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Introduction

The renewed interest in understanding safer prac-
tices has led to a search for better measures of per-
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Abstract

Objectives Patient safety and safer practices are central themes to many
national strategies for accountability. The multinational Quality Indicator
Project® (QI Project®) database is used to identify patterns of indicator use
to measure safety of care in Asia, Europe, and the USA.The second objective
1s to assess, within the context of an indicator project, the usefulness of indi-
cators to measure errors or mishaps. Design and setting This descrip-
tive study retrospectively analyses indicator use patterns among hospitals in
Asia, Europe, and the USA. The QI Project® database is used for the 1999
2002 period. Statistical testing (P-value) of the differences in use percent-
ages across five countries is based on ‘country’ rather than ‘hospital’ as the
unit of analysis. Results There was a significant increase in overall QI
Project® indicator use worldwide between 1999 and 2002. The average
change in use was 6.8% for safety indicators and 4.2% for all other indica-
tors. When analysed by country (USA, Austria, Belgium, UK, and Taiwan),
the average increases in use percentage were highest in Taiwan and Bel-
gium. When the country-specific differences were tested for significance,
Taiwan showed the largest (and statistically significant) increase in safety
indicator use between 1999 and 2002 (P < 0.0001). In the USA, the rates of
safety indicator use have decreased (P =0.0502) during the same time
period. Conclusion This paper identifies, perhaps for the first time, how tra-
ditional indicators of hospital performance are being used to understand a
hospital’s performance and associated safety of care. Although the study’s
time frame is limited to 3 years, the findings seem to suggest that the interest
in using these traditional indicators as proxies for safer practice measures is
increasing among the QI Project® participants worldwide. The challenge of
using inherently value-free indicators as indicators of safety (hence de facto
labelled as ‘error’ focused) should be further studied.

formance across health care institutions. Although
hospitals have always been expected to monitor
adverse events on an ongoing basis through quality-
assurance and risk-management activities, the Insti-
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tute of Medicine (IOM) report of 1999 (Kohn et al.
2000) drew increased attention to the issue of ‘safety’.
Often defined as ‘patient safety’ approaches, the true
intent of many initiatives is to understand the rela-
tionship between different modes of practice and
undesirable outcomes. Thus, patient safety initiatives,
while inherently sending an accountability message,
are often, at their core, initiatives to define better
organizational practices.

This paper discusses how existing indicators of per-
formance can be used to measure safer practices or
even ‘patient safety’. Data from the Quality Indicator
Project® (QI Project®) and its international compo-
nent, the International Quality Indicator Project
(IQIP) (see ‘Sidebar’ at the end of the article), are
analysed to document the patterns of change
(between 1999 and 2002) in hospital indicator use
across the USA, Europe, and Asia. The second objec-
tive of this paper is to discuss the usefulness of value-
free indicators in documenting errors and mishaps,
clearly negative value-ridden definitions.

Safer practices and patient safety: a continuum
of measurement

Patient safety is a high-priority goal as well as a mea-
surable outcome for health care organizations.
Health care providers, however, face formidable
challenges in translating the nature and magnitude
of iatrogenic risks expressed by indicator rates and
trends into meaningful information for patients and
communities. For example, a 15% risk of deep vein
thrombosis has inherently no meaning to a patient
undergoing hip replacement. A 3% unplanned re-
admission rate says little to patients’ families who
must participate in a new health care episode that
was, at least in their minds, unanticipated and unex-
pected. In contrast, a one-line statement during the
evening news broadcast concerning a ‘wrong site’ or
‘wrong patient’ surgery can immediately shape a
community’s impression about the ‘safety’ of care
services in their hospital. Even if there were only one
wrong-site surgery for every 1000 or 10 000 similar
surgeries, the rate itself is not central. In such state-
ments, the power of the numerator in shaping popu-
lar opinion is more decisive than any predictive
modelling. Therein lies the challenge to hospitals (1)
of planning how to embark on measuring safety and

(2) in communicating the process and findings to
wider audiences.

Objective and measurable indicators of perfor-
mance can help health care organizations identify
trends and patterns of practice as well as improve-
ment opportunities. The QI Project® presents a
unique worldwide repository of indicators that con-
tain a subset of measures directly addressing ques-
tions of processes and immediate outputs. Health
care organizations strategizing for accountability on
safety of care may therefore be using the QI Project®
to address the difficult necessity of measuring and
communicating ‘safety’.

