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ABSTRACT

Health care providers locally and globally face the need to measure, report on and improve
the quality of care delivered.
In this paper, we explore frameworks that inform hospital quality reporting in other
jurisdictions, for the purpose of guiding future measurement and public reporting of the
quality of care offered by private hospitals in South Africa.
We have drawn from international literature, interviews with local stakeholders and
international experts, and our own observation and experience in the hospital and broader
health care industry.
We offer a short review of quality concepts and frameworks, describe different stakeholder
perspectives, assess organisations that report on quality in 10 different countries, provide
examples of quality measurement processes in or about South African private hospitals, and
identify several significant challenges for measurement and reporting.
We conclude that implementing a fair and effective quality measurement framework and
process is likely to require an independent, well governed and adequately-resourced
reporting entity. We discuss who should be involved, how costs could be allocated, offer a
sample set of indicators suited to local implementation, and outline initial steps that could be
taken to form such an organisation.
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Executive Summary

Health care quality measurement and reporting strategies, approaches and operational issues are considered
in detail in the fully referenced body of this report – an executive summary is provided below. To improve
readability references are omitted from the summary.
THE RATIONALE FOR PUBLIC REPORTING OF QUALITY
1.

The context for this review is the policy goal of ensuring high quality care for the South African
population, including those receiving care in private hospitals, and the private health sector as a
whole. From this national policy perspective, similar considerations apply to the public sector, and
to other private healthcare providers, including professionals. Transparency and accountability in
relation to health care quality are desirable no matter the source of funding, the ownership status
of health care facilities, or the setting in which health care is provided.

2.

From a policy perspective, measurement and reporting of health care quality facilitates two
important goals. The first goal is to judge performance, that is to enable comparison of health care
providers by external stakeholders in an objective and transparent way. Such measurements
generally reveal variation across providers, and can be used for benchmarking, i.e. to identify
whether results are in line with those achieved elsewhere. The descriptive term applied broadly to
this goal is summative measurement.

3.

The second goal is what is termed formative measurement, that is to provide information about
change in performance over time, for use primarily by health care providers, to enable learning, and
to facilitate their ongoing efforts to improve quality of care.

4.

Quality reporting reduces information asymmetry. Reducing information asymmetry is seen by
international policy makers as a mechanism that advances quality through the effects of improved
market functioning. Asymmetry commonly refers to the lack of information available to health care
consumers (i.e. patients) but applies also to institutional purchasers (e.g. medical schemes) who in
the current SA context are almost equally unaware of potential quality of care differences between
providers or in relation to benchmarks.

5.

The extent to which quality information gets used in a market to impact choices and outcomes
depends on various systemic, contextual, and structural factors, including reimbursement
arrangements, and the range of options available to an individual or institutional purchaser. For
example, in the English NHS, regional Trusts purchase care on behalf of the population in a defined
geographic area, and are expected to act on quality signals when making those purchases. Similarly,
in the Netherlands, “managed competition” is intended to promote use of cost and quality
measurements in selective contracting by insurers and to facilitate provider choice by consumers.
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In the US, individuals are encouraged to use widely available published quality data to choose their
hospital or doctor.
6.

Over the past couple of decades the principle of public reporting of health care quality has become
widely accepted internationally. Along the way many lessons have been learned, and although there
are still many challenges (see below and Section 8), useful implementation examples are now found
in advanced healthcare systems, such as those in Australia, UK, the USA, Netherlands, Denmark and
Switzerland (see Appendix A and Section 7 for details).

7.

For example, when public reporting is poorly executed, erroneous conclusions can be easily drawn.
For example, in the early 1980s US hospitals reported crude hospital mortality rates without risk
adjustment so hospitals with a high cancer and palliative care burden were made to look like weak
performers. Similarly, in the context of a recent local quality reporting initiative, a smaller hospital’s
surprisingly low mortality rate turned out to be attributable to the closure of its emergency
department at night. Measurement can also induce unintended secondary effects, for example the
UK NHS targeting of specific waiting times, has led to gaming by hospitals in order to attain
performance goals. Another unintended consequence is the finding that hospitals best equipped
to managed high risk patients e.g. the sickest patients needing heart surgery, may avoid them,
preferring more straightforward cases because of the reputational consequences of experiencing
worse publicly reported outcomes.

8.

Despite these caveats, information about hospital quality is now published internationally, however,
to date, with less effect on consumer knowledge, attitude or behaviour than might be expected. Only
a small minority of patients base their choice of healthcare provider on published information about
quality. Reasons include that choice is constrained in certain circumstances, such as emergency
care, may be affected by the limited scope of information available, or by difficulties consumers
have in understanding what is published. Patients who do act on published quality information tend
to be younger and/or highly-educated and have many alternatives in their area. Most patients
simply go to the nearest healthcare facility, the healthcare provider they have used previously, or
the healthcare provider recommended by their family doctor.

9.

Many SA private hospitals have the capacity to, and indeed already are, measuring aspects of
quality. Mostly this is for internal use, but some hospitals offer the results publicly, across a hospital
group, and some share results at the individual hospital level, with funders. One private hospital
group currently publishes patient experience ratings online. These distinct approaches have not
however been designed to enable comparability across the sector.
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HOW TO INTRODUCE MEASUREMENT
The findings on how to introduce measurement are informed by our review of 10 different countries.
1.

Mandatory comparative quality reporting that enables evaluations across private hospitals or
against appropriate benchmarks seems to require policy intervention. Voluntary action could have
varying levels of participation, may impose costs less fairly, could risk the perception of setting
standards from a competition perspective and be perceived as having less validity if there is no
independent body involved.

2.

Typically, each country has created one (or more) new entities for hospital quality measurement, with
responsibility for defining indicators, receiving and collating data, and reporting results.
International examples include the US-based Hospital Compare initiative, the Danish National
Quality Indicator project, MyHospitals in Australia and the Private Hospital Information Network
(PHIN) in the UK.

3.

Governance in relation to quality reporting has also emerged as an important consideration locally
and across all countries; a strong governance framework is clearly necessary. This review has
identified three governance structures in place in other jurisdictions: (1) a government body, (2) an
industry body or (3) an independent institution; these options will be explored in more detail
(Section 7). Alongside external reporting structures it is important that data be presented internally
to relevant professionals and teams, including hospital Physician Advisory Boards or their
equivalent, to enhance credibility and quality of measurement through professional input, and to
support the goal of improvement.

4.

The quality reporting entity ideally needs an independent board, with representation from
healthcare providers, healthcare professions, the public, and funders. Independence helps create
trust, avoids conflicts of interest and offers a neutral venue for engagement between stakeholders
and providers.

5.

Quality measurement and reporting has now been mandated in most international settings we
reviewed; a multi-party governance structure for quality measurement such as in Denmark,
Netherlands and other countries seems necessary but probably not sufficient. Based on these
readings, and local experience, we believe a willing, multi-stakeholder engagement, harnessing
intrinsic motivation and professionalism, is also required. Shared goals, such as developing a world
class health system, can help build will and enable the collaboration necessary to achieving a
common and accepted measurement system.

6.

Adjusting measured outcomes for demand side factors (“risk adjustment”) is an important tactic for
mitigating potentially unfair assessment of hospitals tackling the most complex cases. Other
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important issues include: (1) the need for new, usually electronic, clinical information systems, as
purely manual extraction and coding of data from paper-based clinical records is difficult and costly;
(2) attaining sample sizes that allow statistically and clinically meaningful comparisons between
providers; (3) the need to standardise quality indicators and definitions; (4) finding indicators that
encompass important, actionable health care activities; (5) potential diversion of attention from more
pressing priorities; (6) the burden of multiple indicators demanded by multiple agencies; (7) reporting
delays, and, (8) the difficulty of presenting quality measurement that accurately and faithfully
represent differences, yet is meaningful and actionable for recipients, particularly patients.
7.

Collaborations such as the OECD Health Care Quality Indicators initiative have sought over several
years to enable international comparisons of quality, through defining common indicators and
reporting at national level e.g. 30-day heart attack mortality. More recently, the International
Consortium for Healthcare Outcomes (ICHOM) has shared comprehensive, patient-centred, quality
indicator sets aiming to cover a majority of the international disease burden.

8.

Commercial and non-profit bodies in some countries, such as Dr Foster (UK), and HealthGrades,
Consumer Reports, Leapfrog and many others in the US, utilise publicly available data to build
summative measurements offered directly to patients. This requires hospitals, regulators or quality
reporting entities to release such data, and that it be in a standard format. These market-driven,
and market driving initiatives raise awareness but some of them have been criticized for producing
divergent results on the base of the same data and for attempting to summarise complex data in
overly simple measurements or rankings, such as the hospital standardised mortality ratio (HSMR).

9.

Resistance to quality reporting is common, arising from these technical challenges, and as a reaction
to imposed costs. When first introduced measurement is often seen as intrusive and threatening.
There may be doubts about the underlying data or the extent to which the data can truly represent
quality, or outcomes that are feasibly controlled by providers. Despite challenges and objections,
the widespread international implementation of quality reporting suggests, as least from a policy
perspective, that the benefits of quality reporting outweigh costs and risks.

10. In our view, the extent to which public quality reporting is accepted and acted upon by providers
depends on the perceived motivation, the accuracy and validity of results, and the extent to which
the same data can be repurposed and applied to achieve material improvements in care that benefit
patients. Quality measurement that is designed collaboratively, that is accepted as accurate and
relevant, and that is presented internally in peer review settings, is more likely to have a positive
impact on clinicians and on hospital managers. This view is supported by examples of improved
patient safety (e.g. reduced infection rates) in various developed countries, including the US and in
Europe, and of better surgical outcomes (e.g. of high risk surgery in Netherlands) that have been
linked to quality reporting.
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11. Apart from the problem of recognising meaningful provider differences, there is a policy challenge
deciding whether - or how - to recognise improvement versus achievement. Some initiatives in the
US have devised formulas to accommodate both these aspects of a hospital’s performance, with
the intent of financially incentivising both lower performing and higher performing hospitals. In the
absence of such formulas, hospitals which are least resourced may be further deprived of resources,
a policy outcome which needs to be carefully considered.
12. Any new quality reporting entity in the private sector needs funding which could be raised by
contributions from providers and/or funders, or partially from the public purse if the entity serves
public and private sectors. It also requires commitment of human capital and expertise. Funding
should be sufficient not only for a once-off definition of indicators but to enable a long-term
commitment. International organisations use a variety of funding sources that range from directly
accessing the national fiscus, to mandatory fees levied to providers per hospital bed or per
admission. Discussion is needed about the fixed vs marginal costs for providers (hospitals) of quality
reporting, how they affect smaller versus larger hospitals and how the costs are allocated among
stakeholders.
13. A journey that allows for maturing of measurement capacity over a reasonable time, alignment of
measurement with health system goals, development of confidence in the accuracy of comparative
reporting, and the collaboration of professional bodies must be anticipated before information can
be made public.
14. Public reporting may appear to the uninformed observer to be easy to accomplish (e.g. a “binary”
measure such as mortality rate) but in reality it is complex and exposes hospitals to a new set of
potential financial and reputational consequences. More positively, once established, quality
measurement has the potential to replace, or at least supplement, sensationalist, anecdotal
reporting of hospital events, such as stories about patients who unfortunately are harmed, with a
more sober, comprehensive, factually based and constructive view of performance.
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WHAT TO MEASURE
In the main body of the report we propose potential quality measures (indicators) to be included. In this
summary we focus on the key themes arising.
1.

“Summative” quality, i.e. measurement for public reporting, which judges, compares and rates the
performance of different hospitals, is more challenging to implement than formative measurement
because of its scale (usually, attempting to collate and report results from all eligible hospitals),
cost, and significant technical challenges, including the need for risk adjustment of outcomes, as
noted above.

2.

Hospital quality indicators fall conveniently into three main categories: (1) mortality rates and other
significant outcomes and/or process measures that define effectiveness, (2) measures of patient
safety (i.e. preventable harm) and (3) of patient experience.

3.

Across these categories, an almost unlimited number of quality indicators or measures is possible
but a vast summative measurement set, with multiple indicators, is overwhelming and potentially
counterproductive. Countries with years of experience with these initiatives, such as the Netherlands
and US are actively reducing their summative publicly reported measurement sets, targeting them to
core disease burden and service lines, and focusing increasingly on outcomes rather than process
measures.

4.

With this modern shift to a smaller set of meaningful outcome indicators, having adequate coded
data for risk adjustment to enable like-for-like comparison across providers becomes essential. A
critical factor in obtaining such data is pertinent clinical documentation, including the notes of
clinicians, recording the presence or absence of certain conditions on admission to the hospital,
including comorbidities, and the onset of other conditions during the hospital stay. In this context,
the fact that professionals in private practice maintain separate clinical records from hospitals is a
barrier to quality measurement. Additionally, the quality and consistency of these records is not
known.

5.

No single health information system captures the data needed for all purposes, so it is advisable to
develop methods for coordinating and integrating data systems, including doctors’ clinical notes,
to enable multiple uses, including quality reporting. Data systems designed around accreditation,
billing/finances, and leadership accountability (KPIs) might all contribute to monitoring quality.
Using an integrated measurement framework, industry leaders could identify the outcomes they
hope to achieve, and allocate resources to relevant measurement efforts at the local and national
levels.

