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EXECUTIVE SUMMARY

The Italian National Health System (NHS), established in 1978, follows a model
similar to the Beveridge model developed by the British NHS (Beveridge 1942; Mus-
grove 2000). Like the British NHS, healthcare coverage for the Italian population is
provided and financed by the government through taxes. Universal coverage provides
uniform healthcare access to citizens and is the characteristic usually considered the
added value of a welfare system financed by tax revenues.

Nonetheless, in Italy the strong policy of decentralization, which has been tak-
ing place since the early 1990s, has gradually shifted powers from the state to the 21
[talian regions. Consequently, the state now retains limited supervisory control and
continues to have overall responsibility for the NHS in order to ensure uniform and
essential levels of health services across the country. In this context, it has become
essential, both for the ministry and for regions, to adopt a common performance
evaluation system (PES).

This article reports the definition, implementation, and first evidences of a pilot
PES at a national level. It shows how this PES can be viewed as a strategic tool sup-
porting the Ministry of Health (MoH) in ensuring uniform levels of care for the
population and assisting regional managers to evaluate performance in benchmark-
ing. Finally, lessons for other health systems, based on the Italian experience, are
provided.

For more information on the concepts in this article, please contact Dr. Seghieri
at seghieri@sssup.it.
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INTRODUCTION
A number of factors, including rising
costs, technological advancements,
population aging, and medical errors,
have contributed to the adoption of per-
formance measurement systems by many
industrialized countries (Smith 2002;
Arah et al. 2006; Kelley and Hurst 2006).
The introduction of New Public Man-
agement (NPM) principles in the 1980s
promoted a number of reforms in order
to drive a more efficient, effective, and
accountable public sector (Hood 1995a;
Lapsley 1999; Saltman and Busse 2002;
Saltman and Vrangbaeck 2007). OECD
countries have applied these principles
in different ways with different emphasis
(Hood 1995b). Among the NPM prin-
ciples, the one asking the public sector
to adopt more explicit and measurable
standards of performance measurement
has motivated countries to create differ-
ent performance measurement systems.
However, in the 1980s the use of per-
formance measurement systems primarily
focused on financial measurements and
was therefore unable to help organiza-
tions achieve multiple strategic objectives
or drive change (Pollitt 1985; Ghobadian
and Ashworth 1994; Guthrie and Eng-
lish 1997; Lorden, Coustasse, and Singh
2008). Consequently, the adoption of a
sophisticated and comprehensive multi-
dimensional performance evaluation
system, such as the balanced scorecard,
which looks beyond traditional financial
measures, has been suggested (Linard
et al. 2000; Eccles 1991; Jackson 1993;
Kloot and Martin 2000; Fottler, Erickson,
and Rivers 2006; Yang and Tung 2006).
In particular, within the healthcare sector,
a growing number of studies describe
the adoption of a multidimensional

performance evaluation system by a
broad range of healthcare organizations,
including single providers and entire
national health systems (e.g., Linard et
al. 2000; Aidemark 2001; Zelman, Pink,
and Matthias 2003; WHO 2003; Asbroek
et al. 2004; Chang 2007; Ba-Abaad, 2009,
McLoughlin et al. 2001).

Within the Italian healthcare system,
the need for performance measurement
has grown in urgency since the early
1990s when the government approved
the first reform of the National Health
Service (Legislative Decrees 502/1992
and 517/1993) (Lo Scalzo et al. 2009).
This was a period when national
reforms started transferring several
important administrative and organiza-
tional responsibilities from the central
government to the 21 regions, with the
aim of making regions more sensitive
to the need to control expenditure and
promote efficiency, quality, and citizen
satisfaction. This devolution process
was recently enforced by the act regu-
lating fiscal federalism (law 42/2009)
delivered by the Italian parliament in
2009, which provided regions with
significant autonomy in organizing
healthcare services, allocating financial
resources to their local health authori-
ties (LHAs), and in monitoring and in
assessing performance (Formez 2007;
Censis 2008; Nuti 2008; Antonini and
Pin 2009). The central government
retains overall responsibility for ensur-
ing that services, care, and assistance are
equitably distributed to citizens across
the country. However, this strong policy
of decentralization, along with a series
of rationalization measures, has contrib-
uted to accentuating the already existing
interregional disparities in healthcare,
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especially the north-south divide, and
have undermined the egalitarian princi-
ples of the National Health Service.

