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Role of KPI’s in effective management of healthcare organizations ?
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KPI: Key performance indicator

Main concept Is:

Allow the synthetic evaluation of complex phenomena

and support management decisions

vWalidity vReliability
vAccuracy vMeasurability



Role of KPI’s in effective management of healthcare organizations
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% of population aged 0-14 years
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% of population aged 65+ years
Crude death rate per 1000 population
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Estimated infant mortality per 1000 live births (world health report)
Estimated life expectancy (world health report)

Hospital beds per 100 000

Incidence of tuberculosis per 100 000

Infant deaths per 1000 live births

Life expectancy at birth (years)

Life expectancy at birth (years), females

Life expectancy at birth (years), males

Live births per 1000 population

Mid-year population

Physicians per 100 000

SOR all causes, all ages, per 100 000

SDR, diseases of circulatory system, all ages, per 100 000

SDR, external causes of injury and poisoning, all ages, per 100 000
SDR, malignant neoplasms, all ages, per 100 000

Total health expenditure as % of GDP, WHO estimates

Source: European Health for All database (HFA-DB)



. How to Interpret the data
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ICD codes: ISHMT: 0901,0902,0903,0904,0905,0906,0907,0908,0909,0910,0911
Home Health topics Age: All ages

Sex: Both male and female

Data and evidence > Databases > European hospital morbidity database (HMDB) Table Chart
Metadata Help Exit c Estimated In-patiens per % of all in-patients Average length Day-cases per % of all % of day-cases Number of Number of Number of
B s Coverage (%) 1000 populations admissions of stay, days 1000 population day-cases to all admissions discharges bed-days used day-cases
E uro pea n H oS pi ta I Austria 2012 100% 36.7 13,5718 9.8659 3.3135 5.2173 8.2811 309246 3050976 27921
Belgium 2009 102% 17.2248 10,0978 7.8764 3.7076 2.8859 17.7123 185967 1464757 40029
M o rb i d ity Da ta ba se Bulgaria 2012 100% 39.9318 14.3795 4.6053 0 0 293437 1351369 0
Croatia 2013 88% (&) 19.3476 12.3261 9.0116 2.1905 2.7641 10.1703 82567 744063 9348
World Health Organization Reg ional Office Cyprus 2012 99% 4.4899 5.5758 6.76 0.2373 1.5767 5.0196 3879 26222 205
Czech Republic 2012 96% 28.6172 14.2677 11.9738 0.5903 10.0664 2.0212 300746 3601085 6204]
for Europe EUROPE Denmark 2008 118% 18.4193 11.2933 56311 4.4977 7.9412 19.6262 101664 572484 24825
Estonia 2011 96% 15.9464 9.1771 11.9635 1.3165 1.9319 7.6261 21367 255624 1764
Finland 2012 102% 26.901 15.1574 13.3604 3.4684 6.4667 11.4208 145641 1945821 18778
France 2012 81% (e) 19.7741 11.3436 6.9411 3.3816 3.3411 14.6036 1244430 8637752 212809
Select one of the below data viewing options: Germany 2012 100% 36.8105 14.9416 9.5129 1.0726 15.9764 2.8314 3015416 28685356 87866
Hungary 2012 100% 35.5726 17.6086 12.1097 0.9238 5.5708 2.5311 352893 4273429 9164
A - Comparisons between various diseases in one selected Iceland 2009 104% 143996 10.2133 7.6378 0 0 4597 35111 0
country Ireland 2012 101% 11.7357 8.3852 8.3513 5.7247 2.7868 32.7866 52333 437047 25528
B.C . betw tries for lected (o1 Israel 2010 100% 13.0646 7.7408 5.7363 1.3381 3.8092 9.2905 99599 571334 10201
; ‘omparisons between countries for one selected (group of) Italy 2012 106% 20.3444 15.7549 9.1778 2.9007 6.6499 12.4787 1208042 11087223 172242
disease (es) Latvia 2012 92% 31.4656 18,0802 6.7312 11.7287 16.2953 27.1534 64011 430868 23860
Lithuania 2012 97% 47.9384 20.0361 8.1655 1.0131 4.0414 2.0697 143229 1169538 3027
Luxembourg 2012 96% 17.9185 12.7515 8.371 4.2319 5.7639 19.1055 9514 79642 2247
The Hospital Morbidity Database (HMDB) contains hospital discharge data by Malta 2012 100% 15.5562 10.2684 10.7802 23 2.9834 12.8806 6466 69705 956,
detailed diagnosig, age and sex. which were submitted by European countries to Netherlands 2012 103% (e) 16.3818 13.8094 5.9659 7.257 5.2065 30.6994 274477 1637495 121590
the WHO Regional Office for Europe. Norway 2010 89% 23.7885 13.5736 4.6239 4.1945 4.7931 14.9895 116308 537800 20508
Poland 2012 100% 26.2744 16.196 6.784 2.3703 5.8052 8.2748 1012452 6868517 91336
HMDB is a tool for the analysis and international comparison of morbidity and Romania 2012 100% 28.481 13.7003 7.5025 5.1735 8.0599 15.3724 607113 4554848 110281
hospital activity patterns in countries. Serbia 2012 87% 19.5597 14.4027 0.0636 2.4524 14.7802 11.1411 140812 8950 17655
Slovakia 2011 98% 26.7338 14.6424 7.2876 0 0 145192 1058095 0
The main diagnosis or reason for the hospital admission is coded using one of Slovenia 2012 100% 21.0949 12.284 7.9675 06417 3.5013 2.9521 43229 344427 1315
the three following disease coding systems: Spain 2011 90% 12.8096 12,6501 7.8114 0 0 590846 4615323 0
Sweden 2010 100% 23.6113 14.5295 6.0474 2.0769 13.5402 8.0849 221430 1339076 19477
+ ICD-10 (International Statistical Classification of Diseases and Related Switzerland 2012 98% 18.6006 10.54 8.8002 0 0 145548 1280853 0
Health Problems, 101" Revision) ;';EJEETE; L:QCZZ';’E 2007 94% 14.1322 14.2271 10.0269 23312 31.5225 14.16 28880 289576 4764
+ ICD-9 (International Classification of Diseases, 9! Revision) Turkey 2011 101% 16.3732 10.6261 4.1634 0 0 1215282 5059711 0
+ ISHMT ( International Shortlist for Hospital Morbidity Tabulation) United Kingdom 2011 99% 12.867 9.5103 9.5817 6.6533 4.4049 34.0841 801125 7676162 414250
The data presented are as provided by countries and may contain some coding
errors or be effected by specific national practices of applying ICD codes for
certain reasons of hospitalization.
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WEPE viydinLdauun Inter-country comparison of hospital in-patient admission rates, average length of stay and day-cases
; Main diagnosis:
REGIONAL OFFICE FOR EUI’ODE ICD codes: ISHMT: 0901,0902,0903,0904,0905,0906,0907,0908,0909,0910,0911
Age: All ages
Sex: Both male and female

Home Health topics
Table Chart

Data and evidence > Databases > European hospital morbidity database (HMDB) Variable:| % of all in-patients admissions

Metadata Help Exit w

% of all in-patients adriesinne
- \,D Hf‘ o | | -
EuroPean Hospltal 3%4(? Lithwania 2012| C (¢ @ datanew.euro.who.int/HMDBOnlinePHP5/cbparams.php
Mnarhiditv NDarahaca 2V

[ Comparisons between countries for ona selacted (group of) disease (es] - Gaagle Chrame

@© datanew.euro.who.int/HMDBONlinePHPS5/cb.php?ed=ISHMT &diags=0 000&cys 012),BE 19),BG%20(2012},HR%:201 % D 11)F WFR E%20(2012),HU%20(2

Agegroup Variable Sex Columns View Sendio Exit | = Diagnosis: ISHMT

Trends in hospital in-patient admission rates, average length of stay and day-cases [— 0100 Certain infectious and parasitic diseases

Main diagnosis

ICD codes: ISHMT: 0800,1000
Age. Al ages [~ 0200 Neoplasms

Verablor i gations por 1000 popuiations [~ 0300 Diseases of the bloed and bloodforming organs and certain disorders involving the immune mechanism
Table |- Chart [~ 0400 Endocrine, nutritional and metabolic diseases
o | s e [~ 0500 Mental and behavioural disorders
- - [~ 0600 Diseases of the nervous system
In-patiens per 1000 populations ey [~ 0700 Diseases of the eye and adnexa
-oom [~ 0800 Diseases of the ear and mastoid process
EE&EEE:REMM - 0900 Diseases of the circulatory system
3 Denmark 0901 Hypertensive diseases
F‘r:':c”: 0902 Angina pectoris
5 Eﬁ? 0903 Acute myocardial infarction
B etand 0904 Other ischaemic heart disease
e 0905 Pulmonary heart disease & diseases of pulmonary circulation
0906 Conduction disorders and cardiac arrhythmias
0907 Heart failure
0908 Cerebrovascular diseases
0909 Atherosclerosis
0910 Varicose veins of lower extremities
0911 Other diseases of the circulatory system

