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1. Introduction  

The South African Medical Association (SAMA) appreciates the Health Market Inquiry 
for its effort in executing the extraordinary role of redefining how the private healthcare 
system operates in South Africa. In response to the HMI’s invitation for public 
comments, dated 28 August 2017, SAMA is pleased to submit its input on Health 
outcome measurement and reporting in South Africa. SAMA is a non-partisan 
organisation that seeks to represent the views of both its Public and Private sector 
members of diverse clinical disciplines and professional categories. The emphasis of 
SAMA’s work and policy inclinations remains patient welfare.  

There is no denying that the South African healthcare system has for too long failed to 
provide the majority of its citizens with the quality of care they deserve, at a price they 
can afford. The medical profession represents a broad range of expertise critical for 
closing the quality gap in South Africa. Medical providers and their patient management 
activities are an important role player in the quality of healthcare. 

It is a timely opportunity for SAMA, as the largest representative organisation for doctors 
in South Africa, to make this submission. This submission adds to an earlier SAMA 
submission to the HMI in 2016 during the round of consultations. In 2015, SAMA also 
made another submission (a chapter on Quality of Care in South Africa) to the 
Department of Health, on the National Health Insurance White Paper. SAMA looks 
forward to continuous engagement with the HMI and other quality stakeholders, towards 
advancing the quality, effectiveness and better costing of clinical and health services in 
South Africa. 

Unfortunately, in the short space of time allocated by the HMI for stakeholders to 
make inputs on proposals for health outcomes measurement in South Africa, we 
have not been able to perform a full review on the multiple models and 
fragmented initiatives available in different countries for systematically 
measuring and reporting health outcomes. 

2. The functions and role of the South African Medical Association 

2.1  Role in the healthcare sector: The SAMA NPC is a professional association for 
public and private sector medical practitioners. SAMA is a registered independent, non-
profit company and a trade union for its public sector members. SAMA membership is 
voluntary and it is the largest representative organisation of doctors in South Africa, with 
>17 000 (as of December 2015) registered public and private sector doctors. 
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2.2 Relationship with its members: SAMA acts as a voice to its members, represents 
the interest of doctors at local, regional and national levels and ensures that the 
professional expertise of the medical profession has a strong voice in national debates 
that shape the future of healthcare in South Africa. 

2.3 SAMA’s role in Health policy and Quality of Care: SAMA supports legislative and 
policy measures aimed at protecting and promoting the health of the population. SAMA 
strives to ensure that South Africans have access to safe and affordable good - 
quality healthcare and recognises that measurement and monitoring of defined quality 
indicators is one of the most important avenues towards this goal.  

3.  Comments 

In the ensuing sections, SAMA offers compelling arguments for and against various 
aspects proposed in the report. We have accompanied our comments with a brief 
review of quality of care initiatives in a few select countries across the world (see 
Annexure 1). SAMA hopes that the HMI will seriously consider these recommendations: 

3.1 SAMA is in full support of health outcome measurement and improvement in 
South Africa, which underpins value based and patient centred healthcare 
delivery. 

By calling for structured outcome measurement and reporting in the South African 
system, the HMI is not introducing a new idea. The White Paper for National Health 
Insurance (NHI) for South Africa, which the Government published on 11 December 
2015, already contained the determination to measure outcomes and link them to 
provider performance: 

“Outcomes will be measured and monitored through a performance management 
framework and will be in accordance with agreed upon performance standards. 
Eventually performance management will cover public health outcomes in a specified 
catchment population...” (Paragraph 77 of NHI White Paper). 

In response to the above-stated intention, SAMA in its submission on the White Paper 
concurred that outcome measurement should be ‘implemented expediently’, 
emphasizing that “government must use its regulatory powers to re-orient the current 
misplaced nature of competition in the health system, from competing on infrastructure 
and service volumes, to competing on outcomes. Reward and sanction mechanisms 
must be strictly enforced” (SAMA White Paper Submission, 2016, paragraph (f)). 

