First PATH’09 coordination workshop
12-13 March 2009

Participants: See appendix 1
Opening:

The Ljubljana consensus workshop is the first eweganized in the frame of PATH'09.
It is the opportunity for the PATH coordinatorstive countries as well as some hospital
representatives to meet, get to know each otham ieom each other, and identify ways
to build close collaborations but also to learnwd®ATH, its underlying values and how
can PATH contributes to build an enabling environtmi®r quality improvement and
performance management in hospitals. Both objextiugld on the renewed focus on
PATH’09 for the local ownership and internationatworking as well as on using PATH
also as a policy tool, to develop a forum for nagilostakeholders to learn about and
discuss quality improvement strategies.

For PATH’09, a number of hospitals/coordinatorséalready committed to participate
in Turkey, Croatia, Bosnia and Herzegovina, Sloaertiungary, Czech Republic,
Slovakia, Poland, Lithuania, Estonia. France andhfaay will very likely participate to
PATH’09 too. Participation of Israeli hospitalsalso very likely.

It was observed that many hospitals are originatmoghn South Eastern Europe. This
might be explained by the relative degree of matuof performance measurement
systems and quality improvement initiatives in #hauntries. Awareness to assess
performance is good but there is no or very fewiatives to do so. Hence, PATH is
providing a “ready tool” to embark in the proces&hile, in Nordic countries, there is a
strong culture of measurement and assessment afidH Rides not bring much in
addition, especially if data analysis and reporigm@t the national level. International
networking of university hospitals might raise m&t to participate in PATH in the
countries which already have assessment systeptade.

Presentation and discussion: PATH — Towards capayi building for performance
assessment in the frame of the Tallinn Charter.

PATH is presented in the background of accountgbdnd transparency, a culture of
measurement and of continuous quality improvemd®ATH is a tool for hospitals to
measure and improve their performance. It is al$orum to bring national (regional)
stakeholders together to discuss how to build ablemy environment for performance
assessment and continuous quality improvementyd¢fiw®ATH and/or other national or
international initiatives. Local ownership was lilighted as a crucial success factor.
The balance between using the standardized tootalwting the tools to embed it in
local context is challenging.

This led to a discussion in small groups on the afsedicator / indicator systems in
participating hospitals / countries (what is therent situation, how you view the



situation in 5 years, what are the challenges gmgbrunities to get there, how can
PATH contribute, at what conditions, what are tteksholders that might benefit from
PATH, how to bring them together, etc.). This d&ians highlighted great variations
among countries; with PATH either as a “self stagtiinitiative, either as closely

related to a national quality strategy and withedirinvolvement of a number of

stakeholders within a “steering committee”. Papigtion fees might be asked by the
country coordinator to the hospitals to cover adstiative cost or cover data analysis
cost. This is to be decided locally.

Data analysis and reporting:

PATH is a “franchised concept” with most actionsté&edone at a local level (region or
country). Data analysis is the responsibility oé tltountry coordinator”. This entity

might outsource it to another country coordinatag( Germany coordinator BQS would
be available and have the capacity for this) @artother entity (e.g. university) within the
country. Even if data collection and analysis agqbrting is a national responsibility, the
participants requested to have some internationalparisons performed. Hence, a
repository for international data will be createdwhich all countries can upload their
anonymous data and download international anonyndates to perform comparisons.
Those comparisons might not be meaningful for alfligators as some are too
“contextual” or need to have local adaptation.

It is critical to develop user-friendly reports.i¥hs also challenging. It is however not
advisable to propose a common structure of repersrally, from the international level

for several reasons. The number of participatingpitals and numbers of indicators vary
widely. Some national indicators might be incorpedainto the PATH indicator set.

Some countries will have more focus on internaticranparisons than others. Some
countries have other reports and the hospitalsugaesl to some form of graphical

representations. Also, PATH is to be used as aftwotapacity building. Hence, it is

preferable to support country coordinators to dgvehe structure of the report, to learn
about how to present results in a user-friendly.way

Next workshop will take place in September in Knak&€ountry coordinators are invited
to attend the workshop with their database onadinindicators. They will first learn the
concepts and tools for developing dashboards a@al Will have the opportunities for
hands-on session during which they will develop réygorts for their country for one or
two indicators.

