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Centre de Référence pour la Maladie de Willebrand (FR) / Reference Center for
Willebrand Diseases

Centre de Référence des Pathologies Plaquettaires (FR) / Reference Center for
Clotting Diseases

Centre de Traitement de I’'Hémophilie (FR) / Treatment Center for Haemophilia
Doctor and Advanced Public Health Nurse Experiment Evaluation (FR)

Direction Générale de I'Organisation des Soins (FR) / General Direction of
Healthcare Organisation

Direction Générale de la Santé (FR) / General Direction of Health

Female Genital Mutilations

Filieres de Soins Maladies Rares (FR) / Rare Diseases health care network
Generalist practitioner
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Haemophilia Centre
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Systéme national d'information inter-régimes de I'Assurance maladie (FR) / National
system of information of Sickness Funds

Schéma Régional d'Organisation Médico-Sociale (FR) / Regional Scheme of
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Schéma Régional de I'Organisation des Soins (FR) / Regional Scheme of Healthcare
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Scottish Stroke Improvement Team
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Type 1 Diabetes Mellitus
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APPENDIX 1. LIST OF REHABILITATION CONVENTIONS

1 Aids-reference centres

2 Centres for medical and psychosocial care for victims of genital mutilation
3 Memory clinics

4 Long term oxygen therapy at home

5 Respiratory rehabilitation

6 Centres for support in case of unwanted pregnancy

7 Follow up of sudden and unexplained death of a child younger than 18 months.
8 Cardiorespiratory monitoring van new-borns

9 Follow-up-centres for children born prematurely

10 Treatment of obstructive sleep apnoea syndrome

11 Respiratory support at home

12 Respiratory support at home in case of obesity hypoventilation syndrome
13 Diabetic self-regulation

14 Insulin pump

15 Centres for paediatric diabetes

16 Diabetic foot clinics

17 Continuous glucose monitoring

18 Reference centres metabolic diseases

19 Reference centres for cystic fibrosis

20 Reference centres neuromuscular diseases

21 Reference centres for refractory epilepsy

22 Diagnostic centres for patients with chronic fatigue syndrome

23 CP-Reference centres

24 Spina-bifida reference centres

25 Reference centres child nephrology
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26 National centre for haemophilia

27 Reference centre for haemophilia

28 General centres for locomotor and neurological rehabilitation (9.50-centres)

29 Hospitals with a locomotor and neurological rehabilitation program (9.50 or 7.71) via R30-R60

30 Cardiac rehabilitation: not financed by convention but by nomenclature

31 Implantable cardiac defibrillators

32 Rehabilitation centres for specialised locomotor and neurological rehabilitation (7.71 centres UZ Gent, UZ Pellenberg, Centre neurologique William Lennox,
Cliniques Universitaires Saint. Luc and Hépital Erasme)

33 Paediatric rehabilitation centres (Clairs Vallons in Ottignies, Zeepreventorium in De Haan)

34 Centres for children with neurological and psychiatric pathology (Centre neurologique William Lennox, La Porte Ouverte Blicquy)




KCE Report 299S

APPENDIX 2. DESCRIPTION OF THE
QUALITY ASSESSMENT IN BELGIUM,
FRANCE, SCOTLAND AND THE
NETHERLANDS

Appendix 2.1. Belgium

Appendix 2.1.1. Institutions monitoring the quality of health care

As a result of the 6" State Reform, quality evaluation of care institutions
became the responsibility of the regions and the communities
[gemeenschappen/ communautés]. This implies that from 2015 onwards
Flanders and the Brussels-Walloon Federation are responsible for the
quality assurance in health care institutions. Evaluations of individual care
providers and elaboration of norms for agreement of the hospitals however
remain a Federal competence’.

Federal level

At the federal level, the cell Quality of the FPS Public Health aims at
stimulating the development of a patient-centred, integrated and evidence-
base health policy, through innovative and sustainable programs and in
concertation with their partners. The year 2007 saw the launch of the first
national patient safety plan. To this aim, a specific team and a strategic
workgroup were created. They produced a strategic note, aiming at raising
the awareness of health care providers regarding the quality and the safety
of patients in their institution?. This is supported by a structural funding since
then: hospitals are stimulated to develop and improve quality and safety of
patient care through multiannual programs “Coordination quality and safety
of patients”. The second plurennial program covers the period 2013-2017
and is articulated around four major themes: the systems of safety
managements, leadership, communication and patient empowerment. Four
specific themes are also included: high risk medications, safe surgery,
identity vigilance (or contention in psychiatric care), and transmural care 4.
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Quality and safety of the pharmaceutical care, intercultural mediation and
recommendations for best practices are the three other components of
quality of care managed at the federal level by the FPS Public Health.

The second key actor at the federal level is the NIHDI which supports various
aspects of quality of care: training and licensing of health care professionals,
guidelines and recommendations of best practices, evaluation of the quality
of care, etc. The service of medical evaluation and control is responsible for
the control of the health care activities covered by the compulsory health
insurance (information, evaluation and sanctions in case of non-respect),
advises for modifications of the nomenclature and indicators of follow-up
regarding implementation of guidelines. In the service Health Care, the
Directorate Research, Development and Quality Promotion also plays a role
of monitoring of the quality of care inside the health insurance > 8.

Walloon region

Quality of care is a competence managed by the Agence pour une Vie de
Qualité (AVIQ), a public administration of the Walloon region.

e Policies for quality of care: In 2012, Fadila Laanan, French Minister of
Culture, Audio-visual, Health and Equal Opportunities commissioned
the santhea hospital federation and the research center “Economie de
la santé, gestion des institutions de soins et sciences infirmieres —
CREGISI” of the Free University of Brussels in order to develop a
textbook supporting hospitals willing to engage in the accreditation
process’. This research was, at first, aiming at targeting university
hospitals but had a larger scope as it may interest all hospitals. In 2013,
Eliane Tillieux, Walloon minister of Health, Social Action and Equal
Opportunities, presented the Walloon plan for quality of hospital care.
This plan suggested 6 main axes: evaluating the current norms,
production of indicators, supporting accreditation process, ensuring the
coherence between inspection/norms/indicators/accreditation,
developing a benchmarking between health care institutions and
reflecting about the public diffusion of results. In 2013, Regarding the
agreement of hospitals, only the federal norms are applicable to the
Walloon hospitals, under the authority of the General Operational
Directorate of the local authorities, social action and health (DGO05). The
DGO05 is member of the Walloon Movement for Quality. However, after
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the 2014 elections, there was no follow-up of this proposal as the
Ministry changed. To this day, there is no strategic plan for the Wallonia,
similar to the one of the Flemish region.

