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The Italian healthcare system

It ‘s a Beveridge-like model: Universal, Comprehensive (almost),Free, Financed
by general taxation.

It is organized in three levels :

— The national level is responsible for national health planning, including
general aims and annual financial resources and for ensuring a uniform
level of services, care and assistance (LEA).

— The regional level has the responsibility for planning, organizing and
managing its health care system through LHA’s activities in order to meet
the needs of their population.

— The local level (Local Health Authorities): provides care through public
and/or private hospitals, primary care and prevention services.
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Since 2008 Regions
involved in the
Sant’Anna network
sharing the performance
evaluation system:

 Veneto

« Toscana

« Liguria

« Umbria
 PA Trento
 PA Bolzano
 Marche

« Basilicata

« Emilia Romagna

* Friuli Venezia Giulia
« Lombardia

Puglia

Calabria

http:/performance.sssup.it/network




The PES system adopted by the network of the
Italian regions...

« multidimensional

- evidence-based data

- systematic benchmarking
« transparent disclosure

- timely based



Structure of the evaluation system

300 indicators in total

100 evaluation indicators

40 index indicators

6 area

LY



" v
e bcuuwm Superiore
S M) Sant’Anna

i

he multidimensional reporting system shared by the
network of the Italian regions

In order to describe the performance evaluation system, six areas have been
identified to highlight the core results of the regional healthcare system.

| Population health status I
Capacity to pursue
regional strategies
Clinical performance| Efficiency and
performance reporting financial
areas performance
Patients Employees
Experience Experience

7




The Five Assessment Bands

SCORE BAND COLOUR PERFORMANCE
4L-5 DARK GREEN EXCELLENT
AVERAGE




The Reference Criteria for the Assessment Bands

1. International standards, if existing based on EBM
2. Regional standards set out by the Regional Governments

3. The inter-regional mean, standardized by several factors to allow
comparisons across Health Authorities and Regions
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INSTITUTE
OF MANAGEMENT

Scuﬂ}a Superiore A‘ lnhnt momuty @ @ <@ L4
St Al Infant mortality in the first year of life ® 18 o 24 % 35 @
Al2 Early neonatal mortality [in the first & days of life] L
A13 Neonatal mortality [in the first 28 days of life) e
A2 Cancer mortality ® 150 ® 14 170 ® 180 @
A3 Circulatory disease mortality ® 1383 o 147 15 ® 145 @
AL Suicide mortality ® /3 ® 5} 85 ® 7L @
A10 Lifestyles ® ® L L2
AL Percentage of sedentary people ® 15 & 7 7 @ A
A2 Percentage of overweight or obese people ® 3 & 3 L2 % e
A&31 Percentage of high-risk alcohol consumers ® 10 ® 1 2 & 3 O
AL L Percentage of smokers ® 7 & 7 ;. ® 313 @
B2 Promotion of healthy lifestyles ® ® ® [
AL12 Es;%ehrgr%eporﬁ:sdseig:’aaréegoezlsrggrsed by their doctor or by other e % o 7 % ® 4 e
A822 Cther heslthears prolesmionats 1 e of raaimtan vieight - tor orbY ® w * W 60 ® w o
AL23 Percentage of overweight or obese people advised by their doctor or by e 0 e i W0 ® g e
other healthcare professionals to exercise
A632 o by oty healtheare promsionals 10 meduce sicohal cansumption ¢ 3 ® 5 7 @ 9 @
AbLD Eﬁorc‘eesnstiz%eal:fg:?jl:lesnﬁfged by their doctor or by other healthcare e 3 e i W ® g @
B4 Opioid consumption ® < @ [
B&1A Opioid consumption ® 145 & 21 25 ® 29 @
B5 Invitation and uptake rates of cancer screening programmes ® ¢ ® L
B5.1 Mammography screening L ® L °
B5.1.1 Adjusted invitation rate for mammographic screening ® g0 ®& g5 90 ® 95 @
B5.1.2 Adjusted uptake of mammographic screening ® i ® 5 0 ® 70 @
B52 Cervical screening L ® ° L4
B5.2.1 Adjusted invitation rate to cervical screening ® 8 e g5 99 ® 95 @
B522 Adjusted uptake of cervical screening ® 1 & 4 50 ® 4o @
B53 Colorectal screening ® ® ® °
B53.1 Adjusted invitation rate for colorectal screening ® 30 ®& g5 9 ©® o5 @
B53.2 Adjusted uptake of colorectal screening ® 35 & 55 55 ® 45 @
B7 Vaccine coverage [ ° ot e
B71 MMR vaccine coverage ® 80 e 85 99 ® 9 @
B72 Flu vaccine coverage for the elderly ® 50 e 3583 7 ® 75 @
B7.3 Papillomavirus [HPV) vaccine coverage ® 2 & g 74 ® gp @
B7.4 Flu vaccine coverage for workers in the healthcare sector L 7 @ 16 2% ® 3% e
B75 Meningococcal vaccine coverage ® g0 ®& g5 9 ©® o5 @
B7.4 Pneumococcal vaccine coverage ® g0 ® g5 99 ® 9 @
B7.7 Hexavalent vaccine coverage ® 30 ® g5 90 ® 95 @
B28 Homecare L o ° °
B28.1.1 Percentage of elderly provided with homecare ®
B28.1.2 Percentage of elderly provided with homecare, with assessment e L ° 3 g ® 1|0 e
B8 25 {:;earstle:rzz D(ra‘iemvsr;?le:l"sh?:ezrdzwrscharged from hospital, receving at
B2829 Percentage of home care service plans for the elderty with a care

intensity coefficient of > 0.13




INSTITUTE
OF MANAGEMENT

Scuola Superiore B8 Infectious diseases e
St 881 Invasive bacterial diseases with microbial type strain [
B8.2 Tuberculosis prevalence rate L
B8.3 Percentage of culture tests for pulmonary tuberculosis diagnosis °
B84 Confirmation of pulmonary tuberculosis diagnosis by culture o

