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Executive Summary

Project mandate

As part of its goals for quality development in the Swiss healthcare system between 2021 and 2024, the
Federal Council has instructed the Federal Quality Commission (FQC) to develop a monitoring system
and a dashboard for quality development and transparency. To this end, the FQC has mandated us as
external research team to create a knowledge base by collecting information of exemplary monitoring
systems and dashboards used in Switzerland and abroad. Moreover, the FQC mandated us to answer
the project’s overarching question “Who should and wants to use a monitoring system, who wants to
use a dashboard, and for what purpose?” by conducting stakeholder dialogues.

Information collection

Regarding the information collection, we conducted a targeted mapping across five healthcare areas'
of eight monitoring systems and 18 dashboards from eight countries: Australia, England, France, Ger-
many, the Netherlands, Sweden, Switzerland, and the United States of America (USA). Information was
collected according to the goal of the information collection (“[...] objectives, target audience, form,
content (indicators), and where possible the structure and processes of data collection and processing
[...]") using a standardized collection template. Information was primarily collected from websites and
reports, supported by seven open interviews with experts from three countries, and open interviews with
topic experts from the research team regarding quality monitoring and public reporting in Switzerland.
Findings per monitoring system/ dashboard were summarized in standardized profiles.

The monitoring systems we investigated most commonly target and/ or are run by regulators, or by
payers with a legal mandate to do so. Monitoring is performed in different ways. We present examples
of both rigid auditing processes (e.g., the French monitoring approach “La certification des établisse-
ments de santé”) and monitoring that focuses on primary and secondary data analysis, often followed
by structured dialogues with providers with unsatisfactory quality (e.g., monitoring of acute somatic care
in hospitals by the Institute for Quality and Transparency in Healthcare (IQTiG) in Germany). Monitoring
results are most often published in reports and in many cases also on dashboards (e.g., on the French
website QualiScope). If primary and/ or secondary data is used for monitoring, these data can in some
cases be downloaded or are available upon request (e.g., IQTiG). Collected and analyzed quality infor-
mation focuses on outcome quality in many cases, yet often, other quality information is also considered.

Dashboards, i.e., websites publishing provider (quality) information, primarily target patients, their
relatives, and the general public with the goal to inform patients where best to seek care (usually referred
to as “provider choice”). Some dashboards also mention referring physicians assisting patients or
providers and medical professionals as target groups. Presented quality information varies greatly. We
present examples ranging from dashboards focusing on patient ratings and reviews (e.g., Zorgkaart
from the Netherlands, or NHS Choices from England), to dashboards presenting detailed information of

" We divided the healthcare system in five areas, specifically 1) general practitioners (GPs) and outpatient physicians/ ambulatory
care, 2) hospitals (somatic care), 3) psychiatric care, 4) rehabilitation and non-physician healthcare services, and 5) home and
long-term care, serving as a structure both for the information collection and for the stakeholder dialogues with experts.
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all quality dimensions (e.g., Medicare from the U.S.). The number of healthcare areas covered by dash-
boards also varies strongly. Some focus on one healthcare area (e.g., “Qualitatskliniken.de” for rehabil-
itative care in Germany), others include all healthcare areas (e.g., Zorgkaart or Medicare). Data sources
of dashboards are often data gathered for quality monitoring purposes. Still, in many cases, dashboards
also generate own data and/ or use other secondary data sources.

Stakeholder dialogues

We organized and realized seven workshops between May and July 2023. For each of the defined five
healthcare areas, we conducted one workshop (i.e., five “healthcare area workshops”). In addition, we
conducted two workshops with patients, relatives, and the general public (i.e., two "general public work-
shops"), one in the French-speaking part of Switzerland (Lausanne) and one in the German-speaking
part (St. Gallen).

Overall, the stakeholder dialogues showed that experts and patients, relatives, and the general public
have different expectations concerning both quality monitoring and public reporting of (quality) infor-
mation (“dashboards”).

Regarding quality monitoring, the general public workshop participants did not have specific demands.
Most expect that providers offer a certain standard of medical quality. Experts, on the other hand, have
clear demands regarding who should be involved in quality monitoring (providers and regulators) and
what quality monitoring should look like. The main consensus among experts was that quality measure-
ment and monitoring cannot be its own end but must serve as a means for quality development and
improvement. To this end, experts agreed that a main focus should lie on outcome quality and where
needed process quality. In addition, the quality information that is used for quality monitoring should be
actionable for providers by being up-to-date and including information at a high level of detail (e.g., at
the patient/ case level) to allow for targeted improvement efforts. Finally, stakeholders expressed that,
wherever possible, existing data sources should be used, and existing initiatives should be built upon.

With regards to public reporting of quality, some experts were skeptical or at least careful regarding the
publication of (risk-adjusted) outcome quality. The main reason for this was that they did not believe that
such indicators are understandable for patients and that making them understandable is very difficult
and comes with oversimplification and methodological shortcomings. However, many experts agreed
that potentially, referring physicians could play a key role in supporting patients to understand and to
use published quality information. Patients, relatives, and the general public formulated a clear demand
for public reporting of quality and other provider-related information (e.g., free capacities and waiting
lists, staff and patient satisfaction, outcome quality). The workshops showed that for making a choice
for or against a provider (or a treatment), these stakeholder groups' information needs exceed infor-
mation on quality. General public workshop participants also perceived the referring physician or some
other medical professional as a potential “coach” when entering the healthcare system and for guiding
them in their decision-making process. Overall, their expectation towards a dashboard is a tool that
guides them through the healthcare system, enables them to make decisions together with physicians
and medical professionals, and ultimately, helps them recover and heal faster and better.
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Recommendations

Based on our findings, we developed seven recommendations for quality monitoring and public reporting
in Switzerland:

)

(In

(I
(V)

(V1)

(VI1)

Quality monitoring should be a collaborative effort between providers and regulators, with the
shared goal of developing and improving quality of care across all healthcare areas.

Quality monitoring should focus on outcome quality and, where necessary, process quality,
considering intersectoral interdependencies.

Quality monitoring should use up-to-date data at a high level of detail.

Quality monitoring and public reporting should leverage existing data sources and initiatives.
Sources and initiatives should be mapped.

A dashboard designed for public reporting should be created targeting patients and their
relatives, who could be assisted by referring physicians. A dashboard’s goal should be to
facilitate informed decisions regarding where to seek care and to provide easy access to the
healthcare system.

Public reporting should make quality information easily understandable. Only quality relevant to
patients should be presented.

Personalized searches should be a key dashboard feature, possibly facilitated through the use
of latest technologies.
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Zusammenfassung

Projektmandat

Im Rahmen seiner Ziele zur Qualitédtsentwicklung 2021-2024 im Schweizerischen Gesundheitsssystem
hat der Bundesrat die Eidgendssische Qualitdtskommission (EQK) angewiesen, ein Monitoringsystem
und ein Dashboard fir Qualitdtsentwicklung und Transparenz zu erarbeiten. Zu diesem Zweck hat uns
die EQK als externes Forschungsteam beauftragt, Informationen zu Beispielen von Monitoringsystemen
und Dashboards, die in der Schweiz und im Ausland existieren und genutzt werden, zu sammeln und
eine Wissensbasis aufzubauen. Dariiber hinaus beauftragte uns die EQK, mittels Durchfiihrung von
Stakeholder-Dialogen Antworten auf die Ubergeordnete Fragestellung des Projekts zu finden. Diese
lautet: «Wer sollte und méchte ein Monitoringsystem nutzen, und wer méchte ein Dashboard nutzen
und zu welchem Zweck?»

Sammeln von Informationen

Fir das Sammeln der Informationen haben wir eine gezielte Bestandsaufnahme in funf Bereichen des
Gesundheitswesens? vorgenommen und dabei acht Monitoringsysteme und 18 Dashboards aus folg-
enden acht Landern berucksichtigt: Australien, Deutschland, England, Frankreich, Niederlande,
Schweden, Schweiz und USA. Die Informationen wurden entsprechend dem Zweck der Informations-
sammlung (Sichtbarmachen von Zielen, Zielgruppen, Form, Inhalten (Indikatoren) und gegebenenfalls
von der Datenerhebung und -verarbeitung zugrunde liegenden Strukturen und Prozesse) unter Verwen-
dung eines standardisierten Templates zur Datenerhebung zusammengetragen. Sie wurden in erster
Linie Websites und Berichten entnommen, durch sieben offene Interviews mit Fachpersonen aus drei
Landern sowie durch offene Interviews mit Fachpersonen aus dem Forschungsteam zu den Themen-
bereichen Qualitdtsmonitoring und &ffentliche Berichterstattung in der Schweiz erganzt. Die Ergebnisse
zu den einzelnen Monitoringsystemen und Dashboards wurden in standardisierten «Profilen» zusam-
mengefasst.

