swiss/en/dataset/quality-indicators-of-the-swiss-acute-care-hospitals-2014/resource/a7f11c4b-6b92-42bc-939d-fb9fa43fecfe
https://opendata.swiss/en/dataset/quality-indicators-of-the-swiss-acute-care-hospitals-2014
https://opendata.swiss/en/organization/bundesamt-fur-gesundheit-bag
https://opendata.swiss/en/dataset/quality-indicators-of-the-swiss-acute-care-hospitals-2014
https://opendata.swiss/en/dataset/quality-indicators-of-the-swiss-acute-care-hospitals-2014
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ENGLAND 

Summary 

There are a number of organisations working on quality in healthcare and healthcare services in England. 

The Private Healthcare Information Network (PHIN) is mandated by the Competition and Markets Authority 

(CMA) to collect, disseminate and publish information on private hospitals. The Care Quality Commission 

(CQC) is the independent regulator of health and social care in England and is responsible for monitoring 

healthcare services through regular inspections and developing regulation. 

 

Care Quality Commission 

Overview 

The Care Quality Commission (CQC) was established in 2009 to monitor and inspect healthcare services, as 

well as social care services across England. The CQC was formed and took over the responsibilities of three 

existing organisations:  

1. the Healthcare Commission, which was responsible for promoting and driving quality 

improvements in public health and health care;  

2. the Commission for Social Care Inspection, which carried out inspections in social care facilities; 

and 

3. the Mental Health Act Commission, a special authority designed to protect mental health patients 

detained in hospital under the Mental Health Act 1983. 

Responsibilities 

The CQC is responsible for ensuring that care provided in health and social care settings is safe, effective, 

compassionate and high quality through monitoring, inspecting and regulating health and social care 

services. The CQC monitors registered services and assesses feedback it receives from patients in order to 

drive improvements in the care provided. Furthermore, services are inspected on a regular basis and the 

findings of the inspections are published publicly.  

Any healthcare provider intending to carry out any activities regulated by the CQC is required to register. 

The registration process ensures that the providers meet all the legal requirements in order to provide care. 

 

Measurement 

The CQC monitors a range of services including the treatment, care and support provided by ambulances, 

hospitals, GPs and doctors, dentists, clinics and community healthcare services. Residential and nursing care 

homes, hospices and any treatment provided at home, for example through home care agencies, mobile 

doctors or services over the phone, are also monitored by CQC. The CQC also regulates and monitors all 

mental health care services. Although a variety of services are monitored, a set of fundamental standards 

which apply to all healthcare settings have been developed by the CQC. These standards represent the 

minimum level of care and cover patient-centred care, consent, respect and dignity, safety, safeguarding 
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from abuse, food and drink, premises and equipment, complaints, staffing, duty of candour, display of ratings 

and good governance. These standards are condensed into five key questions: 

1. Is the service safe? 

2. Is the service effective? 

3. Is the service caring? 

4. Is the service responsive to people’s needs? 

5. Is the service well-led? 

Each service evaluated and is given an overall rating, as well as a rating for each of the five key questions. 

Ratings given are outstanding, good, requires improvement or inadequate. Providers are required to display 

these ratings somewhere visible on their premises, as well as on their websites.  

Powers of the CQC 

Where services are not meeting the required standards, the CQC has the power to take action against the 

provider to ensure that patients are protected, services are improved and that providers are accountable for 

the services they offer. The CQC is able to issue notices setting out improvements that need to be made and 

the timeline for these improvements, limit a provider’s registration, place a provider under supervision whilst 

working alongside them to improve the quality of care, as well as issue fines or cautions. The CQC also has 

the power to prosecute when patients are harmed or are in danger of being harmed. 

Governance and Funding 

The CQC is an executive non-departmental public body of the Department of Health which means that it 

delivers a public service and is overseen by a board of directors, rather than politicians. The CQC’s budget 

for 2015/2016 is £249 million which is funded partially by Grant-in-Aid from the Department of Health (£136 

million) and by provider fees (£113 million). Over the following three years, the funding from the Department 

of Health will decrease to £18 million and the remainder of the budget will need to be made up from provider 

fees. Providers pay fees annually and the fee is dependent on the number of patients registered at the facility, 

the number of locations as well as the annual turnover, amongst a number of other factors.  