Platform for Continuous Improvement of Health Care and Safety of
Patients: Since 2013, a concertation platform exists for Brussels and
the Wallonia: the PAQS (Platform for Continuous Improvement of
Health Care and Safety of Patients). The PAQS was created at the
initiative of the hospital federations and gathers representatives of the
sickness funds, hospital federations of Brussels and Wallonia and 4
French universities. Its statutes include the possibility for a formal
representation of the public authorities. Public authorities of Brussels
and Wallonia mandated, alongside with subventions, the PAQS to
develop a network including all actors concerned with the quality of
care, to provide a comprehensive offer of services to match the needs
of the field and to promote the coherence of initiatives developed by
actors already involved in quality and safety of care. Currently, the
PAQS is selecting and testing a common set of indicators for hospitals
in Brussels and Wallonia. Final outcomes are expected by end of 2017.

Hospitals accreditation: similarly to Flanders, hospitals may voluntary
engage in an accreditation process by an external agency.

Flanders

Since 2012 the Flemish government collaborates with organisations
representing general hospitals, professional organisations, patient
organisations, sickness funds and universities. This collaboration gave way
to a three tiers approach:

The Care Inspection Agency (Zorginspectie): is part of the department
Wellbeing, Public Health and the Family (Departement Welzijn,
Volksgezondheid en Gezin) of the Flemish government. The Care

Source: https://www.departementwvg.be/zorginspectie/algemene-
ziekenhuizen
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Inspection continuously monitors and improves quality of care in
Flemish general hospitals in two ways®:

o Compliance monitoring: this type applies to all Flemish hospitals
and consists of unannounced inspection to make sure care meets
predefined criteria, agreed upon by the sector.

0 System surveillance: the system behind the care provision is
evaluated in those hospitals who are not accredited.

The Flemish Indicator Project for Patients and Professionals (Vlaams
Indicatorenproject voor Patiénten en Professionals, VIP?): The project
came about as a collaboration between the Agency Care and Health of
the Flemish Government (het Agentschap Zorg en Gezondheid), the
Flemish Union of Chief Physicians (de Vlaamse Vereniging van
Hoofdgeneesheren) and the Flemish network of care institutions
‘Zorgnet-lcuro™®. VIP? measures the quality of care in most Flemish
general hospitals on a voluntary basis. The hospitals determine
themselves which indicators they register. If the hospital agrees, results
are publicly accessible online®. Results can be used to guide initiates of
quality improvement, benchmarking and informing patients.

Hospital accreditation: an external audit organisation evaluates whether
hospitals offer high quality and safe care. Hospitals are accredited for a
limited number of years. Hospitals decide themselves whether they
want to be accredited.

Zorgnet-lcuro is a network grouping and representing care institutions in
Flanders, more specifically, general hospitals, residential and ambulatory
initiatives in mental health care, and organisations in elderly care.

See the website http://www.zorgkwaliteit.be
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Brussels

In Brussels, quality of care depends on the linguistic regimen of the health
care institution. Consequently, quality of care is either managed by the
Common Communitarian Commission (COCOM), either by IRIScare, the
OIP for health, social care and family affairs. Agreement norms of the
general hospitals are those of the federal authority.

e COCOM: Bi-communitarian hospitals are under the authority of the
COCOM, which managed the agreement procedure. Regarding
accreditation, the 2013 Declaration of Governmental Policy of the
COCOM explicitly stated that hospitals in Brussels should be accredited
and that the COCOM has to be associated to the reflexion process with
the PAQS. However, the accreditation should be on a voluntary basis
and, in 2014, no general bi-communitarian hospital was involved in such
process 2. In Brussels, there is an ongoing discussion between the
public authorities and the PAQS regarding the formal attribution of a
mandate to launch a quality strategy for the Brussels region.

e |RIScare: IRIScare is still under construction but should be equivalent
in its competencies to the Walloon AVIQ.

d See, for example, the page 131 of the protocol presenting process indicators
that may serve for a process evaluation.
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Appendix 2.1.2. Development and selection of the indicators

In Flanders, indicators in the VIP? program are determined and refined by
development groups. Groups are organised around six domains: care for
mother and child, orthopaedics, cardiology, oncology, patient experiences
and hospital indicators, and stroke. The development groups consist mainly
of clinicians, quality coordinators and data specialists. One of the main
challenges is to align these indicators with existing indicators collected for
the accreditation process.

In Wallonia and Brussels, there is no additional quality indicators.

Several projects aiming at improving quality of care are currently ongoing.
The Integreo Program, led by the FAITH consortium, aims at evaluating the
Triple Aim Policy for the patients suffering from a chronic disease® '°. In its
research protocol, the FAITH consortium describes the selection, the
development and the implementation of these quality indicators. They rely,
among others, on the PROMS and PREMS indicators®.

Appendix 2.1.3. Type of indicators and data collection

At national level, all hospitals should participate to the compulsory
registrations requested by the FPS Public Health: RHM (Minimal Hospital
Summary), FINHOSTA (Financial Hospital Statistics), indicators of the
Federal Council for the Quality of Nursing Care (CFQAI) and indicators of
hospital hygiene (Scientific Institute of Public Health).

In Flanders, besides the compulsory registration, data collection also
includes clinical indicators, process indicators and outcomes indicators in
the hospitals as described in the project VIP? (see above).

In Wallonia and in Brussels, there is no yet additional data collection for
specific indicators.
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Appendix 2.1.4. Quality control of data collection

In Flanders, to ensure the quality of the data collection, a Thrusted Third
Party has been launched: this TTP checks the reliability and the validity of
the provided data and ensures that those accessing the data respect the
confidentiality and the privacy of information.