Die von uns untersuchten Monitoringsysteme richten sich in der Regel an Regulierungsbehdérden oder
Kostentrager mit einem entsprechenden gesetzlichen Auftrag und/oder werden von diesen betrieben.
Das Monitoring wird auf unterschiedliche Weise durchgefuhrt. Im Bericht nennen wir sowohl Beispiele
fur rigide Kontrollsysteme (z. B. den franzésischen Monitoringansatz «La certification des établisse-
ments de santé» (Zertifizierung von Gesundheitseinrichtungen)) wie auch fur Monitoringverfahren, die
sich auf die Analyse von Primar- und Sekundardaten konzentrieren. Letztere werden oft erganzt durch
strukturierte Dialoge mit Leistungserbringern, deren Qualitat nicht zufriedenstellend ist (z. B. die Uber-
wachung der somatischen Akutversorgung in Spitélern durch das Institut fir Qualitatssicherung und
Transparenz im Gesundheitswesen (IQTiG) in Deutschland). Die Monitoringergebnisse werden meist in
Berichten und in vielen Fallen auch via Dashboards veréffentlicht (z. B. auf der franzésischen Website
QualiScope). Wenn Primar- und/oder Sekundardaten fiir das Monitoring genutzt werden, kénnen diese

2 Wir haben das Gesundheitssystem in fiinf Bereiche unterteilt, namlich 1) Hauséarztinnen und Hauséarzte und ambulante arztliche
Versorgung, 2) Spitdler (akutsomatische Versorgung), 3) psychiatrische Versorgung, 4) Rehabilitation und nicht arztliche
Leistungserbringer sowie 5) hausliche Pflege und Langzeitpflege. Dieser strukturierte Rahmen wurde sowohl zur Sammlung von
Informationen als auch fur die Stakeholder-Dialoge mit Fachpersonen herangezogen.

Monitoring and Public Reporting on Quality in the Swiss Healthcare System: Recommendations



10

in einigen Fallen heruntergeladen oder angefragt werden (z. B. beim IQTiG). Bei den gesammelten und
analysierten Informationen zur Qualitat von Leistungen liegt der Fokus zwar in vielen Fallen auf der
Ergebnisqualitat, doch haufig werden auch andere Qualitatsinformationen bertcksichtigt.

Dashboards, d. h. Websites, auf denen Informationen Uber Leistungserbringer und / oder deren Qualitat
publiziert werden, richten sich in erster Linie an Patientinnen und Patienten, deren Angehorige und die
Offentlichkeit und sollen den Patientinnen und Patienten Uber den am besten geeigneten Ansprech-
partner fur ihre Behandlung informieren (Ermdglichung der «freien Wahl des Leistungserbringers»).
Einige Dashboards nennen auch tiberweisende Arztinnen und Arzte, die Patientinnen und Patienten bei
der Informationssuche unterstiitzen kdénnen, oder Leistungserbringer und medizinische Fachpersonen
als Zielgruppen. Bei den zur Verfugung gestellten Qualitatsinformationen sind grosse Unterschiede
erkennbar. So fiihren wir im Bericht verschiedene Beispiele auf, von Dashboards mit einem Fokus auf
Patientenbewertungen und -erfahrungen (z. B. die Plattformen Zorgkaart aus den Niederlanden oder
NHS Choices aus England) bis hin zu Dashboards mit detaillierten Angaben zu samtlichen Qualitats-
dimensionen (z. B. Medicare aus den U.S.A.). Auch die Zahl der Gesundheitsbereiche, fur die Dash-
boards Qualitatsinformationen veréffentlichen, variiert stark. Einige konzentrieren sich auf einen
Gesundheitsbereich (z. B. «Qualitatskliniken.de» flir die rehabilitative Versorgung in Deutschland),
andere wiederum umfassen alle Bereiche des Gesundheitswesens (z. B. Zorgkaart oder Medicare). In
die Dashboards fliessen haufig Daten ein, die zu Zwecken des Qualitdtsmonitorings erhoben werden.
Dennoch generieren Dashboards in vielen Fallen auch eigene Daten und/oder nutzen andere sekun-
dare Datenquellen.

Stakeholder-Dialoge

Zwischen Mai und Juli 2023 haben wir sieben Workshops organisiert und durchgefiihrt, und zwar fir
jeden der funf definierten Gesundheitsbereiche einen Workshop (d. h. finf «Fachworkshops»). Zudem
veranstalteten wir zwei Workshops mit Patientinnen und Patienten, Angehérigen und der Offentlichkeit
(d. h. zwei «offentliche Workshops») — einen in der Westschweiz (in Lausanne) und einen in der
Deutschschweiz (in St. Gallen).

Insgesamt zeigten die Stakeholder-Dialoge, dass Fachpersonen, Patientinnen und Patienten, Angeho-
rige und die breite Offentlichkeit unterschiedliche Erwartungen an das Qualitatsmonitoring und die
offentliche Berichterstattung zu (Qualitats-)Informationen («Dashboards») haben.

Die Teilnehmenden der offentlichen Workshops stellten keine spezifischen Forderungen an das
Qualitdtsmonitoring. Die meisten erwarten, dass die Leistungserbringer ein bestimmtes Mass an medi-
zinischer Qualitat bieten. Die Fachpersonen stellen hingegen klare Forderungen, wer beim Qualitats-
monitoring involviert sein muss (Leistungserbringer und Regulierungsbehérden) und wie das
Qualitdtsmonitoring auszusehen hat. Sie waren sich vor allem darin einig, dass Qualitdtsmessung und
-monitoring kein Selbstzweck sein darf, sondern der Qualitatsentwicklung und -verbesserung dienen
muss. Die Fachpersonen kamen somit tiberein, dass ein Hauptaugenmerk auf der Ergebnisqualitat und
gegebenenfalls auf der Prozessqualitat liegen sollte. Dariiber hinaus missen die beim Qualitdtsmonito-
ring genutzten Informationen zur Qualitat fur die Leistungserbringer auch verwertbar sein; das heisst,
sie mussen stets auf dem neusten Stand sein und einen hohen Detaillierungsgrad aufweisen (z. B. auf
Patienten-/Fallebene), damit gezielte Verbesserungsmassnahmen maglich sind. Schliesslich sprachen
sich die Stakeholder daflr aus, nach Méglichkeit bestehende Datenquellen zu nutzen und auf beste-
henden Initiativen aufzubauen.
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Beim Thema offentliche Berichterstattung zu Qualitatsfragen ausserten sich einige Fachpersonen in
Bezug auf die Verdffentlichung der (risikoadjustierten) Ergebnisqualitdt skeptisch oder zumindest
zurlckhaltend. Insbesondere weil man nicht glaubt, dass entsprechende Indikatoren fur Patientinnen
und Patienten wirklich nachvollziehbar sind. Es ware ihrer Ansicht nach auch sehr schwierig, diese
einfach verstandlich zu gestalten bzw. kénnte eine zu starke Vereinfachung methodische Mangel zur
Folge haben. Viele Fachpersonen waren sich jedoch einig, dass die liberweisenden Arztinnen und Arzte
moglicherweise einen bedeutenden Beitrag dazu leisten kdnnten, dass Patientinnen und Patienten die
verdffentlichten Qualitatsinformationen auch verstehen und nutzen kénnen. Vonseiten der Patientinnen
und Patienten, der Angehérigen und der breiten Offentlichkeit kam die klare Forderung nach éffentlicher
Berichterstattung zur Qualitdt von Leistungen und zu anderen leistungserbringer-bezogenen Informa-
tionen (z. B. freie Kapazitadten und Wartelisten, Personal- und Patientenzufriedenheit, Ergebnisqualitat).
Die Workshops haben gezeigt, dass diese Stakeholdergruppen ber die medizinische Qualitat hinaus-
gehende Informationen bendétigen, um sich fiir oder gegen einen Leistungserbringer (oder eine Behand-
lung) entscheiden zu kdnnen. Die Teilnehmenden der &ffentlichen Workshops betrachteten den
Uberweisenden Arzt bzw. die Uiberweisende Arztin oder andere medizinische Fachpersonen auch als
«Coachv», der sie gegebenenfalls beim Eintritt in das Gesundheitssystem und bei ihrer Entscheidungs-
findung unterstitzen kann. Insgesamt erwarten sie von einem Dashboard Orientierung im Gesundheits-
system; es soll ihnen ermdglichen, gemeinsam mit Arztinnen und Arzten oder anderen medizinischen
Fachpersonen Entscheidungen zu treffen und schliesslich ihren Genesungs- und Heilungsprozess zu
beschleunigen und verbessern.

Empfehlungen

Auf der Grundlage unserer Erkenntnisse haben wir sieben Empfehlungen fiir das Qualitdtsmonitoring
und die 6ffentliche Berichterstattung in der Schweiz erarbeitet:

(0] Das Qualitadtsmonitoring sollte ein Kooperationsprojekt zwischen Leistungserbringern und
Regulierungsbehoérden sein, mit dem gemeinsamen Ziel, die Qualitat der Leistungen in allen
Bereichen des Gesundheitswesens weiterzuentwickeln und zu verbessern.

()} Das Qualitatsmonitoring sollte sich auf Ergebnisqualitat und gegebenenfalls auch auf Prozess-
qualitat konzentrieren, wobei sektoriibergreifende Interdependenzen zu beriicksichtigen sind.

(1 Im Rahmen des Qualitadtsmonitorings sollten aktuelle Daten mit einem hohen Detaillierungs-
grad verwendet werden.

(V) Far das Qualitdtsmonitoring und die 6ffentliche Berichterstattung sollten bestehende Daten-
quellen und Initiativen genutzt werden. Zudem sollte eine Bestandsaufnahme bestehender
Quellen und Aktivitaten erfolgen.

(V) Es sollte ein Dashboard fur die 6ffentliche Berichterstattung erstellt werden, das sich spezifisch
an Patientinnen und Patienten und deren Angehdrige richtet, die gegebenenfalls von den uber-
weisenden Arztinnen oder Arzten unterstiitzt werden kdnnen. Ziel eines solchen Dashboards
sollte es sein, eine fundierte Wahl der Leistungserbringer sowie einen einfachen Zugang zum
Gesundheitssystem zu ermoglichen.

(VI Im Rahmen der 6ffentlichen Berichterstattung sollten nur fir Patientinnen und Patienten rele-
vante und gut nachvollziehbare Angaben zur Qualitat gemacht werden.

(VII) Ein Schlisselelement des Dashboards sollte eine personalisierte Suchfunktion sein, die sich
gegebenenfalls durch den Einsatz neuester Technologien optimieren Iasst.