Latvia 2012] App [ - WebMail PEC - D k-means clustering c Google Calendar - S¢ [7] Servizio di Invio tele

.
Jid >

T~ Latvia

& Lithuania
B+ Luxembourg
- Malta

= Netherlands
== Norway

=& Poland

% Romania
== scibia

=& Slovakia
&= Slovenia

- Spain

= Sweden

- Switzeriand
=@ Tne former Yugosiav Republic of Macedonia

KRR IAARRRR

Turkey
O united Kingdom

1000 Diseases of the respiratory system

1100 Diseases of the digestive system

1200 Diseases of the skin and subcutaneous tissue

1300 Diseases of the musculoskeletal system and connective tissue

1400 Diseases of the genitourinary system

1500 Pregnancy, childbirth and the puerperium

1600 Certain conditions originating in the perinatal period

1700 Congenital malformations, deformations and chromosomal abnormalities
1800 Symptoms, signs and abnormal clinical and laboratory findings, not elsewhere classified
1900 Injury, poisoning and certain other consequences of external causes
2100 Factors influencing health status and contact with health services

TOT All causes
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ltalian National Program of outcomes in Health System

INTERNATIONAL
165 indiCﬂtOI‘S > 10 Areas (cardiovascular,
cerebrovascular, hospitalization,
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system infectious diseases

rogramma Nazionale Esitl

PNE & uno strumento di valutazione a supporto di programmi di audit clinico e organizzativo

interventions that a structure
must do to ensure the
Entra 3 professionalism required and
not to design the ranking of the

most virtuous structures
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Citizen decision support tool

Programma Nazionale Esiti PNE
(Beta)

A0 S. Camillo-Forlanini - Roma (RM). LAZID

Dsp. Belcolle - Viterbo (VT). LAZIO
Treemap:Aree cliniche proporzionali ai volumi di attivita della STRUTTURA

Treemap:Aree cliniche proporzionali ai volumi di attivita della STRUTTURA

Livelle di aderenza & standerd di qualita p Vil al dellaghe
. Malta allo D Alla I:l Medss D Basga . Maltle bassa . (g [¥]
| PETE WK = T HHE% Lz L rie 2 S5 Nca

Livello t adererea a stardard di gualita p wani al el lamlio

. . W oo aha [0 aa [Medic [ Bassa [l Malta basso [ MO
stancard di qualitz | CEMEMTES1 ¥ B2 EOTETS 13 % 11 AUV S50003 rell 3res apecoa
cardiocinnlatorio (24, 2%) gravdanza @ pario (21 7%]

! cardtniaatoio (26.7%] grawidarea e pana (27 4%]
& Lednizan & metad

Standzrd di qualits

E refiimen e rratod
E Vai ad anng preceden Le

D csulvaiminagine

respiriorio {14.595) | Livalla ."i aderanza delle ares Livelle di aderenza delle aree
cliniche della struttura
B nata

clinicha della struttura
Pazza eor olza o tlicca su

un‘area per avere il dettaglio dei
singoli indicatori

selezionata
Pazsa con il mouse o clicca su
unares per avers il dettaglio de
singoli indicatori

Wolume di attivita 1otale
delle aree cliniche in esame:

delle aree cliniche in esame:
1] Ente ospedaliero 15 227 - L

1] Ente ospedalisrs 6 777
| % BT R EETEET |

J Veluma di attivita totale
ch.annelogien (F1%)

) o Area proporzionale al velume di attivita
Area proporzionale al volume di attivita
Dettaglio degli indicatori rappresentativi

Dettaglio degli indicatori rappresentativi
dell’area clinica

dell’area clinica




The Italian Inter-Regional
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Il sistema di valutazione della performance dei sistemi

sanitari regionali

Il Sistema di valutazione delle performance dei sistemi sanitari regionali risponde all'obiettivo di fornire a
ciascuna regione una modalita di misurazione, confronto e rappresentazione del livello della propria offerta
sanitaria. Il Sistema di valutazione della performance dei sistemi sanitari regionali & stato attivato nel 2008,
aftraverso la collaborazione di quattro regioni: Toscana, Liguria, Piemonte ed Umbria. Nell'anno 2010 si sono
aggiunte Valle d'Aosta, Provincia Autonoma di Trento, Provincia Autenoma di Bolzano e Marche, nel 2011 la
regione Basilicata, nel 2012 la regione Veneto e nel 2014 le regioni Emilia Romagna e Friuli Venezia Giulia. Dal
2015, aderiscono anche la regione Calabria, la Lombardia, e la Puglia

Un processo di condivisione interregionale ha portato alla selezione di circa 200 indicatori, di cui 100 di
valutazione e 100 di osservazione, volti a descrivere e confrontare, tramite un processo di benchmarking, le
diverse dimensioni della performance del sistema sanitario: lo stato di salute della popolazione, la capacita di
perseguire le strategie regionali, la valutazione sanitaria, la valutazione dell'esperienza degli utenti e dei
dipendenti e, infine, la valutazione della dinamica economico-finanziaria e dell'efficienza operativa

| risultati sono rappresentati tramite uno schema a bersaglio, che offre un intuitive quadro di sintesi della
performance ottenuta dalla regione, illustrandone immediatamente punti di forza e punti di debolezza.

Gli indicatori sono elaborati a livello di regione e a quello di azienda; alcune regioni scelgono inoltre di elaborare
i dati dei propri stabilimenti e dei propri distretti. Dal 2008, viene annualmente redatto un report. con i risultati
delle regioni e delle aziende. Dal 2010, il report viene reso pubblico e accessibile da parte tutti gli stakeholder.
Le regioni aderenti al network considerano un valore la trasparenza e I'accountability del proprio operato e
rendono pubblici | propri risultati.

Per accedere ai dati & necessario registrarsi. La registrazione al sito & gratuita e da la possibilita di accedere ai
dati del Sistema di valutazione dei sistemi sanitari regionali.

FoaooeEmia P

NHS

308 indicators

6 areas of analysis

Health status

Regional priorities
Health Care performance
User satisfaction

Staff satisfaction

Financial performance




Indicators global evaluation and their Trend

Toscana

Trend 2015/2016 - Totale indicatori:106

@ Migliorati: trend positiva
Stazionari
@ Peggloratl: irend negativo

Codice indicators  Indicatore
B28.1.2

B28.2.5

AOU Careggi
Bersaglio 2016

B28.239
B31.2.1
B31.22.11
B31221.2
Bd.1.1

3.1

Valore 2015

D18 F1.4_Scostamento

Indice
€30.3.2.2 Dimissioni_volont | costi
disponibilita’
Attraziont
F18.1  alta_compl
Costo_medio

PuNtoDRG
86.1.2
Donatori_procurati

c2am
IPDM_DRG_MED

c2ac
IPDM_DRG_CH

Clss
Ric_Med_oltresoglia
overss

ca7
DRG_LEA_CH
DS

Ca.4
Colecis
laparo_lg

C5.2_Int_fratture
femore_2g

€5.12.%.Int
fratture_femore
€s.3
Prostat
transuret C8a.13.2
Ripetutl_7q Ppech
Ric_da_PS
in_CH
con_DRG_CH

€10.2.1

croc i
Tempi_attesa_cH- 8

ricostr_TM_

avi pg_Abbandoni

s
C16.4_AccessiPS_ric_entrosh

C16.3_CodVerdi_non_ric_entro4h

€16.2_CodVerdi_visitaPs_entrolh

C16.1_CodGlalll_visitaPS_entro30n

c7
Parti_operativi

c7.3
Episiotomie
depurate_(NTSV)

7
Cesarei
depuratl_(NTSV)
752
Sontosoglhia
T™_prostata
€17.5.1
Soprasoglia
Cipgp TprOSE
Sottosoglia
C17.1.1  TM_mammella
Soprasoglia

s ipgiSRATYRa g

mammella

Valore 2016
21
45
B2

0

Miglioramento
2,98 %
-0,39 %
301 %
100,00 %
550 %
0.68 %
18,54 %
-0,02 %
-1.76 %
-2.94 %
-3.57 %
273 %

=021 %

Umbria

Trend 20152016 - Totale indicatori:84

Codice indicatore
B28.1.2
B28.2.9
B31.2.1
B31.221.1
B31z221.2
B4.1.1
c11
c111
c11.24
c10.21
C10.4.1
c104.2
C10.4.3

C10.4.4

Indicatore
Perce
Perce
Resp
Indice
Perce
Const
Tasso
Tasso
Tasse
Sadii
Atesi
Altesi
Ates:

Altesi

@ Migliorali
Stazionari
@ Peggiort

€30.3.2.2

Attrazioni
FI18.1  alta_comp
Costo_medio

puntoDRG
86.1.2

Donatori_procurati

C2aM
IPDM_DRG_MED

C2acC
IPDM_DRG_CH

d_oltresoglia
overss

ca7
DRG_LEA_CH
in_DS

Colecis

laparo_1g
C5.2_Int_fratture
femore_2g

C5.12_%_Int
fratture_femore

€53

Prostat

transuret C8a.13.2

Ripetuti_76.pch

trend positive

trend negativo

Valore 2015 Valore 2016

AO Perugia
Bersaglio 2016

F3.1 =
D18 £3. F1.4_Scostamento
Dimissioni_volonf'9i®

costi_ricavi pg_Avbandon
disponibilita” DI9_Abbandoni

]
| C16.4_AccessiPS_ric_entro8h

€16.3_CodVerdi_non_ric_entrodh

C16.2_CodVerdi_visitaPS_entrol h
C16.1_CodGialli_visitaPS_entro30n

c7.6
Parti_operativi

7.3
Episiotomie
depurate_(NTSV)

c7.1
Cesarei
depurati_(NTSV)

C€17.5.2
Sottosoglia
TM_prostata
C17.5.1
Soprasoglia
1715 TM-prostata
Sottosogha
C17.1.1  TM_mammella
- €10.2.1 Soprasoglia
Ricdaps ser_nip M SRATYRSIA G
E-CnFS Tempi_attesa_CH-31eg -""PP! PeoPRNg
in_CH ricostr_TM_mammella
con_DRG.CH

Miglioramento
1.32%
-1.13%
19,98 %
0,30 %
8.06 %
0.01%
3.04 %
513 %
-24.26%
-0.79 %
-13,27 %
-16,85 %
-2374%

-37,86 4%
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Easy?

SCORE BAND COLOUR PERFORMANCE Regional Efficiency and
strategy financial performance
compliance

4-5 DARK GREEN EXCELLENT
GOOD

AVERAGE
Quality,

appropriateness,
POOR continuity of care, Patient satisfaction
patient safety

m VERY POOR Figure 2. The dartboard and the five indicator dimensions.



Risk of data overload?

C2a.M Performance inde
acute medical DR(
C2a.C Performance inde
acute surgical DR(
C3b Preoperative aver

c Appropriateness ol
Medical ELC O S

€9.81.1.1  Paediatric antibiotic consumption
C98.1.1.2  Paediatric cephalosporin consumption

9.9 Consumption of antipsychotics

c10 Oncological pathway
102 ::;mvm 4‘:;;(‘:‘,: breast-conserving or nipple/skin sparing surger

1022 Percentage of women undergoing sentinel lymph node excisior
€102.21 Percentage of women undergoing radical axillary lymph node ¢
F10.2.1 Average expenditure for oncological drugs

c17.1 Breast cancer surgery volumes

C17.1.1 Percentage of over-threshold breast cancer admissions
c17.1.2 Dispersion index of cas ards under the breast cancer thr
c175 Prostate cancer surgery volumes

C17.8 Percentage of over- threshold prostate cancer admissions
C17.5.2 Dispersion index of cases in wards under the prostate cancer t

Clla Effectiveness of chronic care management

C11a.10 Heart failure hospitalization rate (50-74 years)

Clla.1 Standardized heart failure hospitalization rate lover 18 yea
C11a.21 Diabetes hospitalization rate (35-74 year
C11a.2.11 Standardized hospitalization rate for diabetes complications (o'
years)
Cla.24 Major amputation rate for diabetes
C11a3.1 COPD hospitalization rate (50-74 years)
Cl1a3.1.1 Standardized COPD hospitalization rate [over 18 years]
C13a Diagnostic appropriateness

ndardized ambulatory service rate

ndardized medical imaging rate
ndardized CT scan rate
ndardized magnetic resonance imaging [MRI) scan rate
uloskeletal MRI scan rate (> 45 years)
C132.22.1.1  Standardized musculoskeletal and spine MRI scan rate (over 11
C13a.2.2.2 __ Percentage of patients repeating lv MRI scan within 12 m

Mental health

c9 Appropriate prescribing

Percentage of psychiatric patient readmissions 8 - 30 days follc
discharge

discharge

Hospitalization rate for psychiatric disorders

Hospitalization rate for schizophrenia and psy disorders
Hospitalization rate for mood disorders

Hospitalization rate for mild to moderate depression
Hospitalization rate for anxiety and adjustment disarders
Hospitalization rate for personality disorders

Hospitalization rate for other mental health diagnoses
Hospitalization rate for dementia

Hospitalization rate for substance-induced mental disorders
Performance index for average length of stay for psychiatric dis
Contact with the department of mental health within 7 days fro
discharge

Output of the therapy process: percentage of patients dropping out of
the project [mental health)

Output of the therapy process: percentage of patients dropping out of
the project [addictions)

Hospitalization rate for psychiatric disorders [0-17 years)

Dropout from primary care services for severe neuropsychiatric
disorders

308 indicators

Percentage of yellow code patients visited within 30 mi:
Percentage of green code patients visited within 1 hour

Percentage of green code patients not referred to hospital and with a
length of stay <=4h

Percentage of patients referred to hospital with a length of stay <=8h
gency vehicle response time

-
i
cis Appropriateness of elective surgery

Standardized hospitalization rate for tonsillectomy
Standardized hospit. ation rate for cholecys
Standardized hos zation rate for laparoscopic cholecystectomy
Standardized hospitaliz rate for knee replacement surgery
Standardized hospit n rate for hip replacement surgery
rate for vein stripping
ized hospitalization rate for percutaneous coronary
ions (PCI]
ed hos zation rate for transurethral prostatectomy for
tatic hyp
n rate for hysterectomy
1810 Standardized hospitalization rate for knee arthroscopy

c21 Pharmaceutical compliance

Percentage of AMI patients prescribed beta blockers following discharge

Percentage of AMI patients prescribed statins following discharge
Percentage of AMI patients prescribed ACE inhibitors or sartans
following discharg:

Percentag AMI patients prescribed antiplatelet therapy follo

f statin-treated patients abandoning drug therapy
idepressant-treated patients abandoning drug therapy

seen (LW

D18 Per: of hospitalized pati leaving against medical
advice

F10b Governance of pharmaceutical and medical device expenditure

cal per capita pharmaceutical expenditure <br><br>
c pharmaceuticalexpenditure (hospitals)
Average expenditure for TNF-alpha inhibitors
ces [hospitals)
used medical devices

rescriptio

r

F17 Per capita health expenditure (Regions)

F17 Per capita health expenditure (Local Health Authorities)

Prescription of off-patent statins

Prescription of off-pa dihydropyridine derivatives (antihypertensives)
Prescription of off-patent ACE inhibitors (antihypertensives], in
combination with other drugs




Regional Program for the evaluation of health outcomes
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‘ Programma Regionale Valutazione degli Esiti degli Interventi Samitari 2016

NATIONAL

Introduzione

Fonti I L
in
Metodi

Appendice

Ospedaliera Emergenza
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2 Main Areas:

Hospital 117 indicators: volume of activity, mortality, complications,

reinstatements in the hospital, surgical procedures

Presentazicni pubbliche
Corso di formazione

Contatt

Privacy
®

Primary Care 31 indicators: hospitalizations, complications, reinstatements

in the hospital, surgical procedures

Strumenti per
audit clinici
organizzativi
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Clinical Pathway and Guidelines

Dipartimento di Epidemiologia del Servizio Sanitario Regionale - Regione Lazio

D/EP/Lazio
Dipartimento di Epidemiologia
del Servizio Sanitario Regionale
Regione Lazio Schema per la riduzione della glicemia nelle persone con diabete di tipo 2

Programma Regionale Valutazione degli Esiti degli Interventi Sanitari 2016
HbA, 2 6.5% dopo il programma
. . - educativo relativo alla dieta ed agli
Percorsi Assistenziali il di vita
£ La sulfinurea pud essere
l considerata per le persone
IMA A ina con ti i g che non sono in
Aol . della dose attiva 7 sovrappeso ed i cui livelli di
Percarso Diagnostico Terapeutico Assistenziale: evidenze disponibili glucosio sono
l l particolarmente alti