Sources: 

http://www.cqc.org.uk/content/rock-and-hard-place 

https://en.wikipedia.org/wiki/Care_Quality_Commission 

http://www.cqc.org.uk/content/services-we-regulate 

http://www.cqc.org.uk/content/fundamental-standards 

http://www.cqc.org.uk/content/how-we-do-our-job 

http://www.cqc.org.uk/content/taking-action 

http://www.cqc.org.uk/content/registering-and-monitoring-services 

http://www.cqc.org.uk/content/ratings 

 

Dr Foster 

Overview 

Dr Foster is an independent analytical company that offers healthcare variation analysis and clinical 

benchmarking solutions to healthcare providers. The company is predicated on the belief that comparative 

http://www.cqc.org.uk/content/rock-and-hard-place
https://en.wikipedia.org/wiki/Care_Quality_Commission
http://www.cqc.org.uk/content/services-we-regulate
http://www.cqc.org.uk/content/fundamental-standards
http://www.cqc.org.uk/content/how-we-do-our-job
http://www.cqc.org.uk/content/taking-action
http://www.cqc.org.uk/content/registering-and-monitoring-services
http://www.cqc.org.uk/content/ratings
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information on the quality and efficiency of care, which is based on transparent methodologies and multiple 

data sources, will drive quality improvements. Up until 2013, Dr Foster published an annual hospital guide 

which is an independent assessment of NHS hospitals across England. Currently, Dr Foster operates in twelve 

countries across the world. 

The hospital guide was first published in 2001 and was intended to provide an independent analysis of the 

variations that exist in acute care settings. The target audience was clinicians and hospital managers but it 

was also designed to be understandable to both the public and to patients. This was the first time that 

information on hospital performance was publically published in England and it started a move towards 

greater transparency and openness in the healthcare system. 

Data 

Administrative data was used for all the quality measurement and reporting by Dr Foster. Prior to the 

Hospital Guides, this data had not been analysed. This presented an opportunity to use data that was already 

captured and no new data was needed for the analysis. There was recognition that administrative data is not 

perfect, however this was balanced against the need to collect additional information and the additional 

burden this places on hospitals. For the measures reported on in the Hospital Guides, administrative data 

was found to be sufficient. 

As data is identifiable, the Dr Foster Unit at Imperial College London was set up in 2002 to handle the data. 

The Dr Foster Unit is part of the Department of Primary Care and Public Health within the School of Public 

Health, which is part of the Faculty of Medicine at Imperial College London. The Dr Foster Unit was funded 

through a grant from Dr Foster and worked closely with Dr Foster developing methodologies and handling 

the identifiable data. Once data has been anonymized, the data is then passed to Dr Foster for analysis. 

Activities and Challenges 

Each year the Hospital Guide reports the Hospital Standardized Mortality Ratio (HSMR) across NHS hospitals. 

In some years, the HSMR was given for each hospital along with an indication as to whether this was higher 

than expected, lower than expected or as expected. In other years, only the hospitals with higher than 

expected or lower than expected HSMR were listed. NHS hospital trusts of the year were also published in 

each edition of the Hospital Guide, this listed the top small, medium and large NHS hospital trusts, as well 

as an overall winner. This was aimed at celebrating the achievements and successes within the NHS. Each 

year, different topics were also featured picked up different topics to explore, this included topics such as 

waiting times, mortality over the weekends, infection control and patient experience. 

Over the years, Dr Foster faced a number of challenges. There was initial push back from hospitals in terms 

of publicly publishing results and comparing hospitals; however, there was recognition that greater 

transparency was necessary. In the cases where hospitals were performing poorly relative to the expected 

level, Dr Foster approached the hospitals and often helped them with their press releases; however, results 

were still published publicly. Dr Foster managed to maintain good working relationships with the hospitals 

by alerting the hospitals of results prior to publication. An important first step in the journey was ensuring 

there were no legal hurdles to publicly publishing findings and to using the data for this purpose. The last 

hospital guide was published in 2013 as the information is now widely available and Dr Foster chose to focus 

on working with the hospitals individually. 