Monitoring and Public Reporting on Quality in the Swiss Healthcare System: Recommendations
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Synthese

Mandat du projet

Dans le cadre de ses objectifs de développement de la qualité dans le systéme de santé suisse pour la
période 2021-2024, le Conseil fédéral a chargé la Commission fédérale pour la qualité (CFQ) d’élaborer
un systeme de monitorage et un tableau de bord (dashboard) pour le développement de la qualité et la
transparence. A cette fin, la CFQ nous a demandé, en tant qu’équipe de recherche externe, de créer
une base de connaissances en collectant des informations sur les systémes de monitorage et les
tableaux de bord faisant leurs preuves en Suisse et a I'étranger. En outre, elle nous a chargés de mener
des dialogues avec les parties prenantes pour répondre aux questions suivantes, sous-tendant le
projet : Qui devrait et veut utiliser un systéme de monitorage ? Qui veut utiliser un tableau de bord ? Et
pourquoi ?

Collecte d’informations

Pour ce qui est de la collecte d’informations, nous avons procédé, dans cinq domaines des soins de
santé3, a une cartographie ciblée de huit systemes de surveillance et de dix-huit tableaux de bord utilisés
dans huit pays : I'’Allemagne, 'Angleterre, I'Australie, les Etats-Unis d’Amérique, la France, les Pays-
Bas, la Suéde et la Suisse. Pour ce faire, conformément a I'objectif fixé, nous avons collecté des infor-
mations sur les objectifs, le public cible, la forme, le contenu (indicateurs) et, si possible, la structure et
le processus de la collecte et du traitement des données ; nous avons utilisé ici un modéle de collecte
standardisé. Nous avons principalement collecté les informations sur des sites Internet et dans des
rapports, ainsi que lors de sept entretiens ouverts avec des experts de trois pays et des entretiens
ouverts avec des experts de I'équipe de recherche concernant le monitorage de la qualité et la publica-
tion de rapports sur celle-ci en Suisse. Les conclusions relatives a chaque systéme de monito-
rage/tableau de bord ont été résumées dans des profils standardisés.

De maniere générale, les systéemes de monitorage que nous avons étudiés ciblent et/ou sont gérés par
les autorités de surveillance, ou par des agents payeurs ayant le mandat Iégal de le faire. Le monitorage
est réalisé de différentes fagons. Nous présentons des exemples tant de processus d’audit rigides
(p. ex. 'approche frangaise de certification des établissements de santé) que d’un suivi axé sur I'analyse
des données primaires et secondaires, souvent suivie d’'un dialogue structuré avec les fournisseurs dont
la qualité n’est pas satisfaisante (p. ex. le monitorage des soins somatiques aigus dans les hdpitaux en
Allemagne, réalisé par I'Institut pour la qualité et la transparence des soins de santé [Institut fiir
Qualitatssicherung und Transparenz im Gesundheitswesen — IQTiG]). Les résultats du monitorage sont
le plus fréquemment publiés dans des rapports, souvent aussi dans des tableaux de bord (p. ex., en
France, sur le site « QualiScope »). Lorsque des données primaires et/ou secondaires sont utilisées
pour le monitorage, elles peuvent, dans certains cas, étre téléchargées, ou sont disponibles sur
demande (p. ex. pour I'lQTiG). Dans bien des cas, les informations collectées et analysées sont axées

3 Nous avons divisé le systéme de santé en cinq domaines qui ont servi de structure a la fois pour la collecte d’'informations et
pour les dialogues avec les parties prenantes : 1) les médecins généralistes et les soins ambulatoires, 2) les hépitaux (soins
somatiques), 3) les soins psychiatriques, 4) la réadaptation et les services de soins de santé non médicaux, et 5) les soins a
domicile et de longue durée.
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essentiellement sur la qualité des résultats, mais d’autres informations sur la qualité sont souvent aussi
prises en compte.

Les tableaux de bord, autrement dit des sites Internet publiant des informations (au sujet de la qualité)
sur les fournisseurs de prestations, sont essentiellement destinés aux patients, a leurs proches et au
grand public, I'objectif étant d’'informer les patients des meilleures possibilités de recours aux soins (en
vue du choix du fournisseur). Certains ciblent également les médecins référents qui assistent les
patients, ou les fournisseurs de prestations et les membres des professions médicales. Les informations
fournies varient énormément. Nous présentons des exemples allant de tableaux de bord axés sur les
évaluations et les commentaires des patients (p. ex. « Zorgkaart » aux Pays-Bas ou « NHS Choices »
en Angleterre) a des tableaux de bord présentant des informations détaillées sur toutes les dimensions
de la qualité (p. ex. « Medicare » aux Etats-Unis). Le nombre de domaines des soins de santé couverts
par ces outils varie aussi fortement. Certains mettent I'accent sur un seul domaine (p. ex. le site alle-
mand « Qualitatskliniken.de », qui est centré sur la réadaptation), tandis que d’autres les incluent tous
(p. ex. « Zorgkaart » ou « Medicare »). Si les tableaux de bord présentent généralement des données
collectées a des fins de monitorage de la qualité, ils générent aussi souvent leurs propres données et/ou
utilisent des sources de données secondaires.

Dialogues avec les parties prenantes

Nous avons organisé sept ateliers entre mai et juillet 2023 : un pour chacun des cing domaines des
soins de santé définis (ateliers thématiques) et deux avec des patients, des proches et des membres
du grand public (ateliers publics) 'un en Suisse romande (Lausanne) et 'autre en Suisse alémanique
(Saint-Gall).

Globalement, les dialogues avec les parties prenantes ont montré que les attentes des experts, des
patients, des proches et du grand public sont différentes en ce qui concerne le monitorage de la qualité
et les rapports publiés a son sujet (tableaux de bord).

Les participants aux ateliers publics n’avaient pas d’exigences spécifiques concernant le monitorage de
la qualité ; la plupart attendent des fournisseurs de prestations qu’ils répondent a un certain standard
du point de vue de la qualité médicale. Les experts, pour leur part, ont des exigences claires par rapport
a qui doit étre impliqué dans le monitorage (fournisseurs et autorités de surveillance) et quelle forme
celui-ci doit revétir. Le principal consensus parmi les experts est que le monitorage de la qualité ne doit
pas étre une fin en soi, mais doit servir de moyen pour développer et améliorer cette derniére. Dans
cette optique, les experts s’accordent sur le fait que I'un des éléments prioritaires doit étre la qualité des
résultats et, la ou cela est nécessaire, celle des processus. En outre, les fournisseurs de prestations
doivent pouvoir exploiter les informations utilisées pour le monitorage, c’est-a-dire qu’elles doivent étre
actualisées et doivent étre trés détaillées (p. ex. au niveau du patient ou du cas) afin de permettre des
efforts d’amélioration ciblés. Enfin, les parties prenantes ont fait savoir que, dans la mesure du possible,
les sources de données disponibles devaient étre utilisées et qu’il fallait s’appuyer sur les initiatives
existantes.

S’agissant des rapports destinés au public, certains experts se sont montrés sceptiques ou, du moins,
prudents par rapport a la publication de la qualité des résultats (ajustée en fonction des risques). lls
estiment que de tels indicateurs ne sont pas compréhensibles pour les patients et qu'il est trés difficile
de les rendre intelligibles, de sorte que cela conduit a des simplifications a outrance et a des lacunes
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méthodologiques. Toutefois, de nombreux experts s’accordent a dire que les médecins référents pour-
raient jouer un réle crucial pour aider les patients a comprendre et a exploiter les informations publiées
en matiere de qualité. Les patients, les proches et le grand public demandent clairement la publication
de telles informations et d’autres données sur les fournisseurs de prestations (p. ex. les disponibilités et
les listes d’attente, la satisfaction du personnel et des patients, la qualité des résultats). Les ateliers
publics ont montré que ces groupes de parties prenantes ont besoin d’information allant au-dela des
questions de qualité pour pouvoir choisir ou rejeter un fournisseur de prestations (ou un traitement). Les
participants ont aussi jugé que les médecins référents ou d’autres professionnels de la santé pouvaient
jouer le rGle de « coach » dans le systéme de santé et les aider a prendre leurs décisions. Pour résumer,
ils attendent d’'un tableau de bord qu’il les oriente au sein du systéme de santé, les aide a prendre des
décisions avec les médecins et les autres professionnels de la santé et, en fin de compte, a se soigner
et a guérir plus rapidement.

Recommandations

Sur la base de nos conclusions, nous formulons les sept recommandations ci-aprés pour le monitorage
de la qualité et la publication de rapports a ce sujet en Suisse :

()  Le monitorage de la qualité devrait étre un effort de collaboration entre les fournisseurs de
prestations et les autorités de surveillance, dans le but commun de développer et d’améliorer
la qualité des soins dans tous les domaines de la santé.

(1 Le monitorage de la qualité devrait étre axé sur la qualité des résultats et, s’il y a lieu, sur la
qualité des processus, en tenant compte des interdépendances intersectorielles.

(1 Le monitorage de la qualité devrait étre fondé sur des données actualisées et trés détaillées.

(IV) Le monitorage de la qualité et les rapports publiés a son sujet devraient exploiter les sources
de données et les activités existantes. Il conviendrait de les cartographier.

(V)  Tout tableau de bord destiné au public devrait étre créé a I'intention des patients et de leurs
proches, qui pourraient bénéficier de I'aide de médecins référents. Son objectif devrait étre de
faciliter une prise de décisions éclairée sur les meilleures possibilités de recours aux soins et
faciliter 'accés au systéme de santé.

(VI) La diffusion au public devrait présenter les informations relatives a la qualité de maniére com-
préhensible. Elle devrait se limiter aux informations pertinentes pour les patients.