Ictus
Documenti
HbA,_<6.5%

Diabete
Tratto da: htip://pathways. 1k
Co 4 l
stabile = s
. . Tenere la situazione sotto
Gestione del paziente L monitoraggio per
eventuali peggioramenti

riacutizzata con diabete di tipo 2
|

Metformina + Sulanilurea
con titolazione
delle dosi attive

i

Tenere la situazione sotto monitoraggio
per eventuali peggioramenti

Intervento educativo Ricovero Ospedaliero

[ Informazioni sulla dieta da seguire l l

/ ‘{ \ HoA, 2 7.5%
S L'exenantide puo essere
i quando il peso

Identificazione e gestione Aggiungere
o insulina con titol: un

Terapia ipoglicemizzante Gestione del
delle complicanze a lungo termine \ P
della dose attiva serio problema

per il diabete di tipo 2 rischio
cardiovascarare
HbA, 275%

[ Gestione dei lipidi ematici ] [ Terapia antitrombotica ] [ Gestione della pressione sanguigna ]
|

Insulina + metformina +
sulafnilurea con titolazione
delle dosi attive




INTERNATIONAL

Province level

@ Ospedaliera

Cardiovascolare N

nfarto Miocardico Acuto (IMA) ~ B Razionale Protocollo  Metodi Statistic

Documenti

Infarto Miocardico Acuto: mortalita€pa 30 giorni dal primo accesso (struttura di accesso)

450 Roma 1 - ex Rk/A
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giorni: mortalita 2 30 giorn

2011 2012 2013 2014
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450 Roma 5 - ex RMW/G

IMA a sede non specificata
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Statistical methodology
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Nella maggior parte delle applicazgoni ghi indicator di valutazione degl esiti degl inlerventi sanitarn sana
espressi come rappocti in cui il numeratore & rappresentato dal numero dei trattamentiy’ interventi erogati
o dal numers di pazientl che hanno sperimentato Pasito In studio, Il denaminatore dal gruppo di pazient
che riceve quel trattamentofintevents o dalla popolazone o rischin, In alti casi gh indicatori di esito
possono essere espressi come misure di duratafsopraveivenzafattesa (Le. tempo di attesa frattura-
Intervents ferore). Se sl tratta di confrontare lo stato di salute della popolazione residente In aree
aeografiche diverse, & guardare Fefficacia dei trattamentifintervent dal punto di wista della funzione di
tutela della salute, gl indicatori possenc essere costruiti wtilizzande al denominatore la popolazione
residente o specific sottogruppl della stessa {populstion-based denominotors). Nel caso in cul sl vegliana
descrivere |e differenze per soggetto erogatore, il denominatore pud essere definito come carico
lavorativa, in termini di numers di pazienti, ricoveri, giornate di depanza, numearo di visite, o altre unita di
attivita lavorativa (workload-bosed deromirotors). Sono riportati di seguito i principali elementi necessari
al fini della definizione analitica, eperativa e di misura degli indicaton di esito descritti nel presente
rapporto.

Per maggiori dettagli consultare il rapporto "Valutazione com parativa di esito degli interventi sanitari™,

Popolazione in studio

Indicatorn populotion-bosed

La popolazione allo stedio & costituita dai residenti in Italis al gennaio 2013 {Fonte ISTAT).

Indiceton worklpod-hosed

La popolazione alke studio & costituita dalle dimissionl ospedaliere per la patologiafintervento in ezame dai
residenti in talia per i quali & stata verificata la corrispondenza anagrafica da Anagrafe Tributaria, Questa

selezicne & stata effettuata allo scopa di attribuire a tutti | pazienti I stessa probabilits S trovare ricover?
precedenti I'eplsodio di cura In esame.

La popolazione & costituita dalle dimissioni relative agli anni 2008-2013.

Esito

Sone stale considerate le seguenti misure di esito: rmoctalith a breve termine, dammissioni a breve termine,
cspedalizzazioni per specifiche condizioni, procedure chirurgiche, cormplicanze a breve termine a seguito di
spacifich interventl, templ di attesa. Le infermazionl necessane per la lore definiziane sono state desunte
dal Sistema Informativa Ospedaliero [SI0] e dally Banca dati dell’ Snagrabe Tribast i,

Hnirtons e ot @4, Moot s &' Fhobwrss « Famsitass Hogimants

Esposizione
indicoran popuiaton-tosed

L'esposizione & rappresantata dall’ares di residenza: ASL o provincia di residenza per gli indicatori di

ospedalizzazione.

indicoton workload-based

L'esposizione & rappresentata dallz strutture di ricovero,

Misura dell’effetto

La misura di associazione utilizzata & il Rischio Relativo [RR). Il RR & calcolate come rapporto tra due
tassif proporzioni ed esprime Peccesso (o il difetto} di rischio del gruppo posto &l numeratora rispetto al
prupge posto al dencminatore. Per esempio, se per 'A5L di residenza A il BR di mortalita rispetto all ASL &
(e df riferimento) risulta pari a 2, s pué coneludere che 1 residenti nella A5L A hanno un rischio di morte
due wolte superiore a quello dei residenti nella ASL &. Viceversa, s per la ASL di residenza C il AR di
rortalita & pari a 0.25, i residenti di guesta ASL hanno un rischic di morte quattro volte pil piccolo di guells
asservato nella A5L di riferimento,

Per aleuni indicatord la misura di associazions utiliceata & 'Hazard Ratio (HR), interpretabile come un RR

istantanao.
P-value

1 walore di p rappresenta la probabilith che il fischio relativo owervato differisca da ena (ipotesi nulla) solo
per effelts del caso. Un valore di p prossima al‘unith indica, ad esempio, che un RR di mortalith non &
diverso da 1; in altri termini i tassi di mortalita nei due gruppi posti a confronto non sone, dal punto di vista
statisticn, significativamente diversi. Un valore di p basso, al conbrario, indicas che b differenza ossereata tra
i dure gruppi non i imputabile eschavemente al‘eHetto ded caso, In particolare, valori di p mined o ugualia
005 indicane che i tassi di mostalith ned due gruppi sono, dal punta di statistico, signifi

diversi.

Misura dell’effetto in presenza di modificazione di effetto

La modificazione di effette implica una diversa stima dellzs misura & associazione tra esposiziens ed asite in
funzicne dei valor assunti da un terzo fattore chismate appunto “modificatore d'affetto”, Nel caso pid
semplice di un maodificatore di effetto dicotamico, Pefferto dellfesposizions sullesite sard diverso in
awsenza, o in presenza, di gquesto fattore. Nel presante rapporto il genere & ctato considerato “a prien”
coma potenziale modificatore d'effetto, pertanto tutte le analisi sone state condotte per la popolazions
totale e per genare.

Statistical Formula

A snsindise e et Flrnaitinss . Hrgisents

,/.,/., A o e ;s-,,f,A/,J

1. modelli di regressione |ogistica, per variabili di esito di tipo dicotomico (presenza vs assenza). In
questi madelli, la trasformata logaritmica dell'odds di esito & espressa come combinazione lineare
delle variabili impiegate nel modello predittive:

log ! = fig+ Xy s + Xz 82+ Xy By

1=, )
modelll di sopravvivenza, per esitl espressl come tempo di sopravwvivenza. In questi madelll una
trasformata dell'esito viene calcolata come funzione lineare delle variabili impiegate nel moedello
predittiva:

tog [Mt)] = log [halt)] + Xu8: + X282+ X B

Mel casa incul siano verificate le condizioni di propoerzionalita del rischi di sopravvivenza nel divers! livelli di
esposizione, & stato utilizzate || modelle di Cox. Questo permette la stima degli Hazard Ratio

Mel caso in cui le condizioni di proporzionalith non siano soddisfatte, vengono rappresentate, per i diversi
livelli di esposizione, le curve di sopravvivenza aggiustate e i tempi mediani aggiustati.

3. modelli di regressione di Poisson, per indicatori populaton-bosed. In questi modelli, |12 trasformata
logaritmica del tasso (t) dell’esite & espressa come combinazione lineare delle variabili impiegate
nel madello predittive:

fog (t) = 8o+ Xu By + Xz B2 + X B4

Di tutti i fattori di rischio identificati sulla base delle conoscenze disponibili in letteratura, sono stati inclusi
nel modello predittiva:

i fattari di rischio “a prior”, ossia fattori da includere nel maodello indipendentemente dalla loro
assoclazione con lesito; essi includono Fetd, || genere ed eventuall fattord di gravita della
patologiafintervento in studio;

i fattori selezionati attraverso procedure automatiche di tipo bootstrap stepwise: essi includono la
presenzafassenza di comorbidith (specifiche per esito considerata) desunte dal ricovere indice e dai
ricoveri ospedalieri dei due anni precedenti.

Numerosita minima per strutturo

not only Statistics...




