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The Danish Healthcare system
DENmank has 5:3'mioxinhabitants o
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anpofrun.

\Vapubliciewneds

IlIespLBlic health care services Is financed by taxes
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ST :l—'lealth Care system is decentralized to 5 regions

'-—j_ b:lt IS a fundamental principle, that all citizens should fgave

free and equal access to health care services

* Freedom of choice of hospitals and improved opti
change general practitioner

Jan Mainz, The Danish National Indicator Project
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Clinical indicators -
‘Key messages:

ages:
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VIS Impossible without the

) J\/JJrJJrorJnc jealth care gue
ISENG] ical indicators

- Ih EYC _. te the basis for quality improvement,
,m i _tlon and transparency in the health care system

—
-
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O sy -

S|k mpératlve that clinical indicators are meaningful,
ntifically sound, generalizable and interpretable

— | —

~* To achieve this, clinical indicators must be developed
tested and implemented with scientific rigor

1

Jan Mainz, The Danish National Indicator Project
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Mgu res that ASSESSes a particular health care
PIOCESS Of outcome

QUi titative measures that can be used to

1 onitor:and evaluate the quality of important

= governance, management, clinical and support
/ _{Inctlons that affect patient outcomes.

| ~ measurement tools or flags that are used as
—= -**;-.. guides to monitor, evaluate and improve the
- _quality of patient care, clinical support service
: and organizational functions that affect patier
outcomes.




Gument the guality of care

ke comparisons (benchmarking)

b= akejudgments and priorities
»«Support accountability

:"-f Support quality improvement

Provide transparency




ASEMNC *’égreed definitions
S,Js,lﬂ ‘and sensitive
!Eand CIERE

= ;‘v s discrimination ability
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—— " Relate to identifiable events (relevant to clinical
—-—-=_':—" “practice)

= *  Permit useful comparisons
E Be evidence based
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SEACK ol decumentati -aout o major dlseases are. treateds
IRENEAICANE S/Jrem
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=2 ;g'q for the guality of medical care
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La_g <o) ﬁutcome assessment

‘ Jﬁw 2 ’kafof' ressource evaluation

w’-

PerS|st|ng variations

~ = s Examples of underuse and overuse

* No formal monitoring systems

The principal quality problems and their prevalen
and incidence are unknown

Jan Mainz
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—_— = * The Danish Medical Association
=« The Danish Nursing Association
-~ * The Danish Physiotherapist Association
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AN ajordiseases arerevaliateds

Evicenes ozise rrJ,eﬁrs ZNU PO COMENNUICATOTS
zife elSr ved by health professionals on national

EVE! '_
anJl professionals and clinical epidemiologists

Jf ponSIbIefor data-collection, analyses,
- aiuatlon and interpretation of results

_5- - ;‘Hospltals are compared at unit, county, national
= fand International levels

~ ®* Audit activities are organised at county and
national level

°* Improvements are initiated if necessary
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Jan Mainz, The Danish National Indicator Project



h National Indicator
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=EStablishiedlin 2000y medical/nursing societies and
egiens.
> Fusiclsiefl Py the 5 regions
ande ry participation by all public hospitals and
== Sreleve t clinical departments in Denmark

’sz"COmpr|5|ng continuous reporting of all relevant patient
— lef[h the diseases included

° Developed 10 indicator sets covering some 150 clinic
iIndicators (80% process/20 % outcome)
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c @fessmnals develop evidence
ndards and indicators for major
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«-Q‘ ea]th*professmnals assess and interpret
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* Based on scientific and transparent methods



atlonmlcator

IrnloreVinlefe srevention, diagnestics, treatment and
r—*rJrIDJJJL.,l!JJ =

RIomoeting dialogue between professionals and
anage en eht

) ' Ligg ntatlon for management information and

.,.._.‘__
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naking priorities
‘Iﬁff) ‘mation for patients and citizens