The original intent of the QI Project® indicators

The QI Project® indicators were designed to address
performance aspects through statistical and epidemi-
ological techniques in a value-free manner. However,
with the increased worldwide attention to patient
safety, some of the measures may have a ‘field-
acquired’ value as proxies for the safety of practices
through their purposeful use as ‘safety indicators’ by
many of the IQIP participants. While value-free indi-
cators have been defined elsewhere (Kazandjian &
Lied 1999), their fundamental characteristic is that
the direction or the magnitude of the rates in them-
selves does not connote goodness or badness of
performance. For example, a 10% re-admission rate
cannot immediately be labelled as better than a 15%
re-admission rate. Nor should a hospital reporting
7% falls in high-risk patients advertise itself as ‘safer’
than the hospital showing a 9% patient fall rate. The
IQIP works closely with participating hospitals to
avoid inappropriate use of the indicators. All the
project indicators follow the same logic and have
been shown to be generic constructs applicable
across 1800 hospitals worldwide (Kazandjian et al.
1996; Thomson et al. 1997; Mechtler et al. 2002; Qua-
ethoven et al. 2002). Consequently, when an indicator
measures safety of practices, it is the assessor of per-
formance who places a value on (or ‘evaluates’) the
level of safety reflected through the measures. In
other words, ‘safety’ is not a value-free term; it imme-
diately connotes an assessment of ‘good’ or ‘bad’.
Despite the judgement about performance that
may result from interpreting an indicator that mea-
sures a component of ‘safety’, the intent of an indi-
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cator, through a rate, is not to ascertain ‘goodness’
(Kazandjian 2002), but to serve as a pointer (Kazand-
jian 1991) to narrow the inquiry’s (i.e. Why some-
thing happened?) focus. Thus, while a number of
IQIP indicators have implications for safer practice
profiles in health care organizations, they should not
be used alone as direct measures of safety during
service delivery.

Methods

Background and setting

The current study follows observations from a previ-
ous analysis (Kazandjian et al. 2003) which compared
patterns of QI Project® indicator use across hospitals
in the USA, Europe, and Asia. When 10 of the most
commonly used indicators’ rates were evaluated, this
earlier analysis showed comparability of use rates
across measures, which were used by more than 700
hospitals in the USA and nine Asian and European
countries during the period 1999-2001.

The present study explores the patterns of use of
indicators being used as proxies for safer practices
among IQIP participants. In comparing the fre-
quency of these proxy indicators’ use among hospi-
tals in Asia, Europe, and the USA, seven distinct care
provision and utilization categories emerged. These
include: antibiotic prophylaxis; unscheduled re-
admissions; unscheduled admissions following ambu-
latory procedures; unscheduled returns to intensive
care unit or operating room; physical restraints in the
acute care setting; documented falls in the acute care
setting; and unscheduled returns to the emergency
department. Indicators from seven categories that
showed the largest percentage point change in fre-
quency of use from 1999 to 2002 for at least one of
the above regions are shown in Table 1.

This study focuses on the above indicators, which
were used worldwide by 1107 hospitals in 1999 and
1108 hospitals in 2002. The study focuses on this
1999-2002 time period for two reasons. First, the
number of QI Project® participants from outside
the USA using these indicators is of a critical mass
to allow for analysis and comparisons during this
period. Second, the IOM released its first report on
patient safety in the USA in 1999 (Kohn et al. 2000),
creating a global ripple effect. Therefore, the time

period 1999-2002 also allows for a possible ‘before
and after’ assessment of the magnitude of increases
in the use of indicators that imply safety and safer
practices following the 1999 IOM report.

The methods of analysis are both descriptive and
quantitative. The data, shown in Table 2, allow for a
quick comparison of the frequency of safety indicator
use by geographic region for 1999 and 2002. For this
study, these indicators were chosen as ‘safety’ mea-
sures, from the more than 290 acute care measures
available to hospitals using the QI Project® world-
wide, because each reflects:

1 a distinct relationship between processes of care
that have a high likelihood for ‘safety breech’, and

2 ahigh likelihood for error during the care process
as established or strongly suggested in the literature.

The unit of analysis

The country, not the individual hospital, is the unit of
analysis. It is posited that the general atmosphere in
the country, and the consequent incentives to embark
on safer practices analysis, determines the overall
patterns of indicator use changes over time (i.e. 1999
and 2002).