Accountability and transparency

Extraction Protocol with inclusion
and exclusion criteria

Why and evidence based

FRATTURA DEL COLLO DEL FEMORE NELL ANZIANG

RAZIONALE

Le fratture del collo del femore sone eventd traumaticn paricolammente frequents nell ety anziana; si
dividono in medial o intracapsulen (sottocapitate ¢ medmwcerviceli con rischio di necrosi asettica
della testa) ¢ laterali o extracapsulari (basicervicali, perrocanteriche ¢ somotroncanteriche). Mella
maggior parte dei casi sono causate da patelogie croniche dell’osso (es. osteoporosi senile) ¢ si
verilizans per trawmi a bassa energia (cadute accidentali in ambiente domiciliare), prevalememente
in donne che alla condizions di grave osteoporost associane moelie spesso patologie inlermsuche ¢
della coordmazione motoria.

Le Linee Guida internasionsli concordans sul faio che 1 iraflarmenio mighore delle mure del
collo del femore e di tipo chimurpico; la stratepin chinureica dipende dal tpe di frattucs e dall' =43 del
paziente; gli interventt indicat sono la nduzione della frattura e la sostituzione protesica.

Driversi studi hanno dimostrato che a lunghe attese per Uintervento comrisponde un aumento del
rischio di mortalita e di disabilith del paziente, di eonseguenza, le raccomandazioni generali song
che il pagients con Tatlura del colle del Femors venga operate entro 24 ore dall'ingresso in
ospedale.

Un’ampia vanazione nei tesst di mortalits per fratiura del collo femore sugpensce che almeno
alcuni di quest decessi siano da considerare potenzialmente cvitabilis 11 tasso di mortalita a 30
morni dopo moovers per frattura del collo del fernore pud varmare anche di molto tra le diverse
strutture; questa fenomeno, olre che dalla diversa qualita delle cure aspedalicre, puo cssere causato
da altri fartori di rischio: condizioni sociocconomiche, cventi precedentd il ricovero, stato di salure
del paziente,

Sono definit 1 seguent mdicutor:

I} furervento chivergico curvo 2 giorri a seguifo of frattura del eollo del femore nell anziano
(sivtinira of ricovero): esito misurato & |"esecuzione dell’intervente entro 2 glomr dalle
data di primo accesso o esposizione & data dalla strothera di ricovero.

Iy “Movialita @ Srenta giorni dol ricovern gee frafiore del colio ded femore™: misura lesito o
partire dalla daa di nicovens in ospedale del paciente. L esposizions & data dalla struttura di
nicovero del paziente.

Gili indicateri in cui I'esito viene caleolato a partire dalla data di deovera hanno lo seopo di fomine
indicazioni sul funzionamento dell’intero processo assislenziale ospedaliero a pariire dal fcovero
del pazicnte, Llatribuzione dell’csito alla struottura di ricovern non implica la valutazione
dell*assistenza fomita da quella strutmra ma dellappropriatezza ed efficacia del processo
assislensiale che inizia con arivo del pasiente a quella struliura,

Inoltre, & coleolato I indicatore “Crpedalizzazione per frattura del collo femaore in pazienti anzian™
per arca di residenza dei pazient. Tale indicatore misura la frequenza dei ricoven in seguito ad una
frattura del collo del femore ¢ permette, quindi, di valutare la qualita delle misure messe in atto a
livella territoriale per rdure tale fenomeino nei parienti anciani,

Llindicatore “(spedalizzazione per fervenit &) intervenit of sostifumione dell‘anea™ permetie di
valutare Neterogeneitd dell’offerta di wale intervento a livello territoriale, identificanda delle aree di
pelenziale solioutilizzo o sovrautilizeo dell"niervento di sostituzione dell anca,

RYENTO CHIRLR ENTHO T GIORNE A

PROTOCOLLO OPERATIVO

- Defiizione

TO M FRATTURA DEL
COLLO DEL FEMORE NELLANZIANG (STRUTTURA DI RICOVERCY

Per stnmtmira di reovers o area di residenza; proporzione di fieoverd per frattura del collo del femore

com mlerventoe chinergioe entro 2 giomi i pasients ullrasessaniacinguennt.,

= Murnerione

Powrmmeree o rcowert con dimgmost i Grsblor del collo del Tanone in e ] paedente s <Gl onerato

aritro 7 glumi [differenza tra dota della pml:@dura e data di ricovern < 2 gio‘mi:

- Denominatore

Muwmere di neoverd con diagoosi di fatur del eolloe del fanone.

= Fomti informative
La Fomte dei dani &40 Sisterna Inlormative Ospedaliens (S10).

Tntervalll di osservazione
Possono ezscre distinti in:

s intervalle di reclutamento: | gennaie 2008 — 30 povembre 2005,

» intervolle di tempe libere da intervento (7). definito o partire dalln ¢
frattura del collo del femore. 11 limite mossimo dell"intervallo & tissato o
intervallo di ricostruzione dells storin clinica: 2 anni precedenti o p
rioven.

Selezione della coorte
cprprilitite
eime ordinana, con diagnost di ratuss del collo del femo
RMRAL-RZIY) i g asi postEiong, avvenuli in strebure alane, con dimess
20k e 1] M) mvvembiee 200 5.

ricoveri procedti dooun ricovers con dingnosi di fratmurn del colle del
precedenti;

ricoveri di pazienti di ctd Inferiore a 65 anni ¢ superiore a 1007

rieoverd di pazienti non residentt in Tralia:

reover per b fenmento daalle sttues;

rieoverd di polilraumatizeati: DRG 484-187,

rmenver dipasseni deceduts entro 1T giorna sere intervento (filTerensa tra o
ingresso in aspedale umoale o+ 1 giomo)*

ricoveri con dingmosi principale o secondaria di temore maligno {codici [CT
nel reovern in esame o nei 2 anni procedeati.

* i assume che la compromissione clinico-Fezivzale & questi pazienti sia @le da nendeoe in
intervents chimurgics

Nopr: Llindicators & costruite sui primi ricoveri per froctura del collo del fo
esnme, non preceduti da un rcovers con la stessa diogmosi nei 2 onni preced
rilevate una sola velta, anche nel case abbia sperimentate pid fdeoverd per |

PR L D LR CTIINEE OGNS LA, LOTERON.,  NEHTILHEL TRsag
Excellence; Jun. 2011, Available from: hitpzguidance. nicc.orguk/ CG 1

Livello: Azienda
di erogazione

fomore el periodo in esame; anche § pazienti che si fratturano entrambe le anche nelle stesso
periodn sono contal uma sel volla, moconsidersaone del fato che nelle 300 non & eplicitan
quale dei due arti & interessato dalla fratbura,

Interventi in studis

Sostituzione protesica totale o parzinle (codici WCD-9 OM - 8151, 8152} o riduzions di fratturn
(eodici ICD-0-Ch: 7000, 7905, 7000, 7015, 7920, 7925, 050, 79.35, T0.40, 7045, 7430,
T0.55).

Deflnlzione di esito

Lesito in studio & Iintervente chimrgico eniro 2 giorni (differcnza fra la dace di intervcnoo ¢ 1o data
diel ricovero minoee o uguake a 2 giomi) e seguito di faes del collo del famaore,

Assistenza ospedaliera (H): qualita clinica

mjc

H10 % di ricoveri ripetuti entro 30 gg per stessa MDC corretto per lo scostamento dal tasso di osped. RO acuti nazionale

Definizione:

Probabilita di ricoveri ripetuti entro 30 gg con stessa MDC in una qualunque strutture regionale

Numeratore:

N. ricoveri ripetuti dei dimessi dal 1 gennaio al 30 novembre entro 30 giorni con stessa MDC in una
qualunque struttura regionale (evento origine nel periodo 1 gen-30 nov, evento successivo nel periodo 1-
gen-31 dic)

Denominatore:

N. Ricoveri dal 1 gennaio al 30 novembre * scostamento percentuale del tasso di ospedalizzazione per
ricoveri ordinari della regione di riferimento dal tasso di ospedalizzazione medio nazionale

Formula
matematica:

N. ricoveri ripetuti entro 30 giorni con stessa MDC x 10!
N. Ricoveri * scostamento percentuale del tasso di ospedalizzazione della regione dal tasso di
ospedalizzazione medio nazionale

Note per
I'elaborazione:

Si considerano i ricoveri ordinari erogati in regione relativi a pazienti residenti in Italia, con identificativo
corretto, in regime di ricovero ordinario, relativi ai primi 11 mesi dell’anno.

Sono esclusi i ricoveri:

- con modalita di dimissione: volontaria; trasferito ad altro Istituto di ricovero e cura, pubblico o privato per
acuti; trasferimento ad altro regime di ricovero nell'ambito dello stesso istituto; trasferimento ad un istituto
pubblico o privato di riabilitazione (modalita di dimissione 5, 6, 8, 7)

- i dimessi psichiatrici (DRG 425, 426, 427, 428, 429, 430, 431, 432, 433, 523)

- con reparto di dimissione: unita spinale, riabilitazione, lungodegenti e neuroriabilitazione (codici 28, 56,
60, 75)

- relativi ai dimessi per radioterapia e chemioterapia (DRG 409,410,492)

Si considera ripetuto il ricovero che ha rispetto ad un ricovero precedente:stesso codice fiscale, stessa MDC, tempo intercorso
tra la ammissione e una precedente dimissione <=30 giornill ricovero ripetuto & attribuito all’azienda in cui avviene il precedente

ricovero. Ad esempio, se avviene un terzo ricovero anch’esso entro 30 giorni dal primo, questo & attributo all’azienda che ha
effettuato il secondo ricovero.