C1 Healthcare demand management capability * @ ° °
ci1 Standardized hospitalization rate ® 139 & 14 153 ® 1 ©
ci.11 Standardized hospitalization rate of acute inpatients ® 9 & 113 10 ® 117 @
c1.1.1a Standardized hospitalization rate of acute medical DRGs (0-64 years) ®
ci11.2 Standardized hospitalization rate of acute outpatients L4
c11.21 Standardized hospitalization rate of acute medical outpatients e 7 & 1 13 ® 1 e
c1.1.22 Standardized hospitalization rate of acute surgical outpatients ®
C1.1.221 Standardized hospitalization rate of surgical outpatients ®
c113 Standardized hospitalization rate for post-acute care L
c1.3 Per capita hospital beds °
Cis Case-mix index [teaching hespitals] ®
Clé Percentage of surgical inpatient admissions o

C2a.M r:;::r“r:\ea;::: lIBdRe& for average hospital length of stay of e 12 ® 55 01 ® 075 ®

C2a.C ::;{:r’r::;: ll%dlfés for average hospital length of stay of ® .12 ® 05 010 ® (075 @

C3b Preoperative average length of stay for elective surgery ® ® ®
Cu oo e hmpialjengh o sy forckcive gt @ 0gs @ 1 15 @ 13
025 f’hr::qeg;ﬁ:::{a}gealllehnzﬂ:ﬁérii\&s?;:]nal stay for elective surgery of more o)

Cl4 Appropriateness of care ® ® ® ®
C48 Medical ELC DRGs: standardized hospitalization rate ® 135 & 179 72 ® uy e
C14.2 Percentage of medical outpatient hospital admissions for diagnostic °

purposes
Cl4.2a DH admissions for diagnostic purposes ® 17 & 33 45 ® 53 @
C14.22 E::jglscge of medical outpatient admissions for diagnostic purposes - °
Ci143 Percentage of short medical hospital stays *
Cl4.3a Admission rate for short medical hospital stays ® 572 ® g3 ML ® |5 @
C1432 Percentage of short medical hospital stays - paediatrics L
Cl44 Percentage of over-threshold medical admissions of patients » 65 years ® 2 ® 3 4 ® 5 °
Cl14.5 Standardized medical outpatient admission rate hd

C4 Surgical appropriateness <@ o ® [
Cé1 Percentage of medical DRGs discharged from surgical wards ® 15 e 19 2 & 7 e
C411 sgrr;..c’esr;tlgi of medical DRGs discharged from surgical wards: inpatient ® 15 e 19 7 e 7 e
C4.12 sgrr;..c’esr;tlgi of medical DRGs discharged from surgical wards: outpatient e 10 ® 15 N e 3 e
Cid Percentage of laparoscopic cholecystectomies performed in one day ® 10 e 13 50 ® 70 @
C47 Percentage of Day Surgery admissions for "ELC surgical DRGs” ® 5 & 5 4 ® 75 @
C4.13 DRGs at high-risk of inappropriateness d

C5 Quality of the care process ® < ® e
C5.1 Percentage of readmissions within 30 days ® (3 ® g 53 ® 53 @
C5.2 Percentage of femoral neck fractures operated within 2 days of e o 5 g ® gy @