As the test of the indicators is still ongoing, there is not yet a specific
mechanism for quality control of data collection in Wallonia and Brussels.

Appendix 2.1.5. Availability of the indicators

In Flanders, a maximum of transparency is pursued: indicators and
inspection reports are publicly available online. Publication of the results is
let at the discretion of the hospitals but they are advised to publish it.
Indicators are available on the website of the Health & Care Agency®.

Inspection reports related to agreement are not available to the public in
Brussels and Wallonia. The question of availability was highlighted by the
Tillieux report but no final decision has been taken yet.

Appendix 2.1.6. Patient participation

Patients are not directly involved in quality assessments, nor the
development of indicators, but they are represented by patient organisations
at least for quality assessments in Flemish general hospitals.

Although patient empowerment is one of the objectives of the Federation
Wallonia-Brussels, there is no clear evidence that patients are associated to
the quality assessment. The current project led by the PAQS did not involve
patients although the PAQS actively collaborates with the league of the
users of health services (LUSS).

e See the quality indicators here (in Flemish): http://www.zorg-en-
gezondheid.be/kwaliteitsindicatorenziekenhuizen
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Appendix 2.2. France

Appendix 2.2.1. Institutions monitoring the quality of health care

Since 2008, the HAS coordinates the national data collection on quality and
safety indicators (IQSS) and, since 2016, and on nosocomial infections (IAS)
in all healthcare facilities. IQSS are measuring tools that are applied to a
health status, a care practice or an event, allowing a valid measuring of
health care quality and its variations in space and time. The IQSS policy is
a shared strategy between the HAS and the Ministry of Health. It aims at
improving the practice and the quality of care at the level of health services;
at planning health care policies at regional and national level; and at
informing patients about the quality of care in health services through a
website, including the results of the IQSS and the quality certification of the
hospitals. Results also have to be displayed in hospitals. Each IQSS has a
national objective of performance that is a minimal level of quality that all
health care services should have. Moreover, the |IQSS are included in the
quality-based pay-for-performance system. Denial of collection also leads to
the exclusion of the payment for quality.

Data collection of indicators is compulsory: it is part of a legal obligation and
is required for accreditation of the hospitals.

Appendix 2.2.2. Selection and development of the indicators

Since 2004, quality management is under the authority of the HAS: the HAS
develops the indicators, mostly based on the requests from the Ministry of
Health and the priorities in health policy. Every year, the IQSS indicators are
chosen by a steering committee, animated by the HAS and the DGOS. This
steering committee includes the federations of health services, the
delegates of managers and presidents of CME, the general directors of the
ARS, the CNAMTS and representatives of the patients. Every year, a
national decree fixes the list of compulsory IQSS and the conditions under
which they should be made available to the public''. A legal framework also
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delimitates some of the indicators such as the quality of the letter of
discharge.

Indicators are supported by the recommendations of the HAS, international
recommendations or by the law. Indicators need to be based on the
literature, clinically relevant, feasible, relevant for the improvement of quality,
metrological, and adjustable’?. Most of the current process IQSS indicators
are inherited from a previous project-COMPAQ™- in which researchers
identified indicators that were feasible and realist to collect. Since 2013, the
HAS develops the national IQSS.

Indicators are assessed and evaluated annually. Type 3 and type 4
indicators experience a rapid development.

Appendix 2.2.3. Type of indicators and data collection

The HAS actually produces and collects 4 types of IQSS based on different
data collection methods. There are currently 79 indicators in France. Data
collection of indicators is planned every 2 year to lighten the burden of data
collection for institutions and to leave room for changes before next
evaluation. The data collection mainly consists in a retrospective audit,
based on a random selection of patient health records in the health services.
Data are registered through an online secured platform managed by the
ATIH. If necessary, specific questionnaire for the health institution or for the
patient are launched. National database are the third source of information
(e.g. PMSI or SNIIR-AM).

f For more information, see the website of the COMPAQ project:
http://www.compaghpst.fr/
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Type 1: Structural indicators

Structural indicators concern the quality of management of the human,
material or financial resources aimed at supporting the health care
processes. They are used to assess healthcare related infections
management.

Type 2 Process indicators: IPAQSS

Process indicators concern the quality of the implementation of a health care
activity related to the process of caring for the patients. They are based on
the patient health record (PMSI). They are organized in two categories:
transversal and specialty themes. Transversal themes concern the whole
health care system (whatever the underlying condition is) while specialty
themes focus on specific health conditions such stroke, haemodialysis,
myocardial infarction, screening and prevention of post-partum bleeding, or
obesity management in pre-surgery. IPAQSS are based on a sample of
patients health records review. Eligible patients health records are counted
by the HAS based on the PMSI to decide if the collection is mandatory or
not (when there are few eligible patient records the collection can be done
but it is not mandatory for the institution). For the data collection, the
healthcare institutions perform a random selection of 60 to 80 health records
of patients concerned by the health care activity under scrutiny. Health
professionals (preferably (but not often) medical doctors) complete an online
grid, based on guidelines.

Type 3: Outcomes indicators

Outcomes indicators aim at directly measuring the risks or benefits for the
patient in terms of efficiency, satisfaction or safety at the end of a health care
processes. They are based on the PMSI/ on coded data. The HAS develops
an algorithm to screen events codes in the PMSI. The HAS realizes the data
analysis. These data are sent for benchmark and feedback to the
institutions. Outliers are expected to check for their coding and, if confirmed,
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to analyse their practices through a retrospective review of the patient health
records.

Example of indicators are the rate of deep vein thromboses and pulmonary
embolisms after total hip prosthesis / total knee prosthesis, readmissions in
the 3 days following a day surgery, number of converted day surgery.

Type 4: patient satisfaction

These indicators are collected through online questionnaire completed by
the patient after discharge. The first one has been issued in December 2016.
It assesses the patient satisfaction in medicine/surgery/obstetrics for all
patients that stayed more than 2 days in the hospital. Indicators concern the
global health care and service provision (catering, reception, discharge, etc.)
and measure then the global satisfaction. Indicator related to day-surgery,
with a dedicated questionnaire, is currently under development.