Fonte:

Flusso SDO - Ministero

~?ﬂ|r§ﬂ6hé,|" Supf
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How can hospital performance be
measured and monitored?

EUROPE

How can hospital performance be measured and monitored?
WHO Regional Office for Europe’s Health Evidence Network (HEN)
August 2003

Summary

The issue

Measurement is central to the concept of quality improvement; it provides a means to define what
hospitals actually do, and to compare that with the original targets in order to identify opportunities for
improvement.

Policy considerations

Systems for measuring hospital performance should be published in a national or regional plan for quality
and performance management, and clarify the roles and values of stakeholders.

The design of performance measurement systems should aim to improve hospital performance, rather
than to identify individual failures. Systems should not rely on single sources of data but should use a
range of information. Consumers should be prominently involved, and the results of assessments should
be transparent and freely accessible to the public.




WHO definition of Hospital indicators

Hospital performance may be defined according to the achievement of specified targets, either clinical or
administrative (/0). Ultimately, the goal of health care is better health, but there are many intermediate
measures of both process and outcome. Targets may relate to traditional hospital functions, such as
diagnosis, treatment, care and rehabilitation as well as to teaching and research. However, both the
definition and the functions of hospitals are changing, as emphasis shifts from inpatient care to
ambulatory care, community outreach programmes and health care networks (/7). Hospital performance
may thus be expected to include elements of community care and public health, as well as social and

employment functions. These dimensions of hospital performance have been analysed in the European
context (/2).

Measurement is central to the concept of quality improvement; it provides a means to define what
hospitals actually do, and to compare that with the original targets or expectations in order to identify
opportunities for improvement. Hospitals have many targets and many stakeholders; these may be seen as
clusters of values and aims behind performance measurement (/3), in such areas as:

Research: Data about structure, activities and effectiveness can be used to study the link between
organization and performance, and to inform planning and system development.

Service improvement: Purchasers and providers can compare performance within and among
hospitals to stimulate and measure change.

Referrer and patient choice: Patients and their referrers can use information such as waiting times,
outcomes and patient experiences in choosing a provider.

Resource management: Purchasers and provider managers need data on performance, costs and
volume of activity in order to decide on the best use of resources.

Accountability: Politicians and the public increasingly demand transparency, protection and E U RO PE
accountability for performance.




What are the methods of performance measurement? FUROPE

The methods used for performance measurement and quality improvement have not been rigorously
evaluated within or across countries, largely because they are complex interventions which are not easily
isolated and measured. The evidence to support these strategies is mostly based on descriptive studies or

expert reports and on respected authority. There are in principle five different types of measurement of
hospital performance, of which the first four will be dealt with here:

regulatory inspection

surveys of consumers’ experiences _
third-party assessments

statistical indicators

internal assessments.




Findings

The principal methods of measuring hospital performance are regulatory inspection, public satisfaction
surveys, third-party assessment, and statistical indicators, most of which have never been tested
rigorously. Evidence of their relative effectiveness comes mostly from descriptive studies rather than
from controlled trials. The effectiveness of measurement strategies depends on many variables including
their purpose, the national culture, how they are applied and how the results are used.

Inspection of hospitals measures minimal requirements for the safety of patients and personnel; it does
not foster innovation or information for consumers or providers. E U RO P E

Surveys usually address what is valued by patients and the general public. Standardized surveys measure
specific domains of patient experience and satisfaction. There are also standardized surveys that reliably
measure hospital performance against explicit standards at a national level.

include measurement by standards, by peer review or by accreditation
ompliance with international standards for quality systems, rather

self-regulation and improvement; and docs not aim to measure the overall performance of hospitals.

grammes are managed by independent agencies in several countries. They focus on
what may be improved rather than on failures, and are oriented toward the patient, the clinical procedures,
outcome and organizational performance. These programmes require substantial investments, and there is
ample evidence that hospitals rapidly increase compliance with published standards and improve

organizational processes in the months prior to external assessment. There is less evidence that this brings
benefits in terms of clinical process and patient outcome.

Statistical indicators can suggest issues for performance management, quality improvement and further
scrutiny; however, they need to be interpreted with caution. Much of the current evidence on the
effectiveness of performance indicators is based on observational or experimental data. Some experience
suggests that indicators such as guidelines to standardize management of common conditions may reduce
length of stay and episode costs without detriment to clinical outcome. The publication of performance
statistics as “league tables™ aims to encourage improvement, to empower patient choice and to
demonstrate a commitment to transparency. Evidence suggests that this increases public interest and
management attention to data quality, but it does not appear to have much effect on performance.




EUROPE

Hospitals need positive incentives to provide timely, accurate and complete data to external assessment
programmes. If such programmes are perceived to have intrinsic value to the organization (for example,
in staff motivation, team building; clinical and professional development or risk management), hospitals
have less need for financial or market incentives to participate. Conversely, neither individuals nor
hospitals are keen to provide information which might lead to public blame, litigation, and loss of staff,
authority and trade. Many performance measurement systems assume a common culture of transparency,
professionalism and accountability that motivates cooperation.




Public disclosure of hospital performance data

The publication of hospital activity and results as “league tables” aims to encourage improvement, to
empower patient choice and to demonstrate a commitment to transparency. Evidence suggests that this
increases public interest and management attention to data quality but it does not appear to have much
effect on performance:

Most publication schemes have been found to have little effect on patient choice behaviour,
provider behaviour or outcome performance (14).

The United States Health Care Financing Administration published hospital mortality rates in 1988,

publication was stopped 1995 because of criticism of the data’s validity and the view that
publication did not stimulate improvement but caused defensiveness and fear among providers.

A 1995 survey of Pennsylvania cardiologists found the consumer guide to coronary artery bypass
graft surgery to be “of little or no influence” in choice of surgeon and not much used by consumers
(65).

One study argues that on statistical grounds, “the current official support for output league tables,
even adjusted, is misplaced” (66).

EUROPE
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16 Potential Key Performance Indicators for Hospitals

Written by Sabrina Rodak | May 02, 2013 | Print | Email

EXEC UTE \X/lTH EXCELLENCE 13 Achievelt shares potential business process key performance indicators for hospitals in different categories,

including outpatient flow and surgical services, in a whitepaper.

Drive alignment, ensure accountability and learn when and where your strategic execution is on The whitepaper, "The Skinny on Healthcare KPls," defines several strategic planning terms. Key business
track. off track, or at risk, in real time. 30 processes are defined as critical management and operational processes. Key performance indicators are
defined as metrics used to measure key business processes and reflect strategic performance.

et htiols Here are 16 typical hospital business process KPls in two categories, according to the whitepaper:

Inpatient flow

. Inpatient raw mortality rate

. CMS core measures

. Harm events per 1,000 patient days
. Bed turnover

. Readmission rate

. Occupancy rate

. Average length of stay

. Average cost per discharge

. Patient satisfaction

o~ WN =

Revenue cycle

10. Total operating margin

11. A/R days due to coding
12. Total A/R days outstanding
13. Total A/P days outstanding
14. Cash receipt to bad debt
15. Claims denial rate

16. Days of cash on hand
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PeliTUHr Mef.opraH13aLmii

OfHOM M3 MpUOPMTETHBIX Lieneil W 3aaad coBpeMeHHol pedopMbl 3ApaBooXpaHeHWs sBngeTca obecneyeHWe AOCTYNHOCTW, MPO3PaYHOCTH, Haanexaller
cBobogbl Bbibopa NMevallero Bpada W/MNKM MeauuUMHCKOW opraHuzauMu. C 3Toi Uenbto 6bina cozgaHa pelTWHIOBas OLEHKa MeAMUMHCKWMX opraHusal
HeobX0oAMMble WHAWKATOPbI UTOrOBOW AEATENbHOCTH MEAULMHCKIUX OpraHv3auMid. PeiiTMHroBas oLeHKa NpPoOBOAWTCA MO UTOraM Moyrogus W UToram TekyLue
Haanexalwwmii cbop MHgopMaLmK No COOTBETCTBYIOWMM MHAWKATOPaM C AanbHEHWMM paHXWpoBaHveM. B KauecTBe WHAMKATOPOB ANS pacyeTa pelTWHIa 1
nokazaTeNM Paz/MYHbIX aCMeKToB AeATeNbHOCTM MEAWLMHCKOM OpraHMzaluM, BKIOYas KavecTBO OKAsblBaeMblX MeAUUMHCKUMX ycnyr v 3ddektusHo
MHaMKaTopbl ANS pacyeTa peliTUHra He ABNATCA (HYHKLUMOHANbHO 3AaBUCUMbIMKU W He AyENUpYIOT Apyr Apyra W Y4YMTBIBAIOT BUAbI MEAMUMHCKOM MOMOLM, np
opraHMzaLmsaM.