admission



INSTITUTE
OF MANAGEMENT
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Scuola Superiore C53 Percentage of transurethral prostatectomies ® 5 & 75 9%5 @
RELASLIC C5.10 Percentage of laparoscopic colon resections L
cs.11 Percentage of laparoscopic appendectomies inwomen aged 15-49 °
C5.12 Percentage of operated femur fractures of all diagnosed femur o
fractures
Percentage of surgical admissions from Emergency Department (ED
Cle7 with surg?ceal DR(Egon discharge ey =0 ® &5 O 5 65 @ 75 @
Cé Clinical risk s
Cé.4.1 Postoperative sepsis in elective surgery ®
CL42 Intra-hospital mortality of low-mortality DRG patients L
Cé.4.3 Vein thrombosis or pulmonary embolism following surgery ht
c7 Maternal and child care * ® ° °
C7.1 Percentage of C-section deliveries [NTSV] ® 15 ® 70 2% ® 33 e
C7.12 Plemg?tagg of C-section deliveries in the st group of Robson’s o
classification
C7.13 Percentage of C-section deliveries in the 2nd group of Robson’s @
classification
C7.1.4 Percentage of elective C-section delveries over NTSV delveries ®
C7.2 Percentage of induced labours ®
C73 Percentage of episiotomies [NTSV] ® 15 & B 33 ® 4,5 @
C74 Percentage of assisted delveries [forceps or ventouse] ® 75 ®& § 75 ® 10 e
C7.20 Percentage of severe peni-fintra-partum asphyxia °
C7.13 Pen:ema?e of foreign women attending the firstvisit late (> 12th week of PY
gestation
C7.121 Percentage of women with low education level attending the first visit o
late [>12th week of gestation)
C7.14 Percentage of foreign women attending fewer than 4 visits during o
pregnancy
C7.14.1 Percentage of women with low level of education attending fewer than & °
visits during pregnancy
C7.7 Paediatnic hospitalization rate (0-14 years| ® ;L ® 8 96 ® 112 @
C7.7.1 Admission rate during the first year of life ® 12 & 9 L ® 53 @
C7.7.2 Paediatric admission rate (1-5 years) L
C7.73 Paediatnic admission rate [6-13years) g
C17.4 Delwery volumes e (0 o 0 0o e o e
C17.41 Percentage of admissions over the childbirth threshold ® g0 ® g5 9 ® o5 @
C17.4.2 Dispersion index of deliveries in facilities under the childbirth threshold ® 15 & 7 L5 ® 4 @
C8a Hospital-primary care integration d < ® ®
C8b.2 Hospital admission rate with length of stay of over 30 days ® 09 o 12 15 ® 18 @
C8a.2 Percentage of readmissions 31 -180 days following discharge °
C8a3 Underage conception rate [12-17 years) *
Cl1aé1 Pneumonia hospitalization rate [20-74 years] °
C8a.19.1 Paediatric hospitalization rate for asthma (2-17 years) ® 33 ® g 70 ® 9 @
C8a.19.2 Paediatnc hospitalization rate for gastroententis [0-17 years)| ® s ® 120 180 ® 240 @
c9 Appropriate prescribing of medication hd o o ®
c91 Proton pump inhibitor consumption [antacids|<br= ® 21 & B % ® 13 e
Incidence of sartans (anti rtensiwves) on substances acting on the
o3 renin-angiotesf\sin sysl?emhwe : : ¢ ¢ % * u * = o
Consumption of selective serotonin reuptake inhibitors
Co.4 [anlideprgssamsl g’ ¢ 2z * n e x e
ce811 Consumption of antibiotics ® 135 @ 145 195 ® 225 @
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Seuola Superiore Cc98.1.11 Paediatric antibiotic consumption g
St C98.1.12 Paediatric cephalosporin consumption L
C99.2 Consumption of antipsychotics °
c10 Oncological pathway ® < ® °
£10.2.1 E;rac:tnéaa%i:rf breast-conserving or nipple/skin sparing surgery for ® & e 70 75 ® g1 @
clo.22 Percentage of women undergoing sentinel lymph node excision L4
ci0.221 Percentage of women undergoing radical axillary lymph node excision °
F10.21 Average expenditure for oncological drugs ®
C171 Breast cancer surgery volumes °
Cci7.11 Percentage of over-threshold breast cancer admissions L4
C17.1.2 Dispersion index of cases in wards under the breast cancer threshold ®
C175 Prostate cancer surgery volumes L ® ° °
C17.5.1 Percentage of over- threshold prostate cancer admissions ® i ® 70 80 ® 90 @
C17.5.2 Dispersion index of cases in wards under the prostate cancer threshold ® 10 ® 20 30 ® 4 e
Cl1a Effectiveness of chronic care management . o s e
Cla.ld Heart failure hospitalization rate [50-74 years| ® 155 ® 705 2% ® 305 @
Clialia Standardized heart failure hospitalization rate [over 18years) *
Ch1a21 Diabetes hospitalization rate [35-74 years| ® 20 e 3 L ® 55 @
C11a2.1.1 i!:r:sdlardized hospitalization rate for diabetes complications (over 18 PY
Cilla24 Major amputation rate for diabetes ® 31 e 13 7% O® 97 @
C11a31 COPD hospitalization rate [30-74 years) ® B & 33 B8 ® g3 @
C11a3.1.1 Standardized COPD hospitalization rate lover 18 years) e
C13a Diagnostic appropriateness [ < ® ®
C13.1 Standardized ambulatory service rate ®
C13.2 Standardized medical imaging rate °
ci3.21 Standardized CT scan rate °
C13.22 Standardized magnetic resonance imaging [MRI] scan rate L
C13a221 Musculoskeletal MRl scan rate [» 65 years) ® 15 ® 79 25 ® 33 @
C13a.2.21.1 Standardized musculoskeletal and spine MRl scan rate [over 18 years]) L
C133.2.22  Percentage of patients repeating lumbar MRI scan within 12 months ® 58 ® 48 78 ® g8 @
C15 Mental health * o o L
C82.13a geisl;cﬁanrtgaege of psychiatric patient readmissions 8 - 30 days following Py P ° °
C8s.13.2 geisr;cﬁanrtgaege of psychiatric patient readmissions within 7 days from e s ® 24 i1 ® 59 @
C8a5 Hospitalization rate for psychiatric disorders ® 1752 ® 2813 .74 ® 4935 @
C8s.5.1 Hospitalization rate for schizophrenia and psychotic disorders *
C835.2 Hospitalization rate for mood disorders °
C853 Hospitalization rate for mild to moderate depression °
C8a5.4 Hospitalization rate for anxiety and adjustment disorders °
C855 Hospitalization rate for personality disorders °
C8a54 Hospitalization rate for other mental health diagnoses L
C8357 Hospitalization rate for dementia °
C8258 Hospitalization rate for substance-induced mental disorders L
C158 Performance index for average length of stay for psychiatnic disorders °
C15.2 Contact with the department of mental health within 7 days from PY

discharge



C15.9.1 ?hl;l%l::)gcﬂem?:l?lpf{egrl?ﬁfss percentage of patients dropping out of °
C15.9.2 ?hl;lgt:égc:f}ea;dhiecﬁ&;;mcess. percentage of patients dropping out of °
C8a7 Hospitalization rate for psychiatric disorders [0-17 years] °
C15.11 Dropout from primary care services for severe neuropsychiatric °
disorders
C1é Emergency Department ® ¢ @ °
C18.1 Percentage of yellow code patients visited within 30 minutes ® i ® 7 0 ® gy @
C16.2 Percentage of green code patients visited within 1 hour ® 4 © 70 8 ® 9 e
C143 ll:?r;ﬁ‘n;?zewztg:rzhen code patients not referred to hospital and with a e 75 e 8 g5 ® 90 @
Cléd Percentage of patients referred to hospital with a length of stay <=8h ® g ® g5 % ® 95 @
Cl1&.11 Emergencyvehicle response time ® i & 13 27 % u e
Cc18 Appropriateness of elective surgery ® < ® e
c18.1 Standardized hospitalization rate for tonsillectomy ® 1141 ® 1997 2853 ® 3709 @
c18.2 Standardized hospitalization rate for cholecystectomy L
Cc183 Standardized hospitalization rate for laparoscopic cholecystectomy ®
Ci1g4 Standardized hospitalization rate for knee replacement surgery *
Ci185 Standardized hospitalization rate for hip replacement surgery ®
C18.6 Standardized hospitalization rate for vein stnpping 55 90 125 160
c18.7 ?r:taer:gea:tj::ﬁg II.I':")CSﬁ“ahzauon rate for percutaneous coronary °
cies8 E;i?g:fzzfat‘igsh?;lfmg rate for transurethral prostatectomy for I
c18.9 Standardized hospitalization rate for hysterectomy L
C18.10 Standardized hospitalization rate for knee arthroscopy °
c21 Pharmaceutical compliance
C21.11 Percentage of AMI patients prescribed beta blockers following discharge L]
C21.1.2 Percentage of AMI patients prescribed statins following discharge ®
C21.13 Percentage of AMI patients prescribed ACE inhibitors or sartans @
following discharge
C21.1.4 gercemage of AMI patients prescribed antiplatelet therapy following °
ischarge
C9.2 Percentage of statin-treated patients abandoning drug therapy 83 98 N4 129 @
£99.1.1 Percentage of antidepressant-treated patients abandoning drug therapy 18.5 215 24,5 2775 @
Patients leaving the Emergency Department without bein
D9 seen (LWBS) rgency Uepa 9 125 25 375 5
D18 :’;;ic:entage of hospitalized patients leaving against medical 035 07 1.05 14
F10b Governance of pharmaceutical and medical device expenditure o < ® ®
F10.1 Laocal per capita pharmaceutical expenditure <br><br> ® 1551 @ 1453 1755 ® 1858 @
F10.2 Public pharmaceuticalexpenditure [hospitals) ®
F10.2.2 Average expenditure for TNF-alpha inhibitors ®
F103 Public expenditure on medical devices [hospitals] *
F10.3.1 Public expenditure on extensively used medical devices d
F12a Drug prescription efficiency ® ® ® o
F12a.2 Prescription of off-patent statins ® 733 ® 317 851 ® g4 @
F12a.6 Prescription of off-patent dihydropyridine derivatives lantihypertensives) ® 866 ® 891 917 ® 93 @
F12a.7 Prescription of off-patent ACE inhibitors [antibypertensives), in Py 7% ® g0 g, ® gg ©