Italian regions differ for historical
and geographical reasons. The sharpest
division is between north and south.
The north has one of the most advanced
industrial societies in the world, whereas
the south, which encompasses the area
of seven regions (Campania, Molise,
Basilicata, Calabria, Puglia, and the
two islands, Sicily and Sardinia) is, by
contrast, one of the most economically
depressed areas in Europe.

In this context, at regional level,
only a few Italian regions have adopted
systems able to measure performance
(Nuti 2008; Vittadini 2010; Provincia
Autonoma di Trento 2011; Barone et al.
2006-2008). At a national level, the Ital-
ian NHS has had to face the challenge of
creating and developing efficient systems
capable of preserving both the princi-
ples of egalitarianism and high-quality
services. In recent years a pilot multi-
dimensional national PES has been
developed. This program aims to reduce
discrepancies and focus on the intrinsic
goals of the NHS by monitoring the
capacity of each region to guarantee its
citizens, regardless of their social status,
equal access to essential health services
while maintaining quality, efficiency,
and appropriateness.

Given this background, the purpose
of this article is to describe and illustrate
the development and design of the first
Italian health performance measure-
ment system, which is intended to assess
the dimensions of performance at both
the national and regional levels.

We next present the construction
and development of the pilot conceptual

framework, followed by a description
of the PES reporting system. Finally,
we report policy implications and
conclusions.

THE ITALIAN PERFORMANCE
EVALUATION SYSTEM

As a result of the ongoing process of
devolution of power, the Italian NHS is
currently organized on the basis of two
levels: the central government, which
has planning and funding responsibili-
ties, while ensuring that all citizens have
uniform access to healthcare, and the 21
regional governments, which organize
and supervise the provision of health-
care services within their jurisdiction
and allocate overall financial resources
to the productive units—approximately,
in 2009, 146 local health authorities
and 100 independent hospitals across
the country.! Each LHA, under the super-
vision of the corresponding regional
government, is directly responsible for
the provision of comprehensive care to
its entire resident population, regardless
of income or occupational status (Fer-
rario and Zanardi 2010).

In 2009, the Ministry of Health
decided to take up the challenge in
assessing the performance of the health
services provided by the regions. The pilot
national performance evaluation system
was designed and implemented by the
research team of the Laboratorio Manage-
ment e Sanita (MeS Lab) in accordance
with the National Agency for Regional
Health Care Services (Agenas), which is in
charge of its further development.?

This choice was based on the fact
that the MeS Lab has had extensive
experience in evaluating the perfor-
mance of healthcare services. Since
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2005, it has designed and implemented,
in Tuscany, a multidimensional perfor-
mance evaluation system to monitor
the performance of all Tuscan Health
Authorities (Nuti 2008; Nuti 2010; Nuti
et al. 2010; Nuti et al. 2009; Nuti et

al. 2011). Moreover, since 2008 other
[talian regions (Liguria, Piedmont,
Umbria, Aosta Valley, Marche, Basilicata,
and Trento and Bolzano autonomous
provinces) decided to adopt the same
system, so that today almost half of Ital-
ian regions use the same framework in
order to assess the performance of their
healthcare services.

In the first phase of the development
of a pilot national PES, the research
team started from the Tuscan experience
and carefully tailored the regional PES to
meet the national health system’s needs
and strategies. The set of measures to be
chosen should, in fact, reflect a robust
picture of the healthcare performance
that can be reliably reported across
regions using comparable data. It should
be appropriate to support the national
health planning process by informing
decision makers of how resources and
health services are provided to a popu-
lation and by highlighting inequalities
within regional health systems.