Sources: 
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http://www.drfoster.com/about-us/our-approach/ 

http://www.drfoster.com/innovation/dr-foster-unit-at-imperial-college/ 

http://www.drfoster.com/innovation/hospital-guide/ 

Personal communication with Keith Schlagbauer, Senior Director Business Development, Dr Foster 

Dr Foster Hospital Guides 2007 - 2013 

 

 

Private Hospital Information Network 

Overview 

The Private Hospital Information Network (PHIN) is an independent not-for-profit organization that 

publishes independent and transparent information on private hospitals. PHIN was established in 2012 with 

the aim of improving published information available to patients considering private healthcare.  

PHIN was established during the Competition and Markets Authority (CMA) investigation into private 

healthcare and was recognized as having aims that were aligned to those of the CMA. In 2014, the Final 

Report of the Private Healthcare Market Investigation was published. One of the remedies proposed was the 

need for transparent publically available information on private healthcare. This was widely supported across 

the healthcare industry.  This remedy was given legal force through the publication of the Private Healthcare 

Market Investigation Order in October 2014. Later that year, the CMA appointed PHIN as the independent 

‘Information Organisation’ (IO) responsible for publishing information about the private healthcare market. 

The Order places specific obligations on PHIN as the IO in terms of governance, transparency, inclusion, 

consultation, data processing and publication. PHIN released a Strategic Plan for 2015 to 2020 to outline the 

way in which the organization intends to carry out its responsibilities. 

Objectives 

PHIN has two main aims: firstly, to provide transparent comparable information that enables patients to 

make informed decisions about healthcare providers and secondly, to help drive continuous improvement 

in clinical outcomes and care provided by private providers.  

Quality Reporting 

The publication of information is being completed in stages, as and when data becomes available for use. A 

new website was launched at the start of 2017 and currently only has high level information for each of the 

hospitals such as location and age ranges for services, the full website is due to be launched in April 2017. 

This section contains a brief description of the changes over the past few years. 

By the end of 2015, the following information was available for each hospital: 

1. CQC rating 

2. Volumes of procedures undertaken 

The actual number of procedures performed were not reported, instead comparative volumes 

were included. This was published for the top 149 procedure groups. 

http://www.drfoster.com/about-us/our-approach/
http://www.drfoster.com/innovation/dr-foster-unit-at-imperial-college/
http://www.drfoster.com/innovation/hospital-guide/
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3. Length of stay 

The average length of stay was reported by provider for a given procedure. This was designed to 

provide patients with a reasonable expectation of how long they may be in hospital.  

4. Patient Satisfaction 

All hospitals have adopted the Friends and Family Test (FFT) which is the measure of overall 

satisfaction in the NHS. Using the same measure will enable future comparisons across all 

hospitals. 

5. Patient Reported Outcome Measures (PROMs) 

The PROMs for hip and knee replacements for relevant hospitals are currently available on the 

PHIN website. PHIN has identified seven other procedures for which it will report PROMs. This data 

will be reported on as it becomes available.  

By the end of 2016, the following measures were expected to be available: 

1. Infections data 

Two types of infections will be reported on initially: Health Care Associated Infections (HCAIs) and 

Surgical Site Infections (SSIs). HCAIs will be measured at a hospital level and will include MRSA, 

MSSA, C. Diff and E-coli. SSIs will be measured at a procedure level and by both hospital and 

consultant. Initially only orthopaedic procedures will be reported but this will be expanded over 

time. 

2. Registries data 

Registries will be aligned as far as possible to current practice within the NHS. 

3. Adverse events 

This measure will focus on reportable safety incidents but is a measure that is currently under 

discussion. 

By April 2017, the full range of measures set out in the Order from the CMA should be available, this will 

include: 

1. Improvements to the PROMs 

As discussed above; 

2. Readmission rates, mortality rates and unplanned patient transfers 

The intention is that these measures will all be risk-adjusted and readmission rates will be linked to 

NHS data as well, in order to measure the full performance of the private hospitals.  

3. Consultant performance measures 

4. Fees 

This includes fees that are charged by both hospitals and consultants. 

The 2014 Order from the CMA imposed a duty on private hospitals to provide the IO with the required 

information to meet their obligations. 