6.

Episode-based (per admission) measurement of quality of care in hospitals using standard
indicators such as survival or complication or rates, is currently the norm but some measures assess
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outcomes, such as mortality, or preventable readmissions, well after admission (at 30 days, 90 days
or even longer after admission), thus transcending hospital boundaries and implying new
responsibilities, for example the need to optimise transitions of care, from hospital back into the
home/community.
7.

Standard measures are increasingly being combined with more patient-centred view of
measurement including measures of patient experience, of function and of quality of life. These
patient reported outcomes (PROMs) are meaningful to patients and are becoming part of the
portfolio of quality measures for common surgical procedures (e.g. joint replacement), health
conditions (e.g. colorectal cancer) and chronic conditions (e.g. heart failure).

8.

Development of systems for defining, collecting, processing and publicly reporting comparative
(summative) hospital quality data is a multi-year process, with significant cost and technical
complexity. There is work to be done to develop the reporting entity, and the organisational
capacity on the hospital side. This includes IT and data processing requirements, and the selection,
review, modification, acceptance, updating and interpreting of indicators and of results. Some
indicators will change or be abandoned, as evidence emerges, over time. Ongoing collaboration
and consultation with relevant hospital leaders, healthcare professionals and their representative
bodies is needed.

SUMMARY AND POTENTIAL ACTION POINTS
In summary, this report describes how public reporting of quality is seen as a pillar of national health policy
in a range of middle and high income countries, applying to both public and private hospitals. Most of the
countries reviewed have made policy, created institutions and mobilised resources to address the need for
quality reporting, suggesting that South Africa should follow this path. Although these countries generally
articulate a public right, at the consumer level, for access to this information, study thus far has shown that
quality measurement is hard to communicate effectively to patients and that individuals seldom use
published quality data, for example to select a hospital or a doctor.
Health care systems are complex, so the impact of interventions such as public reporting are difficult to
isolate from other factors and trends. Nevertheless, it seems clear that shining a light publicly on
performance guarantees the attention of managers and clinicians and tends to drive resources to the areas
selected for measurement and reporting. If quality measurement is done carefully and accurately, and
addresses priorities, it can evoke action, and this action may result in systemic improvement, for example
improvements in patient safety. Public reporting incurs costs however, both for providers and for any
reporting entity, requires technical expertise, takes time (years) to implement, and methods are still evolving
internationally.
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In the authors’ view an independently administered entity will be required to progress public quality
reporting for South African private hospitals, despite the existence of the Office of Health Standards
Compliance (OHSC) which rightly needs to focus resources on raising the minimum quality standard across
the health system. There is benefit to avoiding duplication and making sure a single process is taken up by
relevant stakeholders. This may include definition of quality indicators that apply to both public and private
hospitals though it is not necessary to use a single reporting entity for both sectors.
The entity tasked with quality measurement and reporting should create conditions for mediation between
stakeholders which have different interests and perspectives, such as providers and funders, while
maintaining alignment to the needs of patients. Multi-stakeholder collaboration and planning are suggested
as next steps. Adaptation of the wealth of international experience already gained to the local context is
necessary and creative local solutions are possible.
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Overview

This research, commissioned by the Hospital Association of South Africa (HASA), was conducted with the aim
of comprehensively reviewing strategies and approaches for measuring and reporting the quality of hospital
care provided in South African private hospitals.

Timely, accurate and actionable information on health system performance is desirable, and this
performance information should include meaningful indicators of the quality of care. At present, however,
there are no system-wide, uniformly defined indicators of quality, and no trusted mechanisms for distributing
this information with respect to private or public hospitals in South Africa.
A host of issues influence the policies, regulations and structures that are needed to define, track, report on
and promote delivery of high quality care. We begin by describing how quality should be defined, discussing
concepts and frameworks for quality measurement.
We outline the current South African context and note the broader policy environment. We identify the
differences in stakeholder perspectives (i.e. between regulators, healthcare providers, patients and funders)
in relation to quality reporting.
To benefit from international experience, we assess bodies established for quality reporting in several
countries and report on their purpose, structure, funding, governance, activities, regulatory frameworks,
accountability and performance. Given the complexity of healthcare industry stakeholder relationships, we
investigate in each case the relationship to and level of independence to the State, funders, and providers.
Technical and other challenges to quality measurement are relevant to policy makers, and are considered in
some detail. We consider evidence that could assist policy-makers and stakeholders and touch on pragmatic
issues such as data availability. Processes for data standardisation, collection, validation, and aggregation,
including those used in quality improvement initiatives in the private sector are described.
For illustration, and without intending to be prescriptive, we offer a process for the selection and approval
of indicators. We also identify a set of potential quality indicators taking examples already used in some
local environments, and abroad. They include measures of safety, effectiveness and patient experience,
reflecting structure, process and outcomes of the care delivery system in hospitals.
Our research methods included a structured literature search, interviews with selected local stakeholders,
analysis of a small set of locally published hospital data, and a review of international quality measurement
agencies in several countries selected by HASA (UK, USA, Australia, India, Brazil, Switzerland, UAE). The highperformance health systems of Denmark, the Netherlands, and Singapore were subsequently added as they
offer additional lessons.
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Quality Measurement Concepts and Frameworks

We review quality measurement, positioned as a subset of performance measurement. We describe its purpose,
and define standard terms, measurement categories and classifiers that will be used in subsequent sections of
the paper. For the purpose of this paper, summative measurement (i.e. information to judge performance, so
as to set priorities, establish accountability, allocate funding or make purchasing decisions) is the key concept.
A manageably sized set of indicators that emphasise outcomes of care and capture the outputs of key clinical
processes will be needed for public reporting in South African private hospitals.

3.1 Performance Measurement
Managers of a health care system - or a hospital - need to consider overall performance of their system, of
which quality of care is a fundamental attribute. In this review, we consider quality measurement to be a
subset of what we term performance measurement. Performance measurement covers all a health system or
hospital’s key goals or aims, which must be specified, and which invariably include control of cost or other
measure of cost or affordability. The so-called Triple Aim1 - improving the experience of care, improving the
health of populations, and reducing per capita cost of health care - is a useful way of summarising a health
system’s goals that is popular internationally, and has been adopted by some hospitals locally 2.
Performance measurement thus includes quality measurement and provides governments, funders,
purchasers and the system’s senior leadership with the information they need to set priorities, allocate
funding, and monitor improvement. Measurement may also provide patients with information - such as the
cost of a procedure – that they can use to make choices. Measurement may assist funders in contracting for
established provider performance, or for improved performance. Measurement also empowers health
professionals, managers, and communities with information with which to make improvements in health
care, through innovation, collaboration or competition.

3.2 Quality Measurement: Structure,
Process and Outcome
fundamental concepts for assessing healthcare
–

structure,

process

[in

terms

of

recovery, restoration of function and

The 1966 paper3 by Donabedian described three
quality

“outcomes

and

outcome.

Donabedian argued that outcomes should be the
chief priority, but that assessing the process of care
itself is also a highly relevant approach.

of survival], by and large, remain the
ultimate

validators

of

the

effectiveness and quality of medical
care”.3
Avedis Donabedian

“This is justified by the assumption that one is interested
not in the power of medical technology to achieve results, but in whether what is now known to be “good” medical care
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has been applied. Judgments are based on considerations such as the appropriateness, completeness and redundancy
of information obtained through clinical history, physical examination and diagnostic tests; justification of diagnosis and
therapy; technical competence in the performance of diagnostic and therapeutic procedures, including surgery; evidence
of preventive management in health and illness; coordination and continuity of care; acceptability of care to the recipient
and so on. This approach requires that a great deal of attention be given to specifying the relevant dimensions, values
and standards to be used in assessment. The estimates of quality that one obtains are less stable and less final than
those that derive from the measurement of outcomes. They may, however, be more relevant to the question at hand:
whether medicine is properly practiced”.

Donabedian goes on to define the concept of structure, as follows:
“settings in which it [care] takes place and the instrumentalities of which it is the product. …. it may include administrative
and related processes that support and direct the provision of care. It is concerned with such things as the adequacy of
facilities and equipment; the qualifications of medical staff and their organization; the administrative structure and
operations of programs and institutions providing care; fiscal organization and the like. The assumption is made that
given the proper settings and instrumentalities, good medical care will follow.”

In summary, a complete picture of quality requires a set containing all three types of measures – structure,
process and outcome.
An important additional concept is the idea of a balancing measure, which is a process or outcome measure
used to monitor potentially unintended effects of interventions that may arise from the measurement and
reporting of quality. This reflects the fact that measurement is not inert or neutral. Like Schrodinger’s cat,
measurement affects the phenomena under observation; targeting one issue may cause new problems
elsewhere4. For example, a quality focus on reducing hospital readmissions, or on promptly treating
pneumonia may result in unexpected changes (increases) in hospital length of stay, or in overuse of
antibiotics, respectively.

3.3 Dimensions of Quality
In 1999 and 2001 two Institute of Medicine (IOM) reports5,6 pointed to significant rates of preventable harm
and quality gaps in the US health system. Studies worldwide replicated these findings and helped accelerate
a worldwide “quality improvement movement”. The WHO patient safety fact file7 states that patient safety
is a serious global public health issue – one in ten patients may be harmed while in hospital, hospitalacquired infections affect 14 out of every 100 patients admitted, health care has a poor safety and reliability8
record compared to other industries, and about 20-40% of all health spending is wasted due to poor quality
care. The IOM reports introduced 6 categories or dimensions of quality (efficiency, effectiveness, timeliness,
safety, patient-centeredness and equity) which are now widely used to classify quality indicators.
Some of the most important outcomes can be expressed only by patients, for example pain, (or the relief of
pain), quality of life and experience of care. So-called patient-reported outcome measures (PROMs) and
patient experience measures are increasingly considered to be just as important as “technical measures” of
quality because outcome measures can reflect what matters most to patients9.
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3.4 Summative and Formative data
Two concepts from health services research are useful 10 – these are contrasted in Table 3.1. A summative
quality indicator enables comparison between providers (e.g. hospitals) and/or in relation to benchmarks or
targets. This is also characterised as the use of measurement for judgment, or for accountability11.
Formative data on the other hand is the basis of measurement for learning and improvement. The difference
between summative and formative indicators lies not necessarily in the indicators themselves, but in how
the data is analysed and acted upon. Summative data are used in selection, purchasing or reimbursement
decisions and therefore are more likely to be scrutinised by external stakeholders and to become quite
contentious.
Table 3.1 Summative versus formative indicators in the context of health care quality
GOAL
Information to set
priorities, allocate
funding or make
purchasing
decisions, and to
monitor
performance

INDICATOR TYPE
SUMMATIVE
INDICATORS
(data for
accountability)

Information to
make
improvements in
health care through
innovation and
collaboration

FORMATIVE
INDICATORS
(data for
improvement)

DESCRIPTION
Data for external evaluation e.g. by governments
institutional purchasers and patients. Data is
aggregated over long time spans and subjected
to rigorous statistical standards. Achievement is
shown against targets and monitored for
performance. Outcomes or processes over which
providers have control are used to assess specific
providers or facilities.
Data must be reliable and attributable, so are
rarely reported in a “real-time” manner.
Indicators that facilitate local performance
improvement, allowing clinicians and managers at
the local level to measure their performance, test
changes, and receive timely feedback in a
collaborative and non-threatening manner.
Indicators are collected and acted upon in near
real time and are intended to provide a learning
opportunity to encourage improvement and
understand the impact of local changes.
While generating data for external evaluation can
create tension or even gaming of numbers, the
same data for internal use can be less threatening.

Adapted from: Kedar Mate et al - unpublished68
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The South African Context

We briefly highlight policy and regulatory elements relevant to measurement and reporting of quality of care
in South Africa. National Core Standards (NCS) are the responsibility of the Office of Health Standards
Compliance, (OHSC); these apply to both the private and public sectors and relate primarily to the “structure”
and “process” aspects of care. Private hospitals have not been independently evaluated against the core
standards but were consulted during their creation. The OHSC could in theory play a role in reporting quality
of private hospitals but would require enabling legislation, a shift to independent governance and a large
increase in technical capacity and resources. Alternatively, a separate organisation may need to be formed with
a new set of supporting regulations.
In 2007, an updated national policy document12 focused on how quality in the public sector could be
monitored but also stated that “private sector organisations and national professional organisations could
demonstrate their commitment …participating in developing a comprehensive quality measurement
strategy to address the national aims for quality improvement, ….providing the Inspectorates for Health
Establishments and/or the Office of Standards Compliance with information on the extent to which medical
scheme, facilities, and other entities are reporting core sets of quality measure, …and producing for the
public, comparative quality reports on the institutions they oversee”.