After having discussed the strategic
goals of the national health system with
national policymakers and Agenas, the
selected indicators and dimensions were
derived and sent to all regions. On the
basis of their feedback comments, the
indicators and dimensions were further

modified.

Selection of Domains of Indicators
As already stated, the main NHS goal is
to ensure that the delivery of healthcare

should be equally provided to the popu-
lation across the 21 regions and across
all the levels of care that constitute
the health system. As a consequence,
the national performance indicator
framework should therefore include
performance indicators for benchmark-
ing within the following three domains
(settings) of care: hospitals, primary
care including pharmaceutical care, and
public and preventative health.
Indicators should then be chosen
and developed to provide information
about the performance of the regional
systems across the three domains in
terms of the following:

* Quality of the services delivered to cit-
izens, according to the specific goal of
each level of care, in order to ensure
that patients receive safe, prompt, and
correctly delivered services.

* Equity, which deals with potential
performance differences across and
within regions. Differences across pro-
viders for the same indicator should
result from epidemiological issues
and not management or professional
capabilities.

¢ Appropriateness: Each patient should
receive nothing more but also nothing
less than what is required.

* Efficiency, which means achieving
desired results with the most cost-
effective use of resources (Donabe-
dian 2003).

Selection of Performance Indicators
In the second phase of the framework
development, the team selected indica-
tors reflecting the importance of the
dimensions outlined above. Starting

185

I



JourRNAL OF HEALTHCARE MANAGEMENT 57:3 MaAy/June 2012

from the Tuscan PES, the initial com-
prehensive list was reduced to a more
manageable group of performance
indicators. Many performance indica-
tors, although of relevance regarding the
analysis, remain not calculable because
of the reliance on only a few data
sources, while some other indicators
were not considered in order to avoid
information overload. This limited set
of measures should be able to give the
Ministry of Health (MoH) a rapid and
comprehensive overview of the NHS and
its differences across regional healthcare
systems. This is important given the
MoH’s role of supervisory control and
its overall responsibility for the NHS in
guaranteeing uniform and essential lev-
els of health services across the country.
Each indicator was tested to deter-
mine its suitability for measuring NHS
performance by means of iterative
discussions, first with the MoH and
then with regional representatives. A
transparent, consensus-based process
is critical, because there are frequent
decisions involving trade-offs between
accuracy and reliability, data availability
and comparability across the different
regional healthcare systems. In particu-
lar, the effort to identify the core set of
performance indicators consisted of the
following steps:

1. Starting from international evidence
and the already developed and tested
measures of the Tuscan PES, the
research team identified and then
calculated 38 performance measures
at regional and provider levels.

2. The research team shared the list
and results of the performance
measures with the MoH.

3. The MoH officially showed to the
21 regional health councillors the
above-mentioned list and results.

4. The research team was then asked
by the MoH to collect and analyze
all the comments coming from the
regions.

Finally, after an intensive period of
interaction between the research team
and the regional representatives, a final
set of 34 indicators out of the initially
presented 38 was chosen (Exhibit 1). In
particular, the following four indicators
were excluded from the initial list:

1. Hospitalization rate for
gastroenteritis (2-17 years old)

2. Hospitalization rate for pneumonia

Per capita cost for a defined daily
dose (DDD) of a drug

4. Health services per inhabitants by
homogeneous groups of clinical
diagnosis that are provided within
the confidence intervals of the
national average

These indicators were not included
either because they couldn’t be applied
uniformly to the different regional
healthcare systems (the first two indica-
tors) or because they did not receive
the consensus by all the regional
representatives.