PeliTuHroBas olUeHKa JesTenbHOCTU MeAMUMHCKUX OpraHn3auMii 3aHYMaeT LeHTPanbHOe MEecTo B NOBbLILLEHUW Ka4ecTBa OKasaHws ycyr B cdiepe 34paBooxp
NPOBECTU OLIEHKY Pe3ynLTaTos hakTuyeckoid paboTel MeAULIMHCKMX OPraHu3aUMid C Le/bio NMOBbILEHNS Ka4ecTBa OKasaHus MeAMUMHCKUX YCyr HaceneHmo K
OleHKa [edaTenbHOCTU MeAULMHCKMX OpraHu3alMii MOXET paccMaTpuBaThCsl B Ka4YecTBE OfHOW M3 COCTaBMAKLWMX MNPOLEcca YNpaBieHWs KadecTBOM Me
CTOPOHbI TaKas OLEHKa MO3BOMAET NPOBOAUTL MOHUTOPHHI AEATENbHOCTW NOCTABLUMKOB, @ C APYroi CTOPOHbI, Yepes MHdopMKpoBaHWue noTpebuteneii o ae
MOTWBMPYET MOCTaBLMKOB HEMPEPLIBHO Y/y4luaTbh NoKasateny aearensHocT. KpoMe Toro, 3To JaeT NauMeHTaM BO3MOXHOCTh OCYLIECTBNATb CBOe MPaBo
MEOMLMHCKOIA OpraHu3aLui.

PeifTUHroBas LWKana 3aBUCMT B MEpBYI0 o4Yepeib oT BbibpaHHoro Tuna peiituHra. Mpu parxvpoBaHWK Npoueaypa ynopaaoqesus n obbekToB npegnonarae
paHra oT 1 go n. MpuyeM paHr 1 o3HayaeT HauBbICWWI peiTuHr, YTobbl caenaTh aHanuz Bonee copepXaTenbHbIM, MEAMUMHCKUE OpraHvzalmuv pasgen:
CTENeHU NPosSBNEHUS CBOMCTBA W NPOBOAWTCS PAaHXMPOBAHWE YXKe BHYTPH KaxaoH rpynnbl.

PeliTWHroBas oueHKa MeguUMHCKUX OpraHu3aumin nposoauTcs B 2 3Tana.

Ha nepsom sTane nposoauTcs noacyeT 6annoB No MHAMKATOpaM W pacqeT kosdduumeHTa cooTseTcTBua. McxogHble AaHHble NPeACTaBNsioTCA B Buae Mat
3anucaHbl HavMeHoBaHWe MeAWLMHCKUX opraHvsaumii (i=1,2,...n), a no cTonbuam — HavMeHoBaHWe MHAWKATOpoB oueHku (j=1,2,...m).

Ha BTOpOM 3Tane — Mo BCeM OLEHWBAEMbIM OpraHU3aLMsaM MOACYUTLIBAETCA CyMMapHbI KoadhUUMEHT pe3ynbTaTUBHOCTU (MHTErPUPOBaHHbIM OLEHOYHBI
BbICTABNAETCA PEUTHHI OpraHuzaumn.

ANropuTM UTOrOBOI PETMHIOBOI OLEHKW NOCTPOEH Ha 3KCnepTHo-bannbHoM MeTopde. PeliTUHr onpeaendeTcs cyMMUpOBaHWeM dakTudeckn HabpaHHbix 6a
MakcrManeHoe 3HavyeHue pasHol,0.

PacyeT koahduUMeHTa COOTBETCTBUS OCYLLECTBNAETCS B CNeAyroLel NocneaoBaTebHOCTH:

KOHTAKTbI

Kazakhstan

Ta COOTBETCTBUS Lie/IeBOMY NOKasaTeJito:
KC = ®YB/MNYB, roe
KC — ko3(hpULMEHT COOTBETCTBHS.

KoahhULMEHT pe3ynbTaTMBHOCTH PaccumTbIBaeTes Mo dopMyne:

Takum 06PEBDM, KOHEMHOM Uenbio NpoBeaeHns OUEHKW AEATENbHOCTU MEAULUMHCKMX Op!’aHM!aLlMﬁ ABNKAETCA yNy4dlIeHME KadecTBa, 3¢¢!EKTMBHDC[M AEeATENbHOCTU U YPOBHA 6esonacHoCTH
nauwenHTos. OaHako ee yCnewHoCTb U 3¢¢!EKTIAEHOCI'I: GWJ,ET 3aBMCETb OT AOCTOBEPHOCTK NPEACTABAEMbIX AaHHbIX M OTCYTCTBUS KOHd)ﬂW(Ta WHTEPECOB Yy OpraH13auuu, DCVLLleCFBJ'ISHOI.LlEl‘;\

KP = Z®YB/ZN4B, rae
KP — koadduuneHT pesynbratveHocTy;
ZPYB - cymMa dakTyeckoro yncna bannos;
3MYB - cymma noporosoro Yucna 6annos.

CGDP, aHanu3 AaHHbIX 1 I'\VGJ'IMKEILMPO pe3ynbTaToB OLEHKM.

HPOBEAEHME pel"’lTVIHI'DBDI"’I OueHKW MeauLIMHCKUX CIPV'EHM]&LMI? W PErMoHoB n OTKPbITb\ﬁ AOCTYN pesynbTaToB paHXMPOBaHUA MeANLIMHCKUX opraHmaaumﬁ NO3BOSMUT:

MoTpebuTtensm MeANLIMHCKUX YCITyT

- NPUHNMATb OCO3HAHHbBIE pelleHnUs OTHOCUTENbHO HPEAHDHTMTEHbHOﬁ Me/:lML[MHCKOI‘]! opraHuzauuv ang noay4yeHus MQFMLI,MHCKDﬁ MOMOLLUM B YC/IOBUSIX CBDEDHHDFO Bb\GDpa,

- onpejenyTb penyTauuio ODFEHMZBLWM C Uenbto 0nepaTtMBHOIo NMPUHATUA YNpaBiieHYeCcKux pemenmﬁ,

PykoBoguTeNsIM YnpaB/ieHuid 3ap ]

obnacreit

- KOppeKThpoBaTh 06beM OKasbIBaeMO MEAMLIMHCKOI NOMOLLM;
- BblAENATb NPUOPUTETHLIE NPOrpaMMbl MO OXpaHe 300P0BbA COrNacHO CTPYKTYpe 3abonepaeMocTu U CMepPTHOCTH;
- KOppeKThpoBaTh 6GroaxeTHoe d}MHaHCWDOBEHWe, pa3BnBaTb CHCTEMbI NOOLIPUTENLHBIX BbINAAT.

Takum OGPEEOM, rpaMmoTHO ﬂDDMHd}DDMMpOBaHHOE HaceneHue co34acT 340pOBYI0 KOHKYPEHUMIO MEXAY CYyWECTBYOWMMN MEANUMHCKUMK YHPEXAEHNAMK, N TEM CaMbIM CO3AacT MOTMBaUWIO

ANA ynyHleHnsa KavyecTBa OKasblBaeMblX MEAVUMHCKMX YCNYT HaceNeHno.