4.1 National efforts to define and measure quality
Hospital licensing in the public sector
According to the National Health Act (2004), health establishments in both the public and private sectors
are the responsibility of the National Department of Health (NDoH)13. As a result, the NDoH developed a set
of regulations governing private health establishments. Regulation No. R158 of 1 February 1980, contains
the required legislation to open or extend a private hospital14 . Provincial departments of health (PDoHs) are
expected to document standard operating procedures and manuals for private hospital licensing but there
is no explicit requirement to consider quality of care in the process.
Some PDoH’s have their own specific regulations on hospital licensing, which has caused significant
differences in the experience of private hospitals trying to obtain a hospital license. In a submission to the
Competition Commission’s Health Market Inquiry into the Private Health Care Sector 15, the Western Cape
reported that their decision on whether to grant a license is determined in part by the hospital bed-topopulation ratio, but also considers the available mechanism for complaints, and the hospital group’s track
record in terms of quality and patient satisfaction. The Gauteng DoH relies on R158, and does not have its
own regulations. In KwaZulu-Natal, the criteria for licensing are quite different. This province works on a
25%-75% split (private: public) and their decisions are guided by whether the new hospital has secured
funding and a site (Section 27, 2016). These are just three of the nine provinces, each showing a vastly
different method of deciding whether to grant a license to a new private hospital.
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The licensing system is thus fragmented and implemented differently across the provinces, hence it does
not easily lend itself to the incorporation of quality measurement.

Office of Health Standards Compliance
The Office of Health Standards and Compliance (OHSC)
was established under the National Health Act to
promote and protect the health and safety of health
care users16. The OHSC has two main functions: (1)
investigating complaints and ensuring remedial action
where necessary, and (2) monitoring and enforcing
compliance to norms and standards17. In order to carry
out this function fairly and efficiently, the National Core
Standards (NCS) were developed to provide common
definitions for assessing and certifying quality in all
Health Establishments (HEs)18.
The OHSC conducted

627

South Africa also has a National
Policy on Quality in Health Care,
revised in 2007
(http://www.gov.za/sites/www.gov.z
a/files/qhc-policy.pdf). The policy
identifies mechanisms to improve
the quality of healthcare in the
public and private sectors and
highlights the need to involve

unannounced

health

establishment inspections during 2015/16 financial
year. More than half of the HEs (which were all in the
public sector) failed to meet the regulated norms and

health professionals, communities,
patients and the broader healthcare
delivery system in capacity-building
efforts and quality initiatives.

standards for quality and safety19. To date the
regulations allowing the OHSC to enforce remedial
action where there is non-compliance have not been
promulgated. Without these powers, the value of the
inspections is questionable.
The OHSC received a government grant of R88.9 million for the 2015/16 financial year through the budget
vote of the National Department of Health (NDoH). The 2016/17 budget is approximately R100m, growing
to R133m in 2018/1919. All funding for the OHSC is planned to come from government funds.
The National Health Act (1998) mandates that private sector health establishments are required to align with
national policy, therefore giving the OHSC a mandate for overseeing quality in the private health sector 20.
However, the regulations dealing with private-sector facilities have not been enforced notwithstanding the fact
the original tool was tested in some private hospitals in 2011. This has delayed any private HE inspections to
date, and has meant that the OHSC could not formally investigate any complaints19 they received regarding
private HEs. It is expected that these regulations will come into effect in the foreseeable future.
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Norms and Standards for Assessing Quality in Health Establishments
The National Core Standards were developed by the NDOH with input from provincial health departments
and some consultation with the private sector. Part of the aim when developing the standards was to create
benchmarks against which all South African healthcare facilities could be evaluated. However, the full list of
all NCS measures is not publicly available. The NCS assessment survey tools, and full set of results from
inspections are also not accessible.
There are seven key domains which make up the NCS. All are areas where quality or patient safety may be
compromised if the standards are not met: patient rights; public health; leadership and governance; patient
safety, clinical governance and clinical care; clinical support services; operational management, and facilities
and infrastructure. Patient safety, nursing, clinical care, and managing and preventing adverse events are
incorporated into the patient safety, clinical governance and clinical care domain18.
Under each domain, the NCS lists the applicable standards, the criteria for meeting the standards, and the
measurement indicators. For example, the standards require a healthcare facility to maintain statistics on
common health care-associated infections. Facilities are required to demonstrate they are ‘in line with
acceptable benchmarks’ but the common definitions that would be required for assessment against
benchmarks are not yet specified.
The tool to measure compliance has been adjusted for context, resulting in different measures for different
levels of HE (primary vs. hospital) and the different sectors (public vs. private). The measures are separated
into Vital, Essential and Developmental. Vital measures are non-negotiable, and protect against unnecessary
harm or death. Essential measures also deal with fundamental quality standards, and are nuanced depending
on the level and available resources in the Health Establishment18. Developmental measures speak to a more
aspirational level of quality that may take a number of years to achieve. A process for the development of
quality indicators was commenced as early as 2012 and intermittent meetings were held between the HASA
quality committee and the then Cluster Manager: Office of Standards Compliance National Department of
Health, Dr Carol Marshall and her team.

The District Health Information System
The District Health Information System (DHIS) is the official routine health information system for all public
facilities21. 384 data elements are aggregated (as opposed to reported on a per-patient basis) at facility
level on a monthly basis – the vast majority of these are utilisation measures (i.e. headcounts for particular
services). It is important to note that the focus of the DHIS is not on monitoring the quality of care
delivered to patients. There are some indicators included in the system that could be considered as quality
indicators (for example, deaths in facilities are recorded) but it does not seem that the data collected are
used for either facility accountability or quality improvement.
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Stakeholder Perspectives

Quality measurement serves as an important mechanism to align the interests of patients, funders, healthcare
facilities and clinicians. To further elucidate important contextual factors we focus on these key stakeholders,
and describe their perspectives in relation to quality measurement and reporting. Quality reporting should
help to satisfy the expectations of external stakeholders, including regulators, while measurement also fulfils
each health care organisation’s internal clinical and administrative needs.

5.1

Funder Perspectives

Funders (schemes) have

focused their measurement efforts primarily on hospital costs through

benchmarking and efficiency analyses. Less effort has gone into assessing quality however funders have not
been well positioned to measure it, having to rely on administrative (claims) data for inferring quality. These
claims carry diagnostic and procedural data which can be used to measure quality, but results may be at
variance with clinical data. Schemes do hold chronic disease registration data that is verified clinically, and
valuable for risk adjustment, and also have registers of mortality, with obvious relevance. Schemes have
limited access to clinical records, largely through case management activities. They also can see only the
records of their members, not the entire cohort of patients admitted to a hospital; in the case of the bigger
schemes these samples may be large enough to provide meaningful results but are nevertheless incomplete.
Funders now have an increasing interest in quality and certain schemes have publicly stated their intention
to move toward contracting on the basis of quality and/or value22, making use, for example, of procedure
and condition-specific mortality rates. If quality measurement does eventually expand, is reliable, and
becomes accessible to funders, this information will have potential use in their hands for network selection
and for differential reimbursement.
A focus on so-called “never events” has also emerged, leading to arrangements in which such events are
mandated for reporting, accompanied by certain financial arrangements, such as reduced or waived hospital
charges. In these circumstances, a shared understanding of which events are measured, how rates are
derived, and verified, becomes critical.
Consultation between individual funders/administrators and hospitals to review quality definitions,
measurement methods and results is already occurring, anecdotally, but in terms of achieving consensus on
how quality measured the current, isolated processes are less efficient than potential industry-wide
consultation, and lack transparency.
If collaboration is strengthened, arrangements for data sharing between hospitals and funders could
contribute to a more robust view of certain aspects of quality. For example, 30-day mortality rate and
readmission rates may require data from both funders and hospitals, given that an index hospital may be
different from the readmission hospital, and that patients could die at home or elsewhere rather than in the
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hospital that provided the care that is under review. Similarly, a scheme’s longitudinal data at member level
may be needed for accurate risk adjustment of reported outcomes.
HQA (Health Quality Assessment)
Over 50% of medical scheme lives are represented in HQA – Health Quality Assessment23 – a not for profit
company, established in 2000, and governed by a board including representatives from the Board of
Healthcare Funders of Southern Africa (BHF) and the SA National Consumer Union (SANCU). The Council for
Medical Schemes (CMS) is also an active participant with permanent observer status. HQA performs an
annual assessment of clinical quality through the use of healthcare quality indicators, derived from patient
level claims data, in four categories: (1) preventive care, e.g. cancer screening; (2) maternal and neonatal
care, e.g. prenatal screening for HIV; (3) chronic disease, e.g. medication use and screening in diabetes and
heart failure; and (4) hospitalisation. The aim of assessment is to assist decision-makers, such as trustees and
management of medical schemes to evaluate and improve the quality of health care received by their
members.
HQA’s hospitalisation indicators cover utilisation of common procedures, such as hysterectomy, spinal
fusion, and percutaneous coronary intervention; these utilisation indicators could be used to investigate
possible volume-quality relationship documented internationally in which a hospital’s case load of certain
higher risk surgical cases, such as open heart surgery, pancreatectomy or oesophagectomy has been shown
to correlate with survival24. It has not been possible with available data for HQA to develop indicators more
reflective of quality of care.
Each HQA member scheme receives an annual scheme-specific report and a report on the industry as a
whole which provides information to managed care organisations and other providers, and industry
benchmarks for each quality indicator. The stated objective is to provide the consumer market with
information on the quality of care they are able to access via various health plans however reports are not
currently available to consumers. The absence of public reporting limits the impact of HQA as there is no
market signal of quality that consumers could act upon. HQA was modelled on HEDIS, a similar US-based
initiative which does publish scheme (insurer) level.

5.2

Hospital Perspectives

Our research identified several significant concerns about public reporting of quality from an SA private
hospital perspective. First, there are the “technical” specifics of what is measured and how it is measured, so
as to ensure fairness and accuracy. These issues are covered in depth in various sections of this report.
Second, hospitals are concerned that measurement be independently regulated and governed, again these
are issues we address. Third, hospitals are concerned about the administrative and clinical burden that a
public measurement initiative or mandate may impose on them. Fourth, hospitals believe measurement must
be appropriate to the context of each facility, which may vary widely with respect to patient population and
service line. Finally, there is the concern that all hospitals be included, rather than accepting a voluntary
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initiative in which participation is optional. This latter concern is prompted in part by worries about the
reputational risk created by public information that ordinary consumers may have difficulty interpreting and
understanding, a risk non-participants would not face.
In terms of measurement burden, thinking about the stakeholders in the private hospital industry, it is useful
to differentiate between major hospital groups, which operate at significant scale, and individual hospitals or
small groups which have less resources to assess and report quality. A greater focus on quality reporting is
likely to induce or require all hospitals to make bigger investments in quality measurement, and in personnel
and systems that can make productive use of this data, but not all private hospitals may currently have the
financial or intellectual resources to do so.
In South African private hospitals, certain aspects of quality are, to an extent, already routinely measured,
such as rates of healthcare-associated infections (HAIs), falls, medication errors, pressure ulcers, etc. The
large hospital groups (Life, Netcare, MediClinic) have for several years published self-selected quality
indicators, at group level, in annual clinical governance reports delivered alongside integrated financial
reports. (See Section 6) The major groups also participate in selected international quality measurement
projects. One of the largest and longest established is
the Vermont Oxford Network (VON)25, focused on
neonatal care. The Enhanced Recovery After Surgery
(ERAS)26 society is a newer, physician-driven initiative
in general (colorectal) surgery. Both VON and ERAS
use well-defined quality indicators intended for local
and international benchmarking

and to

drive

improvement, but local results are not published.
Internally, quality measurement of this sort enables
hospitals to detect hazards, make corrections, and
improve patient safety in each hospital. These
measurements enable internal comparison between
hospitals, across the group. In practice however, even
with

centrally

determined

and

The three large hospital groups are
able to leverage economies of scale
to enable quality measurement.
Effective quality measurement
requires investment in systems, data
warehousing, analytics and clinical
governance. Putting in place an
industry-wide requirement for
measurement and reporting is likely
to place a larger cost burden on
independent hospitals.

standardised

definitions, hospitals find that variation can reflect
incomplete reporting for example under-reporting of
preventable harm rather than genuine performance
differences. Differences due to varying clinical interpretation or diagnosis routines are also possible.
International and local experience suggests that attentive managers and clinicians can use measured
variation to allocate attention to these perceived differences, for investigation and learning, and, where
appropriate, to improvement efforts or for sharing of best practices, while rewards or penalties should be
used cautiously.
It is clear therefore that local private hospitals are able to formulate their own quality indicators, measure
baseline performance and productively manage a trajectory of improvement over time but the absence of
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public information on standardised indicators of hospital quality of care does mean individual hospitals or
hospital groups cannot precisely determine how well they are doing in comparison to others outside their
group, nor can external stakeholders be entirely confident that results that are voluntarily shared represent
true and objective assessments.
Generally speaking, quality indicators are important
Some quality indicators are already
collected routinely by South African
private hospitals. These are often
shared with Physician Advisory
Boards and Medical Schemes. A few
are reported publicly in aggregate
on an annual basis in annual
financial reports. Comprehensive,
regular, standardised, comparable
measurements are not generally
available for public consumption.

points of competition and differentiation in markets.
Measuring and reporting on quality therefore presents
an opportunity, using objective data, for hospital groups
and individual hospitals to distinguish themselves, and
gain reputational benefits. Reputation is important from
a patient perspective, and for doctors, including those
based in a particular facility (mostly specialists), and for
other practitioners (mostly GPs) who refer patients to
these specialists. Hospitals and groups can use results to
communicate successes to stakeholders i.e. to the public
or patients, doctors and funders, however public
reporting also creates reputational risk where results are
less favourable.
Finally it should be noted that hospital groups have
pursued different accreditation strategies including

accreditation of individual hospitals by COHSASA (e.g. MediClinic) and group-wide accreditation based on
the ISO (International Standards Organisation) framework and process (e.g. Netcare). Accreditation has value
for the groups in terms of both shareholder accountability and public accountability though there is little
evidence that information about accreditation status is shared publicly or used by institutional purchasers
or consumers. In terms of summative quality measurement and public reporting this may be an underappreciated opportunity for policy makers.