However, this is not to underplay the value of collecting structural and process 
indicators in the South African health system. Structural and process measures are a 
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key component in the quality continuum and are a key determinant of outcomes. 
Therefore, SAMA is in agreement with the HMI (paragraph 31 of the Discussion 
Document) that structural and process indicator collection should still be valued while 
the outcome measurement system is being set up.  

In measuring quality, it is important to note that three sets of indicators are used; 
namely structural, process and outcomes indicators. The best quality monitoring body 
should be able to monitor all these indicators. We know structural indicators can predict 
outcomes such as mortality or disability. Improvements in structure are essential in 
improving outcomes. Process indicators can be collected annually and offer an 
opportunity for improvement before realisation of improvement in outcomes. If one body 
monitors these three indicators, quality improvement measures can be implemented 
and enforced. 

3.2 Benchmarking against peers 

SAMA also supports the proposed idea of benchmarking medical specialists 
against their peers (as proposed in paragraph 4.2 of the Discussion document), 
which comes with peer comparison, competition and support. Doctors will be 
able to see how well their services are performing compared to similar services 
by others, which will promote a learning culture across the health system. 

However, SAMA is concerned about some of the proposed details on the 
implementation of outcome data collection, concerning service providers. There 
are some downsides associated with it. 

 We provide our motivations further in the document (Section 3.6). 

3.3  Role of the Lancet National Commission on High-Quality Health Systems 

Despite the encouraging launch of the Lancet National Commission on High-Quality 
Health Systems in the Sustainable Development Era (the HQSS Commission) in South 
Africa on 12 May 2017 in Pretoria, the HMI discussion document, which was only 
released on 28 August 2017, does not even mention or envisage the usefulness of the 
conclusions of the Lancet Commission’s work. The South African National Lancet 
Commission is an extension of the Global HQSS Commission, which has four working 
groups and the following aims:  

 to define health-system quality  
 to describe quality of care  
 to propose practical measures of quality  
 to identify structural approaches to improve quality 
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There are two expert working groups under the South African Lancet National 
Commission, namely for: 

 Ethics (chaired by Prof. Lizo Mazwai) 
 Quality improvement (chaired by Dr Olive Shisana) 
 

Work by the National Lancet Commission has already begun. Perceptibly, the 
observations and recommendations of the National Lancet Commission would have an 
enormous role in influencing – if not re-writing – the direction of quality arrangements in 
South Africa. It is well known that there is a significant amount of diverse economic and 
outcomes data held by medical schemes and other quality of care bodies/initiatives 
scattered throughout South Africa that do not speak to each other. Part of the role of the 
National Lancet Commission is to pull together those initiatives’ infrastructure, datasets, 
frameworks, knowledge and expertise, to contribute to building a unified quality-of-care 
system. 

There is no denying that any proposed radical quality of care system or structure would 
gain the support of healthcare stakeholders if the initiatives were well conceived and 
relevant (or applicable) in the South African context.  

Therefore, SAMA urges the HMI to carefully liaise with the Lancet Commission 
and wait for the Commission’s solid recommendations (final report is due in 
2018) before introducing radical changes to the quality measurement system of 
South Africa. Extemporaneous implementation has the potential of extremely 
rattling the healthcare system, including some of the key players in the quality or 
care, such health providers. 

3.4 Role of Office of Health Standards Compliance (OHSC)  

It is SAMA’s considered view that the introduction of a completely new entity amounts to 
redundancy and thus a waste of resources. 

We elaborate on this point in section 3.7.1. 

3.5 Public and Private sectors 

SAMA notes with disquiet this discussion document’s assertion (paragraph 5) that the 
document “will focus on the quality of care and health outcomes of providers in the 
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private healthcare sector”. While SAMA recognizes the derivation of this emphasis 
from the terms of reference of the Competition Commission1, which state that: 

“This Commission is initiating an inquiry into the private healthcare sector because it 
has reason to believe that there are features of the sector that prevent, distort or restrict 
competition”. 