(VIl)  Un tableau de bord devrait permettre de faire des recherches personnalisées, éventuellement
grace a l'utilisation des technologies les plus récentes.
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Sintesi

Mandato del progetto

Nellambito degli obiettivi per lo sviluppo della qualita nel sistema sanitario svizzero per il periodo
2021-2024, il Consiglio federale ha incaricato la Commissione federale per la qualita (CFQ) di
realizzare un sistema di monitoraggio e una dashboard per lo sviluppo della qualita e della traspa-
renza. A questo scopo, la CFQ ci ha incaricato, in qualita di team di ricerca esterno, di creare una
base di conoscenze raccogliendo informazioni su sistemi di monitoraggio e dashboard esemplari
utilizzati in Svizzera e all’'estero. Inoltre, la CFQ ci ha affidato il compito di rispondere alla domanda
principale del progetto «Chi dovrebbe e vuole utilizzare un sistema di monitoraggio, chi vuole utiliz-
zare una dashboard e a quale scopo?» dialogando con i portatori d’interesse.

Raccolta di informazioni

Per quanto riguarda la raccolta di informazioni, abbiamo condotto una mappatura mirata, in cinque
ambiti sanitari4, di otto sistemi di monitoraggio e di 18 dashboard di otto Paesi: Australia, Francia,
Germania, Inghilterra, Paesi Bassi, Stati Uniti d’America (USA), Svezia e Svizzera. Le informazioni
sono state raccolte in base alla finalita della raccolta di informazioni (“[...] obiettivi, destinatari, forma,
contenuto (indicatori) e, ove possibile, struttura e processi di raccolta ed elaborazione dei dati [...]")
utilizzando un modello di raccolta standardizzato. Le informazioni sono state raccolte principalmente
da siti web e rapporti e suffragate mediante sette interviste aperte a esperti di tre Paesi e ulteriori
interviste aperte a esperti del team di ricerca in materia di monitoraggio della qualita e comunicazione
pubblica in Svizzera. | risultati per ciascun sistema di monitoraggio/dashboard sono stati riassunti in
profili standardizzati.

| sistemi di monitoraggio che abbiamo analizzato sono per lo piu rivolti a e/o gestiti da enti regolatori
o da agenti pagatori con un mandato legale in tal senso. Il monitoraggio & svolto in diversi modi.
Presentiamo esempi sia di processi con audit rigorosi (p. es. 'approccio di monitoraggio francese
«La certification des établissements de santé») sia di monitoraggio che si concentra sull’analisi di
dati primari e secondari, spesso seguita da dialoghi strutturati con i fornitori che presentano una
qualita insoddisfacente (p. es. il monitoraggio delle cure somatiche acute negli ospedali da parte
dell'lstituto per la salvaguardia della qualita e la trasparenza nel settore sanitario in Germania
[IQTiG]). I risultati del monitoraggio sono spesso pubblicati in rapporti e in molti casi anche su
dashboard pubbliche (p. es. sul sito web francese QualiScope). Se per il monitoraggio vengono
utilizzati dati primari e/o secondari, in alcuni casi tali dati sono scaricabili o disponibili a richiesta
(p. es. IQTiG). Le informazioni sulla qualita raccolte e analizzate si concentrano in molti casi sulla
qualita dei risultati, ma spesso vengono considerate anche altre informazioni sulla qualita.

Le dashboard, cioé i siti web che pubblicano informazioni sulla qualita dei fornitori, si rivolgono
principalmente ai pazienti, ai loro familiari e al grande pubblico, con I'obiettivo di informare i pazienti
su dove € meglio rivolgersi per le cure (di solito si parla di «scelta del fornitore»). Alcune dashboard

4 Abbiamo suddiviso il sistema sanitario in cinque ambiti che hanno fatto da struttura sia per la raccolta di informazioni sia per
i dialoghi dei portatori d’interesse con gli esperti, segnatamente: 1) medici generici e ambulatoriali, 2) ospedali (cure
somatiche), 3) cure psichiatriche, 4) riabilitazione e servizi sanitari non medici e 5) assistenza domiciliare e di lunga durata.
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menzionano come gruppi target anche i medici di famiglia curanti o altri fornitori di prestazioni e i
professionisti della salute. Le informazioni sulla qualita presentate variano notevolmente. Presen-
tiamo esempi che vanno dalle dashboard incentrate sulle valutazioni e sulle recensioni dei pazienti
(p. es. Zorgkaart nei Paesi Bassi o NHS Choices in Inghilterra) a quelle che presentano informazioni
dettagliate su tutte le dimensioni della qualita (p. es. Medicare). Anche il numero degli ambiti sanitari
coperti dalle dashboard varia notevolmente. Alcune si focalizzano su un solo ambito sanitario (p. es.
«Qualitatskliniken.de» per le cure riabilitative in Germania), altre comprendono tutti gli ambiti sanitari
(p. es. Zorgkaart o Medicare). Le dashboard spesso incorporano dati raccolti per il monitoraggio
della qualita. Tuttavia, in molti casi, le dashboard generano anche dati propri e/o utilizzano altre fonti
di dati secondari.

Dialoghi con i portatori d’interesse

Tra maggio e luglio 2023 abbiamo organizzato e svolto sette workshop, di cui uno per ciascuno dei
cinque ambiti sanitari definiti (ossia cinque «workshop specialistici»), nonché altri due workshop
rivolti a pazienti, familiari e al grande pubblico (ossia due «workshop divulgativi»), uno nella Svizzera
francofona (Losanna) e uno nella Svizzera germanofona (San Gallo).

Nel complesso, dai dialoghi con i portatori d’'interesse € emerso che gli esperti e i pazienti, i familiari
e il grande pubblico hanno aspettative diverse per quanto riguarda il monitoraggio della qualita e la
comunicazione pubblica di informazioni sulla qualita («dashboard»).

In fatto di monitoraggio della qualita, i partecipanti ai workshop divulgativi non hanno espresso
richieste specifiche. La maggioranza si aspetta che i fornitori offrano un determinato standard di
qualita medica. Gli esperti, invece, hanno richieste chiare su chi dovrebbe essere coinvolto nel
monitoraggio della qualita (fornitori ed enti regolatori) e su come dovrebbe svolgersi tale
monitoraggio. Concordano quasi unanimemente sul fatto che la misurazione e il monitoraggio della
qualita non possono essere fini a sé stessi, ma devono fungere da strumenti per sviluppare e miglio-
rare la qualita. A tal fine, hanno concordato sul fatto che l'attenzione principale dovrebbe essere
rivolta alla qualita dei risultati e, se necessario, alla qualita dei processi. Inoltre, per essere utilizzabili
da parte dei fornitori, le informazioni sulla qualita usate per monitorarla dovrebbero essere aggiornate
e includere informazioni altamente dettagliate (p. es. a livello di paziente/caso) al fine di consentire
interventi di miglioramento mirati. Infine, i portatori d’interesse hanno espresso la necessita di
utilizzare le fonti di dati esistenti e di basarsi sulle iniziative esistenti ogni volta che ci0 sia possibile.

Per quanto riguarda la comunicazione pubblica della qualita, alcuni esperti si sono dimostrati scettici
0 quantomeno cauti riguardo alla pubblicazione di indicatori di «outcome» (aggiustati secondo il
rischio). Il motivo principale & che non ritengono che tali indicatori siano comprensibili per i pazienti
e che renderli comprensibili sia molto difficile, oltre a comportare un’eccessiva semplificazione e
carenze metodologiche. Tuttavia, molti esperti hanno concordato sul fatto che potenzialmente i
medici di famiglia potrebbero svolgere un ruolo chiave nell’aiutare i pazienti a comprendere e
utilizzare le informazioni sulla qualita pubblicate. | pazienti, i familiari e il grande pubblico hanno
espresso una chiara richiesta di comunicazione pubblica della qualita e di altre informazioni relative
ai fornitori di prestazioni (p. es. disponibilita e liste d’attesa, soddisfazione del personale e dei
pazienti, qualita dei risultati). Dai workshop € emerso che, per operare una scelta a favore o contro
un fornitore di prestazioni (o un trattamento), a livello informativo le esigenze di questi gruppi di
portatori d’interesse vanno oltre le informazioni sulla qualita. | partecipanti al workshop divulgativo
hanno anche percepito il medico di famiglia o altri professionisti della salute come potenziali «coach»
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che li guidano nel loro processo decisionale nel momento in cui accedono al sistema sanitario. In
generale, da una dashboard si aspettano uno strumento che li guidi attraverso il sistema sanitario,
che permetta loro di prendere decisioni insieme a medici e a professionisti della salute e che, in
ultima analisi, li aiuti a riprendersi e a guarire meglio e piu rapidamente.

Raccomandazioni

Sulla base dei risultati ottenuti, abbiamo elaborato sette raccomandazioni per il monitoraggio della
qualita e la comunicazione pubblica in Svizzera:

U] il monitoraggio della qualita deve essere uno sforzo collaborativo tra soggetti fornitori ed
enti regolatori, con I'obiettivo condiviso di sviluppare e migliorare la qualita delle cure in
tutti gli ambiti sanitari;

(I il monitoraggio della qualita deve concentrarsi sulla qualita dei risultati e, se necessario,
sulla qualita dei processi, tenendo conto delle interdipendenze intersettoriali;
(1 il monitoraggio della qualita deve utilizzare dati aggiornati altamente dettagliati;
(IV) I monitoraggio della qualita e la rendicontazione pubblica devono sfruttare le fonti di dati e

le iniziative esistenti. Le fonti e le iniziative devono essere mappate.

