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INTRODUCTION

The implementation of Key Performance Indicators (KPIs) in the Ministry of Health has been recommended in the “Pekeliling Kemajuan Pentadbiran Awam (PKPA) 2/2005. These indicators can be used to assess the overall performance of the services provided by Clinical Departments in the MOH.  

The implementation of KPIs in the MOH is not meant to be a punitive exercise or for scape-goating and punishing “under performers”. With the current state of the art of indicators being mere “flags” to indicate potential problems or areas where improvement could occur, the use of KPIs is intended to stimulate a culture of measurement and improvement as intended in the Public Services Department circular. 
The KPIs are not intended to replace the currently running Quality Improvement activities. It should be regarded as a supplement to these activities which concentrate on the clinical aspects of quality. KPIs, like the Balanced Scorecard initiative before this, are intended to widen the performance measurement dimension  to include non-clinical areas such  productivity and financial management, which are also important factors in the performance of an organisation. 

Purpose:

This manual is intended to serve as a guide to health care providers in the implementation of Key Performance Indicators (KPI) for the Medical Programme of the Ministry of Health Malaysia. 
1.
CORE BUSINESS

The core businesses of clinical departments are:

· Patient care

· Training &  supervision 

· Continuing professional development

2. CORE SERVICES
· In-patient care

· Specialist Clinics 
3. PERFORMANCE MEASUREMENT FRAMEWORK

The two Aspects of “Performance” are Quality & Safety and Productivity.  





Aspe






Each of the two aspects of performance (Quality & Safety and Productivity) in turn has a number of dimensions. Key Performance Indicators (KPIs) will be developed for each of these dimensions.   “Key Performance Indicators are measuring instruments and will either be indicators of structure, process (including output) or outcome.

4. KEY PERFORMANCE INDICATORS FOR OPHTHALMOLOGY
	Aspect of Performance:     QUALITY & SAFETY

	Dimension:      Patient-focused Care   
	Optimal Target / Standard

	No.1
	Waiting time (T1) to see a doctor at the Specialist Clinic
	> 90% of the patients are seen within ninety  (90) minutes 

	No. 2
	Waiting Time to get an appointment for First Consultation for Diabetic Patients at the  Specialist Clinic 
	> 80% of the patients are given an appointment for First Consultation within 6 weeks

	No. 3
	Waiting Time for  Cataract  Surgery 
	> 80% of patients have appointment given for cataract surgery within 16 weeks


	Dimension:      Clinical Effectiveness & Risk Management  
	

	No. 4
	Rate of Infectious Endophthalmitis following Intraocular Surgery
	 < 0.2%  (2 cases per 1000 operations)

	No. 5
	Rate of Posterior Capsular Rupture during Cataract Surgery
	< 5 % (50 cases per 1000 operations)

	No. 6
	Rate of Post-operative Visual Acuity of 6/12 or better within 3 months following Cataract Surgery in Patients without Ocular Co-morbidity
	> 85 % (850 cases per 1000 operations)*

	No. 7
	Average Frequency of Mortality / Morbidity Review being Conducted in Ophthalmology Department Monthly


	At least 6 times in 6 months

	Aspect  Of  Performance :     PRODUCTIVITY

	Dimension:      Workload                                    
	

	No.8
	Percentage of  Out-patients seen by Specialist in specialist clinic per Month
	To be decided


5. KEY PERFORMANCE INDICATORS :

TECHNICAL SPECIFICATIONS
	Indicator  1:                      Waiting Time to see a  Doctor at the Specialist Clinic



	Aspect of Performance
	Quality & Safety

	Performance Dimension
	Patient – focused Care

	Rationale
	Patient- centred services must give priority to prompt attention to patient needs by reducing waiting time for consultation at all levels in the process of care

	Definition Of Terms
	In the process of care at the Ophthalmology department, the patient is first attended by an Allied Health Personnel for vision check before being seen by a doctor and some of them require optometry procedures such as refraction and visual field. Thus, waiting time is divided into 2 stages:
(a) Waiting time to see Allied Health Personnel
(b) Waiting time to see the doctor

Waiting Time to see the Doctor - The time taken for a patient* to be attended to by the doctor starting from the patient’s appointment time or registration time if patients get registered after the appointment time. 
Doctor = House Officer, Medical officer or Specialist



	Type Of Indicator
	Rate Based Process Indicator

	Numerator
	Number of patients seen within ninety (90) minutes in a specified  month



	Denominator
	Total number of patients attending Ophthalmology clinic  in the corresponding month 



	Formula
	Numerator      x  100%

Denominator 



	Standard 
(Threshold Value)
	> 90% of the patients are seen within ninety (90) minutes 

	Data Collection
	Data collection to be done in a random month for each half of year. 
Time of registration and time written on appointment card are to be recorded at patient’s BHT or in a separate slip.