SAMA takes cognisance of the Department of Health’s self-confessed responsibility of 
‘guaranteeing minimum quality and other related standards and norms that must be met 
by all providers, in both the public and private sectors, as part of ensuring access 
to quality health services for the entire population’2. The HMI’s myopic scope 
ignores the potential role of the forces of competition in the public health system. The 
feasibility of creating competitive conditions amongst public sector providers was 
demonstrated in the UK, where although the NHS hospitals are publicly owned, they are 
managed as autonomous entities and made to compete against each other3.  
Furthermore, the proposal further fragments the health system, whilst National Policy 
reform seeks to unify the health system.  

The fundamental challenge in South Africa is two pronged: 

 Improvement of quality (mainly applies to the public sector) 
 Costs containment (mainly applies to the private sector) 
 

Therefore, quality of care initiatives must address both sectors. 

3.6   Role of the Council for Medical Schemes (CMS) in quality measurement and 
monitoring.  

Section 7 of the Medical Schemes Act 13 of 1998, requires the Council to make 
recommendations to the Minister on criteria for the measurement of quality and 
outcomes of the relevant health services provided for by medical schemes and such 
other services as the Council may from time to time determine. The Council for Medical 
Schemes (CMS) can thus easily monitor health outcomes in private sector and they 
have started collecting information for prescribed minimum benefit (PMBs) conditions. It 
is an option to explore the role of CMS given the current health reform. 

 

 

                                                           
1 Competition Commission of South Africa: Terms of Reference for market inquiry into the private 
healthcare sector 
2 National Department of Health: Response to submissions made to the Competition Commission Inquiry 
Panel 
3 Alex van den Heever.2012. Review of competition in the South African health system 
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3.7 COMMENTS ON THE PROPOSED INDEPENDENT STATUTORY BODY 

3.7.1 SAMA is not in support of establishing a completely new statutory body – 
the Outcomes Measurement and Reporting Organisation (OMRO) – as 
envisaged in the discussion document. Our reasons are as follows: 

a) Such a body is at risk of redundancy – i.e. becoming yet another addition to the 
long list of currently inefficient and struggling statutory bodies such as the 
National Health Laboratory Services (NHLS). In addition, the spelled-out 
mandate of the OHSC already has some overlaps with the envisaged functions of 
the intended independent body4. 

b) The body will demand enormous financial and human resources from the already 
under-resourced national reserve. Experiences from other countries show that 
registries cost a lot of money to establish and run, and take years to come out 
with any decent answers. 

Instead of establishing a new body, focus should be placed on enhancing 
the current quality regulatory system by expanding the capacity and 
mandate of the OHSC or Council for Medical Schemes. During the NHI White 
Paper submission period, SAMA in its submission doubted the independence of 
the OHSC. Therefore, part of beefing up the OHSC should include building in 
strong accountability mechanisms into the OHSC. Expanding the mandate of 
the OHSC may also need to entail renaming the OHSC to remove the imbedded 
focus on ‘compliance’, to include the broader roles including defining outcome 
indicators. 

3.7.2  Impact on medical doctors 

The document proposes the following: 

"mandatory [emphasis ours] provision of outcomes data by providers to the 
outcomes measurement and reporting organisation (OMRO). It should be made 
clear in the legislation that the OMRO has powers to collect patient data from 
providers" (paragraph 41). 

In para 47.1, it is envisaged that outcomes data will allow medical schemes to 
assess the quality of healthcare.  It is contemplated that quality of outcomes will be 
incorporated in the reimbursement contracts between medical schemes and 
providers. 