Most of the 34 indicators were
derived either from the framework
already developed by Tuscany region or
from international experience (OECD
2003; WHO 2003; AHRQ 2006; CIHI
2001; Department of Health 2008) and
were selected on the basis of the follow-
ing criteria (Kelley and Hurst 2006):
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* The importance of what is being mea-
sured in terms of policy relevance

* The scientific soundness of the mea-
sure in terms of its validity, reliability,
and the explicitness of the evidence
base

¢ The feasibility and cost of obtaining
nationally comparable data for the
measure

The Italian hospital discharges
database for the years 2007 and 2008
was used for all the measures belong-
ing to the hospital and primary care
dimensions, the 2008 OsMed report
(Gruppo di lavoro OsMed 2009) for
the indicators regarding pharmaceutical
care, the 2008 national screening report,
and the MoH database for the measures
related to public health and preven-
tion. Avoidable hospitalization rates
for chronic conditions from inpatient
data were used as a proxy of primary

-----------------------------------------------------------------

care performance because of the lack of
national comparable sources on territo-
rial services (Ricketts et al. 2001). More-
over, indicators from hospital inpatient
data, where possible, have been stan-
dardized according to sex and age using
the Italian residents of the year 2001 as
a standard population. Finally, all the
indicators based on hospitalization data
were calculated at both regional and
interregional levels (all the providers®
within each region), while pharmaceuti-
cal and public health and prevention
care data were only available at aggre-
gated (regional) level.

Starting from the final indicator list,
23 indicators out of the total 34 were
chosen to be evaluation measures and
were assigned performance assessment
ratings in order to allow for regional
benchmarking. This means that the
21 regions were divided into quintile
groups on the basis of the distribution

-----------------------------------------------------------------

EXHIBIT 1
The First Set of Indicators of the National PES
e e
HOSPITAL CARE (H)
H1.1 Ordinary hospitalization rate—acute admissions X
H1 Global hospitalization rate—acute admissions
H1.2 Day-hospital hospitalization rate—acute admissions
H1.3 Mean DRG weight—acute admissions
Efficiency
H2 Case-mix adjusted length of stay—surgical DRG X
H2.1 Case-mix adjusted length of stay
H2.2 Case-mix adjusted length of stay—medical DRG
H13 Pre-op LOS—planned admissions X
Surgical Appropriateness
H3 Percentage of medical DRG from surgical departments X
(continued)
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Exhibit 1 continued

H4 Percentage of laparoscopic cholecystectomies in day surgery or 0-1 day X
admissions

H5 Surgical essential levels of health services DRG—Standard percentage X
achieved

Medical Appropriateness

H6 Medical essential levels of health services DRG—hospitalization rate X

H14 Percentage of short medical hospitalizations X

T9 Percentage of medical day-hospital admissions with diagnostic aim X

Clinical Quality

H9 Percentage of cesarean births X
H10 Percentage of readmissions within 30 days for the same MDC corrected X
by the hosp. rate
H10.1 Percentage of readmissions within 30 days for the same MDC
H10.1.1 Percentage of readmissions within 30 days for the same MDC—Medical
DRG
H10.1.2 Percentage of readmissions within 30 days for the same MDC—Surgical
DRG
H11 Percentage of femur fractures operated within 2 days X
H12 Regional outflow X

PRIMARY CARE (T)

Effectiveness of Chronic Disease Management

T2 Hospitalization rate for heart failure (50-74 years old) X
T3 Hospitalization rate for diabetes (20-74 years old) X
T4 Hospitalization rate for COPD (50-74 years old) X
Pharmaceutical Prescription Efficiency
AF5 Per capita gross pharmaceutical expenditure X
AF5.1 Gap between the distrectual use of pharmaceuticals and national median
AF5.2 Percentage of the distrectual expenditure for equivalent pharmaceutical on

the total net expenditure
AF5.3 Percentage of the distrectual expenditure for equivalent pharmaceutical on

the total DDD

PREVENTIVE CARE (P)

P1 Flu vaccine coverage rate X
P2 MPR vaccine coverage rate X
P3 Mammography screening extension X
P4 Compliance with mammography screening X
P5 Colorectal screening extension X
P6 Compliance with colorectal screening X

e ssssssnanen L T R L
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of each evaluation measure in order
to derive five different levels for defin-
ing the indicator performance of each
region categorically from worst to
best. This approach allows the MoH to
benchmark the Italian regions in terms
of their performance results across the
selected dimensions of care. The other
11 indicators were considered useful
to provide further insights into each
regional performance level and were
therefore defined as observational
indicators.