Numerator is to be obtained by doctors / nurses attending to patients. They are to:

1. Identify patients who have waited more than 90 minute from the appointment time, for patient who come later than appointment time, the time is measured from registration time.

2. Record the number at the end of each clinic session in a specific book.

Denominator is to be obtained from registration record.

.
Data to be obtained on a daily basis for the identified month
 Data collection format ( appendix)




	Indicator  2                          Waiting Time to get an appointment for First 
                                             Consultation  for Diabetic Patients at the  
                                             Ophthalmology Clinic

	Aspect of Performance
	Quality & Safety

	Performance Dimension
	Patient – focused Care (timeliness)

	Rationale
	Patient centred services must give priority to prompt attention to patient needs by reducing waiting time for first consultation at the Specialist Clinic. 

Prevention of blindness in Diabetic patients depends on early detection and prompt treatment of Diabetic Eye Disease. 

Long Waiting Times for the first appointment may cause an adverse outcome due to delay in treatment. A poor visual outcome reflects suboptimal care.

Diabetic patients constitute approximately 60% or more of the population of patients attending the Ophthalmology Specialist Clinic; this indicator will therefore act as a proxy indicator for Ophthalmology Services

	Definition Of Terms
	Waiting Time to get an appointment for First Consultation  

Time measured from the day the patient requests for an appointment (makes a call /presents with a referral letter to the Ophthalmology Specialist Clinic) to the date of appointment for first consultation


	Type Of Indicator
	Rate-Based Process Indicator



	Numerator
	Total number of Diabetic patients (who are referred for the first time to Ophthalmology clinic) given an appointment for First Consultation within 6 weeks

	Denominator
	Total number of Diabetic patients referred for the first time to the Ophthalmology Clinic



	Formula
	Numerator      x  100%

Denominator 



	Standard (Threshold Value)
	> 80% of the patients are given an appointment for First Consultation within 6 weeks 


	Note:
	Standard was  agreed upon by Ophthalmologists – HOD meeting on 13/4/2006

	Data Collection
	Data collection to be done in a random month for each half of year. 

Personnel who give appointment to new diabetic patients to record the number of patients who come to get appointment and those whose appointment is beyond 6 weeks. 

Data to be captured on a daily basis in a specific book for the identified month.



	Indicator   3                          Waiting Time for  Cataract  Surgery 



	Aspect of Performance
	Quality & Safety

	Performance Dimension
	Patient – focused Care  (timeliness)


	Rationale
	Patient-centred services must give priority to the prompt attention to patient needs by reducing waiting time for treatment
Cataract surgery is the main type of surgical service provided by Ophthalmology departments. Hence, the efficiency of Cataract surgery service would serve as a proxy indicator for Ophthalmology surgery services. This indicator will be useful  in the planning and management of resources

	Definition Of Terms
	Waiting Time for Cataract  Surgery
Time measured from the day a decision is made (as advised by the care provider and agreed by the patient) on the need for cataract surgery to the date of appointment for cataract surgery. 

	Type Of Indicator
	Rate Based Process Indicator

	Numerator
	Number of patients with waiting time for cataract surgery  of < 16 weeks

	Denominator
	Total Number of patients Booked for Cataract Surgery

	Formula
	Numerator      x  100%

Denominator 

	Standard 
(Threshold Value)
	> 80% of patients have appointment given for cataract surgery within 16 weeks

	Note
	Data in a random month is being collected in Annual Census currently

	Data Collection 
	Data collection to be done in a random month for each half of year. 

Personnel who give appointment for cataract surgery  to record :

1. The umber of patients whose appointment is < 16 weeks.
2. All the patients booked for cataract surgery  
Data to be captured on a daily basis in a specific book for the identified month. 

	Indicator 4                          Rate of Infectious Endophthalmitis following 
                                             Intraocular Surgery



	Aspect of Performance
	Quality & Safety

	Performance Dimension
	Clinical  Effectiveness & Risk Management


	Rationale
	Infectious endophthalmitis following intraocular surgery has an important bearing on the surgical outcome and is an important reflection of the quality of care provided.