Appendix 2.2.4. Quality control of data collection

The quality of indicators 1 & 2 is controlled by the ARS, mostly of the free
choice of the ARS. Around ten per cent of hospitals are visited for cross-
check. In case of divergences, opinion of the ARS weight more than
assessment by the institutions. In case of false/misleading declaration, the
penalty is the exclusion of the HCO from the P4P program during the time
the indicator is included in the model (basically 2 years) and the advertising
on the public reporting site (see further) that this HCO has been controlled
and the collection was found not valid.

9 To prevent conflicts of interests, experts are not representatives of scientific
societies or hospital federation or linked to pharmaceutical industry for
instance.
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Appendix 2.2.5. Availability of the indicators

Indicators 1-2-4 are made available to the public. Hospitals have to display
their results through posters or their website. The website Scope Santé
gathers the information based on these three indicators and on the French
HCO accreditation. Patients are associated to the development of the
website, may compare institutions and access additional information.
However, as the indicators displayed are the same than for the pay-for-
performance scheme, it appears that they are not enough meaningful for
patients. A major difficulty is that a same indicator should respond to the
needs of patients/ professionals/public authorities. For those interested,
tools for data collection remain available, even when indicators are no longer
collected.

Appendix 2.2.6. Patient participation

Patients are involved in both the stakeholder group and in the expert
workgroup® that discuss the instrument developed.

Appendix 2.2.7. Incentives for indicators collection

Indicators types 1, 2 and 4 are included in the financial incentives of the P4P
as a bonus (not included in the basic dotation). P4P were developed in acute
services in 2016, and will be implemented in the SSR in 2017.

Some national indicators are also considered for the eligibility to the CAQES
which is a contract between the ARS, the medical insurance and the HCO.
If an HCO has a quality measured below a (very) low threshold, it is eligible
to the contract. If an institution does not succeed in reaching the minimum
expected, it faces financial sanctions as, 1% of financial products (perceived
by the ARS or the national health insurance ).
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Appendix 2.3. Scotland

Appendix 2.3.1. Institutions monitoring the quality of health care

Health Improvement Scotland is the main national body in charge of the
assessment of quality and safety and report on performance. It supports the
clinical governance at national and local levels. It ensures 7 key missions:

e Supporting people to have a meaningful say in how services are
designed, delivered and experienced.

e Providing independent quality assurance that gives people confidence
in the quality of services and helps providers to improve.

e  Supporting providers to redesign services so that people in Scotland
are able to live longer, healthier lives at home or a homely setting.

e Supporting services to reduce harm, waste and unnecessary variation
in practice and outcomes.

e Providing evidence and knowledge that enables people to get the best
out of the services that they use and helps services to improve.

e Supporting the use of data and information, alongside bespoke support,
to help services to improve.

e  Supporting leaders to create the conditions where quality will flourish"

HIS is also an authority on the development of evidence-based advice,
guidance and standards " HIS provides public assurance about the quality
and safety of healthcare through the scrutiny of NHS hospitals and services,
and independent healthcare services.

Other key organizations concerned with quality of care are Audit Scotland,
The Social Care and Social Work Improvement Scotland, the Mental
Welfare Commission for Scotland, the NHS Education for Scotland and 9
professional regulators 13 14,

h Information retrieved from: http://www.healthcareimprovementscotland.org/
about_us.aspx
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Appendix 2.3.2. 0Ongoing reform of the quality of care

Scotland has a longstanding reputation of pioneer in the field of quality of
care and this current reform reinforces this culture of excellence. Quality
objectives are part of a larger strategy — the National Performance
Framework that aims at focusing “government and public services on
creating a more successful country, with opportunities for all of Scotland to
flourish, through increasing sustainable economic growth” 5. The National
Performance Framework is guided by 10 principles: Openness and
transparency, Accountability and responsibility, Objectivity, Independent
assessment, Dynamic site: real data, real time, Accessibility 24/7, Simplicity
and clarity, Credibility to Parliament and the wider public, Shared
responsibility for outcomes-based performance, Sharpening focus - driving
improvement. Overall performance is evaluated by an independent group,
the Scotland Performs Technical Assessment Group.

The ongoing reform to reviewing the quality of care is supported by the 2020
vision for health and social care and the Quality Strategy Scotland 6. In
2015, a Design Panel was commissioned to set out the principles for the
new approach to quality of care. This new approach has two major
perspectives:

e Patients and service users can be clear as to what they can expect from
service providers and that providers know what is expected from them

e The future approach involves a more consistent and flexible approach
to reviewing the quality of care through a combination of comprehensive
reviews of healthcare providers, service-specific reviews, where
required, and local and national thematic reviews across similar
services in Scotland '

All NHS Boards have to develop their Local Delivery Plans in order to
implement the priorities of the Scottish Government for the NHS boards that
were issued in the Health and Social Care Delivery Plan of December 2016
17.18 This should enhance the Triple Aim policies: better care, better health,
better value. The LDP should present the process and steps of the regional

i Information retrieved from: http://www.healthcareimprovementscotland.org/
evidence.aspx



20 An evaluation protocol for NIHDI conventions

planning and delivery of the NHS Boards. In spring 2017, the Scottish
government will publish the national review of target and indicators for health
and social care.

Appendix 2.3.3. Development and selection of the indicators

In the new approach of quality of care, outcomes have been based on a
selection of relevant sources such as the Patient Rights (Scotland) Act 2011,
the National Health and Wellbeing Outcomes Framework, The Scottish
Health Council Stronger Voice work and Participation Standard, the Care
Inspectorate SHANARRI wellbeing indicators, and NHS England Patient
Reported Outcomes Measures 4. User’s involvement being a major concern
of the Scottish Government and of the NHS Scotland, patients and service
users are regularly involved in the development of the quality approach.

i See here for examples of inspection reports:

http://www.healthcareimprovementscotland.org/system_pages/published_re
sources_search.aspx?q=&f=5:308
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Appendix 2.3.4. Type of indicators and data collection

Currently, HIS perform three distinct types of inspection: announced
inspection, unannounced inspection and (un)announced follow-up
inspection. They inspect both NHS services and independent healthcare
services (e.g. in the rehabilitation sector). Specific attention is paid to care
for older people in acute hospitals'.