                                                           
4 OHSC website. http://ohsc.org.za/index.php/who-we-are/mandate  
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3.7.2 Mandatory collection/submission of comprehensive outcomes data is 
going to impose a costly financial and time demand on practices. SAMA is 
glad that this is acknowledged in paragraph 30 of the Discussion 
Document. In some countries, mandatory data collection and outcome-
based reimbursement have worked better with incentives. We support the 
alternative ‘experimental’ model of voluntary participation for a start, as 
envisaged in paragraph 41 of the Discussion Document, to garner doctors’ 
participation. 

3.7.3 SAMA is concerned about asymmetry of information concerning access to 
quality of healthcare data.  Only medical schemes have access to care 
quality indicator data, which they are not willing to share even with 
regulators, i.e. Council for Medical Schemes. This leaves the doctors 
exposed when remuneration is linked to performance. The global fees 
require outcome monitoring as well. 

3.8 CHALLENGES WITH USING CLAIMS DATA AND REGISTRIES 

Experiences in other countries has brought to the fore challenges related to claims data 
and registries. These challenges can apply in the South African private insurance 
environment. In the American system, some work by Rand Corporation identified some 
of the challenges: 

 Claims data from different insurances may take very different formats and may 
not be easily accessible or analysable for researchers outside of the organisation 

 Different sets of information may be captured and coding may not be uniform 
 Coding can also be fundamentally inaccurate – both codes submitted and codes 

processed 
 Coding can also be inappropriate or incomplete a challenge to analysis 
 Reimbursement policies may also have a very fundamental impact on patient 

and provider behaviour, which cannot be adequately capture through claims 
data. 

On the other hand, the cost associated with registries has been found to be enormous 
in other global contexts. The costs and resource requirements for registries and 
outcomes measurement have meant that it has largely been confined to specific 
diseases or technologies. Much work on the topic has been done in theory, but 
countries are still trying to implement this in practice. Estimations from studies 
performed on registries in Australia in 2015 estimated that each registry cost AU$ 1 
million (R10 million) per annum to run – and the time taken from setting up registries 
and actually managing to get decent useful data from these is several years. In many 



 

 

9

9

cases, technology has moved on. The cost effectiveness of registries is a subject of 
contestation5. 

4. Country case studies 

We performed a brief review of quality of care initiatives in a few select countries across 
the world (see Annexure 1 below). Our lessons from the country studies are that: 

a) In many countries, there are multiple organisations, including NGOs, within one 
country, all dealing with quality of care measurement. It is not immediately clear 
which single entity matches the independent body envisaged in the Discussion 
Document under scrutiny. 

b) Outcome measurement/monitoring arrangements depend on the health system 
within a particular country. In a number of countries, the outcome measuring and 
reporting organisation is designed within a universal health system, with a state 
agency organising quality of care monitoring and collection (difficult to make 
comparisons with South Africa where NHI is not yet established and provider 
arrangements e.g.  group practices are not yet finalised). 

c) In many countries, quality care bodies are established by law  
d) Monitoring and reporting of outcomes, or provider performance measurement, is 

implemented on both public and private providers, e.g. Australia’s National 
Health Performance Authority. 

e) Independence of quality of care entities is uncertain given varying funding and 
accountability mechanisms. 

f) Some countries collect outcomes data but this is not reported publicly, e.g. 
Australia’s Core, Hospital Based Outcome Indicators (CHBOI). 

g) Use of (financial) incentives to promote data reporting by providers is variable 
h) Time constrain could not allow us to ascertain the compulsory (or otherwise) 

nature of outcomes data collection in the examined countries. But one clear-cut 
case is Denmark in which participation is mandatory. 

 
 
 
 
 
 
 
 

 

                                                           
5 ISPOR International : https://www.ispor.org/Event/ReleasedPresentations/2015Milan  
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5. Conclusion 

SAMA appreciates the opportunity to comment on this Discussion Document on health 
outcomes measurement and reporting in South Africa, and hopes that the inputs made 
herein will be incorporated in the final decisions. 