	Definition Of Terms
	Infectious endophthalmitis: - Intraocular inflammation judged on clinical grounds to be caused by an infectious process 

Intraocular Surgery: - Any ocular surgery where the full thickness of the cornea and /or sclera has been breached, excluding intraocular surgery for penetrating eye injury                                        



	Exclusion criteria
	Patient with recent penetrating eye injury and those with  intraocular foreign body


	Type Of Indicator
	Rate-based  Outcome Indicator



	Numerator
	Total number of patients developing post-operative endophthalmitis following intraocular surgery performed for a year 

	Denominator
	Total number of intraocular surgeries performed in that specific year


	Formula
	    Numerator      x  100%

    Denominator 



	Standard
 (Threshold Value)
	  < 0.2%  (2 cases per 1000 operations)*



	Note
	 * Estimated based on the performance world wide for cataract surgery, i.e.  0.1%. In addition this takes into considerations of the constraints within which the local working environment operates as well as performance reflected in the National Cataract Surgery Registry.


	Data Collection 
	The doctor who diagnoses a case of post-operative infectious endophthalmitis should report the incident in an incident reporting form. (As in attachment 1).
The form is to be sent to coordinator of National Eye Database for data entry to Monthly Ophthalmology Service Census, MOH.
Number of intraocular surgery per month is to be obtained from operation book. 
Rate to be calculated at the end of 6 months and one year.


	Indicator 5                           Rate of Posterior Capsular Rupture during Cataract 
                                             Surgery



	Aspect of Performance
	Quality & Safety

	Performance Dimension
	Clinical  Effectiveness & Risk Management

	Rationale
	Cataract surgery is a commonly performed procedure, which should be associated with low morbidity and a short hospital stay.  
Posterior capsular rupture is a known intra-operative complication that predisposes to a poor visual outcome and risk of infectious post-operative endophthalmitis.  Efforts should be made to minimize this occurrence with good medical and surgical practices.



	Definition of Terms
	Posterior capsular rupture – a breach in the posterior capsule of the lens with or without vitreous loss at any point in the performance of cataract surgery.


	Type Of Indicator
	Rate-based  Outcome Indicator 

	Numerator
	Total number of cases of posterior capsular rupture during cataract surgery performed in a specified month

	Denominator
	Total number of cataract surgeries performed in the corresponding month.

	Formula
	    Numerator      x  100%

    Denominator 

	Standard (Threshold Value)
	 < 5 % (50 cases per 1000 operations)*

	Note
	* Estimated based on performance reflected in the National Cataract Surgery Registry for the years 2002 – 2004

	Data Collection 
	Doctors, who encounter posterior capsular rupture to record it in the cataract surgery registry form, either direct into electronic cataract surgery registry or hard copy of data collection forms; to be entered into electronic cataract surgery registry later. Number of cataract surgery per month is to be obtained either from electronic cataract surgery registry or from operation book.
Rate to be calculated at the end of the month.


	Indicator 6                       Post-operative Visual Acuity of 6/12 or better within 3 
                                         months following Cataract Surgery in Patients without 
                                         Ocular Co-morbidity



	Aspect of Performance
	Quality & Safety

	Performance Dimension
	Clinical  Effectiveness & Risk Management

	Rationale
	Cataract surgery is a commonly performed procedure, which should be associated with low morbidity and a good visual outcome in all patients with no existing ocular co-morbidity. A poor visual outcome reflects substandard care.

	Definition Of Terms
	Visual acuity as a measure of good visual outcome – visual acuity of 6/12 or better following cataract surgery 
Ocular co-morbidity – pre-existing ocular problems/pathology which will influence final visual outcome.

	Type Of Indicator
	 Rate-based  Outcome Indicator 

	Numerator
	Total number of patients without ocular co-morbidity, who underwent cataract surgery in a specified month and attained visual acuity of 6/12 or better within 3 months following surgery


	Denominator
	Total number of patients without ocular co-morbidity, who underwent cataract surgery in the corresponding month

	Formula
	    Numerator      x  100%

    Denominator 

	Standard 
(Threshold Value)
	    > 85 % (850 cases per 1000 operations)*

	Note
	* Estimated based on performance reflected in the National Cataract Surgery Registry for the years 2002 – 2004

	Data Collection 
	Post- operative visual acuity within 12 weeks for each patient operated, for both best corrected visual acuity (BCVA) and unaided vision with pin hole is to be entered in the electronic cataract surgery registry. 