Governance 

PHIN is governed by a board of directors which includes a chairman, four non-executive directors, and four 

nominated non-executive directors. Two non-executive directors are nominated by the CMA, one by the 

Association of Independent Healthcare Organisations (AIHO) and one by the Federation of Independent 

Practitioner Organisations (FIPO). The intention is that one non-executive director nominated by the private 

medical insurers will join the board as well. PHIN publishes all board minutes, details of its annual budget, a 
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five-year strategic plan and an annual review reflecting on progress made over the year in fulfilling the 

strategic plan. The publication of this material ensures a high level of transparency and accountability. 

Funding 

PHIN is a not-for-profit organization and is funded by fees from private healthcare facilities. Fees are 

calculated with reference to the volume of private activity conducted in the previous financial year. A fee of 

£3.12 is charged per private episode record and no charge is levied for NHS episode records. For the 2016-

2017 financial year, a total income of £2 million was forecast. Expected expenditure for the same period is 

approximately £1.8 million. The difference between income and expenditure is currently being used to build 

up reserves to ensure the ongoing financial security of the organisation. 

Review 

The annual report released at the start of 2017 reflects on achievements and challenges experienced to date, 

as well as an overview of the progress made to date: 

• By September 2016, 62 hospitals had submitted data. This was estimated to cover around 86% of 

all private hospital activity. 

• A key challenge has been the completeness and quality of data submitted. Of the data submitted, 

only half of it meets basic validity tests. The report suggests that submitted data is not of sufficient 

completeness or quality in order to publically publish with confidence. 

• PHIN has been working alongside member hospitals in order to help them prepare for the data 

submissions through assessing their readiness, conducting surveys and providing regular 

feedback. 

• PHIN has engaged with consultants with regards to publishing the consultant performance 

measures. A pilot of was launched in 2016 in order to test the portal and refine the information 

provided. Two key challenges were identified: 1) ensuring the information published is fair and 

robust from a clinical perspective; and 2) ensuring that each consultant has the opportunity to 

check their data and address concerns prior to publication. 

• Information governance has consistently been a major concern for all parties involved and PHIN 

has taken significant steps towards providing reassurance including completing the international 

standard for information security management (ISO27001). 

Although PHIN is required to publicly publish information, it believes that the online portal which hospitals 

and consultants can use to understand their own activity and quality which will be benchmarked against 

others, will be equally valuable going forward.  

Sources: 

Strategic Plan 2015 – 2020. 

https://www.phin.org.uk/#!/about 

The 2016 Annual Report, https://api.phin.org.uk/Content/Resource/129-

PHIN%20Annual%20Reports%202016.pdf 

A. Vallance-Owen, Chair, PHIN. Personal communication, May 26, 2017) 

 

 

https://www.phin.org.uk/#!/about
https://api.phin.org.uk/Content/Resource/129-PHIN%20Annual%20Reports%202016.pdf
https://api.phin.org.uk/Content/Resource/129-PHIN%20Annual%20Reports%202016.pdf
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UNITED STATES OF AMERICA 

Summary 

The United States of America has the largest number of quality organisations and initiatives. The Agency for 

Healthcare Research and Quality (AHRQ) is a government organisation which aims to develop the data, 

research and tools needed to improve the American healthcare system. The indicators published by AHRQ 

are often used as the starting point on other quality initiatives. The National Quality Forum promotes 

collaboration across hospitals and engages in a number of activities in order to promote quality 

improvement across healthcare organisations. There are a number of websites that report on hospital quality 

with the aim of empowering patients, for example Health Grades. 

 

National Quality Forum 

Overview 

The National Quality Forum (NQF) is a not-for-profit organization that aims to drive improvements in 

healthcare and healthcare quality through quality measurement and national collaboration.  

In 1999, the President’s Advisory Commission on Consumer Protection and Quality in the Healthcare Industry 

determined that an organisation was needed to promote healthcare quality through measurement and 

public reporting and to ensure protection of patients. The NQF was founded through an association of 

leaders from the public and private sector as a result of this recommendation.  

Membership 

NQF has over 400 member organisations and brings together organisations with an interest in improving 

the quality of healthcare services. NQF members have access to a range of learning opportunities through 

both resources and regular events and are encouraged to connect and collaborate at a number of member 

events. Members also have the opportunity to share their knowledge and experiences which help inform the 

NQF’s work on measuring quality.  