THE PES REPORTING
SYSTEM

The data collected from the PES were
translated into a color-coded reporting
tool that indicates to users at a glance
underachievement and exceptions of
each region on the basis of only the 23
evaluation measures.

The target chart, which was devel-
oped within the Tuscan healthcare
system in 2005 (Nuti 2008; Nuti et al.
2009), was then chosen as a reporting
tool due to its user-friendly interface
features. This specific performance graph
was designed to provide a visual repre-
sentation of performance results across
all the indicators, thus enabling man-
agers to quickly ascertain whether the
regional health system is performing up
to standard.

This chart is divided into five bands
on the basis of the five performance lev-
els, each with its own color, from dark
green—corresponding to excellent per-
formance—to red—poor performance.
Within each regional target, the closer
the evaluation indicator is positioned
to the center of the target, the higher its
performance level.

Exhibit 2 shows, as examples, the
targets of three Italian regions, one
from the north of Italy (Veneto region),
one from the center (Umbria region),
and the last one from the south (Cam-
pania region).* White circles on the
target depict performance measures for
each region on a particular indicator,
with those on the dark and light bands
indicating respectively worse and better
performance. Target analysis confirms, at
a glance, the existence of a clear division
between the north and south of Italy:
Best performances are all concentrated
in northern-center regions while critical
situations are in the south. The figures
make clear that indicators in the targets
of both Umbria and Veneto are all close
to the center, indicating a good global
performance, while, on the contrary,
most of the southern regions’ indicators
are concentrated on the target bounda-
ries, where the worst evaluation assess-
ments are positioned.

The MoH received the target dia-
grams and tables and graphs reporting
the values of all 34 indicators measured
where it was possible, at the regional
and provider level. As an example,
Exhibit 3 shows the 2008 case-mix
adjusted length of stay (LOS) indicator
for all 21 Italian regions. This indica-
tor is given as the sum of all differences
between the average regional LOS of
each diagnosis-related group (DRG) and
the average national LOS for the same
DRG (Servizio Sanitario dell’Emilia
Romagna 2009). This indicator is a
measure of efficiency that enables evalu-
ation of the potential reduction in hos-
pital days if each region had an average
LOS equal to the benchmark value (here
the whole nation). The indicator was
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EXHIBIT 2
Veneto, Umbria and Campania 2008 Target Charis

Veneto Region—2008

Per capita spending on pharmaceuticals

Hospital admissions rate, 1,000 residents, std age & sex % admissions in medical DH for diagnosis
Hospitalization rate for COPD 100,000 residents
(50-74 years)

Hospitalization rate for diabetes
100,000 residents (20-74 years)

Performance indicator for average length of stay

% medical DRGs from surgical wards

% laparoscopic cholecystectomies

in Day-Surgery and Admissions o-1 days Hospitalization rate for heart failure

100,000 residents (20-74 years)

Colorectal screening
adherence

DRG Surgical Essential Levels of
Care (LEA): % admissions in Day-
Surgery

DRG Medical LEA: Hospitalization Colorectal screening

rate standardized per 10,000 extension
residents
, Mammography screening
% cesarean sections
adherence

% readmissions within 30 days Mammography screening extension

% femoral fractures operated within 2 days Pediatrics vaccination

Patient outflow Flu vaccination

Average length of stay pre-operation 9% short medical admissions
elective surgery

Umbria Region—2008

Per capita spending on pharmaceuticals

Hospital admissions rate, 1,000 residents, std age & sex % admissions in medical DH for diagnosis

Hospitalization rate for COPD 100,000 residents
(50-74 years)