 

 
 
Dr MJ Grootboom  
SAMA Chairperson 
18 September 2017 
 
 
 
 
 
 
 
(See Annexure 1 overleaf) 
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ANNEXURE 1: COUNTRY CASE STUDIES 
 

1. AUSTRALIA 

Before its operations ceased on 30 June 2016, the National Health Performance 
Authority (Performance Authority) had been an independent body that provided locally 
relevant and Nationally consistent information on the performance of hospitals and other 
healthcare organisations. The body had been set up as an independent agency under 
the National Health Reform Act 2011. It commenced full operations in 2012. Its mandate 
was to monitor and report on the performances of Local Hospital Networks, public 
and private hospitals, primary healthcare organisations and other bodies that provide 
health care services6. 
 
After it ceased its operations in 2016, the functions were transferred to: 

 The Australian Commission on Safety and Quality in HealthCare, 
 The Australian Institute of Health and Welfare, and 
  The Department of Health. 

The Australian Commission on Safety and Quality in Health Care  

This was established in 2006 by the Australian state and territory governments with a 
mandate to lead and coordinate National improvements in safety and quality in 
healthcare. Its existence and work is in terms of the National Health and Hospitals 
Network Act 2011 and the National Health Reform Act 2011.The Commission 
commenced as an independent statutory authority on 1 July 2011, funded jointly by 
the Australian, state and territory government. 

The Commission is a corporate Commonwealth entity of the Australian Government and 
part of the Health portfolio. As such, it is accountable to the Australian Parliament and 
the Minister for Health7. 
 

Core, Hospital based outcome indicators (CHBOI): 

In November 2009, Health Ministers endorsed the Commission’s recommendation that 
hospitals routinely monitor and review a succinct set of indicators. These core hospital-
based outcome indicators can be generated by jurisdictions or private hospital 
ownership groups, which hold the source data, and reported back to provider facilities. 
Complemented by the CHBOI Toolkit, the CHBOI indicators are however, not intended 
for public reporting or as a performance measure8. 
 

                                                           
6 http://apo.org.au/system/files/33525/apo-nid33525-53786.pdf  
7 https://www.safetyandquality.gov.au/wp-content/uploads/2016/10/ACSQHC-Annual-Report-2015-16.pdf  
8 http://www.apha.org.au/wp-content/uploads/2013/02/Core-Hospital-Based-Outcome-Indicators-7-April-2014.pdf  
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The Australian Institute of Health and Welfare (AIHW) 

The AIHW was established as a Commonwealth independent statutory authority in 
1987. The composition, functions, powers and obligations of the Institute are set out in 
its enabling legislation, the Australian Institute of Health and Welfare Act 1987 (AIHW 
Act). The AIHW is governed by a management Board, and accountable to the 
Australian Parliament through the Health and Ageing portfolio. 
 

The Australian Council on Healthcare Standards 

The Australian Council on Healthcare Standards is the non-government agency 
authorised to accredit provider institutions. States license and register private hospitals 
and the health workforce, legislate on the operation of public hospitals, and work 
collaboratively through a National Registration and Accreditation Scheme facilitating 
workforce mobility across jurisdictions while maintaining patient protections. 
 

2. CANADA 

Healthcare in Canada is delivered through a publicly funded healthcare system, 
informally called Medicare, which is mostly free at the point of use and has most 
services provided by private entities9. 

Many quality improvement initiatives take place at the provincial and territorial level in 
Canada. Examples include the Saskatchewan Health Quality Council, Health Quality 
Ontario, the British Columbia Patient Safety & Quality Council, and the New Brunswick 
Health Council. 

The Canadian Institute for Health Information (CIHI) is an independent, not-for-profit 
organisation that provides essential information on Canada’s health systems and the 
health of Canadians. CIHI gathers and analyses health care data and information to 
effectively report on health outcomes. Its unique mandate is to connect the performance 
of the health care system to the actual outcomes and to make health information 
“publicly available” to Canadians. 

The use of financial incentives to improve quality is limited. 