The analysis of continuous use of safety indicators

In order for indicator usage in a particular country to
be included in this analysis, there needed to have
been continuous participation of the country’s hospi-
tals in the QI Project® or the IQIP. Such a method-
ological requirement was used in two previous
studies (Kazandjian & Lied 1998; Kazandjian ef al.
2003). This requirement eliminated from the current
study hospitals in Portugal, Singapore, and Germany,
where adoption of the IQIP began after 1999. For the
remaining five countries, summary statistics for 1999
and 2002 were computed, and a two-tailed test was
performed to detect any effect of time on the use of
the indicators. For this paper, statistical significance is
assessed at the 0.05 level.

Safety vs. other QI Project® indicator use
pattern profiles

As stated at the outset, a subset of IQIP indicators
has been qualified as ‘safety’ measures by a number
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Table 1 Frequency of subindicator use as ‘safety indicators’ by region and year

ASIA EUROPE USA
1QIP subindicators* 1999 (40)' 2002 (79) 1999 (36)' 2002 (195)' 1999 (1031) 2002 (834)"
Antibiotic prophylaxis for hip 27.50% 45.57% 13.89% 6.15% 27.93% 23.26%
arthroplasty within 2 hours prior to
incision
Antibiotic prophylaxis for vaginal 22.50% 50.63% 2.78% 3.08% 26.77% 17.75%
hysterectomy
Unscheduled acute care re- 52.50% 83.54% 41.67% 13.85% 47.82% 32.37%

admissions within 15 days for the
same or a related condition
Unscheduled acute care re- 12.50% 21.52% 0.00% 4.10% 48.11% 53.12%
admissions within 31 days for DRG
127 heart failure and shock, or
related condition

Unscheduled admissions following 0.00% 7.59% 5.56% 11.79% 14.35% 11.63%
ambulatory cardiac catheterization

Unscheduled admissions following all 5.00% 31.65% 8.33% 66.67% 39.28% 30.46%
other ambulatory operative
procedures

Unscheduled returns to intensive care 60.00% 88.61% 22.22% 12.31% 58.78% 47.12%
units

Unscheduled returns to the operating 47.50% 78.48% 52.78% 84.10% 75.36% 69.30%
room

Acute care physical restraint events 17.50% 39.24% 0.00% 4.62% 21.92% 27.22%

Acute care physical restraint events 15.00% 34.18% 0.00% 4.62% 0.00% 14.63%
because of risk of falling

Acute care inpatients with one or 15.00% 35.44% 0.00% 4.62% 22.11% 20.98%
more physical restraint events

Documented falls in acute care 77.50% 86.08% 8.33% 17.44% 30.75% 45.56%

Documented falls in acute care 42.50% 70.89% 8.33% 12.82% 26.29% 30.10%
resulting in injury with severity
score 1

Unscheduled returns to the 42.50% 81.01% 5.56% 6.67% 39.77% 28.42%
emergency department within 24
hours

Unscheduled returns to the 45.00% 81.01% 5.56% 6.67% 35.11% 24.94%

emergency department within 24
hours resulting in an inpatient

admission

Unscheduled returns to the 47.50% 82.28% 5.56% 6.67% 62.46% 53.96%
emergency department within 72
hours

Unscheduled returns to the 35.00% 77.22% 5.56% 6.67% 54.51% 43.88%

emergency department within 72
hours resulting in an inpatient
admission

*List of select subindicators representing measures from eight different categories.
fCalendar year followed by the number of participating hospitals in parenthesis.
Source: the International Quality Indicator Project (IQIP).
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Table 2 Number of hospitals by country reporting data for indicators in 1999/2002

IQIP indicator USA Austria  Belgium Taiwan UK
Antibiotic prophylaxis 386/279 2/3 1/0 12/45 2/8
Unscheduled re-admissions 761/624 2/0 1/3 20/52 16/131
Unscheduled admissions 426/340 0/0 0/6 3/21 4/129
Unscheduled returns to intensive care unit 606/399 1/6 3/7 22/56 4/5
Unscheduled returns to operating room 777/582 4/25 0/1 17/47 15/131
Physical restraint 249/249 0/0 0/2 7/32 0/0
Documented falls 323/385 1/8 2/8 31/61 0/9
Unscheduled returns to emergency department 762/570 0/0 1/6 22/59 i7al
Patients leaving emergency department before treatment is complete ~ 697/470 11 1/7 20/48 3/0

Source: the International Quality Indicator Project (IQIP).