Hospitalization rate for diabetes

100,000 residents (20~74 years)

Performance indicator for average length of stay

% medical DRGs from surgical wards

% laparoscopic cholecystectomies

In Day-Surgery and Adinissions o~tdays Hospitalization rate for heart failure

DRG Surgical Essential Levels of 100,000 residents (20-34 years)

Care (LEA): % admissions in Day-
Surgery

Colorectal screening
adherence

Colorectal screening

DRG Medical LEA: Hospitalization
extension

rate standardized per 10,000
residents

Mammography screening

% cesarean sections
adherence

e Feadmicsions within 30 days Mammography screening extension

% femoral fractures operated within 2 days Pediatrics vaccination

Patient outflow Flu vaccination

Average length of stay pre-operation % short medical admissions
elective surgery

(continued)
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Exhibit 2 continued

Campania Region—2008

Per capita spending on pharmaceuticals

Hospital admissions rate, 1,000 residents, std age & sex
Performance indicator for average length of stay

% medical DRGs from surgical wards

% laparoscopic cholecystectomies
in Day-Surgery and Admissions o-1 days

DRG Surgical Essential Levels of
Care (LEA): % admissions in Day-
Surgery

DRG Medical LEA: Hospitalization
rate standardized per 10,000
residents

% cesarean sections

% readmissions within 30 days

% femoral fractures operated within 2 days
Patient outflow

Average length of stay pre-operation

elective surgery

L T

restricted only to surgical DRGs because
the LOS of medical DRGs (and thus effi-
ciency) can be affected by inappropriate
hospitalization rate. (This phenomenon
is noticeable in the southern regions,
which have a very high hospitalization
rate for medical DRGs.)

Results of the indicator show that in
2008, the region with the worst perfor-
mance is Lazio, with LOS longer than
the national average by 1.1 days, while
Emilia-Romagna has the shortest LOS
of all regions (indicator equal to -0.7),
followed by Tuscany, where LOS is
shorter than the national value by about
0.6 days.

As already mentioned, the distri-
bution of inpatient indicators is also
studied at a provider level, thus also
allowing the MoH to monitor discrep-
ancies in the provision of the set of

% admissions in medical DH for diagnosis

Hospitalization rate for COPD 100,000 residents
(50~74 years)

Hospitalization rate for diabetes
100,000 residents (20-74 years)

Hospitalization rate for heart failure
100,000 residents (20~74 years)

Colorectal screening
adherence

Colorectal screening
extension

adherence

Mammography screening extension

% short medical admissions

........ D

essential healthcare services within each
region. As an example, Exhibit 4 shows
the 2008 case-mix adjusted length of
stay indicator for all the Tuscan health-
care providers.

Descriptive results of LOS at aggre-
gate and provider levels highlight the
presence of intra- and inter-regional
differences in the distribution of the
indicator values. This suggests that
regions with values of the case-mix LOS
index above the national average and
with high internal variability have room
to improve their efficiency in hospital
care and thereby release funds to be
invested in other healthcare services. For
instance, Tuscany has calculated that if,
in 2009, all its own health units with a
LOS (per DRG) higher than the regional
mean (per DRG) had reduced its value
to the regional mean, the region would

191




JOURNAL OF HEALTHCARE MANAGEMENT 57:3 MAay/JunNE 2012
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EXHIBIT 3

Case-Mix Adjusted Length of Stay Indicator at Regional Level, Year 2008
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have saved around 59 million euros,
which potentially could have been real-
located to other services (Nuti, Vainieri,
and Bonini 2010).

POLICY IMPLICATIONS
The PES, together with its reporting sys-
tem, represents a powerful tool for both
regional and national levels. The PES is
used at a national level to monitor per-
formance in order to guarantee essential
healthcare services to the whole popula-
tion and at a regional level to bench-
mark health authorities’ performance
and thus to learn from the best practices
(Johnston 2004; France 2008).
Moreover, the target chart as a
reporting tool can support managers as
it enables decision makers to

1. build up a more comprehensive
picture of the strengths and
weaknesses of each regional
healthcare system through the

ability to integrate a wide range of
relevant information,

2. identify problematic areas and
thus allow the targeting of policy
and practical interventions more
effectively,

3. rapidly benchmark performance
across the various regional
healthcare systems, and

4. make performance reports more
user friendly for nonexpert users.