Activities 

The NQF carries out five major activities in its efforts to drive improvements in health and healthcare quality: 

1. The NQF sets standards  

The organisation brings together leaders from both the public sector and the private sector to 

evaluate measures for endorsement. These standards are widely used throughout the industry 

above other standards because of the rigorous consensus process the NQF uses. 

2. The NQF recommends measures for payment and accountability programs  

The Measure Applications Partnership (MAP) was established as a multi-stakeholder partnership to 

recommend measures for payment and accountability programs. This is a particularly important 

role given that within the next year, 90% of Medicare payments will be performance-based.  
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3. Identifying quality improvement priorities 

In order to help drive the movement towards a value-driven healthcare system, the NQF convenes 

a number of collaborations that identify and shape national quality improvement priorities. 

4. Electronic health records 

The NQF has a number of IT initiatives that are designed to support organisations that are making 

the move to electronic healthcare records. 

5. Provision of information and tools 

The NQF offers a range of informative material, tools and events to help members keep on top of 

the changes within the healthcare environment and the implications for performance 

measurement. 

The NQF is a consensus-based organisation, as defined by the Office of Management and Budget in circular 

A-119, and develops voluntary consensus standards. Voluntary consensus standards make a provision 

regarding intellectual property so that it is available on a non-discriminatory, royalty-free basis to all 

interested parties. All the quality standards developed and published by the NQF are voluntary consensus 

standards. The NQF has a multi-step consensus process to vet and approve performance measurements. 

This status allows all stakeholders to rely on the published standards as best-practice evidence-based 

standards.  

Governance 

The NQF is governed by a board of directors which represent a range of both public and private stakeholders 

including healthcare providers, purchasers, consumers and representatives from the Agency for Healthcare 

Research and Quality, the Centres for Disease Control and Prevention, the Centres for Medicaid and 

Medicare Services and the Health Services and Resources Administration. There are thee board meetings a 

year which are open to the public to attend. The organisation aims to be fully transparent and all reports, 

measures and meeting notes are published on their website. Collaboration and sharing of information are 

two important aspects of the organisation and helps people from different parts of the health sector to come 

together and to actively work together to find solutions to the important issues currently facing the industry.  

Sources: 

http://www.qualityforum.org/about_nqf/mission_and_vision/ 

https://www.whitehouse.gov/omb/circulars_a119#4 

http://www.qualityforum.org/about_nqf/governance/ 

http://www.qualityforum.org/about_nqf/history/ 

http://www.qualityforum.org/membership/ 

http://www.qualityforum.org/membership/ourmembers/ 

http://www.qualityforum.org/how_we_do_it.aspx 

http://www.qualityforum.org/what_we_do.aspx 

http://www.qualityforum.org/setting_priorities/partnership/measure_applications_partnership.aspx 

 

 

Institute for Healthcare Improvement 

Overview 

http://www.qualityforum.org/about_nqf/mission_and_vision/
https://www.whitehouse.gov/omb/circulars_a119#4
http://www.qualityforum.org/about_nqf/governance/
http://www.qualityforum.org/about_nqf/history/
http://www.qualityforum.org/membership/
http://www.qualityforum.org/membership/ourmembers/
http://www.qualityforum.org/how_we_do_it.aspx
http://www.qualityforum.org/what_we_do.aspx
http://www.qualityforum.org/setting_priorities/partnership/measure_applications_partnership.aspx
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The Institute for Healthcare Improvement (IHI) is an international quality organisation that was founded in 

1991 and through its work aims to improve health and healthcare worldwide. Although it is based 

predominately in the United States of America, the IHI has footprints in a number of countries including 

South Africa, England and the Middle East. 

The IHI started off as a collection of programs that were supported by grants. The programs all supported 

changing healthcare in order to minimise waste, delays and unsustainable costs. In its first ten years of 

operation, the IHI focused on identifying and spreading best practices for subsections of the healthcare 

system, for example emergency rooms and intensive care units. From here, the IHI started taking a more 

holistic view of the healthcare system and the work focused on transforming the whole system through 

innovation and research and development. In the most recent years, the IHI has further realised the need for 

a holistic view of the system and has started focusing on the complete social and geopolitical environment. 