Table 3 The mean percentage of usage of safety indicators and all other indicators by country

Mean percentage of usage (SD)

Country Safety* n 1999 2002 Difference (%)
USA 0 177 (19.3) 15.4 (15.5) -3.3t
Austria 0 50 (13.9) 19.6 (21.4) -5.0
Belgium 0 76 (17.2) 33.6 (28.8) 0.3
UK 0 69 (16.1) 17.0 (33.6) 2.7
Taiwan 0 127 (15.5) 44.8 (22.5) 21.41
USA 1 72 (15.2) 24.8 (13.3) -5.21
Austria 1 21 (10.6) 17.8 (18.2) 2.0
Belgium 1 26 (9.7) 29.2 (17.7) 438
UK 1 36 (16.5) 14.0 (29.1) 0.6
Taiwan 1 69 (17.8) 52.2 (22.4) 26.0
*0 = ‘all other’ indicators; 1 = ‘safety’ indicators.
Values are significant at the 0.05 level.
of hospitals in the USA, Europe, and Asia. To ascer- 84
tain if the use of ‘safety’ indicators indeed differed 7 6.8
from the use differences (between 1999 and 2002) of T 6
all other IQIP indicators, a separate analysis was con- E 5.
ducted contrasting the means and their standard o 4 4.2
deviations, by country, between the ‘safety’ and ‘all %
other’ IQIP indicators (Table 3). s 3

g2

14

Findings 0

There is a significant increase worldwide (5.0%) in
hospitals’ use of safety indicators as well as all other
indicators between 1999 and 2002. A least square
means of the difference between 2002 and 1999
shows that the average change was 6.8% for ‘safety’
indicators and 4.2% for ‘all other’ indicators (Fig. 1).

‘Safety’ indicators ‘All other’ indicators

Figure 1 Least square mean of differences (1999-2002)
in percentage of uses for ‘safety’ and ‘all other’
indicators.
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However, the difference between changes in the fre-
quency of use of safety and changes in the frequency
of use of all other indicators was not statistically
significant.

A more detailed analysis shows a number of note-
worthy patterns.
1 Table 3 shows the average percentage (for 1999
and for 2002) of usage of safety indicators and all
other indicators (referred to as ‘non-safety’) by coun-
try. It is worth noting that some countries did not
have a significant increase in the use of either the
safety indicators or all other indicators. While Bel-
gium, the UK, and Taiwan saw increases in the use of
IQIP indicators, Austria and the USA appear to be
using these indicators less often in 2002 compared to
their usage in 1999.
2 Furthermore, when the country differences in the
use of safety indicators are analysed, two countries
(USA and Taiwan) deserve special attention. While
the differences in the safety indicators-use means
reached significance for the USA at the 5% level, the
direction of change is important. The analysis in
Table 3 suggests that, in the USA, participants may
have used the safety indicators significantly less often
in 2002 than they did in 1999. In Taiwan, the mean
percentage increases in usage of both safety and all
other indicators were 26.0% (P <0.0001) and 21.4%
(P <0.0001), respectively. This makes Taiwan the
only country among participants to achieve statistical
significance increase in all indicator use between
1999 and 2002.

Discussion

This paper uses existing IQIP databases from the
USA, Asia, and Europe to explore possible connec-
tions between the use of indicators toward overall
performance improvement and their selective use for
safer practice profile identification. Rather than
focusing on magnitudes of rates, this analysis focuses
on changes in the frequency of use of indicators
(from 1999 to 2002) considered proxies for safer
practices. The variation in the frequency of use sug-
gests that hospitals may be finding the IQIP indica-
tors increasingly useful in tackling issues of safer
practices and accountability about performance. It is
possible that the frequency of use changes are
directly tied, in some countries, to regulations and

laws governing quality improvement activities. How-
ever, this potential regulatory incentive does not
negate the conclusion that the indicators are seen as
helpful.

Two questions emerge from the analysis. First, can
indicators of performance remain value-free when
addressing issues of safer practices? Second, is the
global interest in patient safety reflected in the
increased use of performance indicators as proxies
for ‘safety’ indicators? These questions are addressed
next.

Value-free indicators

To be used as value-free measures, indicators need to
accommodate the expectations and goals of both
providers and recipients of health care services
rather than set their expectations and goals. The
nature of these expectations is especially important
during the measurement of safety. When it comes to
‘adverse events’ or even ‘errors’ (Anonymous 2003;
Weingart & Iezzoni 2003), providers have always
mentioned the probabilistic nature of the relation-
ship between processes and outcomes, indicating that
a certain number of adverse events are ‘expected’.
Interestingly, this is one of the main reasons why indi-
cators such as ‘unexpected returns’ or variations on
that theme exist — insinuating that, at least for pro-
viders, such events are ‘expected’.