METOOWYECKWE PEKOMEHAALIMWN: PeliTMHIoBas oueHKa AeATE/IbHOCTM MEAULIMHCKVUX OpraHU3auuii, PErTMOHOB M HAYYHO-UCCIEA0BaTE/IbCKMX MHCTUTYTOB/ HaYYHbIX

LUEHTPOB

PelfTHT pervoHoB no

PeATUHr perMoHoB no utoram 2016 roga

utoram 2016 roga

PelTUHT Hay4YHO-UCCNEA0BATENBCKUX UHCTUTYTOB, Hay4HbIX LEHTPOB No uToram 2016 roga

VTOrn paHXupoBaHns
WTorn panxuposanns
WTorn panxuposanns
WTorn panxuposanms
WTorn panxuposanms
WTorn paHxuposanus
WTorn paHxuposanus
WTorn paHxuposanms
WTOrn paHxupoBanms
WTOrN paHXupoBaxms
WTOrN paHXupoBaxms
WTOrN paHXupoBanms
WITOrN paHXupoBaHms

ropoACKWX POAUNBHBIX AOMOB U MepUHaTaNbHbIX LLEHTPOB No WToraM 2016 roaa
0bnacTHbIX NeprHaTanbHbIX LEHTPOB rno utoram 2016 roga
ambyNaTopHO-MOAVKANHAYECKHUX OpraHi3aumnii no ntoram 2016 roga
KOHCY/IbTaTUBHO-ANArHOCTUHMECKNX LUEHTPOoB no utoram 2016 roga
OHKOsIOrMYecknx aucnancepos no utoram 2016 roaa

ncrxmMaTpUHeckx aucnaHcepos no ntoram 2016 ropa
KOXHO-BEHEPOMNOr4eckmnx AucnaHcepos no utoram 2016 roga
npoTUBOTYBEpKyNe3HbIX ANCNAHCepoB no utoram 2016 roga
HapKoornuyecknx AucnaHcepos no ntoram 2016 roga

rOpPOACKWX JETCKUX MHOronpodUbHLIX CTaLuoHapoB Mo uToram 2016 roga
rOpPOACKWX B3POC/ILIX MHOTOMPOMUIIEHbIX CTaLMOHapoB Mo ntoram 2016 roga
rOpPOACKWX JETCKUX MHOronpodUbHLIX CTaLuoHapoB Mo ntoram 2016 roga
06M1aCTHBIX AETCKUX MHOTOMPOMUILHBIX CTalMOHapoB Mo utoram 2016 roga




TOrM paHXvpoBaHUA rOPOLCKHX B3POC/bIX MHOrONpodMbHBIX CTalvoHapos no utoram 2016 roga

Blewats WE-m

PECMYB/IMKAHCKWIA LIEHTP WToru paHxmpoBaHWs amOynaTopHO-TIONMK/TMHWYECKUX OpraHM3aumii no utoram 2016 roga
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Hospital: What is it?

World Health
rganization

Hospitals
Hospitals

Hospitals are health care institutions that have an
organized medical and other professional staff,
and inpatient facilities, and deliver services 24 Patient safety is a serious global public health
hours per day 7 days per week. They offer a issue. Estimates show that in developed

R ’ countries as many as one in 10 patients is
varying range of acute, convalescent and harmed while receiving hospital care.
terminal care using diagnostic and curative

services.

Health care

10 facts on patient safety

Hospitals need to be organized around people’s
needs, working closely with other health and
social care services and contributing to
strengthening primary health care (PHC) and
public health services, to substantially contribute
to Universal Health Coverage (UHC).

Expenditures Facilities Hospital care

36% 35% 10%

of total health care expenditures account for hospital of health care facilities do not have water and soap of patients are harmed while receiving hospital care.
infrastructure, medical equipment and vehicles. for hand-washing.
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Hospitals in rural or remote areas: An exploratory review of
policies in 8 high-income countries >«
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Abstract open access

Our study reviewed policies in 8 high-income countries (Australia, Canada, United States,
[taly, Spain, United Kingdom, Croatia and Estonia) in Europe, Australasia and North America
with regard to hospitals in rural or remote areas. We explored whether any specific policies
on hospitals in rural or remote areas are in place, and, if not, how countries made sure that
the population in remote or rural areas has access to acute inpatient services. We found that
only one of the eight countries (ltaly) had drawn up a national policy on hospitals in rural or
remote areas. In the United States, although there is no singular comprehensive national
plan or vision, federal levers have been used to promote access in rural or remote areas and
provide context for state and local policy decisions. In Australia and Canada, intermittent
policies have been developed at the sub-national level of states and provinces respectively.
In those countries where access to hospital services in rural or remote areas is a concern,
common challenges can be identified, including the financial sustainability of services, the
importance of medical education and telemedicine and the provision of quick transport to
more specialized services.

Rural Vs Urban Areas

Same indicators?

Same Policies?

Maybe Not?




Future Hospital: What is it? “Homecare”

Format: Abstract ~

World Hosp Health Serv. 1997;33(1):33-42.

The outpatient hospital: a hospital without beds.
Guinn RM".

# Author information

Abstract

A radical reordering of the hospital building looms on the horizon. By the
hospital--a hospital without beds--will be the new healthcare model. The
different from a medical care system. The patient is no longer forced to ¢
intermittent medical intervention needs. The barrier between the public t

merge into one entity. Thus, hospitals evolve into outpatient wellness cel
of service points.

PMID: 10169452
[Indexed for MEDLINE]
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Agility in Action

The $S54 million hospital without any beds

by Julianne Pepitone @julpepitone

(© September 13, 2016: 6:09 PM ET °

Congratulations
Millennials, you now
have your own airline

Scaramucci sorry for
calling Trump a 'hack’
with a 'big mouth' in
2015

| \u Wells Fargo ordered to
%{ rehire whistleblower
| and pay $577,500 in
" back wages

£%

Seniors swap hospital visits for iPads

Mercy Hospital wants to provide better care for its patients -- by
making sure they don't come to the hospital.

Instead. 330 staffers at Mercy's Virtual Care Center, located just outside of St. Louis, place video




Health care residences or Nursing home care

Nursing homes are a type of residential care that provide around-the-clock nursing care for elderly persons who require a
certain level of medical care and/ or assistance. Twenty-four hour nursing care is available to ensure that all medical needs
and personal/daily needs are being addressed. Nursing homes will provide short-term rehabilitative stays following a surgery,
illness or injury which may require physical therapy, occupational therapy or speech-language therapy. Nursing homes offer
other services such as planned activities and daily housekeeping services. Nursing homes may also be referred to

as convalescent care, skilled nursing or a long term facility. Nursing homes will often times either include memory

care services or have a separate area specified for memory care




elleuno Health care residences or Nursing home care

Socialmente Indispensabili.

* Percentage of guests taking sedative / anxiolytic /sleeping pills

* Percentage of guests with physical restraint present in the period, with physical restraint not for postural purposes
or safeguard.

* Average number of cleaning baths on a monthly basis, for guests who do not have health contraindications to take
a bath

* Resident and Attending Guests Percentage (for more than 6 months) satisfied with the reception path in the
information phase, orientation, presentation of services and management mode about entrance into structure

* PAI (Individualized care plan)/ PEIl (Individualized education plan) percentage that includes the identification of an
operational manager

» Satisfaction of intervention co-ordination (planning, management unexpected, reliability and continuity of

communication with the service)
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INTERNATIONAL
NATIONAL

....but we can also calculate
indicators for departments,
individual ward level, polyclinics,
etc...




Projects

Internal Policy Assessment Health Technology
Assessment Assessment

National and
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Intra-hospital data
management
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Future of KPI? Open Data
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Start-up on real time KPI thanks to Open data
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Tips For Managers

* KPIs should be watched not by their single value but only to benchmark with others or evaluate the trend.
* KPIs should be watched only as a direction to improve not a cut off limit.

Why?  Because they can cause negative effect!!

Tips and examples:
» Time limit can stress to hurry and in some case where the organization is not ready can cause worst
damages.
e Hip fracture with 2 days and increase of infections
» Always map all your local context processes and create your specific indicators.
e PCA return in on first aid becaus ethe bed was not ready
» Use KPIs wisely and think about people in your institutions.
« Example 15% of the teaching staff should pass the IELTS and TOFLE exam.
» Create internal policies to collect data and make control. Wrong data can mislead your institution.
* Dont cheat on indicators because you can loose your job.
» Data collection and analysis should be totally independent from who is the controlled
» If you can’t measure it yourself you should not use it; moreover you can't manage what you don't measure !!
» it has to be clear what the Key Performance Indicator (KPI) is exactly important for
» keep your KPI SMART !



The KPI should be S-M-A-R-T

Specific = It has to be clear what the KPI exactly measures. There has to be one widely-accepted definition of

the KPI to make sure the different users interpret it the same way and, as a result, come to the same and right
conclusions which they can act on.

Measurable - The kpi has to be measurable to define a standard, budget or norm, to make it possible to
measure the actual value and to make the actual value comparable to the budgeted value.

Achievable - Every KPI has to be measurable to define a standard value for it. It is really important for the

acceptance of KPI’s and Peformance Management in general within the organization that this norm is achievable.
Nothing is more discouraging than striving for a goal that you will never obtain.

Relevant - The kP must give more insight in the performance of the organization in obtaining its strategy. If a

KPI is not measuring a part of the strategy, acting on it doesn’t affect the organizations’ performance. Therefore an
irrelevant KPI is useless.

Time phased = It is important to express the value of the KPI in time. Every KPI only has a meaning if one

knows the time dimension in which it is realized. The realization and standardization of the KPI therefore has to be
time phased.



Betore ending...

NO DATA = NO KPI

Databases and IT infrastructure development is a must
but

Business Intelligence is needed to interpret and summarize the data to
synthetically evaluate complex phenomena and support management decisions

avoiding overload of information of the decision maker
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