The suggested reform to scrutiny proposes four different reviews with
different levels of implementation as illustrated by the Table 1.
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Table 1 — Proposed approach to scrutiny of Health Improvement Scotland
Dimension Level Description Essential elements Frequency

Thematic Quality Macro These would be thematic reviews of services across the range of Undertaken by multidisciplinary teams of experts, Up to two major
of Care providers delivering those services, or across providers in a locality including public partners. themed reviews
such as reviews of pre-hospital care, vascular surgery, trauma, child  Structured around the quality framework with €ach year
and adolescent mental health services, clinical governance. The gppropriate other evidence/standards/ indicators.
thematic reviews would be supported by the new quality framework,

F in the first instan n major national
and relevant indicators and standards. ocused, in the first instance, o ajor nationa

service issues which may include a regional
dimension.

Includes a service sustainability component.

Organisational Macro These would be reviews to assess the quality and sustainability of care  Organisational wide reviews which may encompass Variable and
Quality of Care |Meso at an organizational provider level as part of an ongoing or triggered NHS board or elements thereof or elements of ongoing
Reviews approach. These reviews will also be underpinned by the new quality health and social care partnership services.

framework Undertaken by multidisciplinary teams of experts,

including public partners.

Structured around the quality framework, with
appropriate reference to evidence/indicators/

standards.

Draws on appropriate intelligence, interviews and

surveys.

Includes appropriate point-of-care inspections.
Service Level Meso These would be reviews of specific services, encompassing a range of Undertaken by multidisciplinary teams of experts, Variable and
Reviews dimensions set out in the quality framework, including sustainability. including public partners. ongoing

Structured around the quality framework with
appropriate other evidence/standards/indicators.
Examining a particular service within an NHS board
or provided by a health and social

Point of care Micro These would be reviews and inspections based on intelligence Undertaken by inspectors and public partners with regular
Reviews or received. They would be assessed against relevant standards and the appropriate clinical expertise as appropriate.
Inspections new quality framework. They would cover a range of topics including,  Structured around the quality framework with

but not limited to, the care of older people across all healthcare appropriate other evidence/standards/ indicators.

settings, healthcare associated infection (HAI), and inpatient mental

healthcare. May be standalone such as for the safety and

cleanliness of hospitals (Healthcare Environment
Inspectorate) or increasingly as part of broader
reviews as set out above.

Source: Adapted from Health Improvement Scotland, 2015, p23-24.
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Figure 1 presents the application of the new approach to reviewing quality.

Figure 1 — Application of the new approach to reviewing quality based of the guidance of Health Improvement Scotland

As part of continuous assessment, each care provider embeds the same approach to monitoring

of care provided (local scrutiny and assurance using the quality framework). Care providers outline their core strengths,
priority challenges and key areas of improvement they have implerented or are taking forward, against each of the seven
doenains (self assessment). This should include system-devel improvement plan and high level indicators.

A review team meets with each care provider to discuss their self assessment to tease out their priority isswes, what good
practice could be usefully shared and whether national solutions or local improvement work could help support them,

7

Consideration of sustainability and culture issues

Source: Health Improvement Scotland, 2015

|  Possible unannounced point-of-care MSPECBOn of anncunced valEation vist |
External scrutiny bodies, jointly as appropriate, analyse the self assessments, discussions and existing data (published
national data and other inteligence). The review team discusses and agrees priority areas of work to take forward, using
example scenarios as outlined below:
Scenario 1: Several Scenario 2: Several Scenario 3: Theough Scenario 4: One Scenario 5: One or
care providers have care providers have s care provider care provider has more care providern
Biues with a sivilar lssue and descuisions and data, challenges which need support 1o
particutar system/ haven't identified a we already know the are rot apparent in take forward
service but one or solution. This may scale of the problems, other providers, T ove ments of
two have tested a require further and its unfikely that a that may reguire tests of change in
pouible wiution Iritgation and/or » review will tell us further particular arean,
namonsl wiuton amytheng dMerent investganon Systems ete
Share learrng and Do a themane Undertake Undertake 2 Provide
encourage review and/or Improvement work review or mprovement
providers o test &acusy possidble and/or Sscuss & CONtPRICUs wupport
possible wiutions rational sclutions rational solution aseiument
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Appendix 2.3.5. Quality control of data collection

As displayed in the figure below, the new approach allows a control of the
data collection by independent bodies such as the Health Improvement
Scotland and Care Inspector.

Appendix 2.3.6. Availability of the indicators

Transparency is one of the leading principles of the quality framework. All
results related to quality of care are available to the public. Transparency
also applies to the selection of tools, methodology or other support.

Appendix 2.3.7. Patient participation

The Design Panel launched a consultation document in summer 2015 with
guidance questions regarding the proposed framework to reviewing quality.
The Design Panel invited service providers, patients and service users to
react over this document. Regional discussion groups were held to collect
additional perspectives. These groups were open to everybody.

Appendix 2.3.8. Incentives for indicators collection

The NHS Scotland is characterized by a high degree of accountability.
Quality reviewing is part of the duty of service providers. Health
Improvement Scotland and the other official bodies have the possibility of
closing services whenever appropriate.

Appendix 2.4. The Netherlands

Appendix 2.4.1. Institutions monitoring the quality of health care

Instruments for quality assurance in healthcare are provided by the Quality
of Health Facilities Act (Kwaliteitswet Zorginstellingen KZi), the Individual
Health Care Professions Act (Wet Beroepen in de Individuele
Gezondheidszorg , BIG: licensing of individual health care professionals)
and the Medical Treatment Agreement Act (Wet Geneeskundige
Behandelovereenkomst, WGBO) '°. For care that is regulated by the Health
Insurance Act (mainly curative care), managed competition applies. Health
insurers and providers negotiate on price and quality of care. The Dutch

An evaluation protocol for NIHDI conventions

Health Care Authority oversees whether the competition is fair and
establishes the care products for which prices can be negotiated. For care
for which negotiation is not feasible, such as emergency care (not plannable)
or organ transplantation (too few providers), the Dutch Health Care Authority
establishes maximum prices '°.