The IHI’s most well known work over recent years is the creation of the ‘Triple Aim’. The Triple Aim is a 

framework that can be used to optimise the performance of healthcare systems by simultaneously focusing 

on the health of the population, the per person cost of care and the individual experience of care.  

Activities 

The IHI works across five key areas: 

1. Improvement capability 

The IHI is committed to improving the reach and influence that the improvement community has 

on the quality of care and works to ensure that improvement science is drives the work that they 

do. 

2. Person-centred and Family-centred care 

This work encourages patients to be actively involved in their care. 

3. Patient safety 

The IHI is continuously working to make care safer through reducing preventable mortalities and 

incidents of patient harm. 

4. Quality, Cost and Value 

The focus of this work is to drive affordability and sustainability through quality improvements. 

5. Triple Aim for populations 

The IHI investigates integrated approaches designed to reduce per capita costs, improve care and 

improve health population. 

The IHI runs a number of educational programs ranging from conferences and events to the IHI Open School 

which offers courses on improvement, leadership and safety. Through events and courses, the IHI also aims 

to enable like-minded people to connect and share information on their experiences. 

Governance and Funding 

The IHI is an independent not-for-profit organisation and is funded primarily through fees from its programs 

and a number of donations from foundations, companies and individuals. In 2015, the IHI had total operating 

revenues of approximately US$ 43.5million. Annual financial statements and a statement of the IHI’s financial 

position are published annually on their website. The IHI is governed by a board of directors who represent 

a diverse range of stakeholders. 

Sources: 
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http://www.ihi.org/about/pages/history.aspx 

http://www.ihi.org/education/ihiopenschool/overview/Pages/default.aspx 

http://www.ihi.org/education/Pages/default.aspx 

http://www.ihi.org/about/Pages/Finances.aspx 

http://www.ihi.org/about/Documents/IHIFY2015FinancialStatement.pdf 

http://www.ihi.org/about/Pages/Board-of-Directors.aspx 

 

 

Agency for Healthcare Research and Quality 

Overview 

The Agency for Healthcare Research and Quality (AHRQ) is one of twelve agencies within the United States 

Department of Health and Human Services. It is a research organisation that aims to develop the data, 

research and tools needed to improve the American healthcare system. 

Activities 

AHRQ has three main focus areas: 

1. Research 

AHRQ invests in research that focuses on how to transform existing services into safer services that 

offer better quality care.  

2. Measures and Data 

AHRQ runs a number of surveys and projects which are used by providers and policymakers.  

 

The Healthcare Cost and Utilisation Project (HCUP) is a collection of databases that contain data on 

all aspects of hospitalisations. Data includes administrative, clinical and non-clinical information 

relating to patient demographics, all diagnoses and procedures, discharge status and all charges. 

These databases have data from 1988 onwards and are the United States most comprehensive 

source of hospital data. These databases are typically used for research to help inform health 

policy, the analysis of cost and quality of care and outcomes of treatments. 

 

Consumer Assessment of Healthcare Provider and Systems (CAHPS) provides an overview of patient 

experience within the healthcare system. The questions focus on aspects of care that patients are 

best qualified to assess such as the communication of staff, ease of access to required services and 

the discharge information provided. These surveys are publically available and can be used by any 

party interested in assessing patient experience. As a result, these surveys are used in a number of 

countries around the world.  

 

The Medical Expenditure Panel Survey (MEPS) started in 1996 and are a set of surveys of patients 

and families, medical providers and employers. The focus of the surveys is the cost and utilisation 

of specific health services. These surveys are used by the Congressional Budget Office and are also 

used to estimate the number of people who are eligible for Medicaid and the Children’s Health 

http://www.ihi.org/about/pages/history.aspx
http://www.ihi.org/education/ihiopenschool/overview/Pages/default.aspx
http://www.ihi.org/education/Pages/default.aspx
http://www.ihi.org/about/Pages/Finances.aspx
http://www.ihi.org/about/Documents/IHIFY2015FinancialStatement.pdf
http://www.ihi.org/about/Pages/Board-of-Directors.aspx
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Insurance Program. 