Another important feature of the
national PES is that it may be consid-
ered a valid tool of communication
between national and regional levels.
In fact, other European experiences
with the introduction of multidimen-
sional performance systems, such as the
balanced scorecard, show that multidi-
mensional systems may represent valid
tools of communication among actors
(Aidemark 2001).
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Given the importance of inform-
ing health system stakeholders and
the public about the performance of
regional health systems and their local
organizations, the MoH decided to
make regional targets and tables pub-
licly accessible through the ministry
website (www.salute.gov.it). The MoH
has used this public disclosure to shake
the regional systems and encourage
them to undertake improvements. It is
the first time, in Italy, that the MoH has
displayed the performance evaluation
of regional health services on its website
using the most updated performance
data. The public exposure of regional
performance (and their local healthcare
organizations) and the user-friendly

----------------------------------------------------------------

EXHIBIT 4

reading of the performance evaluation
through the target charts should power-
fully enhance the accountability process
between regions and citizens. Indeed,
the PES may help citizens evaluate their
local policymakers.

In addition, the PES can contribute
to the current debate on how to define
“the standard cost” introduced by
the recent Italian law 42/2009, which
enforced the fiscal federalism process.
The standard cost has a central role in
fiscal decentralization, as each region, in
order to satisfy the residents’ estimated
health needs, must count on its own
internal revenues and eventually on a
national solidarity fund. Each region,
however, may draw on this fund only

Case-Mix Adjusted Length of Stay Indicator by Tuscan Health Providers, Year 2008
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if it delivers health services in line with
national standards.

The PES can provide regions with
national standards in terms of qual-
ity, volumes, and appropriateness on
the basis of the average of regional best
performers for selected indicators. Thus
the standard costs may be calculated on
the basis of the performance of the best
practice regions (Nuti et al. 2011).

CONCLUSIONS
The performance evaluation system has
become a public policy tool that helps
the national government evaluate its
strategic policy and promote a “man-
aged” competition among regions. The
information dealt with and uniformly
represented can enable an efficient
and constructive benchmarking pro-
cess among Italian regions and health
authorities. The proposed PES seems
to reach a fair equilibrium between the
regional governments’ need to control
the local health institutions and the
local institutions’ need to control their
own performance (Greener 2003).
Regions must be encouraged to measure
their performance at a local level, creat-
ing an appropriate culture of evaluation
and learning, focusing attention not
only on cost control, but also on qual-
ity and appropriateness. The national
government can support this process by
coordinating a benchmarking system,
both at regional and upper-regional
levels. This will allow local administra-
tions to learn from other experiences,
overcome self-referencing, and improve
their performance enforced by reputa-
tional pressure.

Moreover, the data accountabil-
ity and transparency the PES affords

help public bodies garner loyalty from
citizens.

Ultimately, the PES represents a
real contribution to measuring stand-
ard costs on the basis of the outputs
that each region is able to provide to
citizens, not on how much the region
spends per habitant. This seems to be a
fair approach to the deployment of fiscal
federalism in Italy.

However, the national PES still has
some drawbacks. They can be grouped
into two kinds: data availability and
assessment method. The readily avail-
able and quality national data sources
allow the analysis to be focused only on
selected dimensions of performance. For
instance, neither individual experience
nor direct primary care services can be
used in the evaluation. In addition, the
issue of privacy did not allow record-
ing of linkages among different types
of service data that could be useful for
analyzing patient pathways.

Regarding assessment method, the
quintile technique obliges classifica-
tion of regions into the five assessment
bands. This is particularly true for
indicators in which performance is quite
similar. This limitation can be overcome
when central and regional governments
share quantitative standards.