(V) deve essere creata una dashboard per la comunicazione pubblica rivolta ai pazienti e ai
loro familiari, che potrebbero essere assistiti dai medici di famiglia. L’obiettivo di una
dashboard deve essere quello di facilitare le decisioni informate su dove cercare
assistenza e semplificare I'accesso al sistema sanitario;

(VI)  la comunicazione pubblica deve rendere facilimente comprensibili le informazioni sulla
qualita. Vanno presentati solo gli aspetti della qualita rilevanti per i pazienti;

(VI le ricerche personalizzate devono essere una funzionalita chiave della dashboard,
possibilmente agevolata dall’'uso delle tecnologie piu recenti.
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1 Introduction

1.1 Background

The Swiss healthcare system is characterized by its complex and multifaceted organizational
structure, not least due to its federalist political system. The healthcare system operates within
nationally set frameworks, yet it is governed at the cantonal level and healthcare provision is
decentralized. Both this multilevel organization and decentralization have implications for quality
monitoring and public reporting of quality of care.

1.1.1 Quality monitoring

The monitoring of provider quality lies within cantonal responsibility for all healthcare areas. This has
led to some cantons being very active in quality monitoring, e.g., Basel-City, Bern, Vaud, and Zurich,
among others, for acute somatic care or the Ticino for long-term care, while other cantons’ efforts
are limited.

Traditionally, active cantons have developed their quality monitoring initiatives independently.
Cantons aim to learn from one another, for example by using the Conference of Cantonal Health
Directors (Gesundheitsdirektorenkonferenz; Conférence des directrices et directeurs cantonaux de
la santé / Conferenza delle direttrici e dei direttori cantonali della sanita) as platform. Still, cantonal
initiatives are very diverse and lack standardization.

Due to this lack of national standardization, providers in some cantons are monitored more closely
than in others having to adhere to more quality requirements than elsewhere. As a result, providers
might feel unfairly treated. At the same time, the population of cantons that are active in quality
monitoring might benefit from the resulting continuous quality development.

Regarding mandating providers with service provision, some standardization across cantons exists
in the field of acute somatic care, psychiatric care, and rehabilitative care. To receive a service
mandate for a certain service group (e.g., defined via diagnosis and/ or procedure codes for acute
somatic care), providers need to comply with a variety of structural quality requirements (sometimes
also procedural quality requirements).

Moreover, in the area of acute somatic care, the FOPH annually publishes the CH-1Qls with a two-
year time lag. These data can be used by hospitals for own quality monitoring. The two-year time lag
and clinicians' skepticism towards the risk-adjustment methodology (based only on age and gender),
seem to prevent a wider adoption of these indicators by hospitals for own quality monitoring,
however.

Another example of nationwide quality measurement is the ANQ providing information on outcome
quality and patient (and/ or relatives’) satisfaction for rehabilitative care, psychiatric care, and acute
somatic care, until now usually also with a two-year time lag. ANQ indicators can also be used by
providers for own quality monitoring and quality development initiatives. Still, also in the case of the
ANQ indicators, the time lag seems to prevent wider adoption by providers.
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Both the CH-IQls and the ANQ indicators can and are used by some cantons for quality monitoring
(e.g., Basel-City). Their usage is not standardized across cantons, however.

An example for provider-led quality monitoring and development is the Initiative Quality Medicine
(IQM). Originating in Germany, as of Spring 2023, 45 Swiss hospitals (about 30% of acute somatic
care hospitals) participate in the IQM, with a notable concentration in the German-speaking part of
Switzerland. Initially, the Swiss Hospital Association H+ started the "Allianz Peer Review CH" in 2014
to adapt the IQM procedure for Switzerland, e.g., emphasizing an interdisciplinary approach to
actively involve nursing in the peer review process.

In the area of nursing homes, to name another example, six quality indicators have been defined in
application of Art. 59a of the federal law on Health Insurance (KVG) for quality monitoring. These
indicators can be measured from data collected with the instruments adopted by nursing homes in
all cantons to assess residents' needs. To define them, a pilot project was launched in 2009 and
concluded in 2018. This project took place under the direction of CURAVIVA Switzerland (ARTISET
Federation) with the FOPH, the GDK/ CDS and the Federal Statistical Office as members of the
project committee, with the support of the Institute of Nursing Sciences at the University of Basel.

1.1.2 Public reporting of quality information

In theory, public reporting of quality is to trigger quality competition between providers in a healthcare
market where patients can freely choose a provider. The underlying assumption is that patients will
use quality information “rationally”, i.e., prefer providers with better (outcome) quality. Providers
expecting such patient preferences are then incentivized to conduct quality development and
improvement projects. If these fail or are not conducted, patients will “vote with their feet” and choose
a better performing provider instead. Both provider activities and deliberate, rational patient choices
for better quality providers are to increase quality on system level.

Relying on this logic and dynamic, (healthcare) organizations in various countries provide quality
information on websites (i.e., quality “dashboards”) aiming to make quality information accessible
and understandable for patients. Examples include the AOK-Gesundheitsnavigator (hospital search)
in Germany, QualiScope in France, Zorgkaart in the Netherlands, Medicare in the USA, Aldreguiden
in Sweden or MyHospital in Australia. Similarly, there are websites in Switzerland publishing quality
information such as Spitalfinder, welches-spital.ch, or Spitalinfo, established and run by health
insurances, consumer groups, private organizations, or the Swiss Hospital Association H+.
Generally, the quantity and quality of published quality information varies greatly between such
websites as do the provided explanations and visualization of quality information.

In the last years, several empirical studies have investigated how patients choose a provider and to
what extent quality information plays a role in patients’ provider choice [1-3]. Generally, findings
suggest that risk-adjusted outcome quality indicators measuring adverse events (e.g., 90-day
mortality ratios, or 1-year reoperation ratios), even if published, hardly influence patients’ provider
choice. Service quality (e.g., measured by patient satisfaction scores or other patient-reported
experience measures (PREMSs)), patient-reported outcome measures (PROMs), and specialization
indicators such as certifications, procedure volume, and certain medical technology (e.g., robotic-
assisted surgery systems) are more influential for patients’ provider choice.
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1.2 Project goal

To strengthen quality and efficiency in healthcare, the Federal Assembly passed an amendment to
KVG in 2019. As part of this revision, the Federal Council established the FQC. The FQC is an extra-
parliamentary expert commission. It supports the Federal Council in promoting quality in healthcare
within the framework of the KVG. As part of its goals for quality development between 2021 and
2024, the Federal Council has instructed the FQC to develop a monitoring system and a dashboard
for quality development and transparency. The FQC has established a working group to address this
goal. As a result, the FQC wants to clarify stakeholder needs for a monitoring system and dashboard
by answering the following overarching project question:

"Who should and wants to use a monitoring system, who wants to use a
dashboard, and for what purpose?”

Additionally, the FQC intends to learn from exemplary monitoring systems and dashboards used in
Switzerland and abroad.

To this end, the FQC developed a list of requirements for an external research team for the project
Monitoring and indicators: Development of a knowledge base and stakeholder dialogues and
mandated the SLHS and a research consortium consisting of five Swiss universities with this project
(cf. Figure 58 in Appendix I: Information collection).

The project and this report consist of two parts:

N Information collection: For selected quality monitoring systems and dashboards used in
Switzerland and abroad, we gathered information on the objectives, target audience, form,
content (indicators), and where possible the structure and processes of data collection and
processing. Results provide an overview of different quality monitoring systems and
dashboards informing the development of a Swiss monitoring system and a dashboard
directed at selected stakeholder groups.

(1 Stakeholder dialogues: We organized and realized stakeholder dialogues (i.e., structured,
moderated, guided, and open exchange of knowledge and opinions) with both healthcare
experts as well as patients, relatives, and the general public. From all stakeholder groups,
we wanted to understand what quality information they need and in what form, i.e., as part
of a monitoring system and/ or in the form of a dashboard. Moreover, we used the
stakeholder dialogues to gain first-hand, unfiltered input and buy-in towards what quality
type(s) and quality dimension(s) matter to the different stakeholder groups and at what
aggregation level quality information is needed (e.g., per treatment area, per hospital, per
region, etc.). Lastly, to inform subsequent FQC projects, we discussed with stakeholders
what criteria are important for them for the selection of quality indicators (e.g.,
understandability, comparability, data collection effort, etc.).

1.3 Definitions

In this subchapter, we define three terms that are relevant for the further understanding of this report:
(1) Healthcare area, (2) “monitoring system” and (3) “dashboard”.
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1.3.1 Healthcare areas

According to its yearly goals, the FQC is to establish a national quality monitoring system spanning
all providers, sectors, and quality dimensions. Still, stakeholder needs, and current public reporting
practices might differ between healthcare areas. As we intended to find and discuss these differences
building a knowledge base for both quality monitoring and public reporting in Switzerland, we divided
the healthcare system in five parts, serving as a structure both for the information collection and for
the stakeholder dialogues with experts:

)] General practitioners (GPs) and outpatient specialists | ambulatory care: This healthcare
area encompasses all care facilities providing outpatient somatic care in a private or group
practice (psychiatric care excluded, see 3). For the information collection, we used the term
GPs and outpatient specialists as published quality information usually is on clinic or
practice level. For the purpose of the stakeholder dialogue, the healthcare area was re-
named to “ambulatory care” to make it more open for stakeholder groups such as non-
physician medical professionals working in GP offices, clinics, and outpatient care centers.

(1 Hospitals (somatic care): This healthcare area encompasses all hospitals providing in- and
outpatient somatic care.

(I Psychiatric care: This healthcare area encompasses all hospitals and outpatient
psychiatrists providing in- and outpatient psychiatric care.