The Dutch Health Care Inspectorate

The Dutch Health Care Inspectorate (Inspectie voor de Gezondheidszorg)
is responsible for monitoring quality and safety. In addition, the Dutch Health
Care Institute (Nederlands zorginstituut) promotes quality of health care and
audits the basic care package. Both institutions oblige health care
institutions to register a set of quality indicators. In the Netherlands quality
registration is part of the DBC, hence remunerated by the insurer. The Dutch
Health Care Inspectorate (Inspectie voor de gezondheidszorg (1GZ)) plays
an important role in maintaining quality of care. The Inspectorate enforces
statutory regulations on public health; investigates complaints and
irregularities in healthcare; and can take relevant measures. The
Inspectorate uses quality indicators to monitor the quality of care; if
necessary site visits or investigations can be made '°. The Dutch Health
Care Inspectorate monitors the quality and safety of health care in two ways:
risk assessment and calamity surveillance. The former refers to the
proactive identification of risks, while the latter is a more reactive approach
to reported incidents.

Especially the former could serve as an example of good practice or at least
a source of inspiration to our project.

To learn about potential risks the Dutch Health Care Inspectorate collects
and analyses information about provided health care. The information is
shaped by means of a set of indicators covering all medical disciplines
working in hospital settings. Ambulatory care is not included.

Indicators are measurable care properties providing information on the
quality of care, for example the occurrence of pressure ulcers. Thirty four
scientific organisations are involved to develop indicators for their
specialism. The indicators should reflect the state of the art within their field.
A limited set of indicators enables the Inspectorate to estimate whether
health care institutions are competent to follow developments in medical
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specialisms. The health care institutions know in advance which information
they should register and deliver yearly at the Inspectorate. The Inspectorate
analyses the data, correlates the data with other sources, validates the data
by means of unannounced visits to health care institutions, compares health
care institutions, and makes the information publicly available. Health care
institutions with outlying scores are solicited to explain their outlying position.
The focus is on what health care institutions learn about their own
functioning, rather than on the fact that there are outlying. The Inspectorate
especially wants to survey the adaptability and learning capacity of health
care institutions. Once high quality thresholders are reached on a specific
indicator and the Inspectorate is confident that the high quality measures will
persist, the indicator is replaced by new one, again nominated by scientific
organisations.

The Dutch Health Care Institute

A similar quality assessment is set up by the Dutch Health Care Institute
(Zorginstituut Nederland). They developed a set of indicators per pathology.
The indicators are nominated by patient organisations, insurers and health
care providers. The data is also made publicly available.

BIG registration

Professional self-regulation is an important instrument in policies on quality
assurance, for instance on the development of professional guidelines 2°. In
addition, the BIG registration is obligatory for individual healthcare providers
and, since 2012, five-yearly re-registration is obligatory. In 2015 more than
354 000 professionals were included in the register, more than half of them
nurses. The BIG Act aims to safeguard the quality of the practice of
professions and to protect patients from incompetent practitioners. BIG
stipulates that professionals should provide “responsible care”, and
identifies “reserved operations” which can only be performed by a
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recognized professional. Based on the BIG Act, healthcare providers can be
subject to measures from disciplinary committees or the Health Care
Inspectorate, such as fines, reprimands, suspension and, ultimately,
removal from the register 1°.

Appendix 2.4.2. Selection and development of the indicators

Mechanisms to ensure quality of care provided by individual professionals
include reregistration/recertification of specialists based on compulsory
continuous medical education; regular on-site peer assessments by
professional bodies; and profession-owned clinical guidelines, indicators,
and peer review. The main methods used to ensure quality in institutions
include accreditation and certification; compulsory and voluntary
performance assessment based on indicators; and national quality
improvement programs based on the breakthrough method (known as
Breakthrough Series, proposed by Berwick D. to implement evidence-based
knowledge).

Patient experiences are also systematically assessed and, since 2007, a
national centre has been working with validated measurement instruments
in an approach comparable to that of the Consumer Assessment of
Healthcare Providers and Systems in the United States.

Appendix 2.4.3. Type of indicators and data collection

Numerous indicators have been developed for quality monitoring. Figure 2,
retrieved from the Dutch performance review, present the conceptual
framework used for such monitoring. Indicators have been developed for the
dimensions displayed in the framework. In 2014, the performance
assessment had a special focus on the transparency of quality.

For the data collection, see above.
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Figure 2 — Conceptual framework for the performance, including quality, of the Dutch healthcare system
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Appendix 2.4.4. Quality control of data collection

See above

Appendix 2.4.5. Availability of the indicators

The national centre on patient experiences generates publicly available
information for consumer choice on waiting lists, patient satisfaction, and a
few quality indicators. The Dutch Patient organization launched a website
for public reporting of quality of care and provider performance 2'.

Appendix 2.4.6. Patient participation

Since 2005, patient participation and patient choice are key components of
the Dutch healthcare system. A governmental website offers all information
to support informed choice.

Health care organisations have the obligation of having a representative
patient council that is likely to advice the organisation regarding patient
needs and rights. Patients are also represented in the purchasing decisions
by health insurers °.

However, patients seem not involved in the quality assessment of the health
care system.
Appendix 2.4.7. Incentives for indicators collection

See above
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APPENDIX 3. THE ORGANISATION OF
CARE AND FINANCING OF FOUR
EXAMPLES OF HEALTH CONDITIONS AND
DISEASES