Identify patient whose post-operative BCVA or unaided vision with pin hole, (if patients do not have BCVA), is 6/12 or better within 12 weeks post operative.
Number of cataract surgery per month is to be obtained from cataract surgery registry or operation book.

Rate to be calculated at the end of the month.
* Data to be submitted  for KPI are for patients who had cataract surgery in the month of  January and July each year. Outcome data should be entered to the NED by April and October. 



Indicator 7            Average   Frequency of Mortality / Morbidity Review Being 

                               Conducted in Ophthalmology Department 

	Aspect of Performance
	:
	PRODUCTIVITY 

	Performance  Dimension:


	:
	Clinical Effectiveness & Risk Management


	Rationale
	:
	The performance of Clinical Audit/ Review is an essential requirement for Quality Improvement as well as demonstrating the commitment of the department to quality. 


	Type of indicator
	:
	Frequency  

	Numerator/ number of audit
	:
	Number of  Mortality / Morbidity Review conducted by the Department  in   a 6 month period (January-June or July-December)

Examples of  mortality / morbidity review  are as  following:
1. Peri-operative mortality under local anaesthesia

2. Conversion of planed Phacoemusification to conventional cataract surgery 

3. Unplanned returned to OT following cataract surgery within 1 week

	Denominator
	:
	Each 6 monthly period 

	Formula
	:
	Number of  audit conducted  in a specified  6 –month period

	Standard
	:
	At least 6 times in a 6-monthly period

	Data collection 
	
	Record to be made of review conducted 


Indicator 8                     Percentage of Out-patients seen by  
                                        Specialists in the Specialist Clinic per Month
	Aspect of Performance
	:
	PRODUCTIVITY 

	Performance  Dimension:


	:
	Workload


	Rationale
	:
	Statistics on the workload of specialists is important in determining the efficiency of the services run by the specialists. The workload of specialists is an important determinant of the quality of care received by patients. This is because an overworked specialist will not be able to devote enough time to provide high quality medical care. This indicator will help determine the norms for specialists


	Type of indicator
	:
	Rate based Process   indicator.  

	Numerator
	:
	The total number of outpatients seen by specialists in a specified month.

	Denominator
	:
	Total number of specialists providing outpatient care in that  corresponding month 

	Formula
	:
	Expressed as  a proportion,  

Numerator
Denominator



	Standard
	:
	To be decided based on observed  trend

	Data collection 
	
	Monthly census of clinic attendance 

Number of cases seen by specialists, to include number of cases being consulted by other doctors.
Number of specialists in the department for the corresponding month




DATA COLLECTION AND ANALYSIS

a)
REPORTING FLOWCHART needs to be developed for each indicator at hospital level for the individual hospitals.

b)
WHERE DATA CAN BE FOUND &   WHO TO COLLECT DATA that is to be sent to the Secretariat (before implementation of e-KPI) or to data centre (after the implementation of e-KPI):

	Indicator
	Who To Collect Data & When
	Where Data is to be found

	
	· NIA Secretariat  for Ophthalmology Department collects and collates 6 monthly data by 31st January and 31st July and sends to Hospital QA (NIA/KPI) Secretariat

· Hospital NIA / KPI  Secretariat  sends hospital data to State QA Secretariat  by 28th Feb and 31st August

· State Secretariat sends data to MOH by 31st March & 30th  Sept. each year


	e.g. each Discipline’s Operation Appointment Book, 

Selected Discipline’s Clinic records / Registry etc. 


DATA COLLECTION

     AND

       REPORTING

           FORMATS

Data Collection Format 

Indicator 1: Waiting Time to see a Doctor at the Specialist Clinic

	Study Period

 ( To be conducted 2x a year, suggest March and September)
	Total no. of  clinic attendances (A)
	Number of patients ,who  waited for  >90 min before seeigna doctor or optometrist  (B)
	Rate of pt waited >90 min

(B/A x100 = Y)

%
	Rate of pt waited < 90 min

( 100 -Y)

%

	1st half of year
	
	
	
	

	2nd half of year
	
	
	
	


Indicator 2       :         Waiting Time to get an appointment for First Consultation for Diabetic Patients 

                                    At the Ophthalmology Clinic

Diabetic new case appointment book (Example)
	Month: _______

Case No.
	Reg. No

/IC
	 Date of appointment to see doctor (A)
	Date of Appointment  made 

(B)
	Waiting Time (weeks) 

(B) - (A)
	Specify if < 6 weeks

	1. 
	