combination with other drugs
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§cuo}§ Superior« F12a9 Prescription of off-patent fluoroquinclones [antibiotics) ® 341 ® g72 904 ® 935 @
Sant’ Anna F12.11a 5’:59;;1puon of off-patent sartans (alone or in combination with other ® L1 ® Thi4 847 ® o5 @
F12a.14 Prescription of off-patent drugs ® T4i4 ® 754 767 ® 779 @
F15 Health and Safety at the workplace o o e ®
Number of accident investigations with findings of infringements/
F15.1.1 number of accident investigations
F15.1.2 Number of occupational disease investigations with findings of
o infringements /number of occupational disease investigations
F15.2 Inspection coverage ® ® ® L
F15.2.1 Number of companies inspected /number of companies with employees ® 22% o 5 775 ® 105 @
Number of construction companies inspected /number of registered o ®
F15.22 construction companies * 13 ¢ 7 41 55
Number of construction sites inspected /number of registered
F15.23 construction sites * 5 ¢ u n & n e
F153 Productnity @ @ <@ @
Number of companies inspected /number of Health and Safety at the
F15.31 workplace and Judicial Police operators ¢ 1w * ¥ 6 @ 79 @
Number of inspections/ number of Health and Safety at the workplace
F1532 and Judicial Police operators ¢ 1B ® g 16 @ 165 @
F17 Per capita health expenditure (Regions) ® 17,0 ® 1889 2033 ® 2189 @
F17 Per capita health expenditure (Local Health Authorities) ® 175 @ 144 1806 ® 1971 @
F17.1 Per capita expenditure for hospital care ®
F17.1.1 Per capita expenditure for acute inpatient hospital admissions/day @
o hospital/day surgery
F17.2 Per capita expenditure for public health in lving and working °
: environments
F17.3 Per capita expenditure for primary and specialist care L
F17.3.1 Per capita expenditure for specialist healthcare ®
F17.3.1.1 Per capita expenditure for diagnostic medical imaging L4
F17.3.2 Per capita expenditure for general practice e
F18 Average cost for hospital care @ = ® ®
F18.1 Average hospital cost per weighted case ® 220243 ® 405086 489929 ® 574772 @

F19 Cost for diagnostic tests ® 05 ® 09 125 ® 153 @
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C10.4.1 Average waiting before surgery for breast cancer - 2016
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INSTITUTE
OF MANAGEMENT

\ Scuola Superiore
Sant’Anna

The PES system

Local authority level

Region level

Friuli Venezia Giulia

Population’s health - 2010-2012

A4 Suicide mortality A2 Cancer mortality A10 Lifestyles A1 Infant mortality A3 Circulatory disease mortality

82 o F1
B4 Heallhy for Average  cqq
Opioid llleslylgs diagnostic cost Health
BS consumptioR™OMONON  ece :Lrs ital expenditurgs
Cancer» car: Workplace
screenings Health
B7 and F10b
Vaccine Safety Pharmaceutical
coverage governance
B28 F12a
Homecare Drug
prescription
efficiency
c1 D18
Demand AMA
management discharges
C2aM D9
Los Emergency
Imedical Department
DRGs| LWBS
Cz2a.C c
Los Pharmaceutical
[surgical compliance
DRGs)
Cl4 cig
Appropriateness Elective
of surgery
care appropriateness
[ Cis
Surgical Emergency
appropriateness Department
Cs C15
Quality Mental
of health
the c7 C13a
care Madternal i1 Diagnostic
an appropriateness
process child Hospital-  C9 cio Chronic pere
care primary Appropriate Oncological care
care prescribing pathway  management
integration of
medication

ASSé Friuli Occidentale

Population’s health - 2010-2012

Al Sulcide mortatity Al lntant mortalty A10 Lifestyles AZ Cancer mortality A3 Circulatory disease mortalty

F19
B2 Cost F1?
Haalthy for Haalth
Westyles dagrosic expendiure
a5 P F1s
promoticn tests
Cancer N 1 Werkplace
SCroenings Haalth
67 Fite
Vaccine Pharmacetical
coverage governance
B8 Flza
Homacare Orug
prescription
efhicency
(=} De
Demand AMA
AN M et dachargas
CzaM c2
LOS Pharmaceutical
[madics complisnce
DRGs)
cia cie
Aspropristeness Elective
of surgery
care ppropridteness
c? c15
Materna Meeral
ard health
child csa 13
care Hospral- Dagnestic
primary (=) Cils appropriateniss
care Appropriste Chronic
integration prescribing care
of Mmanagement

medcaton




Basilicata

Valutazione dello stato di salute della popolazione. Anni 2012-2014

A1 Mortalita' infantile A3 Mortalita' per malattie circolatorie A10 Stili di vita (PASSI) A4 Mortalita' per suicidi A2 Mortalita' per tumori

