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organization for economic cooperation
and development (OECD)

- Health Care as part of the broader
Economy

- From well-fare economics towards
wellbeing and value

- Health Care Quality Indicator program
since 2002

- Mandate to broaden statistics to patient
reported outcomes since 2017




HAG 2017 life expectancy at birth

3.1. Life expectancy at birth, 1970 and 2015 (or nearest year)
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Figure 1.1, Snapshot on health status across the OECD

LW 0ECD HIGH 2008 2015
Latvia |celand 13
Life expectancy (male) “°g Pl
Years of life atbirth 68 60.7 770 812 88 759
Life expectancy (female) Mo B
Yearsoflifeatbith 73 495 81 8N 93 812
Life expectancy atage6s " A 5 L
Years of life 15 6.4 95 29 05 "
Ischaemic mortality Japan Latvia 160
Age-standardised rate per —® L Q
100000 population 0 34 112 38 400 "
|
Dementia prevalence """ " il
Cases per 1000 population 5 79 148 233 &

Note: the Y-axis for OECD trends is standardised to have fixed height, based on the minimum and maximum values
of the indicator, The high-low X-axis is standardised with constant distance from the OECD average whenever the

indicator is not truncated at 0.




Figure 1.2. Snapshot on risk factors for health across the OECD

LOW 0ECD HIGH 2005 2015
Daily smoking Mexico Greece 237 -
% of population (15 years+) who . [ ] L
smokesdally 0 76 84 23 3 "y
Alcohol consumption Turkey Belgium ”O\_O
Liters per capita (15 years+) —@ [ ] ] 9.0
consumed ina year ¥ 1.4 80 1256 18
Obesity  Japan United States 194
% of population (15 years+) with —® ® & 165
BMI>30 0 37 194 38.240
Air pollution  yew zeatand Turkey H'ED Vil
Mean annual population exposure ® ¢ *
to PM, ., pg/m’ 0 55 151 364 40

Note: The Y-axis for OECD trends is standardised to have fixed height, based on the minimum and maximum values
of the indicator. The high-low X-axis is standardised with constant distance from the OECD average whenever the
indicator is not truncated at 0. Air pollution shows data for 2005 and 2010 to 2015.




Figure 1.5. Snapshot on health care resources across the OECD

LOW 0ECD HIGH 2005 2015
Health care expenditure  Mexico United States - *
Total current expenditure per ——@ ’ 0
capita, USDPPP  1.0K 40K 9.8K 2 8K
Doctors percapita  Turkey Greece M
Number of practising physicians L L O
per 1 000 population 18 34 3 B 1
Nurses per capita  Turkey Switzerand 4
Number of practising nurses per —@ L 00—
1000 population 0 2.0 90 180 20 "
Beds per capita  Mexico Japan 93
Number of beds per 1000 —@ ¢ O
population 0 15 47 132 15

Al

Note: the Y-axis for OECD trends is standardised to have fixed height, based on the minimum and maximum values
of the indicator. The high-low X-axis is standardised with constant distance from the OECD average whenever the
indicator is not truncated at 0.




Figure 1.3. Snapshot on access to care across the OECD

LOW OECD HIGH 2005 2015
. EE.EC,...-—--—OEI?.EI —
Population coverage Greece 0ECD
% of population covered by insurance for a a0 ¢ 0
core set of services 86.0 979 1
. : 3.0
Share of 00P expenditure France Switzerland
% of medical expenses on final household ¢ L L
consumption 0 14 30 53 T 28
Waiting times for cataract Netherinds Poland 133
Number of days from referral to procedure — @
03 1 464 500 {01
. . (German Poland
Doctor consultations skipped ‘
. —& ® ¢
Age-sex standardised rate per 100 g 26 105 ug 40

(skipped due to cost)

Note: the Y-axis for OECD trends is standardised to have fixed height, based on the minimum and maximum values
of the indicator, The high-low X-axis is standardised with constant distance from the OECD average whenever the
indicator is not truncated at 0.




Canada compared with Health Care Quality
Indicators from a selected group of OECD countries
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6.20. Thirty-day mortality after admission to hospital for AMI based on linked data, 2013-2015
(or nearest years)

* Within expected range & (Canada ® Denmark + Finland
+ [srael * |taly " Korea * Latvia
& Norway 4 Slovenia o Sweden ® United Kingdom
Reference population rate 99.7% Control limits
Age, sex, co-morbidity standardised mortality rates per 100 admissions of adults aged 45 years and over
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Number of AMI admissions, 2013-2015 (or nearest years)

Note: Each dot in the figure represents a single hospital, unless otherwise stated. Results for Canada do not include deaths outside of acute care
hospitals, UK data are limited to England and is presented at trust-level (i.e. multiple hospitals).
Source: OECD Hospital Performance Data Collection 2017,

StatLink mgom http://dx.doi.org/10.1787/888933603716



OECD framework data collection Health Care Quality
Indicators

OECD Framework for Health System Performance Measurement
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Non-health care determinants of health
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Healthcare System Performance
How does the health system perform? What is the level of quality of care across the range of patient care needs? What
does the performance cost?
Dimensions
Quality Access Cost / expenditure
Responsiveness / patient Lo

P P Accessibility
centredness

Equity

Health care needs Effectiveness Safety

Primary prevention

Getting better
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Living with illness or
disability / chronic care

Integrated care
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Coping with end of life
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Efficiency
Macro and micro-economic efficiency
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Health system design, policy and context




OECD Statistics

The OECD Health Data Questionnaire collects data on a range of
variables related to health status, non-medical determinants of
health, the pharmaceutical market, waiting times, long-term care
resources and utilisation, and public and private health insurance
coverage.