	
	
	
	

	2. 
	
	
	
	
	

	3. 
	
	
	
	
	

	Total no. of patients request for appointment  = N 
	
	
	
	
	Total no. of patient with appointment given <6 weeks=M


Data Analysis  

	Month 

( To be conducted 2x a year, suggest March and September)
	Total no. of  new diabetic cases given appointments (N)
	No. of new diabetic cases given appointments < 6 weeks (M)
	% patients given appointment < 6 weeks

(M/N x 100)

	March 
	
	
	

	September 
	
	
	

	Annual average
	
	
	


Indicator   3           :             Waiting Time for Cataract Surgery  

Record of Cataract Surgery Appointment fro the study month e.g. March and September 

	Month: _______

Case No.
	MRN
	Date of Appointment For Surgery 

(A)
	Date  of Appointment made

(B)
	Interval between request and appointment date

(B) - (A) in weeks
	Specify  if waiting time

 for Cataract Surgery 

is <16 weeks

	1
	
	
	
	
	

	2
	
	
	
	
	


Data Analysis  

	Study Period

( e.g. 1 month)
	Total no  of  patients book for cataract surgery for the study period

(N)
	Total no. of patients with waiting time for cataract surgery appointment  < 16 weeks for the study period

(M)
	Rate of patient given appointment for cataract surgery in <16 weeks

(M/N x100)

%

	March 
	
	
	

	September 
	
	
	


Indicator 4               :          Rate of Infectious Endophthalmitis following Intraocular Surgery

	Month 

(Jan-Dec)
	Total no. of  Intraocular surgery (A)


	Total no. of  cases with post- operative infectious endophthalmitis

(B)
	Rate of Infectious Endophthalmitis following                                            Intraocular Surgery

(B/A*100)
%

	Annual Average 
	
	
	


Indicator 5    :    Rate of Posterior Capsular Rupture (PCR) during Cataract Surgery

	Month

(Jan-Dec)
	Total no. of  cataract surgery

(N)


	Total no. of  cataract surgery with posterior capsular rupture (M)
	Rate  of PCR rapture

(N/Mx100 )

(%)

	
	
	
	

	
	
	
	

	Annual Average 
	
	
	


Indicator 6         :         Post-operative Visual   Acuity of 6/12 or   better within 3 months
                                     Following Cataract Surgery in Patients without Ocular Co-morbidity (exclude children below 6 years old)

	Month 

( To be conducted 2x a year, suggest patients who have  cataract surgery in January  and July)
	Total no. of  cataract surgery 

1. ECCE

2 Phacoemulsification (Phaco)
	No. of cases with post-op vision of better than 6/12

1.ECCE

2 Phaco
	% of cases with post-op vision of better than 6/12

1.ECCE

2 Phaco

(%)

	January
	
	
	

	July 
	
	
	

	Annual Average
	
	
	


Appendix 1 
	Incident Report  Of Patients With Post- Operative Infectious Endophthalmitis

1. This form is to be filled by the doctor who makes a clinical diagnosis of post- operative infectious endophthalmitis occurring within 3 months of intraocular surgery. 

2. Patients with a recent penetrating eye injury/those with an intraocular foreign body should be excluded. 

3. The completed form is to be submitted to the department NED coordinator for notification to the CSR, if cataract surgery and Monthly Service Census. ONLY occurrence of the event will be recorded in the CSR and Monthly Service Census database for purposes of calculating Key Performance Indicators in your center.

4. The subsequent information in this form is for the purposes of internal audit in YOUR OWN CENTER. You may opt to modify this section as it is only a suggested format.  



	A. COMPULSORY NOTIFICATION DATA
Date of diagnosis:

Patient Name: 

MRN :

Reporting Doctor: 

B. FORMAT FOR DEPARTMENT AUDIT
Intraocular surgery details :

1. Operation type:     LA  / GA: 

2. Surgeon  /  assistant names : 

3. Duration of surgery (minutes) :_______

4. Operation room No :_______________

5. Operative events of significance:

Symptoms: 

Decreased vision

Ocular pain 

Eyelid swelling 

Photophobia

Tearing 

Eye discharge

Others ___________________

Signs :