5.3 The Role of Health Professionals
Health professionals have multiple roles in relation to quality measurement and reporting: as drivers of
change and improvement based on these metrics, as key role players in developing appropriate and accurate
measurement and providing accurate data, and as potential consumers of publicly-reported measures.
Engagement of medical practitioners in quality measurement activities is therefore critical however
involvement of private practitioners in SA appears so far to be limited. One explanation, and a key challenge
in the private health sector, is that health professionals, others than nurses, are only loosely integrated into
the operational management of private hospitals. This is due in part to restrictions imposed by the Health
Professional Councils of South Africa (HPCSA). Additionally, practitioners prize their professional autonomy.
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Finally, they wish to safeguard their business interests; both individuals and their professional societies tend
to see these interests as distinct from, and not always aligned with, those of hospitals.
A second factor is that health professionals play a key role in collecting data for quality measurement. A
problem, as noted, is that data from clinical records maintained by doctors are generally unavailable in
hospital information systems and this limits the ability to do meaningful case reviews or improvement at
scale. When clinical information is available, the accuracy of clinical coding affects outcome measures based
on these data. For example, ventilator-associated pneumonia is a clinical diagnosis, so even if correctly coded
can be wrongly made.
Anecdotally, certain motivated specialists, likely small in number, maintain their own databases. Some
specialists are involved in the development and maintenance of clinical registries, such as: the Vermont
Oxford Network, and ERAS (see above); the local cardiology registry; the South African Society of
Anaesthesiologists database; and various emerging initiatives conceived by orthopaedic surgeons,
radiologists, and others which all have the potential to collect and report quality data as well as to service
the business needs of the professional groups. To date these initiatives have been independent and
unconnected which inhibits systematic holistic quality reporting.
Hospitals wishing to drive quality have an interest in reporting quality to health professionals. Data can help
shift behaviour and improve care. Presentation of quality indicators to professionals (“audit and feedback”)27
is a powerful proven mechanism for changing behaviour and facilitating improvement.
PABs (Physician Advisory Boards) are composed of doctors from different medical disciplines but the
responsibilities, resources and authority of these governance structures, which typically meet only monthly,
is limited. Anecdotally, the extent of reporting, review and action on hospital quality measures within PAB
committees varies across the industry and comparisons across hospitals are challenged by non-standard
definitions and metrics.
Teamwork across disciplines influences care outcomes in and outside the hospital and the continuum of care
impacts on how quality is measured and reported. For example, quality indicators can be based narrowly on
care received in hospital (e.g. falls, inpatient mortality rates) or can expand to consider the care offered,
typically by a mix of specialists and GPs, after the patient is discharged (e.g. 30-day mortality rates) which
partially reflects in hospital care. In the public sector, referral pathways are fairly well defined, even if not
always adhered to, whereas private sector care pathways across inpatient and outpatient settings typically
are not formally defined. Practitioners seldom have the opportunity to plan and implement these collectively.
“Attribution” of responsibility for quality is therefore challenging.
A final point is that medical practitioners can be considered as consumers of publicly-reported quality
measures. They tend to be interested in understanding quality at an industry level, as well as in the hospitals
in which they practice. The quality ratings of hospitals could influence a doctor’s decision about which
hospitals to work in and which hospitals to refer to, via the appropriate specialist(s). With increased
awareness of patient experience and other quality of care metrics, doctors and other health professionals
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may be more likely to refer patients to hospitals with high ratings, rather than simply on word of mouth or
geographic proximity. This can alter the competitive dynamics between hospitals.

5.4 Regulators
The current South African regulatory context is already discussed in section 4. In terms of quality the current
emphasis of regulation is on licensing and minimum quality standards.
Council for Medical Schemes
The Medical Schemes Act No 131 of 1998 determines the functions of the medical scheme regulator, the
Council for Medical Schemes (CMS), whose duty, amongst others, is to “make recommendations of the
criteria for the measurement of quality and outcomes of the relevant health services provided for by medical
schemes” (Section 7(c)). This section directs the CMS to collect and disseminate information related to the
performance of private healthcare and, given that they have no mandate over providers, this can only be done
by obliging schemes to measure and report on quality. In an undated discussion paper28, the CMS highlights
that medical schemes are under pressure to demonstrate the value of private health care.
Office of Health Standards Compliance (OHSC)
The Office of Health Standards Compliance (OHSC) could conceivably provide the institutional infrastructure
for quality measurement and reporting as envisaged in this report, but the preference for a separate,
independent body to focus on quality measurement and reporting for private hospitals has been strongly
expressed by stakeholders.
There are a number of considerations that lead to alternatives. For example, the OHSC’s institutional
priorities (and the associated funding from the public purse) relate to raising the minimum standard of care,
and are likely to continue to be focussed on public facilities where the majority of South Africans receive
care. Second, OHSC is not currently mandated or capacitated to perform a new role relating to collating and
reporting (as opposed to deciding on quality indicators and conducting inspections). OHSC did begin
consultations on quality indicators and their definitions, with HASA, in 2012, but these initial activities differ
from the collating and reporting of quality data on an ongoing basis that will be required. The fact that these
consultations occurred has been offered as a partial explanation for why the private sector delayed
conducting its own similar discussions.

5.5 Users/consumers of care
Patients have an obvious interest in the quality of hospitals where they are treated and may be motivated to
seek information that shows how a hospital compares on quality to other hospitals. Patient access to this
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information reduces information asymmetry, this reduction being a common target of health policy makers
which, at least in theory, facilitates a consumer’s exercise of choice.
A number of publicly-available hospital quality assessments are found internationally, for example in the
USA, the Netherlands, Australia and the United Kingdom; these are covered in detail in Section 6 and the
international review (Appendix A). Despite availability of such information, there are so far limited data to
indicate that patients can easily interpret this information. There is also scant evidence that patients use
available quality information to inform their choice of provider29,30,31,32. This evidence has not detracted from
efforts to make more information available to consumers, or eliminated the hope that consumer behaviours
may change in future30 in response to it.
In contrast, institutional purchasers may have greater capacity to use quality information. Medical schemes
(and administrators and managed care organisations) have the responsibility to act as agents and prudent
buyers on behalf of their membership33. Without the benefit of standardised definitions, structured
collaboration that includes health professionals, or shared understanding on how to interpret quality results,
the capacity of institutional purchasers to be active purchasers, using quality in purchasing decisions, is at
best constrained.
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Examples of quality reporting initiatives in the SA private sector

We review a sample of current local hospital quality reporting initiatives in order to promote further
understanding of the existing landscape.

6.1 Best Care…Always! (BCA)
Best Care…Always!34 is a frontline quality improvement campaign that was launched in 2009 at the combined
Federation of Infectious Disease Societies of South Africa (FIDSSA) and Critical Care Society (CCSSA)
conference. The campaign was supported by sponsors and health care funders (most notably Discovery
Health), and endorsed initially by the three private hospital groups (Life, MediClinic, Netcare), some
provincial Departments of Health and other professional groups (including the South African Society of
Anaesthesiologists and the Nursing Association of South Africa). Modelled largely on IHI’s 100 Thousand
Lives campaign35, it aimed to spread quality improvement methods across public and private hospitals
through encouraging implementation of care bundles and associated strategies and tactics to reduce
preventable healthcare-associated infections and misuse of antibiotics. “BCA activities” have continued
beyond active campaign periods, and BCA convened 3 annual QI summits between 2013-15 which included
scientific programs and international expert speakers.
During the BCA campaign hospitals measured infection rates but the BCA campaign did not itself collect or
receive data. However, in 2013 under the auspices of the BCA QI Summit organising committee a set of
monthly numerator (infection) and denominator (line-days) data from 3 hospital groups was submitted to
an independent investigator (Dr Michele Youngleson). These data were aggregated to produce the graph
below which was presented at the first BCA QI Summit held in collaboration with IHI and HASA. The data
suggested a collective reduction of CLABSI from about 4 per 1000 line-days to 1 or less. Further
improvements have been reported since then by the groups.
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Figure 1: private hospital CLABSI rates over time
Source: Dr Michele Youngleson, unpublished data.

6.2 Hospital group reporting
Three hospital groups report publicly on the results of their infection prevention interventions, and antibiotic
stewardship initiatives. Aggregated figures appear in annual integrated company reports36,37,38. They also
report a variety of other patient safety measures, such as heart attack survival, falls, pressure ulcers,
medication errors and readmission rates. Although the hospital groups measure similar things, there are no
standard definitions and no compensation for differences in case mix hence the results are not necessarily
comparable. This is particularly true of non-HAI (healthcare-associated infection) measures. NHN as a group
do not produce similar reports though there may be individual NHN hospitals that do so39.
The published results indicate significant improvement over time in specific preventable HAI rates, for
example CLABSI (central line-associated bloodstream infection) across 3 hospital groups. This coincides with
the introduction in all groups over the reporting period of quality improvement initiatives. In many cases,
specific improvement aims were set, for example to reduce CLABSI rates by a specific amount and over a
defined period, care bundles were implemented, processes and outcomes measured, and clinical teams were
trained to make process changes at the frontline. Much of this experience has been peer reviewed and
presented in the scientific program at three HASA-supported BCA Quality Improvement Summits (201315)40.
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6.3 Discovery Health Hospital Rating Index
Ten years ago Discovery Health launched a Hospital Rating Index, which used its own data from
authorisations and claims for hospital admissions to report on the performance of private hospitals 41. The
index was positioned as a tool to facilitate patient choice and continuous improvement. It incorporated
2003-2004 data from 744,000 hospital admissions, covered multiple disease and procedure categories, and
scored hospitals on both quality (complications, readmissions, mortality) and cost, after applying Discovery’s
case mix and risk adjustment tools, on a 1-5 star scale.
The index seems to have been welcomed at the time by the media and patients, but was sharply criticized
by hospitals and professional groups. SAMA expressed “grave concern” about the potential for misleading
the public, and called for Discovery to remove the rating index, claiming it could damage doctor-patient
relationships. The index was criticised for creating the “perception of clinical outcomes” when the ratings
were indicators drawn mainly from financial and administrative data. The concerns included claims of flawed
risk adjustment and other methodological issues such as confusing planned with unplanned readmissions,
that the role of professionals (specialists) needed to be separated from the performance of hospitals, and
that there had been a lack of prior consultation. HASA at the time acknowledged the rating system as a
good idea but criticised it as a “one size fits all” approach as it did not recognise widely differing case
complexity and pre-existing patient comorbidities and risk factors affecting costs and outcomes.

For

example, a small community hospital received a 5-star quality rating as mortality and costs were very low
but this was explained by the fact that the hospital closed its emergency department each night.
Lessons to be drawn from the Hospital Rating Index experience include the need for industry consultation
on methodology of measurement, the role of doctors in hospital related events, and the importance of
accurately-coded patient-level clinical data.

6.4 Patient Experience
In 2015, Discovery Health published the results of patient experience surveys based on the US HCAHPS
survey instrument42,43 which had been completed by over 150,000 members over a 5 year period. The
HCAHPS survey44 asks adult patients for their overall assessment of the hospital (score out of 10 and
willingness to recommend) and their experience during a hospital admission, including specific questions
about aspects of care of interest to most patients, e.g. respect, courtesy and listening by staff and doctors,
responsiveness when help is needed, cleanliness and quietness of the hospital, pain management and
information offered about medicines and at hospital discharge.
Concurrently, private hospitals moved from less detailed patient satisfaction surveys, which had shown very
high satisfaction levels, to more detailed surveys, including all or some of the HCAHPS questions45, that
provided more insight into patient experience and a basis for measuring ongoing efforts to optimise care.
For example, lower scores in terms of the quietness of hospitals, sharing information about medicines, pain
management, and discharge processes became the focus of attention in some hospitals.
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The Discovery Health results are also now reported publicly at hospital level, with comparisons available to
regional (provincial) and national averages. It is not known how popular these reports are, or whether
patients act upon the results.
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International perspectives

This section summarises the activities of quality measurement and reporting agencies in 10 countries (Australia,
Brazil, Denmark, Emirates, India, Netherlands, Singapore, Switzerland, UK, USA) and derives several important
“take home” messages which may help South Africa avoid mistakes and emulate success that has been
achieved abroad. References are provided in the detailed version of this review (Appendix A).

Seven countries were selected by HASA for review. Some of the chosen countries are relevant because of
language, educational or cultural ties (UK, Australia, USA), others because South African private hospital
groups operate in those markets (Gulf, Switzerland, India) or because of their similar middle-income status
(Brazil). Three countries (Singapore, Denmark, Netherlands) with high performance health systems were
subsequently added by Insight to the review. Appendix A contains more detail on each country’s quality
measurement agencies and initiatives.
SA private hospital groups with international exposure to some of the more advanced markets, for example
in the UK and Switzerland, have therefore already gained “hands on” experience with quality measurement
and reporting in these environments.