The issue of ‘errors’ is more complicated. Not only
do errors occur (or have a likelihood to occur)
because of environmental, organizational, individual,
or the interaction of these factors (Hevia & Hobgood
2003; Zhan & Miller 2003), but an ‘error’ by defini-
tion is always preventable. Thus, from a definitional
vantage point, when providers agree to label a prac-
tice pattern erroneous or even predisposed to errors,
there is no room for the discussion of probabilities
and expectations. In the best of worlds, there is an
expectation of zero errors.

For the recipients of care, expectations play a
larger role than goals. It could perhaps be said that
the common goal is to have health, at the least
restored, but also improved through enhanced qual-
ity of life. As for expectations, a painless, error-free,
courteous episode of care is most anticipated. In
many cases expectations are said to be the primary
shapers of our evaluation of the quality of the care
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(Kravitz 2001; Moran et al. 2003). If so, should indi-
cators insinuating ‘safety’ be used for internal perfor-
mance improvement or external accountability, that
is, report cards, league tables? Is it possible to use the
same measure as an indicator of both goals and
expectations geared to the respective audiences dis-
cussed above?

This paper proposes that indicators should con-
tinue to be constructed without a value of goodness
(or badness) associated with them. It is also recog-
nized that when dealing with ‘errors’ de facto a value
of badness is attached to it. Perhaps one way around
this problem is to distance oneself from such conno-
tations. Indeed, indicators of processes of care should
take precedent over such outcomes as ‘errors’ or
‘harm’. Without the understanding of process
(through systematic monitoring of its various
aspects), one cannot improve future outcomes. It is
possible to define process without attaching a value of
goodness (or badness) to them. Such measures are
descriptive and capture key aspects of the production
efficacy, effectiveness, efficiency, and appropriateness.

Indicator use frequency as a reflection of
issue priority

This paper refers to a unique database of indicators
used by hospitals worldwide. Among the observa-
tions made during trend analysis was the apparent
increase in the use of ‘safety’ indicators after 2000,
except in the USA where there are the greatest
number of participants. As the public’s awareness
about mishaps and errors has been enhanced by the
IOM 1999 report and various information media,
health care providers felt a need to examine their
processes that touch on patient safety in order to
maintain accountability to the communities they
serve.

It can be expected that as hospitals become better
versed in the collection and interpretation of indica-
tors, they will use more of them and often more
complex ones (Gandjour eral. 2002; Sasichay-
Akkadechanunt et al. 2003; Zhan & Miller 2003).
However, the synchronized temporal pattern of
increase in the type of indicators (related to safer
practices) across two of the three continents may
reflect other environmental realities. In addition to
the worldwide attention to safety of care, there are

distinct accountability requirements that could
favour the increase in the use rates of certain indica-
tors. For example, 68% of the European participants
in the IQIP during 2002 are represented by the UK
hospitals. In fact, the first hospitals to join the IQIP
were from the Northern Health Care Authority, and
shortly after 57 National Health Service (NHS)
Trusts were founded in 1991 (Thomson et al. 1997).
Today, in addition to the IQIP, these hospitals have a
number of requirements to address from the NHS
Plan, published in July 2000. Among the functional
aspects outlined in this Plan are changes in the
responsibilities held by the Department of Health.
Indeed, new structures called Strategic Health
Authorities now report to the Department of Health
on issues of performance and accountability, includ-
ing ‘securing management and accountability of the
overall health and social care system’ (Department
of Health 2004; Taiwan Joint Commission on Hospi-
tal Accreditation 2004). The issues of safer practices
and minimization of adverse events appear to be
integral components of these goals.