In addition, it is critical that descriptive shekt not only include definition of indicators
but also procedures for data analysis: level ofregmtion of results, reporting on age
categories, departments, by sub-category of indlicatc.



Review of the indicators

Name

Comments, recommendations

C-section

Use th€ore indicator for PATH-II but have exclusion criteria specified with ICD-esd- Compute
indicators retrospectively on 3 years (2006, 2@WD38) to follow the trends — provide instructiomsdata
analysis (e.g. stratify by age? which categorie#f®@xclusion criteria cannot be identified, itosid be
made very specific when reported to the nationaftdioator and uploading the data in international
database. This issue need to be discussed sphgifigidin country between participating hospitalsd
country coordinators to identify the quality of @ogl of exclusion criteria and to have a common agpin
in the country.

Antibioprophylaxis

Good indicator of team work anaesthesiologist gives the antibiotic and surgeuds.
Define acommon algorithm for all countries and tracers (except maybe fprreplacement for which
there can be a discussion on stop antibioprophg/laithin 24 or 48h):

1) appropriate antibiotic type (to be defined natityal

2) appropriate dose (to be defined nationally)

3) within one hour of incision

4) discontinued within 24 hours

5) if no exclusion criteria (e.g. sign of infection...)
Criteria 3-5 are built on international evidenceg£DC and EDC). Criteria 1 and 2 are built onamei
guidelines (if available)
Data analysisSpecify how to assess data quality (inter-ragéalbility on a sample?). Define algorithm tg
compute indicator (when to exclude a patient, e8pgcify sub-indicators to understand the soun€@sn
compliance and hence be better prepared to praqmweective actions, e.g. sources of non compligfice
not compliant with criteria 1, 2, 3, 4, 5) critenat fulfilled) or appropriate / over-use /undeeds other
inappropriate use.
Data collectionProvide agrid to be included in the patient record(common for all hospitals in all
countries — just specify the type and dosage nalflignProspective data collectionfor 2 months?
Stopped when minimum number of records achievedigt bias positively the results (do better beeau

O

know that being observed) but not an issue if thieaiive is to improve practices.




Length of stay

AMI: many issues with this traceg(gransfer for stent). Might need to select othacers.
In general, though rationale for exclusion of tfan®d patients (in and out) is well understoodyiight
create major bias when part of the process to i@ is to have transfers or if the technologyas n
available.
- Focus on comparison of hospital over time: repiadeator of “absolute” LOS with indicator of trén
in LOS or a combined indicator of both or combinghvmumber of days between admission and electiv
surgery. In such case, all patients would be oetiand we have a global average LOS (% or nunfber|o
days of decrease between last 2 years and betasteh years)
How to take into account when rehabilitation bedsfy consider stay in acute beds
If compute LOS for tracer procedures and conditidrpossible option for selecting tracers wouldde
look at 1) the tracers that contribute more tolt®& and 2) look at the procedures that have recentl
improved (e.g. hernia, gallstone,...). The tracégc®n would be done at the international level.

D

Post-operative
embolism

Question on denominator. All surgical proceduresl{y necessary to have prophylaxis for all patiem
pressure from pharmaceutical industry? What iethdence?)

Issue with coding and identification (post-mortetile data alreasy sent to central administrative
database?).

Proposed alternative PSI: wound infections

Number of blood
components per
type of surgery

Suggested by one participant and interest by héirgbarticipants> to be further developed and proposed
to advisory committee
Rationale Indicator of the quality of surgery (more blogdmore risk) and efficiency (cost and
availability). Evidence and gold standards avadalSurgery without blood proved to be better.
Easy data collection (though might need to go lladke patient records)
Alternative indicatorgfor specific tracers):

- % of surgeries without blood

- % of patients with more than 10 units

% of AMI patients
with aspirin at

Proposed as an additional indicator to have intenealicine indicator (and complement the outcome
indicator on lethality rate for AMI)

discharge
Smoke free Self-audit of the European Network for Smoke Frespitals (see webpage) preferred over staff survey
hospital (difficulties to collect during PATH-II, considerad have little impact: hospital influence on smakis




moderated by many factors outside the scope ofitabspanagement)