Bersaglio 2016

F3
B31 Equilibrio F18 Costo
Comunicazione patrimoniale medio per
B2 online finanziario punto DRG  F17 Costo
Promozione sanitario
stili di vita pro-capite
ni
B4 sant F15
Consumo Sicurezza
farmaci sul lavoro
oppioidi
B7 Fl2a
Copertura Efficienza_prescrittiva_farmaceut
vaccinale
D9
Assistenza_domiciliare Abbandoni da
e_residenziale ! % Pronto_Soccorso
C1 C16
Governo Percorso_Emergenza-
della_domanda ,\’ O Urgenza
C2a.C C15 Salute
Performance_degenza mentale
(chirurgici) O
C2a.M Clla
Performance_degenza Efficacia
(medici) assistenziale
delle
patologie
Cc4 ) c1o croniche
Appropriatezza Percorso
chirurgica oncologico
Cl4 c9
Appropriatezza Appropriatezza
medica C5 Qualita' c7d prescrittiva_farmaceutica
di_processo c7 Pediatria
Materno
infantile

Analisi trend 2016

@ Migliorati (A): trend
positivo
Stazionari (B)

@ Peggiorati (C): trend
negativo

Totale indicatori: 53

18



Emilia-Romagna

Valutazione dello stato di salute della popolazione. Anni 2012-2014

A2 Mortalita' per tumori A1 Mortalita' infantile A4 Mortalita' per suicidi A10 Stili di vita (PASSI) A3 Mortalita' per malattie circolatorie

Bersaglio 2016

B31 F3 iibrio | F18
B2 Comunicaziongg;‘:i:n;';ale Costo F17
Promoziornline Pranponial® medio  Costo
B4 stili di per sanitario F15
Consumoyita punto pro- Sicurezza
BS farn?agi. sani DRG capite  sul
Screeninapploldl lavoro Efficienza_prescrittiva_farmaceutica
oncologici
B6a F10b
Donazioni Governo spesa_farmaceutica
organi
B7 E2
Copertura %_di_assenza_(*)
vaccinale
B28 D18

Assistenza_domiciliare
e_residenziale

Dimissioni volontarie

C1
Governo
della_domanda

D9
Abbandoni da
Pronto_Soccorso

C2A.C c21
Performance_degenza Compliance
(chirurgici) assistenza
farmaceutica
C2AM C16
Performance_degenza Percorso_Emergenza-
(medici) Urgenza
c4 C15
Appropriatezza Salute
chirurgica mentale
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cs Clla Diagnostica
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di_proceéslo 28 assistenziale
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Integrazione - xo 6 riarez2BErCOTSO chir._oncologica

ospedale- 1 occrittiva_faftHSOARRIES
territorio

Analisi trend 2016

@ Migliorati (A): trend
positivo
Stazionari (B)

@ Peggiorati (C): trend
negativo

Totale indicatori: 105



FVG

Valutazione dello stato di salute della popolazione. Anni 2012-2014

A2 Mortalita' per tumori A4 Mortalita' per suicidi A10 Stili di vita (PASSI) A1 Mortalita' infantile A3 Mortalita' per malattie circolatorie

Bersaglio 2016

831 23 ilibrio F18
B2 Comunicazionepqa:’rimoniale Costo F17
Pr_o_m(_:azion@"“"e finanziario  Medio Costo
B4 stili di per sanitario F15
Consumo vita punto - pro- Sicurezza
farmaci  sani DRG capite  sul
B5 oppioidi lavoro Fl2a
Screening Efficienza_prescrittiva_farmaceutica
oncologici
B6a F10b
Donazioni Governo spesa_farmaceutica
organi
B7 D18
Copertura Dimissioni volontarie
vaccinale
B28 D9

Assistenza_domiciliare
e_residenziale

Cl
Governo
della_domanda

C2a.C
Performance_degenza
(chirurgici)

C2a.M
Performance_degenza
(medici)

c4
Appropriatezza
chirurgica
Cl4
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medica

Qualita'

di_procesgv
Materno 74
infantile  pegiatria

Abbandoni da
Pronto_Soccorso

c21
Compliance
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farmaceutica
Cl6
Percorso_Emergenza-
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C15
Salute
mentale

Cl3a
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Prescrittiva
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Efficacia
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Cl0c  delle
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C8a ; logico
Integrazione AlPepsrcor?t;Ii:f?frsmaceutica
ospedale- P -

territorio

Analisi trend 2016

@ Migliorati (A): trend
positivo
Stazionari (B)

@ Peggiorati (C): trend
negativo

Totale indicatori: 97
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Liguria

Valutazione dello stato di salute della popolazione. Anni 2012-2014

A10 Stili di vita (PASSI)

Bersaglio 2016

B31 F3 b F18
B2 Cv.)municaziom_ﬁqu'Al ro Costo F17
. i patrimoniale N
Promozion@nline finanziario  Medio Costo
B4 stili di per sanitario F15
Consumovita punto pro- Sicurezza
85 farmaci sani DRG capite  sul F12a
__oppioidi lavoro N - .
Screening Efficienza_prescrittiva_farmaceutica
oncologici
B6a F10b
Donazioni Governo spesa_farmaceutica
organi
B7 D18
Copertura Dimissioni volontarie
vaccinale
B28 D9

Assistenza_domiciliare
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Cl
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Performance_degenza
(medici)

C4
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chirurgica

Cl4
Appropriatezza
medica
(&)
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infantil
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ospedale-
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C16
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C10
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Analisi trend 2016

@ Migliorati (A): trend
positivo
Stazionari (B)

@ Peggiorati (C): trend
negativo

Totale indicatori: 103
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Lombardia

Valutazione dello stato di salute della popolazione. Anni 2012-2014

BS
Screening
oncologici

B7

Copertura

vaccinale

B28
Assistenza_domiciliare
e_residenziale

A1 Mortalita' infantile

Bersaglio 2016

F15
B4 Sicurezza Fl2a o _
Consumo sul lavoro Efficienza_prescrittiva_farmaceutica
farmaci D18
oppioidi Dimissioni volontarie

D9
Abbandoni da
Pronto_Soccorso

c21
Compliance
assistenza
farmaceutica

Cl C16
Governo Percorso_Emergenza-
della_domanda Urgenza
C2a.C C15 Salute
Performance_degenza mentale
(chirurgici)
Cc2a.M Cl3a
Performance_degenza Appropriatezza
(medici) Prescrittiva
Diagnostica
C4 Clla
Appropriatezza Efficacia
chirurgica assistenziale
delle
patologie
Cl4 C10¢  croniche
Appropriatezza Tempi_attesa
medica chir._oncologica
cs c10
Qualita’ Percorso
di_processo oncologico
c7 c9
Materno c7d C8a Appropriatezza )
infantile Pediatria Integrazione prescrittiva_farmaceutica
ospedale-
territorio

Analisi trend 2016

@ Migliorati (A): trend
positivo
Stazionari (B)

@ Peggiorati (C): trend
negativo

Totale indicatori: 62
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Marche

Valutazione dello stato di salute della popolazione. .