However, what we have presented is
a pilot study and can be considered as
a starting point for an ongoing process
that aims to refine and improve the
selected indicators and domains.

Finally, it's important to consider
that the possibility of working within
a Beveridge system should reduce the
emphasis that policymakers place on
the dynamics of the health market and
reimbursement procedures and could
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enable them to pay more attention to
the quality of treatment, well-being

of citizens, and equity, which are the
true keystones for keeping expenditure
under control. However, the variabil-
ity in the results presented here and
obtained by the federalist-based Italian
healthcare system is enough to question
the efficacy of the Beveridge system in
reducing inequalities. This geographic
variability also exists in the United
States (Wennberg and Gittlesohn 1973;
Wennberg 2004). The conclusion is
therefore that the choice of a Beveridge-
style healthcare system is important
but not in itself sufficient to guarantee
equity of access for citizens. In reality,
what really counts in both Italy and the
United States is the capacity to manage
variability by means of performance
monitoring and assessment, which help
political decision makers and health
professionals to accurately focus their
actions in order to improve equity and
reduce unnecessary variability. In both
countries it is still essential and desir-
able to have a system of performance
measurement using federal benchmark-
ing criteria. Whichever health system
model is adopted, by means of public
disclosure of results (Mannion and
Goddard 2003; Fung et al. 2008; Hib-
bard, Stockard, and Martin 2003) and
empowerment of the patient’s role
performance measurement ensures that
variability is reduced and service quality
is improved.
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NOTES

1. These values derive from the national
health providers' register, 20009.

2. The National Agency for Regional
Healthcare (Agenzia nazionale per i
servizi sanitari regionali, www.agenas
.it) carries out its activities in close col-
laboration with the Ministry of Health
and with the regions and participates in
research programs funded by the MoH.

3. The study considers both public
providers and those private providers
which are accredited by the regional
healthcare system (about 99% of all the
Italian healthcare providers). Provid-
ers that are not accredited (1%) are not
included in the analysis.

4. All the regional performance results
and targets are available (in Italian) on
the following website: www.salute.gov
.it/dettaglio/phPrimoPianoNew.jsp?id
=273&area=ministero&colore=2.
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PAROATC T T HONER AP PLIGAT IO N

Robert G. Kiely, LFACHE, president/CEO, Anadolu Medical Center
in affiliation with Johns Hopkins Medicine, Istanbul, Turkey

As a retired CEO of a well-regarded New England community hospital who is now
the CEO of a tertiary care hospital in Istanbul, I found the authors’ assertion that
the pilot Italian performance evaluation system (PES) will assist government regula-
tors and health professionals to focus attention on improving quality to be valid.

It appears that to date the focus in Italy has been on utilization and financial
regulation, as was the case in the United States during the 1990s and is still the case
in Turkey. In Turkey, the Ministry of Health uses a highly proscriptive approach to
regulation that lacks meaningful measures of clinical quality and patient safety per-
formance. In fact, there is no publicly available health-sector-wide measurement and
evaluation system in Turkey.

The Italian pilot PES makes, in my opinion, a credible start at benchmarking
while avoiding the benchmarking overload that is extant in the United States. It is
my opinion that highly motivated and well-managed US hospitals strive to serve too
many masters in terms of measurement and evaluation. Benchmark overload often
occurs in US hospitals as attempts are made to comply with CMS, The Joint Commis-
sion, AHRQ, Leapfrog, Magnet, and Top 100 databases. As reimbursement tightens
and margins shrink, it will be interesting to see if hospitals and health systems can
continue to support the resources necessary to evaluate processes and outcomes for
the purpose of benchmarking and continuous improvement.

It appears that the Italian government made the wise choice of working closely
with the regional health authorities in selecting indicators that reflect a solid picture
of healthcare performance, including accredited private and public hospitals, and
that can be reliably reported using comparable data. The authors paint a picture of a
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