7.1 Quality measurement is a global norm
Based on this sample, and on experience in the OECD group46
it appears that high-income countries are generally well
along a path for developing and reporting national

AUSTRALIA

healthcare quality indicators for different healthcare facilities
and settings, including hospitals and for care in the

Quality initiatives are largely

community. No matter their ownership status, private or

government owned and run.

public, quality measurement is an expected, routine activity

The MyHospitals.gov.au website

for these health systems.

is a quality reporting tool

The policy expectation does not however immediately
translate into comprehensive, across the board, reporting.
For example, the Australian MyHospitals initiative currently
reports only two quality indicators – MRSA infection, and
rates of hand hygiene.
In middle income countries, such as in India and Brazil, The
need for similar measurement, matched to their own health
system priorities, is recognised, but introduction has been
slower.

designed to provide all
stakeholders in the health sector
with information on the
performance of both public and
private hospitals. One of the
aims of this initiative is to
stimulate competition between
hospitals based on quality of
care provided.
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7.2 Governance & independence are key to organisational credibility and user trust
Governance emerged as an important consideration across all countries. A strong governance framework is
necessary to give the organisation credibility. There are three possible governance structures: (1) a government
body, (2) an industry body or (3) an independent institution.
MyHospitals in Australia is an example of a government-run initiative. The Australian Institute of Health and
Welfare (AIHW) that runs MyHospitals is a statutory authority accountable to parliament via the Minister of
Health. Similarly, the Health Authority of Abu Dhabi (HAAD) is a government agency. Some of the reporting
on quality in Switzerland is also statutory in nature, via the Federal Office of Public Health. Quality initiatives
in Singapore are run by the Ministry of Health. In the case of Singapore, the stated aim is to enable a holistic
approach which encompasses licensing, national standard setting, patient satisfaction surveys, performance
measurement and hospital score cards and performance reports. As part of establishing national standards,
state-funded Health Performance Offices were established in each hospital. These offices were then funded
to collect baseline data to enable performance measurement and benchmarking.
The Danish examples are more indicative of a collaborative, multi-party approach. The Danish National
Quality Indicator project (DNIP) was established as a joint project across government (national and local)
and healthcare providers (including nurses). The Danish
Institute

for

Quality

and

Accreditation

is

similarly

representative of a range of stakeholders. There is, however,
strong government involvement in both cases. The Danish

BRAZIL
The Brazilian experience shows
how a private hospital

system recognises the central role of healthcare providers –
this is reflected in board composition as well as the multidisciplinary teams that define the quality indicators and
interpret the results.

association (ANAHP) has taken

The United States provides examples of governance

the initiative to set up technical

structures which represent a range of stakeholders. The

(data) infrastructure and

National Quality Forum (NQF), for example, is governed by

learning systems to drive

a board of directors which represent both public and

improvement even in the

private stakeholders including providers, purchasers,

absence of a government

patients and representatives of major agencies. NQF

mandate. ANAHP, which

receives funding from both public and private sources,

represents 16% of private beds,

including grants from foundations, corporations, and the

do not report quality results

federal government.

publicly but results and best

Johnson Foundation and the Centers for Medicare &

practices are shared among the

Medicaid Services have provided generous support for

participating hospitals, including

NQF. Of the organization’s total funding, 34% comes

hospitals that may be

directly from membership dues.

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

In recent years, the Robert Wood

An alternative to government-driven initiatives is for
measurement and reporting to be driven by the private
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hospital industry, as is the case in Brazil and the
Netherlands. In Brazil, there is no government mandate
to report private hospital quality. Here the relevant

SWITZERLAND

organisation which voluntarily reports quality data in
aggregate, publicly, is drawn from membership of this
private hospital trade grouping. The Quality Window
(Kwaliteitsvenster) organisation in the Netherlands is
also driven by hospitals, via a trade group association.
However, the measures reported on are determined
collaboratively by hospital board members, quality
experts and patients. The chair of the hospital
association board is independent, while other board
members represent the association’s constituency.
A third alternative is to establish a completely
independent quality reporting organisation. An example
of this is the Private Hospital Information Network
(PHIN) in England, an independent not-for-profit entity.
PHIN is appointed by the Competition and Markets

The Federal Office of Public Health
implemented mandatory reporting
of quality indicators across
Switzerland. The indicators were
developed by Helios (a German
hospital group) and are used across
hospitals in Germany, Austria and
Switzerland. The focus is on
continuous quality improvement
rather than reporting and ranking
of hospitals. Certification with the
Swiss Leading Hospitals is voluntary
and available to hospitals that meet
all the criteria.

Authority (CMA) and has specific obligations in terms of
governance, transparency, inclusion, consultation, data
processing and publication. Two of PHIN’s non-executive
directors are nominated by the CMA, whilst the others
represent healthcare providers (and potentially insurers in future).

7.3 Participation can cut across public and private sectors, and can be either mandatory
or voluntary
Participation in international measurement programmes varies along two dimensions: public/private and
mandatory/voluntary.
In many countries, public quality reporting cuts across both public and private facilities (examples include
Australia, Singapore, Switzerland, Denmark and Abu Dhabi). This is an unlikely starting point in South Africa
given differences in reporting readiness between the two sectors. However, based on international examples,
the ultimate goal of unified reporting across the health system seems reasonable. Switzerland provides an
example of statutory quality measurement and reporting across all hospitals that was initiated by
developments in the private sector.
As noted, there are some examples of private-sector focused initiatives. In Brazil, measurement is undertaken
by a private hospital association, with an emphasis on using measurement for quality improvement rather
than stimulating competition. While several major hospitals do participate, only part of the industry is
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represented (16% of private hospital beds), and
submission of data for public reporting is

NETHERLANDS

voluntary. Participation in the Netherlands Quality
Window is also limited to the hospitals that
belong to the hospital association, though the

In the Netherlands an ambitious quality
measurement initiative run by the Dutch
Health Inspectorate began a decade ago. It
cost 31 million Euros to develop and
implement a comprehensive fixed set of
indicators intended to monitor healthcare
quality over time. The Dutch found that
indicators needed to change to adapt to the

separate initiative run by the Dutch Health
Inspectorate is more inclusive.
PHIN in England only covers private hospitals. Not
all private hospitals have submitted data (86%
coverage by late 2016), and there have been
challenges associated with the completeness and
quality of data to enable publication.

dynamics of the healthcare sector to remain

Voluntary participation risks a selection effect in

useful. They subsequently shifted the focus

terms of who participates but is easier to achieve

from defining large sets of fixed measures to

than regulated compulsion. Some regulatory or

defining the desired changes and developing

policy directive is required for comprehensive

indicators in support of those changes.

hospital participation.

Attitudes changed from “downright hostile”
towards increasingly cooperative as five
collaborating groups (nursing and medical
associations, hospital groups, the health
inspectorate and insurers) came to
understand their mutual interdependency
and experience the positive impact indicators
had on patient care. In 2009 this was
formalised with explicit ground rules that now
cap the total number of variables (data

7.4

The level of reporting varies

Quality reporting can be at an industry or more
disaggregated level (for example, reporting the
performance

of

an

individual

hospital

or,

potentially, of a particular ward, though this is
rare).

points) (i.e. for each new one, an existing

In Brazil, reporting (for 16% of private beds)

indicator has to be dropped), and limit the

occurs at industry level. Benchmarking is done for

percentage of annual adjustments. This

individual hospitals (for the purposes of learning

initiative is believed to have resulted directly

and improvement) but this information is not

in significant measurable improvements in

made publicly available. The approach of the

important health outcomes. A separate and

Danish Centre for Patient Experience is similar in

strong focus on patient reporting is the

that reporting is at an industry level although

Quality Window, a program providing

individual reports are sent to the hospitals to drive

information on hospital quality to patients,

improvement. MyHospitals in Australia reports

via a portal, launched in 2013. The portal is

publicly at a hospital level; there are other

primarily aimed at patients and covers a

mechanisms that report at a national or state

range of measures including patient

level. Quality Window in the Netherlands also

satisfaction, waiting lists and doctor

publicly reports at an individual hospital level.

performance.
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Reporting at hospital level means dealing with
instances where volumes are too low to
elucidate meaningful differences with statistical

SINGAPORE

reliability. Given the low volumes for some
hospitals, not all measures are useful for

Healthcare quality initiatives in Singapore are

comparing hospital performance. For example,

all administered by the Singapore Ministry of

PHIN in England reports its indicators at an

Health. Measurement of quality is a key

individual hospital level but at the time of

component of the system and performance

review many hospitals have “no data available”

measurement in the form of scorecards and

other than patient experience and regulator

reports occurs at a hospital level and

ratings. The range of information available

national level. Singapore participates in the

includes

OECD quality indicators project

case

volumes

and

day

case

percentages, and is expanding over time, but

(http://www.oecd.org/els/health-

has been constrained by data quality and

systems/health-care-quality-indicators.htm)

completeness issues.

in order to benchmark itself against other
participating countries.

7.5 The purpose of reporting
influences choice of measures and
benchmarks

(NSHC) framework was introduced in 2008.
There are seven key domains that are set out

The purpose of public reporting varies from
country to country. This is turn has an impact
on the measures and benchmarks that are
selected.
The

The National Standards for Healthcare

in the NSHC framework: accessible care;
appropriate care; patient-centred care; safe
care; learning institution; physical
environment and amenities; and public
health. This framework was implemented

government-sponsored

MyHospitals

and is run by Healthcare Performance Offices

website in Australia is intended to show

(HPOs) which are completely funded by the

localised comparative performance statistics

Ministry of Health but are situated within

per

each hospital. A hospital scorecard is

facility

as

this

"has

been

shown

internationally to exert a powerful effect in

produced for each public hospital, and may

accelerating improvements in health services”.

be quite detailed69. On the basis of these

The website currently enables comparison

scorecards, a hospital performance report is

between hospitals only two quality metrics,

published annually. A holistic set of

with

indicators covering process and outcomes

others

under

development.

The

benchmarks used are either based on a peer-

measures, as well as patient experience, are

group

included in the hospital scorecards.

(determined

on

the

basis

of

purpose/role/resources) or nationally.
PHIN in England emerged out of a health care
market

investigation

process.

Quality

reporting is public, and aimed at least in part at patients. Public reporting via Quality Window in the
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Netherlands is also aimed at patients, and measures are
compared to the previous year and the national

DENMARK
As in other Scandinavian countries70,
the existence of comprehensive
national clinical registries a key
component of the Danish approach to

average. Hospitals are also given a chance to respond
or to provide context for their measured performance.
The original purpose of measurement in Brazil was to
foster improvement through allowing hospitals to see
how they perform relative to benchmarks within the
industry. The direction of public reporting in the

measurement.

Brazilian context is not yet clear.

The conclusion that the effect of

Measurement in Singapore is centred on both quality

inspection/accreditation had reached
a ceiling has led to a strategic shift
away from accreditation and towards
providing resources to QI teams, while
setting high level goals for
improvement of key indicators.

improvement

and

accountability.

International

benchmarking allows the Ministry of Health to identify
gaps and areas of outperformance. Hospitals meet four
times a year to jointly identify measures, develop
technical manuals and to discuss quality improvement
initiatives. Benchmarking results are shared at these
meetings.
The Swiss system of measurement and reporting also
seems

to

be

oriented

towards

international

comparison, with a focus on quality improvement. They
have shied away from ranking hospitals. In Denmark the
aim of reporting is to facilitate conversations between stakeholders in the system (including patients) and to
drive quality improvement.

7.6 There is no universal set of indicators
Quality Window (“Kwaliteitsventer”) in the Netherlands, PHIN in the UK and MyHospitals in Australia are
examples of public reports on hospital quality. The number of measures is constrained, presumably in part
because of the need to ensure comparability and adequate coverage across hospitals. Seven indicators at
listed in Australia and 10 in the Netherlands (although some of these are composite measures).
We note that it is feasible to collect a wider set of indicators but release publicly only a subset of them. The
others can be used for reporting back to hospitals in a more formative way. This approach has been
considered by PHIN.
In the Netherlands key criteria for selection of publicly reported quality indicators were relevance to patients,
duration of available data, and coverage of distinct health issues. The goal of reducing the administrative
burden on hospitals was also considered to be important.
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There are a large number of indicators in the Danish context. This is driven by the existence of patient and
provider registries and multiple clinical registries which offer access to large, multi-year, patient and
population level data sets. Each patient has a unique system wide identifier which allows quality to be
tracked at an individual patient level, across the entire health system. The data collection process is exempt
from patient consent. Indicators in Denmark were originally chosen based on diseases of interest. More
recently, the selection has shifted to reflect eight national quality improvement goals. There is a separate
project in Denmark that is measuring patient
Concerns about the validity, importance, and

experience.

fairness of measures and of public reporting

In Abu Dhabi, indicators are developed within a

include, for example :

comprehensive quality framework. The process for

50

▪

Perceived issues with risk adjustment

▪

The lack of evidence for an association between
process measures and outcomes;

▪

The perception that measures are selected
based on ease of measurement rather than
actual importance as indicators of care quality;

▪

The domains measured “having little to do with
patient care and outcomes… for example,
patient experience”;

▪
▪

▪

Concerns about the potential for “gaming” of

for

public

reporting

in

Singapore is multi-faceted. It is in part informed by
the OECD quality indicators project, but also
through

discussions

between

hospitals

that

consider practical issues of data collection and
feasibility. The suitability of indicators for quality
improvement is also taken into account.
Across all countries broad population or public
health measures, such as infant and maternal
mortality rates, are important and well established

The possibility that performance is more

but have limited relevance to quality indicators for

related to a hospital’s available resources for

hospitals except as critical parts of the context for

documentation than actual care;

priority setting, etc.