@ Migliorati (A): trend
positivo
Stazionari (B)
@ Peggiorati (C): trend
38,5% negativo

A10 Stili di vita (PASSI)

Bersaglio 2016

831 EBuilibr'o F18
B2 Comunicazione pglrimolniale Costo F17 ) ) )
Promozion@nline finanziario  Medio cocro Totale indicatori: 91
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Cc7d
Pediatria

F10b
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E2
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D18
Dimissioni volontarie

D9
Abbandoni da
Pronto_Soccorso

c21
Compliance
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C16
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C15

Salute

mentale
Cl3a
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C10c assistenziale
Integrazion€9 C10 Tempi_attesdl|e
ospedale- Appropriatezza Percorso  chir._oncolggisfogie
territorio  prescrittiva_farmaceaticalogico croniche
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Puglia

Valutazione dello stato di salute della popolazione. Anni 2012-2014

A1 Mortalita' infantile A10 Stili di vita (PASSI) A3 Mortalita' per malattie circolatorie A2 Mortalita' per tumori A4 Mortalita' per suicidi

Bersaglio 2016

831 ?uilibrio F17
B2 Comunicazione pgtrimoniale Costo F12a
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C2a.M C15
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Cc4 Cl3a
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chirurgica Prescrittiva
c14 i Diagnostica
a
Appropriatezza Efficacia
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cs ceg delle
Qualita’ Cure Patologie
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infantile C7d C10 chir._oncologica

Pediatria C8a
Integrazione
ospedale-
territorio

c9 Percorso
Appropriatezaeologico
prescrittiva_farmaceutica

Analisi trend 2016

@ Migliorati (A): trend
positivo
Stazionari (B)

@ Peggiorati (C): trend
negativo

Totale indicatori: 73
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Toscana

Valutazione dello stato di salute della popolazione. Anni 2012-2014

A2 Mortalita' per tumori A10 Stili di vita (PASSI) A4 Mortalita' per suicidi A1 Mortalita' infantile A3 Mortalita' per malattie circolatorie

Bersaglio 2016
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Analisi trend 2016

@ Migliorati (A): trend
positivo
Stazionari (B)
@ Peggiorati (C): trend
38,5% negativo

Totale indicatori: 104
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Umbria

Valutazione dello stato di salute della popolazione. Anni 2012-2014 Analisi trend 2016
A4 Mortalita' per suicidi A2 Mortalita’ per tumori A1 Mortalita' infantile A3 Mortalita' per malattie circolatorie L4 r;g:';":" (A): trend
Stazionari (B)
@ Peggiorati (C): trend
negativo

Bersaglio 2016
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Veneto

Valutazione dello stato di salute della popolazione. Anni 2012-2014

A2 Mortalita' per tumori A4 Mortalita' per suicidi A10 Stili di vita (PASSI) A1 Mortalita' infantile A3 Mortalita' per malattie circolatorie

Bersaglio 2016
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Analisi trend 2016

@ Migliorati (A): trend
positivo
Stazionari (B)

@ Peggiorati (C): trend
negativo

Totale indicatori: 101
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Strategies and Tools to Manage Variation in Regional Governance Systems

Sabans Futi* asd Milens Vanieri
Lahor oy Mass pemenl and Heabb, lafings & Maragesen, Sesols Superion Saa’ Asna Piea, haly

Abstract

The recent ecomomic crisis bas led o concoms sbowt heahhcare om two Fonts: financial ausienity may
lead i incressing health disparibes relaled 1o socoeconomic staus, and the economic crisis hes obligsd
decision-makers ko conlain cosis. For both reasons, the isue of practics vanaBon deserves allention.

Inmiost coumtries, the global financial criss has contribused 1o reduced resources and cost containment
for healthcare. This siation has forced policy-makers and mansgers o imphement varous efficency
comirods, i the bopes of providing the same level of qualicy of health service af lower cost. At the same
i, divc-iston-makers are faced with the risk that firascial austerty may Tead o docreased health and
incremsod hoalth disparities. among residents hased on dherr socioconomic stamus or place of residimer.
Foor both these neasons, central and lacal govemments have neodad o adopt managerial ools capable
of supportmg decishon-making processes, mohuding the managoment of medical practice varisisns.
I fferent management tools have been developed s respond to the four casegories of variagions, that is,
variations in evidence-bised core, setiingsensitive cam, peefermcesensitive care, and  supphy-
sensiiive care.

Evidemce-based medicing (EBM) standards, such ms those adopted by the Tuscany perfomumnce
cvaluation sysiem, way be appropriate wols for managng peformance and reducing unwaranicd
varislion in both evidence-basad and sefling-sensiive re. In these cses, Mnancial incemlives may
help o reinforce the performance evaluation syslem. However, other Kinds of mechamiams are requinsd
o manage variation m preferoce-sensitive and supply-sensitive care. In thes sbsaions, inrmsc
incentives such as reports or direc! Feadback as appased o Gnancial incenlives may serve o align the
goals of providers with those of health authorities.

Dt ction

Lswamranied vanation is defimed o5 medical practice varations across regions, hospimbs, or plrgmc-m
that are mot explamed by illness, patient Ask factors, or patient pref e, Redacton in

varziien @ healih services can bhe lﬂlﬂtdhmhmhstr*pﬁ. o reduce overuse, undensse, and
misuse and occasionally theough cost variaton holds the promise not
only of reducing cosis, an issue that has become mcreasing by imponiani due io the financial crisis, bui also
of lesdmng 1 better quality care.