Canadian Institute for Health Information also reports on disparities in health care and 
health outcomes.10 

 
 
 

                                                           
9 https://en.wikipedia.org/wiki/Healthcare_in_Canada  
10 2015 International Profiles of Health Care Systems 
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3. USA 

Most healthcare, even if publicly financed, is delivered privately. Hospitals are non-
profit (approximately 70% of beds nationally), for-profit (15% of beds), or public (15% of 
beds). 

In 2014, 48 % of U.S. healthcare spending came from private funds, with 28 % coming 
from households and 20 % coming from private businesses. The federal government 
accounted for 28 % of spending while state and local governments accounted for 17 %. 

The Centres for Medicare & Medicaid Services (CMS) 

The Centres for Medicare & Medicaid Services (CMS) is a government agency, i.e. it 
is part of the Department of Health and Human Services (HHS) and administers 
Medicare, Medicaid, the Children’s Health Insurance Program (CHIP), and the Health 
Insurance Marketplace. 

 The CMS and the Hospital Quality Alliance (HQA) routinely report outcomes 
measures for select conditions such as Acute Myocardial Infarction, Heart 
Failure, Pneumonia, Hip/Knee procedures, etc. 
 

 The Hospital Compare program publicly reports on provider performance using 
measures of care processes and outcomes, as well as patient experience at 
more than 4,000 hospitals. 
 

Physician Quality Reporting System (PQRS), formerly the Physician Quality 
Reporting Initiative (PQRI), was introduced by the CMS in 2006. The PQRS 
initially started as an incentive program, but in 2010 the Affordable Care Act 
(ACA) introduced penalties for providers who do not submit qualifying PQRS 
data. The reported quality domains include ‘person and caregiver-centred 
experiences and outcomes’. Only providers who care for patients with Medicare 
insurance must participate in PQRS. 

 Agency for Healthcare Research and Quality (AHRQ), a government 
organisation, funds and oversees the annual Consumer Assessment of 
Healthcare Providers and Systems (CAHPS) surveys. 
 
For Clinician and Croup CAHPS (CGCAHPS), participation became mandatory 
for groups with 100 or more eligible professionals in 2015. 

 
Other American private/consumer groups implementing quality initiatives include: 

 Leapfrog Group’s Value-Based Purchasing Platform: conducts annual 
Leapfrog Hospital Survey (voluntary participation) focusing mainly on processes 
and safety and not so much on outcome measures. 
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4. DENMARK 
 

According to an OECD report, Denmark has ‘a dense array of disease- and service-
focused quality initiatives, and with information on the quality of care stored in separate 
data repositories, Denmark needs to create effective links and synergies between them 
to drive up quality in the healthcare system as a whole, rather than in disconnected 
elements’.11 
 
The key institutions involved with quality of care in Denmark are: 

 The Ministry of Health 
 The Danish Health and Medicines Authority (DHMA) 
 National Institute for Health Data and Disease Control 
 Danish Health Quality Program (DDKM), which is run by the Danish Institute for 

Quality and Accreditation (IKAS) 

Approximately 84% of Denmark’s healthcare expenditure is publicly financed (2015); 
healthcare is largely financed through local (regional and municipal) taxation with 
integrated funding and provision of health care at the regional level. Most primary care 
in Denmark is provided by general practitioners, who are paid on a combined 
capitation and fee-for-service basis There are few private hospital providers, and they 
account for less than 1% of hospital beds. 

Denmark has well-developed health registries with patient level data, which allows 
quality performance monitoring. At national, regional, local and hospital level, it is 
mandatory to participate in the quality initiatives [e.g. the Danish National Indicator 
Project (NIP)] and to use data and results for quality management, quality improvement, 
transparency in health care and accountability. 

General quality and efficiency data is published regularly in national level reports. 
Patient experiences are collected though biannual national, regional, and local 
surveys12. 