Inability to change patient mix and factors that
hospital’s control;
The lag between when care is provided,
measurement is performed and when it is
reported; and

▪

indicators

the system;

impact outcomes but are outside of the
▪

choosing

The lack of utility that reports have for patients,
and a failure to clearly inform the public of the
limitations of the measures reported.

7.7

Public reporting is contentious

because it is technically challenging
Although significant effort has been expended on
quality measurement, especially in the United
States,

some

critics47

argue

that

published

performance measures lack scientific credibility.
They

point

to

examples

of

quality

rating

organisations producing different rankings for the
same hospital in the same rating period, with patients having no way of knowing which are more accurate
and relevant to their needs. In Hospital Compare48 which is produced by a government agency, only 102 of
more than 3500 hospitals received the top rating of five stars, and few of those were considered the country’s
best by other popular rating sources or viewed as elite within the medical profession49.
Critics complain that these reports will lead to a misinformed and confused public, waste resources diverted
towards low priority quality issues, and could lead to penalties for true high performers and rewards or
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complacency for low performing providers. Though there is scant evidence of significant harm from these
inaccurate representations they argue that even a small number of inappropriate and unearned rewards and
penalties may generate cynicism and distrust. These criticisms, voiced most loudly by professional
representatives, speaks to the need to include providers (hospitals and professionals) in measurement
development and reporting, from the outset.
Recommendations for how public reporting of quality can be improved have included47,50:
▪

Coordination to reduce the workload associated with reporting different measures to different agencies;

▪

Nationally recognised measurement standards similar to those in other industries;

▪

Measures that are updated regularly;

▪

More involvement of professional societies and other responsible developers;

▪

Peer review processes similar to those followed by scientific journals;

▪

Transparency and being subjected to external review before publication;

▪

Adherence to standards for statistical models used for public reporting51,52,53;

▪

Increasing the potential for hospitals to learn from other’s successes;

▪

Expanding responsibility for quality of care beyond the hospital, for example developing quality measures
that assess health and health care in a community; and

▪

Aligning physician incentives with hospital performance on quality measures.

7.8 Public reporting has an impact, but not through consumer choice
As noted elsewhere in this report, there is limited evidence that published quality measurement, positive or
negative, impacts significantly on patient choice in any international market. In respect of “negative” results,
the impact that occurs is more likely due to the reputational concerns of professionals and of hospital
managers, and their responses, which reflect not only business issues but the desire to live up to professional
obligations and organisational mission. A recent survey of US hospital CEOs50 found support for the idea that
that measuring and reporting quality publicly (e.g. healthcare-associated infections) can drive change, focus
change efforts, and engage patients.
The UK Care Quality Commission’s (CQC) reports are covered by the local press which is notoriously keen to
shine a light on failure but despite the CQC’s monitoring the disastrous performance of the Mid-Staffordshire
NHS Trust during 2005-200854 went undetected for a considerable time. CQC reports do compel hospitals
to engage in corrective action but whether these reports and corrective actions have a significant impact on
the most important clinical priorities, drive transparency rather than concealment for fear of punishment, or
are the best use of hospital resources are issues raised by UK and SA providers with experience of that
market. That UK public and private hospitals are now held more accountable than in the past seems clear
however.
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7.9 Costs are not insignificant
A range of mechanisms is used to fund the quality measurement organisations, the costs of which are not
insignificant.
Some organisations are funded through government department budgets, the largest of which is AHRQ in
the USA which had a budget of US$ 479 million for the 2016 financial year. In Denmark, DNIP cost $750 000
in 2003. DNIP was publicly funded (at a sub-national level). Accreditation there is partially publicly funded,
although private hospitals cover the costs relating to their own accreditation. The broader national
programme of clinical registries has an annual budget of approximately 6.5 million Euros; again it is subnational governments that cover the cost of collecting data within the system. In countries where quality
reporting is state run, the direct costs of quality measurement and reporting are often not separately
reported (Abu Dhabi, Singapore and Switzerland are all examples). We could not identify cost data publicly
available for MyHospitals in Australia.
Independent organisations are typically funded through fees. The NAHB in India charges an annual
accreditation fee of between US$ 2200 and US$ 5900 per hospital and registration fees of between US$ 600
and US$ 2200. Brazil’s ANAHP quality benchmarking and reporting appears to be funded through
membership fees.
PHIN in the UK charges private hospitals on a per-hospital-episode (admission) basis – this enables the
spreading of the cost in line with facility scale. The fee in 2016 was £3.12 per admission. PHIN had total
expenses of £1.8million in 2016. We have not attempted to quantify what it would cost to do this in South
Africa using a bottom-up costing.
Cost estimates are more difficult in a system where participation is not mandatory. A significant proportion
of the costs are likely to be fixed costs (for example, systems and processes to define indicators), and hence
scale is a key consideration.
Costs involved in acquiring or developing, and maintaining the necessary technical infrastructure to collect,
collate and report summative data across hundreds of hospitals must be considered, needs to be carefully
controlled and to be reasonable in relation to the anticipated gains. Though such costs may be significant
the majority of the cost in totality may lie on the provider (hospital) side, depending on the number of
indicators and the extent to which the data are already available, either for summative use internally, or via
formative data used for improvement purposes.
In our review we did not find an example of a system where funders (insurers/schemes) pay directly towards
funding the measurement and reporting body. To the extent that these are new costs that add to hospital
overheads they should be recognised in fee/tariff negotiations but this issue speaks to the notion that
summative quality measurement should be designed to flow from clinically necessary, formative, internally
driven quality processes in hospitals, rather than being a pure administrative add-on. Ultimately, the costs
of quality reporting may increase hospital and system costs but there is also the possibility of a net overall
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reduction, for example if quality reporting focuses on initiatives with the potential to reduce waste and save
money such as reduction of HAIs and other patient safety events.

7.10

Quality reporting is a journey

The trajectory toward summative public reporting of quality involves developing the capacity to measure
quality by collecting data at the frontlines of care, and the acquisition of dependable reporting systems.
This is not achievable overnight.
In all countries that were investigated, significant time (years) was involved in reaching agreement on
definitions, putting in place processes for the collection and quality assurance of data and developing
methodology to ensure comparability. In Singapore, for example, it takes around three years for a new
indicator to be introduced – the process starts with discussions between hospitals to reach consensus on
what drives performance and is then followed by the development of technical manuals.
The PHIN process of introducing new measures involves assessing hospital readiness, conducting surveys,
ensuring information published is fair and robust and allowing hospitals to check data and address
concerns prior to publication. PHIN was established in 2012 and produced their first publication at the end
of 2015 (i.e. similar to the three or four year process experienced in Australia). PHIN’s full set of measures is
only planned for 2017.
At the frontlines of care, at hospital level, data collection processes need to be mapped, responsibility
assigned, and processes tested. The high level data process in a Danish hospital is illustrated below.

Appointment of a nurse
and physician to collect
and audit data

Ensuring data collection
is part of the daily work
and routine of clinical
units

Collection of case-mix
data

Analysis, interpretation
and evaluation

Extensive training for
those collecting data
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An important contributor to the long time frames in all settings is that publicly reported summative data
must be collected and reported over reasonably long periods (years) to reduce the effects of random
variation. Time is also allocated to detailed auditing of the data. The frequency of data submission varies
between countries. Among the most frequent schedules are monthly collections in Denmark and quarterly
submissions in Abu Dhabi. The overall implementation timeline for the Australian MyHospitals can be seen
below.

2010: Website created

2011: Performance
and Accountability
Framework endorsed
(this framework is the
basis for all measures
and reports)

2012: Performance
and Accountability
Framework released

2013: First report on
MyHospitals website
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USA
The United States is heavily invested in quality measurement (e.g. almost 2,000 quality measures
registered with NQF, the National Quality Foundation64). Insights into the American experience
are available in hundreds of peer reviewed studies. Data, methods and tools are available from
public agencies such as CMS (Centres for Medicare and Medicaid Services71), AHRQ (Agency for
Healthcare Research and Quality72), and independent organisations such as NQF and IHI (Institute
for Healthcare Improvement73), and have formed the basis for international quality indicators
projects such as by the OECD46. Recent projects by journalists are of interest (e.g. ProPublica74,
focused on surgical outcomes, and Hospitalinspections.org75 which details the standards
violations of hospitals during their Joint Commission accreditation inspections). There are a host
of state-level quality reporting sites, for example in New York76, and California77, as well as
commercial ones, such as Healthgrades78, Consumer Reports79, and US News and World Report80
which has ranked “America’s best hospitals” for more than 15 years81.
Mandatory reporting has resulted in significant administrative burden for providers so there is a
growing consensus in the US to measure less, with recent initiatives to compile more concise and
valuable core measurement sets82,83,84.
Although quality reporting sites are popular there is surprisingly little evidence that consumers
(patients) act on publicly reported quality measures30,85, instead relying on what their doctors
recommend, and friends and family advise.
Quality measurement and public reporting is a permanent feature of the US healthcare
landscape. Reflecting this reality, the primary driver of healthcare reform in the US, the Federal
government, has resolved that more than 50% of reimbursement will be tied to value (quality
and cost) by 2018.

The US has by far the biggest and most complicated health economy, with a large number of stakeholders,
and well-articulated concerns about quality, so it is not surprising that their hospitals have a significant
burden of reporting quality to multiple entities. The US example illustrates the desirability of having a single
entity, or at least a well-coordinated group of entities tasked with defining quality measurement and
reporting – with appropriate representation from the provider side.
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Pragmatic considerations

We present a number of findings with practical implications for healthcare quality-related accountability and
transparency,55 and system strengthening (performance improvement), drawn from the literature and from
local experience and research.

Quality measurement, though much more mature internationally than it was 20 years ago, is still an imperfect
science and a challenging undertaking. Effective health care depends on complex relationships within and
between professional teams. Healthcare systems, including hospitals, must manage advanced technologies,
deal with the variable biology of health and disease, cope with varying payment systems and incentives,
deliver compassionate and effective care in widely different settings of care to meet enormous societal
expectations and cater for distinct individual patient perspectives, values and preferences. By comparison,
cost and efficiency are far simpler to measure. Insight’s summary of important challenges that affect quality
measurement is shown in Table 7.1.
Table 7.1. Challenges around quality measurement
Reason

Comment

Complex systems,
significant variation

Patients are variable and complex not only in their biological predisposition to
health and disease, but across social, cultural and psychological dimensions. A
health system has over 1000 inpatient and outpatient clinical work processes 56.
Summative quality outcome measures must adjust for patient variables and cover
a reasonable proportion of the most important clinical processes.

Misalignment between
personal and clinical
perspectives

Personal and societal perspectives about what is important or valuable, including
outcome results and how care is experienced, vary between people and over an
individual’s lifetime. Individual needs, preferences, values and circumstances of
patients may not always align with what is considered the best outcome, or
benchmark, from an evidence-based medicine perspective.

Tension between
personalization and
scientific, populationbased evidence

Treatment approaches should differ in response to (“demand side”) differences
that patients bring to the healthcare encounter – one way of characterising
“personalised medicine”, while still being “evidence-based” i.e. based on best
practice derived from randomised clinical trials and other high grade scientific
evidence.

Many different healthcare
settings and services

Healthcare settings differ widely. Quality measures must be different for a day
surgery unit, a multi-bed ICU, a psychiatric hospital and a hospital doing complex
surgery such as organ transplantation and joint replacement.
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Cost and availability of
data

Comparative assessment of outcomes needs risk adjustment, a data intense
process. Although we have significant amounts of ICD-10, procedure, pathology
and medication data that is coded, in the absence of electronic health records,
most other clinical data in South African hospitals is still manual and paper-based
and therefore difficult and expensive to use at scale. Any increase in cost will be
disproportionately felt by small hospitals.

Different perspectives for
measurement

Providers are best positioned to judge the quality of technically complex care in
hospitals. These technical aspects of care may be invisible to patients, but
arguably it is what patients experience and value that is truly important.

Limits of measurement

Not all dimensions of care in hospitals or in other settings lend themselves to
objective, quantitative measurement. Not everything that counts can easily be
counted, for example, empathy or compassion.

Unanticipated
consequences

Attribution

Targets and benchmarks change behaviour but not always helpfully. A 4 hour
target for ED discharge can leads to a spike in discharges just before the 4 hour
mark though patients may not actually be ready57; antibiotics for pneumonia may
be given within the hour to achieve a target58 but overuse of antibiotics may
result and compound the problem of resistant organisms.
Professionals must take responsibility for quality but it is difficult technically and
unwise to allocate sole responsibility to individual professionals, a process known
as attribution. Attribution belies the teamwork aspects of a high-quality health
care system. For example, who is responsible for a medication error, when
medication safety is the end result of a hidden sequence of sub-systems, groups,
individual practitioners and the patient?