The OECD/Eurostat/WHO-Europe Joint Questionnaire on Non-
Monetary Health Care Statistics collects data on health care
resources (human and technical) and health care activities.

The OECD/Eurostat/ WHO Joint Health Accounts Questionnaire
collects data on health expenditure by function, provider and
financing scheme, based on the System of Health Accounts.

The OECD/Eurostat Purchasing Power Parity (PPP) Questionnaire
collects data on the prices of a selected set of health services and

goods (for the purpose of developing health-specific and economy-
wide PPP indices).

The OECD Health Care Quality Indicators Questionnaire collects
da}a o)n quality of care (including health outcomes and patient
satety).




Where we come from

Start Health Care Quality Indicator (HCQI) work in 2002 commrm

Improving Value
in Health Care

(with input from CWF and Nordic Council)

— A conceptual framework for the OECD Health Care Quality Indicators Project

—  OECD Health Care Quality Indicator Project. The expert panel on primary care

prevention and health promotion

Work on indicators on acute care, primary care, cancer and |
infectious diseases |
—  Publication in OECD Health at a Glance (HAG) since 2007 >> Health at a Glance 2013

Work on patient safety indicators

—  Publication in OECD HAG since 2011
— International comparability of patient safety indicators in 15 OECD member
countries: a methodological approach of adjustment by secondary diagnoses

Work on mental health and patient experience indicators
—  Publication in OECD HAG since 2013 e
Revision of framework and set of HCQI in 2013

5?{\ Information Infrastructure
for Health Care Quality
—  Towards actionable international comparisons of health system performance:
expert revision of the OECD framework and quality indicators

Work on health information infrastructure since 2011

ﬂ
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http://www.ncbi.nlm.nih.gov/pubmed/16954510
http://www.ncbi.nlm.nih.gov/pubmed/16954512
http://www.ncbi.nlm.nih.gov/pubmed/16954512
http://www.ncbi.nlm.nih.gov/pubmed/21762143
http://www.ncbi.nlm.nih.gov/pubmed/21762143
http://www.ncbi.nlm.nih.gov/pubmed/25758443
http://www.ncbi.nlm.nih.gov/pubmed/25758443

Where we are going .....

Deaths - Mortality and life-expectancy
1 » data source: death registries
» Prevalence and incidence of diseases
Diseases « medical/clinical perspective
1 » data source: administrative & clinical data

« How health system deals with disabilities
Dlsablllty * DALY, QALYs, SF36
» data sources: registries and surveys

1 « Things that matter to patients, carers, families & populations
_ * Wellbeing, function, pain,
Wellbeing « Quality of Life

» Generic (e.g. EQ-5d; SF-12; Picker) and disease specific (HOOS, Oxford....)
« \Validated, sensitive & objective tools




Quality indicators on cancer care

6.36. Colon cancer five-year net survival, 2000-04 and 2010-14
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Jote: 95% confidence intervals have been calculated for all countries, represented by grey areas, Expected updates in the data may reduce the survival
stimate for Chile to 43.9, and may also reduce the estimate for Costa Rica. Updates may also lead to very small changes in the survival estimates for
‘anada and for the OECD average,

.. Data with 100% coverage of the national population.

iource: CONCORD programme, London School of Hygiene and Tropical Medicine.

StatLink o™ http://dx.doi.org/10.1787/888933604020



>> Link with cancer policies

« Cancer Care; assuring quality to improve
survival (OECD report 2013)

« Existence cancer registries
« National cancer governance
« National screening programs

 Volume norms (minimal numbers of cancer
patients treated) concentration of services

» Access cancer drugs




Quality indicators on primary care

6.11. Diabetes hospital admission in adults, 2010 and 2015 (or nearest year)
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1. Three-year average.
Source: OECD Health Statistics 2017.