1. INTRODUCTION

According to the WHO, “75% of the total number of years lived with disability
in the world are linked to health conditions for which rehabilitation is
beneficial”, supporting the need for efficient and quality rehabilitation care 22.
Since 2005, the need for rehabilitation care has increase by 23% and the
curve is still rising due to the epidemiologic transition and the aging of
population. Alongside the obvious needs in rehabilitation after a stroke, a
traumatic event or a neurologic disease, additional pathologies have seen
their morbidity profiles changing and also contribute to the needs in
rehabilitation care such as the HIV/AIDS or other communicable diseases.
However, despite the increasing needs in rehabilitation care, even in high
income countries, there is an underuse of rehabilitation care. To this aim,
the WHO recommends the development of a comprehensive strategy to
“strengthen rehabilitation and address global unmet needs” 2. This
supplement presents the full comparison of the organisation of rehabilitation
care three high-income countries, namely France, Scotland and the
Netherlands

k Mutualité Sociale Agricole

' Régime social des Indépendants

An evaluation protocol for NIHDI conventions

2. FRANCE

2.1. Description of the French health care system

2.1.1. Governance and organisation of the health care system

The French health care system is the combination of a Bismarckian
approach at the structural level, mixed with a Beveridge approach at the
financial level. The HCS pursues universality and solidarity. Although the
patient has the freedom to choose a GP and there is no compulsory
gatekeeping system, the public health authorities are pushing towards a
“médecine de parcours”, to increase the efficiency of the overall system, to
reduce the fragmentation and to provide health care in the closest setting of
the patient. The “médecine de parcours” also called “parcours de soins
coordonné” implies that the patient chooses a treating GP that will
coordinate his/her medical care, centralises the medical record, refers the
patient to other (specialist) health professionals, establishes the care
protocol in case of chronic diseases (in collaboration with other
professionals) and delivers a personalised prevention based on patient
characteristics 2.

Three main actors share governance responsibilities: the State (Ministry of
Health), the Statutory Health Insurance (SHI) and the local communities
(regions). Although from Bismarckian inspiration, the French SHI has no
management responsibilities as the state took over the financial and
operational management of the SHI?*. The SHI includes three main
schemes: the general SHI scheme organised by the CNAMTS, the
agricultural SHI fund® and SHI scheme for self-employed'. Additional
schemes exist but represent a minor part of the whole SHI 2. Funding of the
Statutory Health Insurance is constituted by payroll contributions and
earmarked taxes™ on all sources of income, the latter becoming the most
important contribution to the SHI 24, As a result, the French SHI ensures a
nearly universal coverage: in 2013, almost 99.9% of the population was

m An earmarked tax is a tax whose revenues (by law) are reserved solely for a
specific group or usage.
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covered by the SHI through the universal health insurance coverage CMU,
including an additional coverage for those with a low income, the CMU-C.

Since 2010, the health care competencies are partly deconcentrated to the
regional authorities through the Agences Régionales de Santé (ARS). The
ARS are public and autonomous institutions under the authority of the
ministries of public health, social security, elders and handicapped persons.
The ARS have been created by the 2009 Law on Hospital, Health, Patients
and Territory". The 17 ARS ensure the coordination of prevention, health
care and patient support to prepare the development of the “parcours de
soins”. The ARS have to implement the national policies but have the
necessary autonomy to adapt the national health plans and policies to the
regional specificities in terms of demography, epidemiology and geography.
They pursue two main objectives: the management of public health
(including health promotion) and the regulation of the health care delivery.
This is achieved through the regional health care programmes (PRS),
declined in prevention programmes (PRAPS), health organisation
programmes of inpatient and outpatient care (SROS), and health and social
programmes for elders, disabled and indigent persons (SROMS). Regional
programmes are elaborated by the ARS in collaboration with the regional
health actors. Each ARS has a local implementation, at the departmental
level, to ensure the territorial proximity. The 2015 Territorial Reform® and the
2016 Law on the modernisation of the HCSP reinforces the role of the ARS.
At the local level, the ARS coordinate the organization of the health care
professionals, the hospitals and all institutions related to health and social
care.

n Loi 2009-378 du 21 juillet 2009 portant réforme de I'hépital et relative aux
patients, a la santé et aux territoires
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Three categories compose the health and social sector:

e Outpatient care (called “structures de ville”), including both self-
employed and salaried healthcare professionals

e Hospital care: private clinics, public hospitals and private health centers
with a collective interest (e.g. reference center for cancer)

e Health and social institutions: residential services for elders, disabled
and indigent persons

2.1.2. Chronic diseases

In 2007, the Ministry of Health issued a national plan on improving the quality
of life of patients with a chronic condition. Emerging from a collaboration
between health care professionals, patient associations and institutions (e.g.
insurance), this national plan for the period 2007-2011 was articulated
around 4 objectives:

e  Supporting each patient to improve his/her self-management
e Enlarging the scope of medical practice towards prevention
e Improving the daily activities of the patients

e Improving the understanding of the impact of chronic diseases on
quality of life.

An interim report in 2009 presented the first evaluation of the 4 domains,
where the degree of achievement of the 15 initial measures was used as a
progress indicator.

In 2013, the High Council for Public Health published the final evaluation of
the plan. The first positive point was a strong, participative and dynamic
governance, highlighting the integration of health, medical and social
aspects of chronic diseases as a strength. However, as no logical model

° Loi du 7 aolt 2015 portant sur la Nouvelle Organisation Territoriale de la
République (NOTRe)

P Loi du 26 janvier 2016 de modernisation de notre systéme de santé
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was used to build the action plan and to link actions to the improvement of
quality of life, it prevented an in-depth and thoughtful assessment of its
achievement. Efforts have been made regarding the improvement of patient
education, patient participation remains therefore poorly developed. To
support the implementation of patient education and prevention, the national
action plan recommended the creation of new profiles of health care
professionals, specialized in prevention but this is scarcely implemented.
The High Council also highlighted the threats posed by the reform of the
HCS that was launched after the implementation of the plan. Further actions
should support the coordination between the different actors. To the best of
our knowledge there is no specific ongoing plan regarding chronic diseases.

The long-term diseases (ALD) is one of the two approaches in chronic
disease management in the SHI. The SHI has established a list of 30
(chronic) affections: any patient suffering from one (or more) diseases from
this list will have all the expenses related to the treatment fully covered by
the SHI. Patients may also have an exemption of co-payment. From January
1, 2017, the third payer is compulsory for all patients with ALD.