(IV) Rehabilitation and non-physician health services: This healthcare area focuses on care
facilities providing in- and outpatient rehabilitative care. Moreover, non-physician health
services provided in an outpatient setting such as physio-, and ergotherapy, logopedics,
and osteopathy or services provided by dieticians, and midwives are summarized in this
healthcare area.

(V)  Home and long-term care: This healthcare area encompasses long-term care facilities
such as nursing homes and home care services such as Spitex.

Naturally, when trying to structure a complex system with multiple interrelations and
interdependencies such as healthcare, some overlaps® will ultimately pertain. Nonetheless, we
believe the above structure to be fitting for the project goal.

1.3.2 Monitoring system

In this report, a monitoring system is understood to be a web-interface, a report, and/ or an
application/software directed at and used by governments, health policy authorities, payers, and/ or
controlling institutions on a federal (in rarer cases: state or regional) level (see also Figure 59 in
Appendix I: Information collection).

For these systems, rich, comprehensive data are collected and made available at a detailed level
exclusively to the users of the system. These data can be but are not necessarily (automatically)
analyzed in every possible detail but are available in their raw form. Usually, quality indicators being
monitored are compared to a threshold or benchmark that is commonly defined top-down or

5 For instance, the work of a self-employed physiotherapist providing services to a hospital providing inpatient
physiotherapy as part of the inpatient recovery process for knee replacement patients would be part of the second healthcare
area in this project context.
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calculated bottom-up. If the threshold or benchmark is surpassed or not met by a provider, authorities
have a basis for action, e.g., for potential sanctions or other measures directed at that provider to
improve the provider's quality. Ultimately, the goal of a monitoring system is to ensure a minimum
level of quality for all providers and thus, at the system level.

Potentially, providers can have access to the raw data of the monitoring system with the aim to use
it for quality development and improvement. However, as the results of the stakeholder dialogues
will show, providers’ expectations and needs towards the data collected in a monitoring system differ
from regulators’ needs.

1.3.3 Dashboard

In the context of the project mandate and this report, we define dashboards as websites (and possibly
also reports) used for public reporting of quality information. These websites are accessible by
“everyone” and specifically directed at people in need to choose a provider for their own treatment
(patients) or the treatment of somebody in their care (caregivers and/ or relatives, physicians, and
possibly other medical experts). Typically, data are not provided or displayed in their raw form but
rather in overall ratings and composite measures (e.g., star rating, traffic lights, grades, etc.).
However, more detailed information might be provided upon request or when “drilling down” to
specific data sources and information categories. Analyses can be provided with attractive
visualization, e.g., in graphs and intuitive tables. Filtering and sorting providers by selected criteria
might be featured. In addition, only reliable, generally accepted quality indicators are provided, and
indicators still disputed in the scientific literature and/ or politically are not available. A dashboard
might draw from one or several data sources that might also serve as the basis for a monitoring
system. In such cases, a dashboard thus is an excerpt and/ or synthesis of the information provided
in a monitoring system (and possibly additional data sources). Ultimately, the goal of such
dashboards is to enable objective, well-founded comparisons of providers to empower people in
need of care to find the “right” and “best” provider for them.

For our search, we classified voluntary benchmarking and quality improvement programs driven by
providers themselves such as the Arbeitsgemeinschaft fur “Qualitatssicherung in den Chirurgischen
Disziplinen”, IQM, or Swissnoso as out-of-scope. Reasons for this are that (1) the quality information
collected is not publicly available, and (2) monitoring and quality improvement is often very specific
(e.g., hospital-acquired infections).

Lastly, the stakeholder dialogues showed that providers often associated both terms “quality
monitoring” and “dashboard” differently as described above (cf. chapter 3). We also want to point out
that the term “dashboard” in healthcare is often associated with a clinical dashboard, e.g., used for
clinical decision making, among other uses [4].

Monitoring and Public Reporting on Quality in the Swiss Healthcare System: Recommendations

29


https://aqc.ch/
https://aqc.ch/
https://www.initiative-qualitaetsmedizin.de/
https://www.swissnoso.ch/

30

2 Information collection

2.1 Methods

2.1.1 Country selection

To reach the goal of the information collection, examples for quality monitoring systems and
dashboards from different countries were necessary and required the definition of exemplary
countries. In a first step, the project team’s topic experts® each suggested three countries for their
healthcare area. Suggestions were based on (1) the topic experts’ experience with these countries’
public reporting and quality monitoring activities, and (2) topic experts’ personal network, i.e.,
countries they knew experts to contact and to interview. Regarding the organizational framework of
healthcare areas, we maintained the established structure even though not all dashboards precisely
adhere to this configuration. Indeed, various countries have adopted alternative categorizations
within their healthcare systems. In the case of Medicare (USA) for example, the dashboard
differentiates between "Home Health Services" and "Long-term Care Hospitals", each possessing
distinct characteristics. By merging these distinctions into a single "Home and Long-term Care"
category, we sought to uphold a uniform structure, thereby promoting a shared frame of reference
between countries, and enabling comparisons across diverse dashboards.

The result of the first, preliminary country selection is provided below (Figure 1):

Figure 1: Preliminary country selection

Healthcare area/ country ->| Switzerland| Australia  England France  Germany Italy  Netherlands Sweden USA
GPs and outpatient

specialists v v v v

Hospitals (somatic care) o Y Q? o 4 L
Psychiatric care o o o o

Rehabilitation and “non-

physician” health services v v v v

Home and long-term care o "4 < L4

Annotation: Switzerland was set as target country for each healthcare area.

Canada, Israel, and Denmark were defined as additional candidates for target countries in case not
enough information would be available from the first selection of countries.

Initially, we expected to find information for each healthcare area separately. After starting the
information collection, we found several monitoring systems and dashboards per country, some of

6 The term «topic expert» refers to the persons/ university in charge of a healthcare area (see Figure
58 and Table 12 in the appendix).
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which covered several if not all healthcare areas. Thus, we did not need to add Canada?, Israel, or
Denmark to the list of target countries. Moreover, Italy was dropped as target country as information
from the other countries proved sufficient.

In total, we collected information from eight countries, including Switzerland (Figure 2):

Figure 2: Final country selection and healthcare area coverage per country

Healthcare area/ country -> Switzerland England France Germany  Netherlands USA Australia Sweden
GPsand outpatient specialists O & Q@ ] @

Hospitals (somatic care) (0] (0] O (V] (0] Q@ O

Psychiatric care @ @ Q ] () O

Rehabilitation and “non- _ _

physician” health services ® - ® ® ® ® ~

Home and long-term care ] (@] ) ¢} & (@)
Category 1: Thorough internet search and expert interview []

Category 2: Thorough internet search

Category 4: Investigated but no information found @&
Category 5: Not investigated

Annotation: For Switzerland, we included two initiatives for monitoring quality of home and long-term care in the
information collection template and one additional dashboard (Spitalfinder), but we do not describe these
initiatives in this report (see reasoning in the deep dive on Switzerland, chapter 2.2.10).

At least one monitoring system or dashboard could be found for each healthcare area-country
combination, except for GPs and outpatient specialists in Switzerland as indicated by the red circle
in Figure 2 above?®. Several healthcare areas were initially not in focus for France, the Netherlands,
the USA, and Australia, but were eventually included as monitoring systems/ dashboards covering
these healthcare areas was found when looking for information for other healthcare areas (see dark
grey circles in Figure 2). For each healthcare area-country combination, a thorough internet search
was conducted indicated by the yellow circles in Figure 2. For healthcare area-country combinations
with a green circle in Figure 2, an expert interview was conducted to complement the information
obtained in the internet search.

21.2 Finding and collecting information

In order to record and analyze information about the objectives, target audience, form, content
(indicators), and the structure and processes of data collection and processing of different monitoring
systems and dashboards, we developed an input template (see A: Information collection template).

7 One example from Canada, the dashboard the Canadian Institute for Health Information, was added to the information
collection template as an example for a website providing quality information at provider as well as at regional level for
hospitals (somatic care) and nursing homes.

8 In the future, data on PROMs and PREMs in Switzerland should be obtained from the ParlS international survey conducted
by the OECD. Unisanté has already conducted a pilot trial, and a main trial is scheduled for 2023
(https://www.unisante.ch/fr/formation-recherche/recherche/projets-etudes/phase-pilote-suisse-lenquete-internationale-locde,
https://www.bag.admin.ch/bag/frlhome/das-bag/organisation/ausserparlamentarische-kommissionen/commission-federale-
qualite-cfq/laufende-programme-und-projekte/paris.html)
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We used a three-step search strategy. In a first step, we compiled a list of websites measuring,
reporting, and/ or monitoring quality supported by an Al-based natural language processing tool
(chatGPT-3.5)°. We visited each website to assess if it was in scope for our project. In addition, we
conducted manual desk internet research. Websites were then systematically scrutinized to identify
the needed information. Findings were documented in the information collection template.

In a second step, we conducted open expert interviews. Initially, we aimed to conduct one expert
interview for each targeted healthcare area of each target country and contacted 19 experts. Eight
experts did not respond to our request or were unavailable, and three experts initially showed interest
but eventually were unable to meet our timeline. Eventually, we conducted interviews with seven
experts. Moreover, all topic experts from the project team as well as the person formerly responsible
for rehabilitative care at the ANQ were interviewed about their field of expertise for Switzerland and
in the case of the University of St. Gallen also for Germany. See a list of all interview partners in the
Appendix (Table 13).