Source: compiled by authors

8.1 Using the available data sources
To achieve a comprehensive and transparent view of healthcare quality, particularly with respect to
outcomes, three sources of data are important (Figure 7.1). Claims data - i.e. data arising from payment for
health care services and produced by health professionals, hospitals and medical schemes/administrators form the bulk of currently available data in electronic form in the private health sector. Adding patient
reported data, and clinical data from registries or electronic health records, as these emerge, to the existing
coded claims data can provide a more powerful resource for quality measurement.
From claims, the wealth of diagnosis and procedure codes, detailed itemised bills, and demographic and
other patient level data in combination provide a certain amount of “raw material” for quality indicators that
may be used by funders or by hospitals, or shared between them. Examples of administrative data-derived
quality measures include the Patient Safety Indicators (PSI), Inpatient Quality Indicators (IQI) and Prevention
Quality Indicators (PQI) defined by the US Agency for Healthcare Research and Quality. Many of these
indicators have subsequently been adopted by international organisations including OECD.
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In this context, accurate clinical coding of claims is essential; inaccurate coding will generate false or
misleading quality indicators. Alternative reimbursement mechanisms (ARMs) present a dilemma in that they
may result in less detailed information being available for quality measurement.

Figure 7.1. Combining data sources for outcomes measurement

Adapted from: Marc Berg. BMJ Outcomes, April 201559

Social media are uncontrolled but increasingly prevalent and powerful influences in our lives and it is worth
noting that they are already widely used to record and report patient experience (e.g. via HelloPeter, Yelp,
Facebook, etc.) and methods are evolving for analysing content for objective, verifiable signals of sentiment
if not quality in a more rigorous sense. Hospitals and professionals can try to influence social media by
educating patients and framing quality in appropriate terms. It is likely that these sources will become more
important, perhaps even dominant, over time60,61,62.
An industry quality reporting system is likely to need an independently managed data repository. Within the
local industry some role players have expressed concern regarding the technical challenges of data
collection, concerned about the expense of large IT/database projects. Newer technologies such as
blockchain could in future provide an alternative to centralised data store. A standard approach would be
for each hospital or hospital group to provide periodic, perhaps monthly or quarterly uploads, or in the case
of distributed data, a link to the renewed or updated data set.
The nature and uses of individual and aggregate data will need consensus-based agreement. Without the
appropriate regulatory dispensation, data sharing may be limited, which may hamper quality measurement
and improvement initiatives.

8.2 Self-initiated publication of quality indicators
There are international precedents for individual hospitals or groups of hospitals selecting their own quality
metrics and publishing them. e.g. Beth Israel Deaconess Hospital (Boston). This is to some extent the
prevailing model in South Africa, with individual hospitals and groups voluntarily publishing aggregate
figures; the public can access this published data though it is not specifically aimed at them. It is not possible
to use this data to compare hospitals. Publication of selected results may lack credibility in the absence of
agreed definitions, independent external audit, inspection processes, and comparative benchmarks.
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8.3 Scientific and consensus-based selection of indicators
A proliferation of measures requiring submission to multiple authorities, linked to payment or regulation,
has created a challenging situation for providers in the US. Compounding the problem, certain public
scorecards used to judge performance may be inaccurate and there have been calls for higher standards
around measurement63. Principles for scientifically valid measurement need to be considered and are listed
below47.
▪

Use multiple data sources where possible (e.g. registries, claims, EHR)

▪

Enforce data quality and audit processes

▪

Select appropriate diagnoses/conditions, procedures based on disease burden and improvement priorities

▪

Apply various appropriate types of measures (process, structure, clinical outcomes, appropriateness, resource
use, patient-reported outcomes, and experience of care)

▪

Ensure adequate sample size and endpoint frequency

▪

Apply an appropriate level of attribution (e.g. physician, hospital, system)

▪

Ensure accurate attribution of patients to specific providers

▪

Decide on appropriate patient observation periods (in-hospital, 30-days, longer)

▪

Determine appropriate provider observation periods (generally at least 1 year of data, typically longer for
physician-level measures)

▪

Apply robust risk adjustment for underlying demand side risk factors

▪

Use the right statistical methodology (e.g. logistic or hierarchical regression models; approaches to account for
clustering)

▪

Develop and apply criteria for determining outliers

▪

Assess risk model performance

▪

Measure reliability

▪

Use patient-friendly presentation formats where that is the audience

▪

Monitor for unintended adverse consequences (balancing measures)

Adapted from: Shahian DM, et al. Rating the Raters. Ann Surg. 2016

It seems likely that a collective, consensus-based approach to selection and development of indicators,
conducted with stakeholders, including doctors, is more likely to be successful than an array of indicators
developed in isolation and imposed upon them.

8.4 Use process measures appropriately
There are several thousand documented quality indicators64 based on process measures. These are typically
easier to deploy than outcome measures, do not usually require risk adjustment, and therefore are popular
for accountability purposes. Process measures allow faster responses to deviations from norms than
outcomes measures.
A drawback of process measures where used for accountability and attached to incentives is that they can
stifle innovation (process measures become targets, and therefore can inhibit process change) and may even
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lead to inappropriate care. For Example: time to antibiotic administration for treatment of pneumonia
following admission to Emergency Departments leading to overuse of antibiotics58.
Process measures are popular but over time, in more advanced healthcare systems, they are likely to become
more important as flexible tools for process management and improvement in each hospital rather than as
arbiters of quality for external accountability.

8.5 Leverage experience and learning from existing data collection processes occurring in
quality improvement initiatives in the private sector
Several important lessons have been learned, on the ground, by frontline teams and managers in private
hospitals over the last several years:
▪

Performance may appear to deteriorate as measurement systems initially improve

▪

There is a risk of under-reporting if consequences are punitive. For example in one hospital group manager
salaries are linked to KPIs with 25% of these indicators in the clinical governance domain. A balance must be
found between positive or negative incentives that facilitate accurate reporting of adverse events and other
relevant aspects of quality

▪

Levels of understanding of everyday use of data are generally low. “Traffic light” systems which automatically
flag outliers for action can lead to over or under-reaction to data that is only representative of normal variation
in clinical or administrative processes.

8.6 Policy considerations regarding consequences of poor reported quality
Policy decisions are required about potential actions that should be taken if a hospital consistently fails to
meet a predetermined quality threshold or standard, or is identified as a significant and persistent (poor
quality) outlier in relation to its peers. International reporting has generally proceeded very cautiously in this
area, given the multiple concerns already documented here about the precision and reliability of summative
quality indicators, and about ill-considered or unintended consequences of punitive action. The most
common action across the countries analysed was the limitation of a provider’s registration, particularly in
countries where accreditation plays an important role in quality improvement. In the UK, the CQC has the
power to issue fines or cautions to providers who aren’t meeting expected standards. They also have the
power to issue improvement plans, limit a provider’s registration or place a provider under regulatory
supervision. In many of the countries, for example Australia, the quality organisations do not have power to
take action as the focus is solely on reporting, rather than on regulating. In the United States, Federal quality
reporting initiatives initially allowed hospitals to nominate their own quality measures from a menu of
approved measures and without negative financial consequences. Subsequently, financial penalties were
imposed for selected, so-called never events, for healthcare-associated infections, and other forms of
preventable harm.
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8.7 A new reporting entity?
A new quality reporting entity may be required.
As already noted, industry stakeholders strongly believe that any current or future organisation charged with
performing quality measurement and public reporting must be constituted to achieve and maintain
independence from government and other stakeholders. The entity should be free from conflicts of interest,
including the commercial interests of for-profit healthcare providers, and have the competence and capacity
to discharge significant responsibilities. A governing board would need to include representation from
various stakeholders but in their governance role they would be dedicated to a clearly articulated mission
i.e. facilitating better quality care for all patients via unbiased and transparent quality measurement and
reporting.
It may be possible to add quality reporting to the role of OHSC, however we perceive the consensus
preference in the industry to be for a new and independent entity. Independent status is felt to be important
because of the competition implications of collecting data across multiple entities, the privacy considerations
of handling both patient and provider information, and the significant potential negative reputational and
business consequences of mishandled quality reports placed in the public domain. There is also a strong
feeling in the industry that any new reporting standards and measures should be applied equally across public
and private hospitals.
OHSC is perceived in the industry as lacking the necessary independence as well having limited capacity and
being slow to act. Furthermore, enabling regulation would be required to allow OHSC to take on this new
role.
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An initial set of private hospital quality indicators

We describe a set of 8 principles, some of which have already been noted in preceding sections, that can be
used to develop a set of quality indicators. This set, which follows, is only illustrative but we believe that having
this, or a similar group of indicators based on defined and agreed principles, presented for discussion by relevant
stakeholders will be an important step forward in the development of quality measurement and reporting for
private hospitals.

9.1 Principles
Develop a small set of core indicators
A limited set of indicators – perhaps no more than 20 – is needed in order to optimise available management
and clinician attention, avoiding a surfeit of measurement that wastes effort, creates resentment, and diffuses
focus.
Cover a significant portion of the burden of illness, and range of service
Core indicators should encompass major areas of risk, and cover diseases, clinical service lines and processes
relevant to the population served by each facility. Measuring quality for diseases that have little impact on
the health care system or around services not offered by the individual facility is of little value.
Report survival/mortality
Mortality is an important outcome to measure and should be included in any core set. Potential hospital
mortality measures include:
▪

Crude (raw/unadjusted) mortality rate

▪

All cause or condition or procedure-specific 30-day mortality rate (adjusted/unadjusted)

▪

HSMR – Hospital Standardised Mortality Ratio (the ratio of the actual number of acute in-hospital deaths to
the expected number of in-hospital deaths, for conditions accounting for about 80% of inpatient mortality)1

Unfortunately, the accuracy of existing mortality data held by medical schemes, hospitals or the state, is not
guaranteed. For example, in medical scheme data, deaths are not always promptly or accurately recorded
e.g. a cancelled membership may be misattributed to death. For quality measurement, resources will be
needed to obtain accurate person level mortality data which should include the time, date and cause of any
recorded death.

1

https://www.qualitymeasures.ahrq.gov
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Report on patient safety - using available data sources
Patient safety measures, i.e. measures of preventable harm, are an important focus of quality reporting
worldwide. For example, the US Agency for Healthcare Research and Quality (AHRQ) has defined a set of
Patient Safety Indicators (PSIs) that are also used in other OECD countries and which enable rates of adverse
events, such as surgical mishaps (e.g. pneumothorax and perforated viscus), falls, thromboembolism,
infections, pressure ulcers, etc to be identified from administrative data. Detailed clinical documentation
should in theory provide more accurate data but is often not available or in a usable format. Both
administrative and clinical sources may be susceptible to under-reporting and other errors. Specific hospital
or specialist clinical registry databases can also be useful and are popular in Europe, particularly Scandinavia,
and in North America. Malpractice claims databases, and hospital incident reporting (IR) systems are
additional potential sources of patient safety data.
Allow patients to report their experience, and outcome
Patient experience data can be obtained directly from patients during or after hospital admission. For
example, HCAHPS (Hospital Consumer Assessment of Healthcare Providers and Systems) is a patient
experience survey used across hospitals in the United States and in South Africa.
Various Patient Reported Outcome (PROM) measures are also becoming popular. Several were pioneered in
the UK NHS65. For example, the Western Ontario and McMaster Universities Arthritis Index (WOMAC) is a
set of short, standardized questionnaires for evaluating the condition of patients with osteoarthritis of the
knee and hip, covering pain, stiffness, and physical functioning of the joints. The NHS has also used PROMs
for varicose vein and inguinal hernia surgery2 There are few other examples of PROMs being published,
however their use is predicted to expand with the availability of inexpensive electronic means of collection,
and the standardisation of measurement tools for various populations, as seen in the PROMIS project66.
Experience with PROMs in South Africa is very limited. Anecdotally, there are providers using WOMAC and
other survey instruments but there are no related publications.
Use composite measures - with caution and transparency
The desire for simple summary measures has led to the development of various composites that combine
different measures in a single score, for example all complications for a particular type of surgery or medical
admission, or a figure that combines both morbidity and mortality. Such indicators are appealing from a
summative point of view, but they do create methodological challenges including the transparent weighting
of components in the composite score. Care bundles, such as those advocated by the BCA campaign are
also examples of composites; a bundle is scored only if all of its component tasks are completed.

2

https://www.quality-health.co.uk/surveys/proms
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Use clinical measurement sets developed collaboratively
ICHOM (International Consortium for Health Outcome Measures) is an important initiative with
comprehensive measurement sets that relate to the care of patients with a particular condition, such as heart
failure, aging, pregnancy or cataracts. ICHOM does not collect data but sets measurement standards,
generally using a range of existing measurement instruments that have already been validated. Typically,
only a small proportion of any ICHOM set will apply directly to a hospital so the use of ICHOM in future
quality measurement and reporting for private hospitals will require a broad and more patient-centred
perspective.
Facilitate measurement of value
Though quality is sometimes regarded as distinct from efficiency, Donabedian’s original concepts, as well as
the Institute of Medicine and others, view efficiency as a measurable dimension of quality. In reality all health
systems are resource limited and international policy makers can no longer divorce measurement of quality
from cost. Fortunately, there is evidence that focusing on quality can reduce overall costs, for example
through driving down hospital-acquired complications and other forms of “waste”. Methods for
determination of value using existing quality measures and cost accounting data are evolving67 but are not
considered here.