 

3. Teaching Materials 

ARHQ develops and publishes a range of materials in order to teach and train healthcare 

professionals. 

Funding 

The proposed budget for 2016 totalled US$479 million. AHRQ is funded by the Public Health Services 

Evaluation Funds and the Patient-Centred Outcomes Research Trust Fund.  

Sources: 

http://www.ahrq.gov/cpi/about/profile/index.html 

http://www.ahrq.gov/sites/default/files/wysiwyg/cpi/about/mission/budget/2016/cj2016.pdf 

http://www.ahrq.gov/research/data/hcup/index.html 

http://www.ahrq.gov/cahps/about-cahps/index.html 

https://meps.ahrq.gov/mepsweb/about_meps/survey_back.jsp 

 

 

Hospital Compare 

Overview 

Hospital Compare publishes quality information on hospitals in the United States of America that are 

Medicare-certified. The aim of the published information is two-fold: firstly, it enables patients to make an 

informed decision on which hospital to be treated at and secondly, it encourages hospitals to improve the 

quality of care that they provide. 

Hospital Compare is part of the Centres for Medicare and Medicaid Services (CMS) Hospital Quality Initiative 

and was established by the CMS in collaboration with a range of other stakeholders including patients, 

hospitals, healthcare professionals and accrediting organisations. The CMS Hospital Quality Initiative uses a 

range of tools to help support quality improvement in hospitals.  

Reporting 

Hospital Compare provides a range of information: 

1. General Information 

This includes information such as the hospital name, address, contact details, the type of hospital 

and other general information such as whether it is able to receive lab results electronically. 

2. Hospital Compare Overall Rating 

This summarises the 64 measures that Hospital Compare analyses into an overall rating. The 

overall rating ranges from one start to five stars. Where there is insufficient data, no rating is given.  

3. Patient Experience 

This section publishes information on surveys from patients that have been recently discharged 

from each hospital. The Hospital CAHPS, published by AHRQ, is used to gather the patient 

experience data. This data is benchmarked against a regional and a national average. 

http://www.ahrq.gov/cpi/about/profile/index.html
http://www.ahrq.gov/sites/default/files/wysiwyg/cpi/about/mission/budget/2016/cj2016.pdf
http://www.ahrq.gov/research/data/hcup/index.html
http://www.ahrq.gov/cahps/about-cahps/index.html
https://meps.ahrq.gov/mepsweb/about_meps/survey_back.jsp
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4. Timely & Effective Care 

These measures analyse how often particular courses of treatments are recommended for certain 

conditions and how quickly these courses of treatments are administered. Conditions covered 

include heart attack care, heart failure care, pregnancy and delivery care, stroke care and 

emergency department care, amongst a number of others. For each condition, there are a number 

of measures that are reported. Each measure is reported for the hospital and includes a regional 

and national average for comparison purposes. 

5. Complications 

This section analyses how often patients treated at a hospital have suffered from conditions or 

events that could have been prevented. A range of surgical complications and healthcare-

associated infections are reported, for example the rate of complications for hip/knee replacement 

patients and central line-associated bloodstream infections (CLABSIs) in ICUs.  

6. Readmissions and Deaths 

These measures analyse how a hospital compares to the national rate for readmissions and 

mortality. Measures are reported for a range of individual medical and surgical admissions. 

7. Use of Medical Imaging 

These measures analyse the use of medical imaging for outpatients. It specifically looks at 

protecting patients’ safety, avoiding doing tests that are not needed and following up with 

patients after tests. Measures are quoted for the hospital and a regional and national average are 

given for comparison purposes. 

8. Payment and Value of Care 

This reports the Medicare spending per beneficiary at a hospital as a ratio of the average Medicare 

spending per beneficiary. This provides an indication of whether Medicare spends more or less at 

a specific hospital compared to all inpatient hospitals nationally. The value of care measures 

combine payment and quality information.  

 

All information is provided as a service to the public. Whilst the CMS has a number of initiatives in place that 

link quality and hospital performance to reimbursement levels, Hospital Compare is designed to provide 

information to the public and there is no direct punitive measures that are taken as a result of information 

published on the website. Data for the measures are sourced from a number of different places including 

the Joint Commission, Medicare claims and enrolment data and the HCAHPS survey. 