The main aim of the interviews was to double check and complement the compiled information.
Interviews were based on open-ended questions, lasted between 60 and 90 minutes, and followed
a flexible four-step agenda:

U] Introductions (5 min)
() Short presentation of the FQC project “Monitoring and indicators: Development of a
knowledge base and stakeholder dialogues” (5-10 min)
(1 Discussion of open points of monitoring systems and dashboards of <country name> for
<healthcare area> (~60 min)
(V) Discussion of additional monitoring systems and dashboards known to the expert that we
had not found so far (~20 min)

We provided experts with the project description, with website links of monitoring systems and
dashboards we wanted to discuss and with the above agenda before the interview. We did not share
specific questions, however, as we aimed to conduct open interviews and wanted to keep the
discussions flexible. The information collection template served as a loose structure for agenda item

(3).
In a third step, we conducted a supporting search for scientific and gray literature. Ultimately, one
report was used to identify monitoring systems/ dashboards'?, yet other contributions were not

needed to fill the information collection template as the websites, reports published on the websites,
and expert interviews provided sufficient information.

2.1.3 Monitoring system / dashboard profiles

In order to visualize the information collected in the information collection template, we developed a
template that could be used to create standardized “profiles” of monitoring systems and dashboards.

® Prompts included for instance: (1) Make a list of the most important websites that measure and report the quality of care in
<country name>, (2) Make a list of the most important websites that serve as dashboards for the quality of care in <country
name>, (3) Make a list of the most important websites of monitoring systems of the quality of care in <country name>

10 hitps://www.oecd-ilibrary.org/social-issues-migration-health/improving-healthcare-quality-in-europe_b11a6e8f-en
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These profiles show the objectives, target audience, form, content (indicators), and the structure and
processes of data collection for each monitoring system/ dashboard (Figure 3).

In the profile header, we indicate the country with the respective country flag. Moreover, we show
what healthcare areas are covered by the monitoring system/ dashboard using a distinct icon per
healthcare area (cf. figure legend). Next, we specify the type, i.e., monitoring system or dashboard,
and show the form in which quality information is published including its accessibility. Possible forms
are website, report, application/software and/ or other (e.g., a raw data download). A report published
on a website was counted as report.

Access can be open, i.e., the monitoring system/ dashboard is accessible by “everyone”, access is
restricted to certain user groups, it is open for pay (paywall), or upon request (e.g., for researchers).

Figure 3: Reading guide for monitoring system/ dashboard profiles

Country Hedthcaeaea ———— Type ———  — Form
® Monitoring Open Website
{ ”7 Sk B v ® s @ Do ’7 &report
Objectives: Number of data sources: 3 Visualization and use:
i . Raw dat. C i
@ Monitor per.formano'e Funding (@) Funded publicy a Tebles @ Comparisons
@ !nform provider choice @ Fiters @ Graphs @ Drill down
. Provider benchmarking
@ Other - Content
. -
Target audience: ain * Q? l'
« Hedth policy makers Ownership: | Private non-profit o
+  Generd public, patients, caregvers/ relatives Composite @ 0 0 ©
«  Providers (adjacent sector) Regulation:  Neétiond regulation
+ Medica professionas Sructurd quaity o O o
- Methodology explained in detail | Poesadty @ @ @ @
Pri dat Timeliness (How.old iis the data?): | Explanations Oout it
. imery data +  Satisticd comparisons available utcome quatity . .
@ Secondary deta A + Sample sizes shown Patient-reported
t-0 t2 "3 | . gnal samples exdluded | i outcome
(¥ Daais validated Collection frequency: +  Detailed explanation of i | i patient-reported
+  Datacollected annualy methodology experienx e 6 0 O
@ Included ng‘ GPs and outpatient specidist 48 PsychigtricCare & Home and longrterm care 1) Composite measure for overal qudity of a provider combining/
summarizing al qudity dimension
Not included *ﬁ Hospitas (somatic care) | ) Rehabilitation and “non-physician” heath services

Possible objectives of monitoring systems/ dashboards are:

N Monitor performance: Quality indicators are compared to a (top-down) benchmark or
threshold. If results suggest a sub-standard quality level, improvement measures are
defined. Note that monitoring can be done by providers themselves and/ or by health
authorities/ regulators.

() Inform provider choice: Quality information is provided for people in need for care (and
possibly also people advising them such as GPs and/ or outpatient physicians) to make an
informed choice where to seek care, i.e., to choose the “right” and “best” provider.

(1 Provider benchmarking: Providers use quality information to benchmark themselves with
their peers/ competitors. Providers can use this benchmark to derive quality goals and best
practices.

(IV)  Other: Diverse set of objectives; for instance, a regulating body might publish quality
information to show accountability for fulfilling its legally defined obligations such as
conducting audits and inspections.
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The target audience of quality monitoring systems/ dashboards are the different stakeholders of a
health system, i.e., health policy makers and authorities, the general public, patients, and
caregivers/relatives, (health) insurances, providers, medical professionals, the research community,
or industry players (pharmaceutical and medical-technology companies).

A monitoring system/ dashboard draws data from one or more data sources. In the profile, we specify
the number of data sources quality information is sourced, analyzed, and published from.
Sometimes, as part of the monitoring process, auditors will use one or more data sources for their
auditing. These data sources are not included in the number of data sources reported by us, however.
Examples for data sources are data from patient experience questionnaires, claims data, hospital
billing data, data from quality report cards, etc.

Funding of a monitoring system/ dashboard can be provided by government, by public organizations,
by non-for-profit foundations, by (a) (health) insurance(s), or it is self-funded by membership fees'".
Accordingly, ownership is private for-profit, private non-profit, private-public partnership, or public.
Note that ownership can, for instance, be private non-profit (e.g., a foundation owns the website) but
funding can still be public (e.g., grants or government subsidies). The monitoring system/ dashboard
can be based on national or state regulation, or no formal regulation applies. An example for the
latter case might be that a health insurance publishes quality information based on their own claims
data to enable its insurees to make informed provider choices.

We provide detailed information on the methodology of monitoring systems/ dashboards:

U] Data type: Primary data are collected primarily for the monitoring system/ dashboard by or
on behalf of the organization running it. Secondary data are data that have a different
primary purpose, were not collected by the monitoring system/ dashboard itself and are
thus “re-used” for the monitoring system/ dashboard.

(1 Data validation: Data validation might, for instance, be that patients’ answers to patient
experience questionnaires are checked for implausibility or that patient reports are
screened for their plausibility. Another example is a health insurance excluding insurees
with incomplete data. We found that usually, some kind of data validation is performed yet
the quality and rigorousness of data validation varies greatly between monitoring systems/
dashboards.

() Timeliness: This indicates how old the data of the published quality information are. We
find that most data are two years old, i.e., t-2. For monitoring purposes, audits are often
performed. These are usually done more or less regularly, and results are published
continuously. Thus, for some providers, results might be quite recent (t-0) while for others,
results are much older (-4 or even older).

(IV) Collection frequency: Data can be collected semi-annually, annually, bi-annually, or
continuously. For instance, if the collection frequency is given as “Data collected annually”
and timeliness is “t-2”, this means that data are collected every year and published data
are two years old.

(V)  Explanations: We specify whether statistical comparisons are available, if sample sizes are
shown, how small sample sizes are handled, and if and in what detail the methodology for
data collection and analysis is explained. Usually, some type of statistical comparisons

"' We also present one example of a private for-profit company building a business model on public reporting of quality
information (see “Le Guide Santé”). For this particular dashboard, the “funding” source thus is “business model”.
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(often comparisons with the national average) is available, yet the number and quality of
comparisons vary greatly between monitoring systems/ dashboards. Ideally, small sample
sizes are excluded, yet sometimes we found (partial) adjustments (e.g., below a certain
threshold, results are shown in gray/ transparent color) of small samples sizes, or the
limitation was disregarded altogether.

Concerning the visualization and use of data and quality information, we indicate whether raw data,
e.g., as a download, are available and what visual and analytical features are provided. “Raw” data
does not mean patient or case level data used to calculate quality indicators, however, but, for
instance, the results of all quality indicators for all providers considered by the monitoring system/
dashboard.

Lastly, as content of a monitoring system/ dashboard, we show per healthcare area, for what quality
dimensions quality information is used for monitoring and/ or publication. Note that we provide
explanations on what quality indicators are used in the text accompanying each profile and at great
level of detail in the information collection template.

Similarly, in the following results section, we can only highlight the most important information per
monitoring system/ dashboard. We provide additional, detailed information on all above-discussed
criteria in the information collection template as comments. In these comments, we supply excerpts
from website texts, links, reasoning, and insights from expert interviews accounting for the collected
information.

In addition to the standardized profile, we include two to three screenshots of each website and/ or
report we scrutinized for information. For most examples and where suitable, we present the landing
page, the search interface, a list of search results, and/ or (parts of) the detailed view of the results
for one provider.

2.2 Results

2.2.1 Overview

Overall, we analyzed 25 quality measurement and reporting systems/ initiatives (cf. Table 14 in the
appendix): seven were classified as monitoring systems, and 17 as dashboards, according to the
definition provided in chapter 1.3. In the case of the ANQ, a clear distinction was difficult as ANQ
shows characteristics of both a monitoring system and a dashboard. Thus, we counted the ANQ
once as monitoring system and once as dashboard resulting in eight monitoring systems and 18
dashboards overall.

Each monitoring system/ dashboard covers at least one healthcare area (Figure 4). Out of the 18
investigated dashboards, 14 covered the healthcare area hospitals (somatic care). The other
healthcare areas were covered by five to seven dashboards. Of the eight identified monitoring
systems, one covered the healthcare area GPs and outpatient specialists, and the other healthcare
areas were covered by four to six monitoring systems.
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Figure 4: Monitoring systems/ dashboards per healthcare area
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Monitoring
Systems

Dashboards

GPs and Hospitals Psychiatric Care Rehabilitation Home and
outpatient (somatic care) and “non- long-term care
specialists physician”

health services

Annotation: Note that one monitoring system/ dashboard covers at least one healthcare area (average: 2.4
healthcare areas). Thus, some monitoring systems/ dashboards are counted several times in the right-hand part
of Figure 4. Moreover, the ANQ is both as a monitoring system and a dashboard.