9.2 Suggested quality indicator set – for discussion
This quality indicator set is intended as a starting point for discussion. These indicators have not been explored
in-depth with hospitals and other stakeholders to assess current data availability and other factors that may
affect their viability.
Our approach was to select measures that are already well defined and used in other countries, such as the
United States and OECD, and to define a logical, reproducible process for selection. We selected from the
extensive publicly accessible National Quality Forum (NQF) database64. The NQF database is the largest and
best documented public repository of quality metrics which are categorised, prioritised, referenced, reviewed
and updated regularly.
NQF provides links to source documentation for each listed indicator. This includes detailed definitions of
numerators and denominators, exclusion criteria, and classification according to the need for risk
adjustment, intended use, level of analysis, target population, care setting, etc. NQF measures are peer
reviewed, subject to periodic scheduled future review and update, many but not all are in the public domain,
and they are documented in English.
NQF-endorsed standards are used to measure and report on the quality and efficiency of healthcare in the
United States and are considered a driving force for and facilitator of continuous quality improvement. NQF
uses four criteria to assess certain measures for official endorsement:

FINAL DRAFT

▪

HASA Research – Quality reporting for Hospitals

50

Important to measure and report to keep our focus on priority areas, where the evidence is highest that
measurement can have a positive impact on healthcare quality.

▪

Scientifically acceptable, so that the measure when implemented will produce consistent (reliable) and
credible (valid) results about the quality of care.

▪

Usable and relevant to ensure that intended users — patients, purchasers, providers, and policy makers — can
understand the results of the measure and are likely to find them useful for quality improvement and decision
making.

▪

Feasible to collect with data that can be readily available for measurement and retrievable without undue
burden.

As of September 2016 there were 66 measures in the subset of endorsed and publicly reported hospital
outcome measures. This subset includes several measures used by OECD, including Switzerland and other
countries. These 66 indicators were then compared to those used in other countries to find common ground.
Based on this overlap and knowledge of local context we chose 28 measures which we assessed to be
potentially applicable to South African private hospitals.

Figure 8.1: Endorsed, publicly reported hospital outcome measures from NQF.

1032

291

167

92

66

All NQF Measures

Measure type: Outcomes measures

Care setting: Hospital measures

Planned use: Publicly reported

Endorsed status: Endorsed

Table 8.1 groups the 66 NQF indicators and shows whether a subset of the countries that we reviewed have
deployed measures similar to those in the NQF database. In the interests of readability not all countries
reviewed were included. Switzerland and Singapore, for example, were not included because their set of
indicators aligns with the OECD.
In table 8.1 the column indicating the number of measures refers to the total number of measures from the
NQF database that are in each category (“mortality”, “harm”, “patient-reported”, etc). The cells are
highlighted based on the extent of the match between the indicators in the NQF database and the indicators
that were found for each country. A cell highlighted in red indicates that the country had measures
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equivalent to those in the NQF database. A cell highlighted in blue indicates that the country had measures
similar to, but not the same as, those measures in the NQF database. Significant discrepancies between the
measures in the NQF database and those from each country are explained in the footnotes. The number in
each cell indicates the number of measures that each country has that is either the same or similar to the
measures in the NQF database. This indicates the extent of the number of measures that are available. Blank
cells do not indicate that no measurement is done in the respective country and category, only that the
measures we found did not correspond closely to those specified in the NQF.
Some measurement categories deserve further description.
As noted above, Composite measures combine different indicators, such as morbidity (e.g. complications)
and mortality in a single measure.
Utilisation measures, such as Dehydration Admission Rate (AHRQ PQI 10) and Uncontrolled Diabetes
Admission Rate (AHRQ PQI 14) refer to hospital utilisation (admissions) that may reflect care in the
community rather than in the hospital, and therefore could represent potentially preventable admissions.
Volume indicators represent conditions or procedures with a known volume-quality correlation i.e. where
individual hospitals may have insufficient case numbers to achieve good outcomes, for example pancreatic
resection for cancer.
Population-specific mortality measures include measures for specific groups of individuals either based on
where they were treated in the hospital or their classification according to a Diagnosis Related Group. These
include measures such as intensive care unit in-hospital mortality rate, death rate in low-mortality diagnosis
related groups (AHRQ PSI 02) and the paediatric intensive care-unit (PICU) standardized mortality ratio.

Harm

OECD

United

Kingdom

UAE

Netherlands

Brazil

Australia

measures

Sub-category

Number of

Risk
Yes

Mortality

Yes

Categories

Adjustment

Table 8.1: NQF-endorsed indicators and their documented use in other countries.
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2

2

2

1
8¥

reports measures relating to general surgical mortality and does not have mortality measures for heart surgery.

Netherlands and the United Kingdom both report the Hospital Standardised Mortality Ratio and do not report

specifically on the death rate in low-mortality diagnosis related groups.
‡Australia
¥The

reports similar re-admission measures but does not specify if these measures were risk-adjusted.

OECD reports hospital re-admissions relating to mental health but does not report on re-admissions relating to the

intensive-care unit within the hospital.

NQF and other international measurement agencies have well defined procedures for periodically adding,
removing or redefining indicators. In the above table, the absence of use of a particular NQF measure or its
equivalent in a particular country is not definitive, as it may have been added recently, removed, or simply
not been described in the literature which we have reviewed.
Based on overlaps in the figure above, and with regard for what data may be accessible in the South African
environment to start with, we have selected a subset of 28 measures for consideration. It should be noted
that data availability has not been explored with stakeholders. Obviously, some measures are inapplicable
to significant numbers of hospitals – for example those related to cardiac bypass graft surgery. Some of the
measures would require data from more than one source, which will require a level of collaboration which
currently does not exist in the private health sector.
Table 8.2 shows the 28 NQF-endorsed measures with titles and brief descriptions. Detailed operational
definitions may differ, as may the underlying data used to compile the measures, so comparisons between
countries may be imprecise.
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Table 8.2: Suggested starting point for quality measures
Infections (3)
Harmonized Procedure Specific Surgical Site Infection
(SSI) Outcome Measure
Catheter-associated Urinary Tract Infection (CAUTI)
Outcome Measure
Central line-associated Bloodstream Infection (CLABSI)
Outcome Measure
Other forms of preventable harm (2)
Pressure Ulcer Rate

NQF Source: American College of Surgeons –
Centers for Disease Control and Prevention (ACSCDC)
NQF Source: National Healthcare Safety Network
(NHSN). Also a BCA measure.
Source: National Healthcare Safety Network
(NHSN). Also a BCA measure.
PSI3 2

Patient Fall Rate
Perioperative complications (3)
Unrecognized Abdominopelvic Accidental Puncture or
Laceration Rate
Postoperative Respiratory Failure Rate

PSI 15
PSI 11

Perioperative Temperature Management
Procedure-specific complications (7)
CABG: Risk-Adjusted Surgical Re-exploration

If a cardiac surgery centre

CABG: Risk-Adjusted Postoperative Renal Failure

If a cardiac surgery centre

CABG: Risk-Adjusted Stroke/Cerebrovascular Accident

If a cardiac surgery centre

CABG: Risk-Adjusted Deep Sternal Wound Infection

If a cardiac surgery centre

CABG: Risk-Adjusted Postoperative Prolonged
Intubation (Ventilation)
Cataracts: Complications within 30 Days Following
Cataract Surgery Requiring Additional Surgical
Procedures
Cataracts: 20/40 or Better Visual Acuity within 90 Days
Following Cataract Surgery
Mortality (6)

If a cardiac surgery centre
If performed

If performed

Medical conditions (2)
In hospital condition-specific mortality rate
Hospital 30-day, all-cause, risk-standardized mortality
rate (RSMR) following condition-specific hospitalization
for patients 18 and older
Surgical conditions (3)

Choose at least one of: AMI, pneumonia, COPD,
ischemic stroke or heart failure
Choose at least one of: AMI, pneumonia, COPD,
ischemic stroke or heart failure

Hip Fracture Mortality Rate

IQI4 19

Risk-Adjusted Operative Mortality for CABG

If a cardiac surgery centre

3

PSI stands for Patient Safety Indicator, the term used by AHRQ

4

IQI stands for Inpatient Quality Indicator the term used by AHRQ
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If a cardiac surgery centre

Intensive Care: In-hospital mortality rate
Patient-reported (2)
HCAHPS
3-Item Care Transition Measure (CTM-3)
Readmission (1)
Hospital 30-day, all-cause, risk-standardized readmission
rate (RSRR) following hospitalization for one of the
noted conditions
Other (4)

Choose at least one of: heart failure, AMI, COPD,
pneumonia, elective primary hip or knee
arthroplasty

Caesarean section rate

Non NQF. Suggested for local use

Healthy Term New-born
Percentage of low birthweight births
Antibiotic utilization

Including BCA measures – one or more of surgical
prophylaxis, hang time, total utilisation

The indicators in Table 8.2 are presented ‘for consideration’ and should not be seen as definitive. Further
refinement would be necessary as the process evolves. For example, the reporting of central-line associated
bloodstream infection may include or exclude umbilical lines and peripherally inserted central catheter (PICC
lines). Denominators will have to be exactly defined; for example, addressing whether “discharges” include
in-hospital mortality, cover only specific age ranges, or are based on admissions versus bed-days. Numerator
definitions must say whether a fall is any fall, or only one associated with a documented, treatment-requiring
injury. Surgical complication rates will vary depending on case mix and urgency, with emergency surgery
having higher rates and day surgeries, presumably, much lower rates. Prolonged ventilation rates (PSI 11)
rely on exact definition and documentation of days on mechanical ventilation, “elective” major surgery, and
evidence of reintubation. Perioperative temperature management will rely on the timing and body site of
temperature recording.
Condition or procedure-specific mortality rates, such as after AMI (myocardial infarction), pneumonia, heart
failure or heart surgery will require risk adjustment and the denominators may exclude transfers from other
facilities.
Hospitals/groups do not always have access to 30-day outcomes as required in some of the mortality
measures which will require discussion and development of ways to access and share this data. Similarly,
follow-up care after admission, (e.g. consultation with a doctor after cataract surgery for assessment of visual
acuity) will also not necessarily be accessible to hospitals but will be known to a specific practitioner and
possibly to funders.
Patient experience assessments, such as HCAHPS, provide a large amount of detail and the reporting system
will need to define which of the 17 questions in HCAHPS are to be included, and how they are to be patient
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mix-adjusted. The indicator covering caesarean section rates may be controversial but is an important issue
in a health system with high rates of operative births and significant use of neonatal intensive care.
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Conclusions

Quality measurement and reporting is carried out in various forms by various agencies across different
countries. There is limited experience in South Africa. While quality reporting is a significant tool for aligning
the interests of patients, funders, regulators and providers and to increase efficient production of desired health
outcomes, there are numerous complexities and considerations that are brought to light when embarking on
this process.
▪ In the countries we reviewed, at least some public reporting on the quality of care in hospitals is
increasingly the norm and it is reasonable to expect this in South Africa. These international examples
represent efforts to both increase accountability, i.e. to offer summative quality measurement, and to
drive improvement using this performance data.
▪ The experience in the reviewed countries suggests that public quality reporting does not arise
spontaneously, i.e. without policy action. Even when established however, the view of health care
quality in hospitals that is derived is not complete or definitive. Quality measurement is not a simple
affair of defining indicators, requiring data submission, and publishing reports, rather a more nuanced
affair involving many technical, social, professional, ethical and governance considerations.
▪ South Africa will therefore require deliberate policy action to establish a suitably structured quality
reporting agency (or to amend the role of the OHSC). This agency needs well defined, independent
governance, expert staff and technical infrastructure, supported by sustainable funding which can be
raised from fees or other sources. Multiple stakeholders need to be informed, and be invited to
participate in the process.
▪ Roles assigned to the quality agency could include: selecting, defining and maintaining data standards,
facilitating consensus among stakeholders to determine priorities for measurement, addressing
provider concerns about accuracy and potential unintended consequences of measurement, promoting
professional collaboration, and providing education and training for frontline staff and leadership.
▪ South African private hospitals can build on their experience evaluating and assuring structural aspects
of quality (mostly via QA processes such as accreditation, and standard management techniques) and,
more recently, quality improvement (QI) programmes. These have provided useful experience
measuring and improving specific clinical processes and outcomes such as use of antibiotics and
prevention of infections. Hospital groups also already use summative data to compare the performance
of individual facilities in each group.
▪

Funders can play a constructive role in this process. Administrative (claims-derived) data have already
been used to assess quality but a variety of measures are being applied, without consistency or rigour.
Harmonising quality measurement will create efficiencies for hospitals and funders, and data sharing
will enable the use of certain indicators that hospital currently lack the data to report on.
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Professional groups (doctors and others) should be brought into the process. They have had relatively
limited involvement in hospital or system-wide quality measurement in the private sector, other than
at a hospital committee level and in the context of their individual clinical practices. Some professional
societies are already beginning to develop clinical registries and databases, for clinical research, to
develop their own view on quality, and to use in contracting negotiations.

▪

Education of audiences for quality measurement about known limitations should be a priority timed
with any public reporting; watchfulness for unintended consequences will be required. Stakeholders,
especially funders and regulators, need education to appreciate that quality measurement is an
evolving science and most current quality measures (indicators) are still only proxy measures for
something difficult to measure precisely and directly.
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