This chapler sms 1o identify and provide msaghts inlo the 100k Uhal may best s pport e manag ame sl
of medical practice variatons, with the goal of decressimg unwarranted varistion. It is informed by
reseanch comducied by the Darimouth Institute for Health Policy and Chinical Practice, which idenlified
three calegories of services thal exhibil unwamanied variation (Wenmberg el al. 2002); effective cane
(vasmation in adhenencs o evidence-based medaing); preforence-somsitive cant (vamation asocated with
patients” owen preforences ) and spply-sensitive cane (variabons where the neghonal aupply of & resounce
has a magor infloemce on regronal wiiization rates in the absence of evidence for additonal services).
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To set priorities in the planning phase...

Priorities and targets: supporting
target-setting in healthcare

Sabina Nu

Milena Vainieri andFederico Vola

Management by objectives requives selecting the appropriate number of indicators
to measure objectives and then defining high-prionity indicators. Failing to
address these two issues often vesulls in the so-called “performance paradox”. This
paper describes an algorithm apyplied in the healthcare sector in the lalian

regions. The resulling performance evaluation system is able to detect priority

indicalors inthe largel-selling phase, improving managemend and saving costs,

paradox; priority-setting.

Governance based on planning and control
ystems with performance indicators (Pls) and
s is a form of indirect control that is

ed necessary to admi any
complex system (Beer, 1966; Pollitr, 1986;
Carterd al., 1992; Bird ef al., 2005), However,
managing by ohjectives requires tackling at
least two issues:

*Defining the appropriate number of
indicators.

=Choosinga sigoroas
indi

pletodefine w
ors should be considered as high

governance by Plsand targets r
measures representing social compl
nomena. This ransdation process—Fr
phe
s design. Only a part of
phenomens e represented by quantitat
figures, because indicators portray the
‘measurable’ part of the observed object. In
additon, the measurement process has different
degrees of aceuracy. Inaccuracies in the
measurement process may bring about Bilse
alse negatives

e Loy guan

ess of governance by Pls
targets relies on the assumption that avail
indicatorsareboth representative and accu
The so-called “synecdoche’ principle assumes
that the measurable part will satisly both
conditions, by accurately repre:
object (Carter el al., 199
measurement systems ;
with the "synecdoche’ prine
of selected ndicators is rarely
the complexity of the evaluated processes
(Bevan and Hood, 2006) and may cause

eval uatio

performance

1 behaviour

torting efects of ¢
ystems ive (Birnberg o al, 1983;
Briers and Hirse, 1990; Le G mel Bartlet,
L tis that, in order to make

the performance targets(which should, in turn,
ions of organizational objectives)
havioural responses of the agents
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Profesor of
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Milena Vainien is
an Asistani
Professor in

v

are matched 7 fihepring
[ 1995). The selection of the indicators
and the consequent target-setting ph
therefore crucial, since they cn pote
generate incoherent behaviours in the system
and lead the organizations towards undesi
s (B 1 Oley, 2009;
Locke and 1
Sincethe 19505, scholars have be
the dysfunctional consequences  of
measurement; many of them have looked at
“output distortions’, Le. the attempts to achieve
single targets at the cost of significant but
unmeasured aspeas of performance (Nove,
1958; Rid, 1956; Miller, 1993; Korn
g 2002; Hood,

o ol al.,

2002; Propper a
2005; Bevan and Hood

In 1991, Boucka
diseases’ of public product
which resulted from wrong assumptions
problems concerning the content, position and
amount of measures (Boucka
1991). Similary. Smith wrote
potential and unintended behavioural
woes of performance data use (Smith,
hese problems are all the result ignoring
‘syneccdoche’ principle, which causes an
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4) Setting challening targets and conducting
fair evaluation
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How to set challenging goals and conduct fair evaluation in
regional public health systems. Insights from Valencia and
Tuscany Regions

Milena Vainieri %", Federico Vola®, Gregorio Comez Soriano®, Sabina Nuti®
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But to improve quality of care and create value for patients
we need to work on the determinants...

Diabetes-Related Major Amputation at lower limbs Rate per million residents — MeS-Lab Tuscany PES
results, 2012. Source: MeS-Lab

Diabetes-Related Major Amputation at lower limbs rate per milion residents - Tuscany LHAs
PES results 2012

>79.39
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30.77 - 46.98
< 30.77




Major diabetes-related major amputation rate per million residents in
Tuscan Local Health Authorities (LHAS),
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Differences could not be fully explained by the diabetes prevalence across LHAs
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But sometimes outcome unwarrented variation is determined by the absence of

integrated care...

RESEARCH AND THEORY

Bridging the Gap between Theory and Practice in
Integrated Care: The Case of the Diabetic Foot Pathway
in Tuscany

Sabina Nuti®, Barbara Bini*, Tommaso Grillo Ruggieri®, Alberto Piaggesi' and Lucia Riccit

Introduction and Background: As diabetic foot (DF) care benefits from integration, monitoring geographic
variations in lower limb Major Amputation rate enables to highlight potential lack of Integrated Care.
In Tuscany (ltaly), these DF outcomes were good on average but they varied within the region. In order
to stimulate an improvement process towards integration, the project aimed to shift health profes-
sionals’ focus on the geographic variation issue, promote the Population Medicine approach, and engage
professionals in a community of practice.

Method: Three strategies were thus carried out: the use of a transparent performance evaluation
system based on benchmarking; the use of patient stories and benchmarking analyses on outcomes, service
utilization and costs that cross-checked delivery- and population-based perspectives; the establishment
of a stable community of professionals to discuss data and practices.

Results: The project enabled professionals to shift their focus on geographic variation and to a joint
accountability on outcomes and costs for the entire patient pathways. Organizational best practices and
gaps in integration were identified and improvement actions towards Integrated Care were implemented.
Conclusion and Discussion: For the specific category of care pathways whose geographic variation is
related to a lack of Integrated Care, a comprehensive strategy to improve outcomes and reduce equity
gaps by diffusing integration should be carried out.

Keywords: diabetes; diabetic foot; geographic variation; performance evaluation; benchmarking; sentinel
events; engagement
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v The impact on the performance evaluation system...