" Hip fracture
- Schizophrenia
°* Acute surgery
* Heart failure
°* |Lung cancer
* Diabetes

° COLD

° Birth

°* Depression

Jan Mainz, The Danish National Indicator Project
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PHASES OF INDIC/

Regional implementation Final indicator s
conferences



elopment of CTHM
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Plarnriirie) onzsie S CheeSethe clinicalareatorevaluate:

*  |mportance (high velume, cost, variation)
* Opportunities for clinical intervention

2. Organize the measurement team

e e Select group participants
e * Organize and divide tasks




PEVEIORIMENtphase | 8. Provideranioverview ofiexistingevidence |
N dRractices — ——
Presentationierdeocumentation and
g~ knowledge from the scientific literature
e for. potential indicators
®* (Consensus about existing knowledge and
practice

4. Select clinical indicators and standards
* Process indicators
———  Qutcome indicators

=== - * |dentify prognostic factors (risk
adjustment)

°* Consensus and rating procedure




‘-—

RSV BENENIOTI ALIESTONE randemized controlled trial

CENOMm -at Ieast one controlled study without randomization

Ilo — Eviclgpigs -j;g:" ‘at least one other type of quasi-experimental study

IENEVidEnce fi: om descrlptlve studies, such as comparative studies,
orrssumf;. udies and' case-control studies

1,&[“ en'ce from expert committee reports or opinions or clinical
- Xpe‘i’" eﬂce of-respected authorities, or both

1. Eccles M. et al, BMJ 1998;316:1232-1235
2. West S et al, AHRQ No. 02-Eo 16, 2002
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Q)uLc e denotes the effects of care on the health
Sic HSiOf patients and populations
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o The process of care do not signify quality until th
relationship to desirable outcomes have been
established
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[ISIECessary to have established a relationship
PEMWEEnta particular process and outcome
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Process indica
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EOIFSOIMENIOCESSHAGICALOISTIS litistment nlave =
SIIclIEIFTole
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=0 O r‘brocess measures risk adjustment may reveal
e ‘rf. lent factors are influencing a measure
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= -r‘jh'e more closely an indicator measures the actual
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‘»ﬂf"“*‘p‘rpcess of care delivered rather than patient adher
—— or other factors the less risk adjustment will be need
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«—:_. literature
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EIALENT
SIDETNOOEPNIC factors (age Sex, height)
BINIESIIEN ag_i | holemaghtgdl
SRSV CHOSOCIEl

JCornoliziges
+
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Aciors (sot

r— . - — e

HENINESS =
SSEVENLAPTOYNOSIS
JComaroiediny
-r :- =
Trig Efdslr[f}:—‘ﬁm- , diagnostics, care, rehabilitation, therapy and
CONe!

S(COTNPE il e:-'-

SHECT j3_r: eq’wpment
‘ei,_rlﬁ'e'nce based clinical practice
::Tr—f—OEfﬁcacy, accuracy

_ | The organization
eUse of clinical guidelines

eCooperation
eDelay

= OUTCOME




DARD SETTING

,-.* -
ANStandard oficare _embo dies ptabilitylofiaperformance or
PULCOIMETALE: o -— _—

ifiel =it |ute of care falls below the standard or. an undesired
Jj'c*'ﬁ 8 rises above this level, further. evaluation or. action is

:'- it ‘-(’)‘f evidence for both the clinical indicator and the related
_"S‘h ould'ideally be evidence

—= 2 tis difficult
~ *  The scientific literature does seldom report specific standard
- Clinician should interpret the scientific literature in order to

appropriate standards of care
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Designimeasure specificati
DEfiReTnaIicators and st

* |dentify target population

* Inclusion and exclusion criteria

* Risk adjustment strategy

* |dentify data sources

* Describe data collection procedures
°* Develop an analytical plan

on:

- 6. Perform pilot testing
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ASURE SPECIFICATIONS |

e specifications should

e

—

E Each component related to the indicator should be
described In detall



or t of clinical indic
IIETERA .ai. -phase- m&pon _

o Data from nc icla records — —

gUESHORIAINES, ClinIcal datalz
registers

-

q

9. Provide data analysis

10. Interpretation of findings
d. Analysis, evaluation, interpretation
D. Professional discussions of data results

- = 11. Implementation of improvements

Monitoring phase 12. Continuous evaluation of performance
Revision phase 13. Revision of clinical indicators
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Feedback to clinical departments
and unit. Every month

Feedback of risk adjusted data 2
times a year

Publication

Jan Mainz, The Danish National Indicator Project
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. J\J:azur* Datient Registry, Citizen registry
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=Al|fdatarfrom each patient are linked to the civil
_’3""" ~g13trat|on number
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R

”Reglstratlon form for each patient:
° Paper form
° Electronic form




2 Deiizl feef] . fation: Interrater reliability

. QJrrJ,f' ofipatient inclusion: Linkage of data from
= étonal patient registry and data from the project
faitébase | a part of the feed back system

D
— _,‘.4—-

-
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completeness - data reporting: validation by screen /
= part of the feed back system
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-fegularly conducted once a year and
- furthermore in case of special requirement —
with the aim of INTERPRETATION
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= l“re-ne ent with platelet inhibitor
;ma’{ment with with anticoagulants
,;.'fCTfMR scan

4"”

= ~Assessment by a physiotherapist
~ — Assessment by an occupational therapist
— Assessment of nutritional status




— Er*rue f”dlography
= J\Jew *Q_rk Heart Association Classification
IEXErCISE training

.;,;;"" edlcamentary treatment
-—’Pa’uent education
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* rlp Frelgitigcy
— ASS ment of nutritional status
—'r)sll.l'

| t 101ty of:Daily Living (ADL), before
== fapture

-
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—— Actlc:lty of Daily Living (ADL), after
-~ treatment

— Prevention against fractures
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ACHTE UpPRER gastreintestinal bleeding
BEmergency endoscopy

= ‘;;t_e endoscopy

= Scheduled endoscopy

= — — Therapeutic endoscopy

’J — Pharmacologic ulcer treatment

- — Endoscopic treatment of rebleeding

— Surgical treatment of primary or recurrent blee
episode

-
—
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;_—_=—11—’armly Intervention

e
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_ Psycho education
Planned outpatient treatment at discharge
Prevention of Suicide




Unit Variation of Improvement
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ed percentage of complete treatment package
vs. mortality, stroke

Percentage of patients who died within 30 days of admittance

a0

ol
Ly

D_

I I I I I I I I I
20034 200341 20044 200441 20084 200541 2006 2006111 20074

Quarter

—— Patients with fewer than 3 relevant indicatars

—f= Patients receiving between 75 % and 100 % of the complete treatment package
—%— Patients receiving between 25 % and 75 % of the complete treatment package
—- Patients receiving less than 25 % of the complete treatrment package
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ROSIT Vd ffects on the quality of the proces of
ellies and clinical outcomes
TCt

ar fmotlvate hospitals and departments to
= jhacus ONn Improvements

'z_,.—’

. Give patients opportunities to make
Informered choices of their medical care

* Transparency and accountability
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public reporting

RRIBVICEr organizatic sseem to be sensmve_- ——
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_ Ilc reportlng IS assoclated with both
= ‘4mproved processes and outcomes of care
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ROSIT Vd ffects on the quality of the proces of
ellies and clinical outcomes
TCt

ar fmotlvate hospitals and departments to
= jhacus ONn Improvements

'z_,.—’

. Give patients opportunities to make
Informered choices of their medical care

* Transparency and accountability
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=ffects
,amlly Intervention
—J-"‘IJDPjsycho Education
"~ * Planned Outpatient Treatment at Discharge