Exclusive
breastfeeding

Definition: Need to clarify the definition on “exclusive’n(line with Baby-friendly initiative definition)
Prospective data collection(2 months? Minimum number of observations?). Rtegrid to be included ir
the patient records

Data analysisClarify criteria for exclusion. Provide analy$esg. stratify between LOS= 24 hours or les
and LOS>24 hours, breastfeeding initiated or no), e

Next steps for quality improvemeritink with the 10 steps to baby friendly hospitdlsNICEF/WHO)
Rationale In the descriptive sheet, insist on impact bygitas on decision to breastfeed (though might b
moderated by cultural factor and contacts betwatnd mothers and hospitals before delivery might b
more limited in some countried) international comparisons might not make mucheens

S

Occupancy rate of
the operating
theatre

This indicator was used in PATH-pilot. Becausenainy issues to agree on a common definition (wéhat
operating theatre, when is it occupied, etc.) anollance usefulness of the indicator with burdesata
collection (need ad-hoc system for most hospitals i& not currently monitored, this indicator Heeen
replace in PATH-II by a generic question “Do youasere occupancy rate of the theatre and how”.
Though, it was considered as extremely useful RATH hospitals that measured it (see Estonia and
Belgian experience) and a consensus emerged dhengeeting to work further on this indicator to
propose a common definition. Very important isai# potential impact of measurement. Several
potential approaches were proposed..
- measure occupancy of OT as a whole
- focus where some possible “bottlenecks” in the gss@and focus on those, for instance
- time between entry into OT and incision
- time difference between expected time for firsgeuy and real time for first surgery of the d

Financial indicator

It is suggested to includeléast nationally defined) one or two indicatorstloa financial health of the
institution. It is an indicator of the performanafethe management but it also brings an additibghat on
clinical effectiveness and staff orientation indoza (as in a context of extremely limited finarcia
resources and debts, it is more difficult to inveestl be proactive and innovative, motivation offstaght
suffer, etc...). It is an important part of the penfiance of the hospital and one that hospitals are

accountable for and regularly report on. Intermelacomparisons have very limited value.




Staff survey and patient survey

1. Country coordinators are asked to send to therlatemal Secretariat information
on the surveys used in their country (tools, refees, estimated cost). Those will
be shared across the countries.

2. Countries interested in having common survey vgp@nt a member to a “PATH
survey taskforce”. This taskforce will review tH#ferent tools and agree on a
common standard. For staff survey, might includeisit to the university in
Germany to discuss the details or the tool su¢darCC Krakow.

CC Krakow also presented a web-based tool for amsalpf staff and patient
(PASAT) surveys. The use of the tool has a feetbeitquestionnaire could be made
available free of charge to all PATH participants.

Some countries already have a common nationaktadiwill continue to use it (Estonia,
France, Slovenia, Croatia, Israel, Poland).

For all administrative database indicators
- compute on 3 years, to build a baseline even ifndidparticipate in PATH pilot
and PATH-II and highlight that the first step is compare to oneself before
comparing to others in the country and comparingtiers internationally

For all indicators
- Provide a standard format on how to evaluate amdiysa the data. Specify how
to compute the indicator (e.g. case-mix adjustm@gifregation? Stratification?),
at what level alternative or sub-indicators canoalse computed (e.g. by
department, over or under use, etc.) and datatygualeck
- Specify minimum number of cases
- Suggest generic report (minimum)