5. UNITED KINGDOM 

Care Quality Commission (CQC) 

The Care Quality Commission (CQC) is the independent regulator of health and social 
care in England. It monitors performance using nationally set quality standards and 
investigates individual providers when concerns have been raised. All providers, 
including institutions, individual partnerships, and solo practitioners, must be 
registered with the CQC; providers are regulated, inspected, monitored and rated, 

                                                           
11 http://www.oecd.org/publications/oecd-reviews-of-health-care-quality-denmark-2013-9789264191136-en.htm  
12 http://www.keepeek.com/Digital-Asset-Management/oecd/social-issues-migration-health/oecd-reviews-of-health-
care-quality-denmark-2013/quality-of-care-policies-in-denmark_9789264191136-5-en#.WbpUlsaxVEY#page19  
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based on “fundamental standards”. Rating of providers allows patients to choose best 
provider. ‘Comprehensive inspections’ and ‘focused inspections’ are done regularly. 
CQC regulations cover 28 outcomes. 

NHS Outcomes Framework 

The NHS Outcomes Framework was developed in December 2010 and sets out the 
national outcome goals used to hold the NHS in England to account for improvements 
in health outcomes. There are five domains in the framework: 

 Domain 1: Preventing people from dying prematurely; 
 Domain 2: Enhancing quality of life for people with long-term conditions; 
 Domain 3: Helping people recover from episodes of ill health or after injury; 
 Domain 4: Ensuring that people have a positive experience of care; and 
 Domain 5: Treating and caring for people in a safe environment and protecting 

them from avoidable harm. 

Information on the quality of services at the organisational, departmental, and (for some 
procedures) physician levels is published on NHS Choices. Results of inspections by 
the CQC are also publicly accessible. The Quality and Outcomes Framework provides 
general practices with financial incentives to improve quality. General practices are 
awarded points (determining part of their remuneration) for keeping a disease registry of 
patients with certain diseases or conditions and their management and treatment. For 
hospitals, 2.5 percent of contract value is linked to the achievement of a limited number 
of quality goals through the Commissioning for Quality13.   

Commissioning for Quality and Innovation (CQUIN) 

The Commissioning for Quality and Innovation (CQUIN) payment framework was 
introduced in 2009 to make a proportion of providers’ income conditional on 
demonstrating improvements in quality and innovation in specified areas of care14. The 
framework helps make quality part of the commissioner-provider discussion 
everywhere.  

Monitor  

Until April 2016, Monitor was an executive non-departmental public body of the 
Department of Health charged with ensuring that foundation trusts are well led, in terms 
of quality and finances. Its mandate included “safeguard patient choice and prevent 
anti-competitive behaviour”15. From April 2016 Monitor became part of 
NHS Improvement. 
 

                                                           
13 2015 International Profiles of Health Care Systems 
14 http://www.bridgewater.nhs.uk/aboutus/foi/cquin/  
15 https://en.wikipedia.org/wiki/Monitor_(NHS)  
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Other 

Other quality of care initiatives in the UK include Clinical Services Quality Measures 
(CSQMs) and the Quality Watch programme. 

6. GERMANY 

Hospitals in Germany are mandated by law to publish structured quality reports every 
two years since 2005. The structure and format of the reports are formally specified by 
regulations. 

7. SINGAPORE  

The National Health System Scorecard uses internationally established performance 
indicators to compare performance. The Public Acute Hospital Scorecard is used to 
measure institution-level performance. Its indicators cover clinical quality and patient 
perspectives. Similar scorecards for providers are being rolled out in primary care 
facilities and in community hospitals. The National standards are implemented through 
the network of Healthcare Performance Offices. 

8. SWEDEN 

Providers are evaluated based on information from patient registries and National 
quality registries, surveys related to patient satisfaction, and clinical audits. There are 
over 90 national quality registries, monitored annually by an executive committee, 
funded by the central government and by county councils, and managed by specialist 
organisations.  
 

 
 