°* Prevention of Suicide
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ement focus

pply of reliable feedback (data) to support positive

"-"’3"’-!5 and regularly structured audit processes
-De _;_Je ntand Implementation of tools (e.g. Checklists, Clinical
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— Patie n't:Pathways) to support local standard fulfillment.
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ommission from the Nordic Council of Ministers

Cooperation started 2000
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tries and autonomous territories a—

SyenRmark -

Faroe Islands

,,,,,,,,

Greenland
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Tuesday, 22 January 2013
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JEU]?—J Nl tng }\Jc diccCountries:
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- To »s'iimu_]:' e guality improvement

T .

;,' = :prowde a basis for transparency and
_"‘_ countability in health care between the
- Nordic countries

—

°* To coordinate Nordic collaboration with OECD
and EU

Tuesday, 22 January 2013 53
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Jan Mainz, Sydd%%
Universitet

Kalla: www.thl.fi/fi_FI/web/fi/tutkimus/julkaisut/verkkojulkaisut



Rroportion of 12 years old without caries, %..
— , 1980-2010
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A Finland
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~ Strategies for High

- Performing Health Care

- Systems in OECD
Countries
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AMI case atality rates are dropping
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B

ancer survival is improving

il

| Netherlands 2 United States

Finland 1 Iceland

Ireland 1 Canada
76.7
Norway & Sweden
United States 2 72.5 i
Japan e "
United Kingdom 1 70.7 _ i
Canada 2 70.4 Finland 820 H
Luxembourg 1 63.5 Netherlands | 80.0 -
_.*:' OECD 62.2 France 826 .

= Iceland 1 62.0 Denmark

e Hungary 1 60.2 New Zealand

-.-"__ S — 60

e New Zealand 1 1 Norway
s

— —

— 59.6
- Italy 1 OECD (14)

Belgium 1 59.0
’ United Kingdom
Australia 1 56.2
France 1 47.1 Ireland
35.6 Korea

Czech Republic 1

Czech Republic

Japan 2

m2002-2007
1997-2002

40 60 80 100
Age-standardised rates (%)

Slovak Republic 1 Poland

100
Percentage

N



case-fatality within 30 days after admissio ischemic
stroke, 2000-09 (or nearest year) :

Age-sex standardised rates p
100 patients

57
57 :
58 :
6,1
7
6,1
Y U ——
6,2
6,3 | |

-
%)

Note: Rates age-sex standardised to 2005 OECD population (45+). 95% confidence intervals represented by H.

Mainz, Sydda
Universitet

Source: OECD Health Data 2011.



- Schizophrenia re-admissions to the same hospital, 2009 (or nearest year)

———-

—
iy

81 H

45 H

40 30

Rates per 100

Source: OECD Health Data 2011.

20

patients

10

Rates age-sex standardised to 2005 OECD population. 95% confidence intervals represented by H.
1. Data do not include patients with secondary diagnosis of schizophrenia and bipolar disorder.

2. Only re-admissions within 30 days of the initial hospitalization were counted as re-admissions.

Norway

280 H Poland
24,4+ l l Sweden

24,2 — l l Israel
24,0 l l Denmark *
21’5_|| l Ireland

193 l Finland

Belgium
OECD
Italy
New Zealand *
Spain
Canada 2
Czech Republic
Switzerland
United Kingdom

Slovak Republic

m Female
= Male

20

30

Rates per 100 patients

40

Jan Mainz, Syddansk

Universitet
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e Cervical cancer sE?e?n"mg, percentage women screened aged 20-69, 2000 to 2009
(or nearest year)

=2009 2000

United States 2
United Kingdom *
Norway *
Sweden ’
New Zealand *
Canada 2
Spain 2
France 2
Slovenia *
Finland *
Iceland '
Denmark *
Netherlands *
Chile *
Korea 2
Belgium *
Ireland *
Australia * ;
OECD (17) . N\
Estonia *
Luxembourg *