StatLink mm hitp://dx.doi.org/10.1787/888933603545



Link with policies to strengthen primary
care

» Primary Care Models assuring access,
population health, equity, effectiveness
and efficiency (OECD report 2019)

 Link with policies on integrated care and
OECD report on lessons learned from
quality reviews in 15 countries (2017)




Variation across countries in 30d AMI
fatality rates

Apge-sex standardized rate per 100 admissions of adutts aged 45 years and over :ﬂgﬁm :?g;ﬁf‘m
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Note: Mexico admission and patient-based rates are drawn from different samples of national data and are not directly comparable.
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6.20. Thirty-day mortality after admission to hospital for AMI based on linked data, 2013-2015
(or nearest years)

* Within expected range & (Canada ® Denmark + Finland
+ [srael * |taly " Korea * Latvia
& Norway 4 Slovenia o Sweden ® United Kingdom
Reference population rate 99.7% Control limits
Age, sex, co-morbidity standardised mortality rates per 100 admissions of adults aged 45 years and over
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Number of AMI admissions, 2013-2015 (or nearest years)

Note: Each dot in the figure represents a single hospital, unless otherwise stated. Results for Canada do not include deaths outside of acute care
hospitals, UK data are limited to England and is presented at trust-level (i.e. multiple hospitals).
Source: OECD Hospital Performance Data Collection 2017,

StatLink mgom http://dx.doi.org/10.1787/888933603716
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6.21, Thirty-day mortality after admission to hospital for AMI based on linked and unlinked data,
2013-2015 (or nearest years)

B Based on unlinked data M Based on linked data
Age, sex, co-morbidity standardised mortality rates per 100 admissions of adults aged 45 years and over
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Note: The width of each line in the figure represents the number of hospitals (frequency) with the corresponding rate. Data for Canada not linked to
death statistics. UK data are limited to England and presented at trust level (i.e. multiple hospitals). Ordered by inter quartile range of admission-based
data. Rates based on linked data are also standardised for previous AML
Source: OECD Hospital Performance Data Collection 2017

StatLink mgom http://dx.doi.org/10.1787/888933603735




Link with policies on cardiovascular
care

e Cardiovascular Disease and Diabetes;
policies for better health and quality of
care (OECD 2015)

 Effectiveness cardio-vascular pathways

» Planning intervention facilities
(ambulance, CCU, catheterization
facilities)




Data Sources used in the HCQI
program

« Mortality Statistics

» Registries

« Administrative Data-bases
 (electronic) Health Records
* Surveys

« Data linkage capacity
» Extent and quality of coding




>> Methodological Challenges

» Reliability of measures
 Validity of measures

 Actionability of measures
 International Comparability




“We, the OECD Health Ministers,

e -:-.',,:.'.". ‘an welcome the advice from the OECD
= . « Pitient —Reported High-level Reflection Group on
Indicators Survey Health Statistics to invest in better

The next generation of OECD health statistics

cross-country comparative measures
of patients’ own experience of
medical care and health care

outcomes, and we ask the OECD
to further engage in the
analysis and development of
such comparative measures.”




(precision)

Breadth

narrow (comprehensiveness)

B SF-8 EQ-5D (5
Single item
Pain scale (1)

PHO-2
5F-12

Whodas (12)

Meuro-
QoL
Fatigue 5F
(8)

SAQ-7

HOOS (5) EPIC-CP (16) LCSS [15)

o Disease Specific
Domain

specific

EFIC-26 FACT-L (37)

EOQORTC-QLO-C30
55-0ol (49)

+ High acceptability

+ Clinically relevant

- Mo comparison to general population
{limiting economic evaluation)

- Restricted focus, may not detect
unforeseen effects of treatment

OCI[qzj.
+ High precision

- Assessment burden

PROM types are: Domain, Disease, or Generic. The ideal
(combination of) PROM is determined by specific needs/goals

broad

Generic

S5F-36
NHP (55)

Measures HROL, suitable for broad range
of health problems

Allows for comparison across conditions
Allows for comparative effectiveness of
treatments between diff patient groups
Helpful for assessing new treatments when
therapeutic effects are uncertain

Sensitive to measurement bias
Lessresponsive to clinically important

changes
Limited relevance due to low detail level

Utility measure (#items)
Psychometricmeasure (#items)

Utility measures are used in cost—benefitanalyses to evaluate the trade-off between the quality and quantity of life in the calculation of quality-adjusted life years
(QALYs) foreconomicevaluation (costeffectiveness)and policy research



>> Link to policies (PaRIS initiative)

 Introduction of patient reported outcome
measures (PROMS)

 International benchmarking on hip/knee,
breast cancer and mental health

» Development of a new survey for persons
with chronic conditions treated in primary
care




Better use of health data

« Scope to improve quality of care: —
Strengthening Health
Information Infrastructure
> Linking data across providers // Governanc. !

» Providing access via EHR systems

OECD Health Policy Studies

Health Data Governance
/ / PRIVACY, MONITORING AND RESEARCH

« Data privacy protection issues

Recommendation o f the OECD Counci
on Health Data Governance

« OECD Council Recommendation

> Establish effective governance:

— 12 high-level principles -
— ongoing monitoring of progress

THE NEXT GENERATION
of HEALTH REFORMS

@) OECD




>> Linking cost and quality

Economics of Patient safety (from failure
costs towards prevention costs)

Broadening Outcome Measurement
Short and long-term health care episodes
Substitution in setting and person

Performance of services in a health system
context (P4P, Bundled Payment,
Population Based Payment Mechanisms
and ACO’s)
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