Three categories of ALD exist: ALD 30 (ALD on list), ALD 31 (ALD out list)
and ALD 32 (polypathologies). The ALD 30 includes 30 health conditions
leading to an exemption of co-payment, established by decree and updated
on January 2011 25. The 2011 list includes the following ALD:

e Disabling stroke

e Medullary insufficiency and other chronic cytopenias
e  Chronic arteriopathies with ischemic manifestations
e  Complicated Bilharziasis

e Severe heart failure, severe rhythm disorders, severe valvular heart
disease, severe congenital cardiopathy

e Active chronic diseases of the liver and cirrhosis

e Primary severe immunodeficiency requiring long-term treatment,
infection with human immunodeficiency virus (HIV)

e Type 1 and type 2 diabetes mellitus
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Severe forms of neurological and muscular affections (including
myopathy), severe epilepsy

Severe chronic constitutional or acquired haemoglobinopathy or
hemolysis

Haemophilia and severe constitutional haemostatic diseases
Coronary disease

Severe chronic respiratory insufficiency

Alzheimer’s disease and other dementias

Parkinson’s disease

Hereditary metabolic diseases requiring long-term specialised
treatment

Mucoviscidoses
Severe chronic nephropathy and primitive nephrotic syndrome
Paraplegia

Polyarteritis nodosa, acute disseminated erythematous systemic lupus,
generalised progressive scleroderma

Severe evolutive rheumatoid polyarthritis
Long-term psychiatric affections

Ulcerative colitis and evolutive Crohn’s disease
Multiple sclerosis

Evolutive structural scoliosis (the angle of which is equal or over 25
degrees) until rachidian maturation

Severe ankylosing spondylarthrosis
Organ transplant sequelae

Active tuberculosis, leprosy
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e Malignant tumour, malignant affection of the lymphatic or hematopoietic
tissue

The ALD list is regularly updated, e.g. high blood pressure was suppressed
of the ALD list in 201125, The ALD 31 concerns patients suffering from a
severe form of a disease or a scalable or disabling form of a severe disease,
not mentioned on the ALD 30 list. The planned treatment should last more
than 6 months and/or include an expensive treatment 2. The ALD 32
concerns patients suffering from several chronic diseases, leading to a

disabling state and requiring continuous health care for more than 6 months
27

The article L.324-1 of the Social Security Code defines ALD that are not
subjected to the exoneration of the user fees. It concerns affections
engendering a (temporary) work interruption or continuous care for at least
6 months but without exemption of the user fees. If granted, the patient
benefits from compensations for transportation costs related to the ALD and
transportation/hotel costs related to thermal cures.

If a patient suffers from an ALD 30/31/32, the GP is in charge of establishing
a care protocol in collaboration with the medical specialist(s). The care
protocol should be based on the guidelines edited by the Haute Autorité de
Santé (HAS). Based on the care protocol, the SHI will cover all the fees
related to the ALD. The medical specialist may introduce the care protocol
but it has to be confirmed by the GP within the following 6 months 2.

2.1.3. Rehabilitation and intermediate care

After the acute phase, patients either return home, either go to a
rehabilitation centre (Soins de Suite et de Réadaptation SSR). Direct
transfer from hospital to home is recommended to patients that did not
experience postoperative complications or patients with extensive social
support that is patients with a strong informal support network. The SSR’s
main objective is to prevent or reduce the functional, physical, cognitive or
social consequences of the patient's disability and to promote their
rehabilitation and the reintegration within society. An inpatient SSR may be
a specialised unit or a general rehabilitation unit. Continuity of rehabilitation
will be ensured by an outpatient physiotherapist and coordinated by the GP.
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In 2016, France had 1 700 structures of SSR, among which one hundred
were specifically for children and youths. On average, an SSR has 69 beds.

In 2008, the SSR underwent a major organizational and financial reform.
The SSR should offer polyvalent services. Activities should be organized
around 9 specialized activities: locomotor, nervous, cardiovascular,
respiratory, digestive, metabolic and endocrine, oncology and haematology,
severely burned patients, addictions and poly pathologies. At the local level,
the ARS plan and optimise the organisation of SSR but also support the
SSR in developing specific national plans (e.g. stroke national plan) and
care pathways for chronic patients. Recently, efforts have been done to
improve the coordination between the medical social care, the health care
and the development of alternative rehabilitation facilities (e.g. day
hospitalization, HAD and mobile rehabilitation teams). However, despite the
expansion of the capacity of SSR services, some regions are still lacking
access to such services.

The SSR sector is currently underfunded ?°. The expected reform should
result in a better integration of the lump sum system in the funding scheme.
The lump sum system will include 4 components, the major component
being the activity of the SSR. The 3 additional components include the
specialized technical equipment, costly treatments and the MIGAC/MERRI.
Moreover, the SSR will be included in the national program of financial
incentives to quality improvement. This pay for performance system is
currently deployed in hospitals and clinics and will be extended to SSR in
2018. The HAS has already developed quality indicators and indicators for
specific conditions for SSR (e.g. health care of stroke patients).

Standards amenities are covered by the SHI while additional services — e.g.
private room- are covered by the VHI of the patients (if they have one).
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Figure 3 — Place of the SSR in care pathways of the patients
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a They are included in the CPOM: long-term contracts of means and objectives.
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2.1.4. Quality and safety monitoring in the health care system

Since 2008, the HAS coordinates the national data collection on quality and
safety indicators (IQSS) and on nosocomial infections (IAS). IQQS are
measuring tools that be applied to a health status, a care practice or an
event, allowing a valid measuring of health care quality and its variations in
space and time. The IQSS aim at improving the practice and the quality of
care at the level of health services; at planning health care policies at
regional and national level%; and at informing patients about the quality of
care in health services through a website, including the results of the IQSS
and the quality certification of the hospitals’. Each IQSS has a national
objective of performance that is a minimal level of quality that all health care
services should have. Moreover, the IQSS are included in the quality-based
pay-for-performance system.

Three distinct types of indicators exist: structural indicators (quality of
management of the human, material or financial resources aimed at
supporting the health care processes); process indicators (quality of the
implementation of a health care activity related to the process of caring for
the patients); and outcomes indicators (direct measure of the risks or
benefits for the patient in terms of efficiency, satisfaction or safety at the end
of a health care processes). Indicators need to be based on the literature,
clinically relevant, feasible, relevant for the improvement of quality,
metrological, and adjustable 2. There are currently 79 indicators, organised
in two sets: transversal themes and IQSS and specialty themes and IQSS.
Transversal themes and IQSS concern the whole health care system wh