Yy,
<
Czech Republic * ’ -
Italy *
Mexico * g
Turkey '
s
’ Vi
: T—

®

Japan 2

Hungary ' ==

Slovak Republic *
1. Programme. 2. Survey0

Source: OECD Health Data 2011. T I\/Iainz, Syddans‘k \
Universitet
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Asthma hospital admission rates, population aged 15 and over, 2009 (or nearest

year)

Portugal
Canada
Mexico
Italy
Sweden
Germany
Netherlands
Switzerland
Iceland
Hungary
Denmark
Czech Republic
Slovenia
France
Ireland
Spain
Norway
Belgium
OECD
Austria
Australia
Israel
Poland
United Kingdom —
Finland . /‘\
Malta
New Zealand
Singapore
Korea
United States
Latvia
Slovak Republic

= Female

®

5“
N

[y
o

180 —

2r 100 000 population

TR, Syddansk
Universitet

Note: Rates are age-sex standardised to 2005 OECD population. 95% confidence intervals are represented by H.

Source: OECD Health Data 2011.
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Obstetrics

"’- N —
|

. | Decubitus ulcer. (PSI'3)

-"-;,Infection due toymedicallcare (PSI 7)
Complications of anaesthesia (PSI 1)
latragenic pneumothorax (PSI 6)
Postoperative hip fracture (PSI 8)
Postoperative respiratory failure (PSI 11)

Postoperative pulmonary embolism (PE) or deep vein thrombosis (DVT) (PSI
12)

Postoperative sepsis (PSI 13)

Accidental Puncture or Laceration (PSI 15)

Foreign body left in during procedure (PSI 5)

Transfusion reaction (PSI 16)

Birth trauma — injury to neonate (PSI 17)

Obstetric trauma — vaginal delivery with instrument (PSI 18)
Obstetric trauma — vaginal delivery without instrument (PSI 19)

Obstetric trauma - caesarean section (PSI 20)

Jan Mainz, Sydda
Universitet



Clinical indicators -
‘Key messages:
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VIS Impossible without the

) J\/JJrJJrorJnc jealth care gue
ISENG] ical indicators

e the basis for quality improvement,

R LIEY CT
on and transparency in the health care system

,m Il *:'

' ‘_ S jm‘peratlve that clinical indicators are meaningful,
scientifically sound, generalizable and interpretable

— - | —

~* To achieve this, clinical indicators must be developed
tested and implemented with scientific rigor

1

Jan Mainz, The Danish National Indicator Project
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glinprovements in care directly attributable
LONIETIO! imance measurement are being
rar)m edly documented

’. ——

= «: t.nvestment In quality measurement will
— get ‘paid in terms of improvements of

_.‘—-
— __'-4-—-
'—z,’

—— ﬂatlent care




and outcome have documented effects:

2 rple IJI‘J‘:Z‘ quallty of the proces of care

—v- ‘-

J lmr O\ ed clinical outcomes

e iy -

———Kilder

« Mainz J, Krog BR, Bjgrnshave B, Bartels P. Nationwide continuous quality improvement
= using clinical indicators: The Danish National Indicator Project. International Journal for
Quality in Health Care 2004.

Mainz J. Quality indicators: essential for quality improvement. International Journ
Quality in Health Care 2004
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ch—*véJor)ae -over the last 100 years

=EVIACO Jf fies are able to document the quality of their
i's:a_rz_'f:_ ' system nationwide

_J E,a Jcountries have a mandatory system to track the
=t ty of care delivered to their citizens

= — T ,—here IS a need for investment in quality measureme
systems at national and international level
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S heeded for natio _ .
~qualit provem
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MPEVEIopment of a culture of quality

ifs) proy including education and

irel il ng

=~ c e I]ty systems to track valid data on the
§ uallty of care

-

—

e

_ =§tructures and organisation to conduct
guality systems

* And leadership, and leadership and
leadership