Strategy > assessment

g g

value for patients Performance Evaluation
and population Systems (PES)




The effectiveness
and evidence-based
paradigm

The quality and
safety paradigm

The value
paradigm

LY

PARADIGM SHIFTs

20th century

Provide care that meets patients’ needs and is based on
the best scientific knowledge, that is evidence from the study
of groups/samples of patients (randomized controlled trials) or
from the systematic review of randomized controlled trials

Clinicians can know if they were practicing well and safely, by
comparing their work with performance standards
derived from the analysis of services provided to a larger
number of patients than any single clinician could see.

Value is defined around the patient, and the aim is to increase
value for individuals/population by allocating and using
resources to maximize benefit and minimize harm and
waste (anything that does not add value to the outcome).

Gray (2013), The Art of Medicine. The shift to personalised and population medicine. The Lancet, 382: 200-201
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Patient experience should be the starting point to achieve a high quality care.

Coherently, healthcare performance evaluation systems, driving the change in

line with the main strategic goals, should be designed considering the patient
perspective.

Instead, they are traditionally defined according the healthcare
services providers point of view. Consequently, they reproduce a ‘silo-
vision’ characterised by a clear responsibilities separation and limitation to the
specific setting of care or to the single organization
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( )
PREMs Patient are asked to report about their experiences on what actually
. ) occurred (not satisfaction)

g ) Standardized validated instruments to measure patients’ perceptions of
PROMs their health status (impairment), their functional status (disability), and

their health-related quality of life (well-being).

Physical symptoms Psychosocial concerns
W swroma [l srweroms W srwrome ] srverons
W swronc | sowiono m W srwroun

Coulter A, Fitzpatrick R, Cornwell J.The Point of Care Measures of patients’ experience in hospital: purpose, methods and uses. The
Kings Fund July 2009 https://www.kingsfund.org.uk/sites/files/kf/



Let’s play the patiew’c’s MLUSLe. ...

The stave, as well as the dartboard, relies on the five colour
bands (from red to dark-green). These bands are now displayed
horizontally and are framed to represent the different phases of
care pathways. This view allows users to focus on strengths and
weaknesses characterizing the healthcare service delivery in the

different pathway phases.
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Population’s health - 2010-2012

A4 Suicide mortality A2 Cancer mortality A10 Lifestyles A1 Infant mortality A3 Circulatory disease mortality
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Hospitals From Siloes to Pathway

Teaching Hospitals
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Reframing the PES system:
The Oncologic Care Pathway

Waiting times: Volumes: Quality:

_ _ Breast Breast Breast

Coverage: Diagnostic focus: | prostate Prostate Colon

Colon Rectum
Breast Breast Rectum
Colon-rectum Uterus
Cervix Lung

[ Follow-up }
4 N )
Y—{ h [ Surgery g
Screening Diagnosis J End of Life

y, . y, \
Oncologic/Radiotherapic
Treatments L
\ / [ Palliative Care }

Oncological .
treatments and Appropriatness
timeliness:
Drugs Treatments, Breast Timeliness
per capita cost Colon Appropriatness
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" Reframing the PES system - The «Stave»

Unit of analysis: geographic area Set of indicators selected based
on_a patient perspective

Western FVGIOncoIogicaI Pathway
Screening ® ® A ® Treatment

Breast  Breast  Cervix Cernvix  Rectal Rectal  Biomarker Waiting  Waiting an Waiting ~ Waiting  Waiting ~ Waiting ~ Waiting ~ Waiting Waiting ~ Waiting  Overhead Overhead DispersionOverhead Nipple  Nipple

screening screening Screening  screening colon colon appropr.  time breasttime breast {jme time colon time colon time rectumtim rectum time lung ~ time lung  time time admissions admissionsindex admissions skinand  skin and
expansion LHA expansion  LHA screening screenina LHA surgery  surgery prostate Surgery  surgery ~ Surgery  surgey  surgery surgery  uterus uterus  breast breast appropr.  prostate  breast breast
LHA LHA expansion LHA LHA IRCCS surgery LHA IRCCS ~ LHA IRCCS LHA IRCCS surgery surgery LHA IRCCS breast LHA sparing  sparing
LHA LHA LHA IRCCS surgery surgery  surgery

LHA LHA IRCCS

Pavia - Oncological Pathway

Screening I i i I i i Treatment i I

O

Breast  Cenix  Rectal  Biomarker Waiiig  Waiting \vaiing  waifing ~ Waiing  Waiting Waiting ~ Waiting ~ Waiting ~ Waiting ~ Waiting ~ Waiting ~ Waitng ~ Waiting ~ Waiting  Waiting  Nipple Nipple  Nipple

screening screening  colon apprcpr.  time oreast time breast time preast time time time time colon time colon time colon time recturr time recturr time recturr time lung  timelung  time time skinand  skinand  skinand

ATS ATS screening  ATS surgery  surgery - gyrgery prostate  prostate  prostate surgery surgery ~ surgery  surgery  surgery  surgery surgery ~ surgery  uterus uterus breast breast breast
ATS oo, sygen cos ASST  Clin. Found ASST  Clin. Found IRCCS  surgery  surgery ~ sparing  sparing  sparing

ASST IRCCS  Clin. Found syg

ASST IRCCS surgery surgery  surgery
ASST IRCCS  Clin. Found

Possibility to focus on e Multiple providers involved in the

each pathway service delivery

phase e Multiple providers providing the same
services in a specific geographic area
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the setting-related evaluation system should be
substituted by a cross-sectoral pathway-based evaluation,
where indicators of performance include also measures
reported by patients. The use of PREs and PROs to
understand patient perspectives will help providers deliver
more patient-centered care, and thus improve the

quality of care
At the strategic level Care-pathway
current PMS lack of: -_

-Patient-based perspective B !

-Assessment of performance e
at the inter-institutional Y T

level
Multiple-providers



Reccomendations

Integrated care implies the aim to create and delivery value
according to a patient and population based perspective

In order to avoid the so-called “performance traps”, it is pivotal to
find consistency between strategies and PMSs

PMSs of integrated care pathways should be reframed in order to
both adopt a patient perspective and consider the inter-
institutional structure of providers characterizing the service
value-chain

LY
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