The situation in Taiwan is not so different. Since
1999, the Taiwan Joint Commission on Hospital
Accreditation has sponsored, supported, and
recently recommended education and measurement
strategies outlining appropriateness of practices
based on existing evidence (Taiwan Joint Commis-
sion on Hospital Accreditation 2004). Prophylaxis
and re-admissions have been priority focus areas in
this process. Furthermore, the Taiwanese health care
system has supplemented the approach with an orga-
nizational differentiation of hospitals (municipal,
non-municipal) as well as the coexistence of parallel
and complementary approaches to performance
measurement and accreditation. Finally, the US hos-
pitals and health care delivery organizations have
seen the issue of accountability (via report cards,
accreditation requirements) (JCAHO 2003; NCQA
2003), preceding the IOM report of 1999, hence
establishing a base upon which much of today’s mul-
tifaceted approaches on safer practices are founded
(Weingart & Iezzoni 2003). Furthermore, there are
numerous organizations (and associated strategies
for measurement) proposing solutions to health care
organizations’ needs for improving the safety of their
practices. Although beyond the scope of this paper, it
would be interesting to explore the possible associa-
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tion between the observed decrease in IQIP ‘safety’
indicator use in the USA and the participation of the
US hospitals in multiple projects on safety. Indeed,
since 1999, the focus of the American media and, in
part, consequently, of hospitals has led to the US hos-
pitals’ participation in numerous initiatives, perhaps
stretching their resources too thin (Homa-Lowry
2001; Morrissey 2003). Thus, it seems that a number
of events around the globe have created a critical
mass focusing attention on issues of safety in health
care. The burgeoning number of health care safety
organizations attests to this global phenomenon. It is
proposed that although the observed trends in indi-
cator use reflect a web of causation involving events
common to many environments, the indicators ability
to accommodate the local realities determines the
trends’ interpretation. Indeed, the generic indicators
facilitate ‘introspection’ either at the organizational
level (Furukawa et al. 2003; Murft et al. 2003) or at
the departmental level by narrowly focusing on pro-
cesses predisposing to adverse events that compro-
mise the safety of care production.

Conclusion

The objectives of this paper were to describe patterns
of patient safety activities that may be reflected via
the use of ‘safety’ indicators among participants in
the largest indicator project worldwide, and to
answer the question, ‘Can performance indicators
remain value-free?’.

The descriptive statistics, analysis, and discussion
in this paper provide the ‘prologue’ to an expected
increase in inquiries regarding performance mea-
surement, implications for safer practices, patient
safety, and health care’s accountability to various
audiences. Perhaps the uniqueness of this study lies
in its demonstration that performance indicators and
existing methods for interpreting indicator-based
performance profiles are immediately applicable and
portable to more focused activities concerning safety.

While this exploratory analysis shows promising
linkages and a continuum between existing indicator-
based performance measurement methods and
safety, we believe that this is the first step toward a
new field of health services research. The implica-
tions of such research will perhaps have a more sig-
nificant impact on the efforts of accountability to

patients, providers, and communities than many pre-
vious attempts.
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the Quality Indicator Project®, enhanced by the flex-
ibility to customize the Project to meet their local
requirements and independent needs.

Using the same rigorously defined clinical and
administrative indicators with field-demonstrated
validity as the Quality Indicator Project® (Kazand-
jian 1996; Thomson et al. 1997; Kazandjian & Lied
1998), the IQIP allows hospitals, psychiatric care
(behavioural health) facilities, long-term care facili-
ties, and home health care agencies to measure them-
selves against both their own performance over time
as well as an aggregate database. The motivating fac-
tor behind the IQIP is not the data, but discovering
the ‘why’ behind the data. To help health care orga-
nizations answer this question, the IQIP encom-
passes much more than data collection software and
reports. The IQIP provides educational materials,
conducts user groups and training sessions, shares
case studies of other IQIP participants, and assists
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in participants’ benchmarking and networking
activities.

Health care organizations join the IQIP through a
sponsoring organization, or system, in their country
or region. In some countries, the sponsoring system is
hospital or university based (e.g. UK, Austria,
Flanders, Portugal); in others, it is government spon-
sored (e.g. Taiwan and Singapore).

The IQIP offers four different sets of measures,
called indicator sets. Each indicator set contains mul-
tiple measures focused on a different site of care:
acute care (including hospital-based ambulatory
care); psychiatric care (behavioural health); long-
term care; and home health care. Participants choose

the indicator sets for which they would like to submit
data. Using a web-based data submission and analy-
sis software, data are entered monthly.

Each quarter, participants receive a standard-
ized quarterly report that shows their hospital’s
performance over time for each selected measure,
as well as how their hospital compares to the
aggregate database (US and non-US). Through
their sponsoring system, participants can request
‘peer group comparison reports’, which compare
their organization to organizations with similar
characteristics, such as geographic location, dis-
charge volume, teaching status, and clinical
services offered.
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