Overall, we examined one English, one French, one Dutch, one American, three Swiss, and three
German monitoring systems (Figure 5). Regarding dashboards, we collected information from one
American and one Swedish dashboard, from two Dutch, two Australian and two French dashboards,
from three English and three Swiss dashboards, and from four German dashboards.

Figure 5: Monitoring systems/ dashboards per target country
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It was not our goal to find and collect information from all monitoring systems/ dashboards available
in the investigated countries. Thus, the number of investigated monitoring systems and dashboards
per country cannot and should not be interpreted as one country being more active or less active
than the other. Likewise, general statements such as “Country A is very active / rather not active in
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public reporting and/ or quality monitoring” cannot be made. Similarly, the number of investigated
monitoring systems/ dashboards does not convey any rating towards the quality of single monitoring
systems/ dashboards. For instance, the examples we describe in the next section from the USA are
quite comprehensive whereas one dashboard from Germany is rather basic.

2.2.2 Investigated monitoring systems/ dashboards per country

For England, we considered one monitoring system and three dashboards. The monitoring system
is run by the Care Quality Commission (CQC), an English regulating body responsible for auditing
providers from all healthcare areas along pre-defined criteria. Audit results are published on the
CQC’s website in the form of an overall rating and ratings of several sub-dimensions. Two
dashboards were investigated, the National Health Service (NHS) Choices and the Public Health
Information Network (PHIN). Both use the CQC auditing results as one data source. NHS Choices
additionally publishes patient experience ratings and reports for GPs and outpatient physicians,
hospitals, and psychiatric care. The PHIN is an independent, not-for-profit organization that collects,
analyzes, and publishes data on the quality and safety of private healthcare services (outpatient
physicians/ consultants and hospitals). Lastly, the public reporting website of the National Joint
Registry was investigated as an exemplary dashboard provided by a medical association.

For France, we included one monitoring system ("La certification des établissements de santé”) and
two dashboards (QualiScope, “Le Guide Santé”). The Haute Autorité de Santé (HAS) is responsible
for both "La certification des établissements de santé" and QualiScope. Both cover the healthcare
areas hospitals (somatic care), psychiatric care, and rehabilitative care. As part of the monitoring
system, providers are evaluated and awarded a certification if they meet the required standards. The
rigorous evaluation process includes reviewing providers’ organizational structures, staff
qualifications, medical equipment availability, and quality of care. The results of the certification
process are published for all providers on QualiScope in the form of an overall certification grade and
a comprehensive certification report. In addition, quality information from other sources is published
on QualiScope. The second dashboard we investigated is a privately run website called "Le Guide
Santé," which provides quality information for acute somatic care using QualiScope and “La
certification des établissements de santé” as main data sources.

For Germany, we considered three monitoring systems and four dashboards. The monitoring
systems cover one healthcare area each, namely hospitals (Institute for Quality and Transparency
in Healthcare), rehabilitation (“Deutsche Rentenversicherung”), and home and long-term care
(“Medizinischer Dienst Bund”). These organizations are all legally mandated to monitor quality of
care in their respective healthcare area. Regarding dashboards, we investigated a dashboard run by
a group of statutory health insurances, the Allgemeine Ortskrankenkasse (AOK), called the “AOK-
Gesundheitsnavigator”. Furthermore, we looked at “Weisse Liste”, “Arzt-Auskunft” and
“Qualitatskliniken.de”. The “AOK-Gesundheitsnavigator” and “Weisse Liste” both provide information
on hospitals and home care, with the former also covering GPs and outpatient specialists. Both
dashboards use quality indicators retrieved from monitoring systems such as the Institute for Quality
and Transparency in Healthcare (IQTiG). For home and long-term care, the “AOK-
Gesundheitsnavigator” also publishes results from the “Medizinische Dienst Bund” monitoring
system. Finally, the “Arzt-Auskunft” dashboard focuses on GPs and outpatient specialist, psychiatric
and rehabilitative care, while “Qualitatskliniken.de” concentrates on rehabilitative care.
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Furthermore, for the Netherlands, we investigated one monitoring system (“Zorginstituut”) and two
dashboards (“Zorgkaart” and “Ziekenhuischeck”). The “Zorginstituut Nederland” monitoring system
covers all healthcare areas except GPs and outpatient specialists, while the “Zorgkaart Nederland”
dashboard covers all healthcare areas, and the “Ziekenhuischeck” dashboard only covers hospitals
(somatic care). The quality of care is monitored by various organizations, for which the “Zorginstituut”
provides standards for measuring quality, develops quality standards, and organizes the collection
of quality information from providers active in all healthcare areas except GPs and outpatient
specialists. The “Zorgkaart” is a dashboard established by the Dutch Patient Federation focusing on
patient reviews and experiences. Another dashboard is “Ziekenhuischeck”, a website where patients
can compare hospitals based on various quality indicators covering all quality dimensions.

For the USA, we included one monitoring system (Centers for Medicare and Medicaid Services
(CMS)), and one dashboard (Medicare). The CMS monitoring system covers all healthcare areas
except for GPs and outpatient specialists, while the Medicare dashboard covers all healthcare areas.
The US healthcare system is largely based on private health insurance coverage, but the government
provides coverage for certain groups, such as seniors (Medicare) and low-income individuals
(Medicaid). Medicare provides a dashboard to report quality indicators on various aspects of quality
of care such as patient outcomes, patient satisfaction, the use of preventive services, as well as
payment and the value of care. The CMS is the federal agency responsible for overseeing the
Medicare and Medicaid programs, setting standards for providers, and monitoring quality of care.
While other monitoring systems and dashboards exist in the USA, we focused on Medicare and the
CMS as they are examples of sophisticated, mature monitoring systems/ dashboards. Regarding
monitoring, publishing, and visualizing quality information of providers, it is noteworthy that the USA
benefits from over 30 years of experience rendering it a valuable example for this report and future
projects.

Additionally, we investigated two dashboards from Australia and one from Sweden. In Australia, the
MyHospitals dashboard provides information on the performance of public and private hospitals
across the country, while the Australasian Rehabilitation Outcomes Centre (AROC) collects and
analyzes data on rehabilitation outcomes to help providers improve their quality. In Sweden, the
National Board of Health and Welfare (“Socialstyrelsen”) is responsible for monitoring and evaluating
the quality of health services and has developed “Aldreguiden”, a dashboard that provides quality
information on elderly care services across the country, including nursing homes, home care, and
assisted living facilities.

For Switzerland, we focused on two dashboards, namely the Swiss Inpatient Quality Indicators (CH-
IQI) published by the Federal Office for Public Health (FOPH), and “Welches-spital.ch” and the
initiative of the National Association for Quality Development in Hospitals and Clinics (ANQ). The
CH-IQlIs focus on the healthcare area hospitals (somatic care). CH-IQls are based on inpatient billing
data that are routinely collected by all hospitals providing insights into the outcome quality of various
procedures. The ANQ is responsible for measuring and supporting the improvement of the quality of
acute somatic care, psychiatric care, and rehabilitative care using a range of process and outcome
quality indicators as well as patient experience measures. We classified the ANQ as both a
monitoring system and a dashboard as it exhibits characteristics of both. Regarding “Welches-
spital.ch”, we focused on analyzing their efforts towards publishing quality information of hospitals
(somatic care) as this information is most prominent on the “Welches-spital.ch” website (the website
also (selectively) publishes quality information for rehabilitative care centers and psychiatric care
hospitals). “Welches-spital.ch” uses quality information from the ANQ and CH-IQIs and adds other
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quality information, e.g., patient reviews collected on the website. “Welches-spital.ch” combines
quality indicators to create composite scores, overall ratings, and rankings both for single episodes
of care/ procedures and at the hospital level — yet the dashboard’s methods are strongly debated by
experts.

In the following chapters, monitoring systems/ dashboards will be presented grouped by country
using the profile template described in chapter 2.1. From each profile, some information will be
highlighted followed by exemplary screenshots of the website and/ or report constituting the
monitoring system/ dashboard (for more detailed information, see A: Information collection template).
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2.2.3 England

For England, we investigated one monitoring system and three dashboards (Table 1).

Table 1: Overview of investigated monitoring systems/ dashboards from England

Healthcare area

Source GPs and Hospitals Rehabilitation and Home and | No. of covered
(monitoring system/ outpatient (somatic Psychiatric “non-physician” long term |healthcare areas

Country dashboard name) Type specialists care) Care health services care per source
Care Quality Commission Monitoring [+] [+] (%] [~) [+] 5
NHS Choice Dashboard Q [+] Q 3

England
ngand BaN Dashboard %) <) 2

MyNHS/ medical registries Dashboard (v} 1

No. of sources per healthcare area B 3 [ 4 = 2 E 1 L

The monitoring system CQC covers all healthcare areas. The PHIN dashboard covers the healthcare
areas GPs and outpatient specialists and hospitals (somatic care), NHS Choices covers GPs and
outpatient specialists, hospitals (somatic care), and psychiatric care, and the National Joint Registry
(example for MyNHS/ medical registries) covers hospitals (somatic care).

In England, quality of care is monitored and reported through several regulatory bodies, such as the
CQC, an independent regulator responsible for health and social care quality. The CQC conducts
inspections of providers and publishes the results on its website, evaluating the quality of care
delivered by the provider, including patient safety, effectiveness, caring, responsiveness, and
leadership. The CQC ensures that basic standards of quality are met, and it acts as a “fi