Participation of psychiatric and rehabilitation hospitals

A major interest for rehabilitation and psychiatindicators has been raised previous and
during the meeting. There is a clear request frantigpating hospitals, several of which
are specialized, to develop specific indicators tfayse fields. Hence, the participants
agreed to have a taskforce set up for each of tlt@sentry coordinators will assess the
interest from their hospitals and identify one wotmembers for the taskforce (opinion
leader or more experience with using indicatorhairt facility or more motivation for
being actively involved) and forward the name, ligfion and contact details to the
international secretariat. Further contacts walfacilitated over the next months. The
objective is to have a few (2-37?) indicators praubsn September-November(?).The
taskforce will share the indicators currently ubgcparticipating hospitals or reviewed in
the literature and will map how to adapt some & #Htute-care indicators into the
rehabilitation or psychiatry setting. A specifieeating (workshop) of the taskforce could
be considered. WHO and the International Secegtanole is to facilitate the process



and not to lead it. In the meanwhile, a numbeindfcators (e.g. staff orientation) are
applicable also to non-acute hospitals and thoseat@ady join PATH on this limited
basis.

Next workshop: It will take place in September in Krakow and be organiizéao parts.
- Part 1: invite one or a few international expedasiare on e.g. indicator system
in their country or hospital governance and theafstashboards
- Part 2: development of a report format. Use a geneport format as a basis.
Have countries attend with preliminary data avddabWork together to have a
final report format available for at least one wotclinical indicators (wave 1).
Might require to have a computer room available.

It is suggested to hold workshop on a Biannualsha3ihose workshops are open to all
country coordinators and PATH patrticipating hodpita

Communication and networking:

Participants brainstormed on how to facilitate inéional communication between
country coordinators and directly between hospitdd#ateral contacts and multilateral
contacts are a key to move from comparisons orcatdi results to real benchmarking to
understand the reasons for variations and leam brest practices.

- PATH dictionary (Wikipedia style) — interactive Witink to descriptive sheets

- Section “literature review” on the website with @able literature for the specific
indicators or for quality and performance managdmen

- Section “tools” on the website (e.g. staff and @attisurveys, quality tools in the
participating countries))

- Organize bi-annual PATH workshops

It is decided to adopt a “conservative approach’tfie next few months with most the
website and the international secretariat as kels ttor communication. Other “smart”
tools using new technologies (e.g. skype seminigtserver, forum on facebook) are to
be considered in the future. The international etaciat is available to act as an
“information broker” (e.g. answer questions sucllaklike to contact the best hospital
in this country on this indicator...”).

PATH terminology:

The terminology of “country coordinators” might bgi confusion. Country coordinators
are not officially representing a country. Theg egpresenting a number of hospitals that
participate to PATH. They can be positioned aegianal level. Their can be several
coordinators in a country for different regionsddferent hospital groups. No alternative
name was considered proper by all participantsa(lcoordinator —might represent the
hospital level, regional coordinator — might rer@sthe European Region).



Hospital registration form:

The registration form is reviewed to incorporateibanformation for to support sub-
networking among “similar” hospitals. The follovginformation will be requested from
hospitals when entering to PATH and will be madailable on the website (restricted
section to PATH participants, except if explicitregment from hospital to have it in
public section).

Ownership:
- Public:
- Private not for profit
- Private for profit

Description:
- University hospital
General hospital offering residency training
General non teaching hospital
Specialist hospital
0 Rehabilitation
0 Psychiatry
o Others
Number of beds:
Departments:
Link to website (on a voluntary basis)

Next steps:

From PATH international To be provided in 2 weeks (so that countriegitats can
estimate the burden of data collection and makéi@ce on participation and what
indicators to select):

- definitions

- sources of data

- timing for data collection

To be provided in a month: descriptive sheets parple” indicators
Under development: yellow (to be considered inftitere, have a taskforce)

For countries

- Send to the international secretariat, their tdols patient and staff surveys,
experience with pressure ulcer prevalence studwithr occupancy rate theatre
use

- Discuss during next national workshop on concrgtemgles how indicators work,
to whom are indicators reported within hospitaleyhit contributes to quality
improvement and internal accountability. The otiyecis 1) to position PATH as
a tool for building a culture of measurement, in&r accountability, and



continuous quality improvement and 2) to gatherceete examples for the next
PATH newsletter.

Discuss during next national workshop or on anrimfd basis if there is an
interest to participate to a taskforce for reh&ddilbon and psychiatric hospitals.
Inform the international secretariat.

Discuss and agree during national workshop (EndlAearly May) on what
indicators to measure