Governance 

Hospital Compare is run by the CMS which is part of the Department of Health and Human Services (HSS). 

Sources: 

https://www.medicare.gov/hospitalcompare/About/Survey-Patients-Experience.html 

https://www.medicare.gov/hospitalcompare/About/Hospital-overall-ratings.html 

https://www.medicare.gov/hospitalcompare/About/Timely-Effective-Care.html 

https://www.medicare.gov/hospitalcompare/About/Complications.html 

https://www.medicare.gov/hospitalcompare/About/RCD.html 

https://www.medicare.gov/hospitalcompare/About/Medical-Imaging.html 

https://www.medicare.gov/hospitalcompare/About/Medicare-Payment.html 

https://www.medicare.gov/hospitalcompare/Data/About.html 

https://www.medicare.gov/hospitalcompare/About/Survey-Patients-Experience.html
https://www.medicare.gov/hospitalcompare/About/Hospital-overall-ratings.html
https://www.medicare.gov/hospitalcompare/About/Timely-Effective-Care.html
https://www.medicare.gov/hospitalcompare/About/Complications.html
https://www.medicare.gov/hospitalcompare/About/RCD.html
https://www.medicare.gov/hospitalcompare/About/Medical-Imaging.html
https://www.medicare.gov/hospitalcompare/About/Medicare-Payment.html
https://www.medicare.gov/hospitalcompare/Data/About.html
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https://www.medicare.gov/hospitalcompare/Data/Data-Sources.html 

 

 

Premier Inc 

Overview 

Premier Inc is an alliance for healthcare performance improvement consisting of hospitals and other 

healthcare providers. Premier currently has approximately 3000 acute care providers and 120 000 non-acute 

care providers as part of their alliance. The overarching mission is to improve the health of communities.  

Activities 

Premier Inc offers integrated data and analytics solutions, collaborations, supply chain solutions, advisory 

services, as well as a range of other services which focus on improving health outcomes at a lower cost. In 

2008, Premier Inc launched QUEST, a collaborative quality improvement initiative designed to help hospitals 

prepare for alternative reimbursement methods and to help them provide high-quality care. Through their 

interaction with hospitals and through the development of this program, Premier has developed a standard 

methodology to promote high-value care, this is known as their Quality Cycle Management program. This 

program is designed to help hospitals improve quality whilst reducing costs.  

Governance and Funding 

Premier Inc is a listed company and is governed by a board of directors. Over the 2014 financial year, Premier 

Inc had a net revenue US$ 896 million.  

Sources: 

https://www.premierinc.com/about-premier/about-us/ 

Premier Inc 2014 Annual Report 

https://www.premierinc.com/about-premier/board-directors/ 

https://www.premierinc.com/transforming-healthcare/healthcare-performance-improvement/quality-

improvement/ 

https://www.premierinc.com/premier-launches-industry-first-quality-cycle-management-system/ 

 

 

Health Grades 

Overview 

Health Grades is a private company which publishes information on hospitals and healthcare professionals 

to help patients choose the right provider.  

Objectives 

Health Grades has three main aims: 

https://www.medicare.gov/hospitalcompare/Data/Data-Sources.html
https://www.premierinc.com/about-premier/about-us/
https://www.premierinc.com/about-premier/board-directors/
https://www.premierinc.com/transforming-healthcare/healthcare-performance-improvement/quality-improvement/
https://www.premierinc.com/transforming-healthcare/healthcare-performance-improvement/quality-improvement/
https://www.premierinc.com/premier-launches-industry-first-quality-cycle-management-system/
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1. To provide people with information to compare, research and connect doctors and hospitals. 

2. To provide consumers and patients with information to help them make informed decisions 

around their care. 

3. To help healthcare professionals connect with one another and to provide them with information 

that they can use to accurately represent their practices. 

Health Grades allows patients to search for doctors or hospitals by location and specialty. Information 

provided on doctors includes their board certifications, the range of conditions they treat, procedures they 

perform, their education and a background check which includes information on malpractice claims and 

sanctions.  

Sources: 

https://www.healthgrades.com/about/ 

https://www.healthgrades.com/about/