Visual acuity at presentation:     RE           LE

Conjunctival injection

                          Corneal haziness 

Corneal infiltrate 

AC fibrin 

AC flare


	                             Hypopyon           

                             Vitreous haze

                             Vitreous opacity 

                             Dull Red reflex 

                            Absent red reflex 

                            Others __________________

Predisposing  factors: 

1. Patient factor:

2. Operative factor: 

3. Environmental factor: 

Prophylactic measures taken:

Pre-op:

Post- op :

Investigation Outcomes           

Vitreous Tap Results:

Macroscopic appearance 

Gram stain 

Culture and sensitivity 

Aqueous Tap Results:

Macroscopic appearance 

Gram stain 

Culture and sensitivity

B scan findings: 

Management Details:




KPI Reporting Formats 
	Key Performance Indicators (KPI)

Medical Programme
	                                              KPI  1

DEPARTMENT:  

Monthly Return  &   Monthly Trending

	Hospital:
	

	Year:
	

	Scope :
	Performance Measurement   for    DEPARTMENTS : 

MONTHLY RETURN     and    MONTHLY TRENDING

	This form is for Departments (Medical, Surgical etc.) to report and maintain a record of their performance   in:    DISCIPLINE-SPECIFIC   Indicators   (e.g. Med., Surg., O&G etc.) 

Departments are to  make at least 2 copies of this form: one for a record of their department trending and another, to send to the Hospital QA Coordinator (Monthly Return) for recording of monthly Hospital performance for the particular  Department  in the KPI   2 form

	Department:
	

	Indicator: 


	

	Standard
	

	Numerator     (N)
	

	Denominator (D) 
	

	**Note:         Numerator values must be LESS THAN   Denominator values. 

                    For SENTINEL EVENTS, FILL IN NUMERATOR ONLY.  

	Month
	Numerator (N)
	Denominator (D)
	RATE  (N / D)

	January 
	
	
	

	February
	
	
	

	March 
	
	
	

	April 
	
	
	

	May 
	
	
	

	June 
	
	
	

	Sub-total (Jan. – June)
	
	
	

	July 
	
	
	

	August 
	
	
	

	September 
	
	
	

	October 
	
	
	

	November
	
	
	

	December
	
	
	

	Sub-total (July – Dec)
	
	
	

	GRAND TOTAL 

January-December)    
	
	
	

	Key Performance Indicators (KPI)

Medical Programme
	KPI 2
HOSPITAL Monthly Trending

	Year:
	

	Scope:
	Performance Measurement  for  HOSPITAL  : MONTHLY TRENDING for Hospital – ALL TYPES OF INDICATORS

	Hospital:
	

	This form is to be used by  HOSPITALS to Quantify Performance Measurement for ALL Types of  Indicators   at   Hospital level :        MONTHLY TRENDING



	Indicator: 


	

	Standard          :
	

	Numerator  (N) :
	

	Denominator (D) :
	

	**Note:       Numerator values must be less than Denominator values. 

For Sentinel events, FILL IN NUMERATOR ONLY.   DO NOT fills in Denominator. 

	Month
	Numerator (N)
	Denominator (D)
	Rate  (N / D)

	January 
	
	
	

	February
	
	
	

	March 
	
	
	

	April 
	
	
	

	May 
	
	
	

	June 
	
	
	

	Sub-total 
(January  – June)
	
	
	

	Is   Hospital an SIQ for this indicator?
	Yes
	
	No
	

	July 
	
	
	

	August 
	
	
	

	September 
	
	
	

	October 
	
	
	

	November
	
	
	

	December
	
	
	

	Sub-total
(July – December)
	
	
	

	Is   Hospital an SIQ for this indicator?
	Yes
	
	No
	

	GRAND  TOTAL
	
	
	

	Key Performance Indicators (KPI)

Medical Programme 
	KPI 3A
STATE 
6 monthly return:  

Cat. A Hospitals

	STATE  :    
	Year:

	Period :         JANUARY - JUNE  

                      JULY-DECEMBER    (circle whichever is appropriate)

	6-Monthly   STATE  PERFORMANCE   for Category A  Hospitals in a Specific Indicator   

	Scope:    Performance Trending for Category A Hospitals in a STATE. 

This form is for STATES to trend the 6-MONTHLY performance of hospitals under their jurisdiction for the two 6-monthly periods of January to June and July to December. 

                    There are 4 categories of hospitals :  

Cat. A: (State Hospitals & HKL );              
Cat. B: (Hospitals with Resident specialist services) 
Cat. C: (Hospitals without Resident specialist services OR  with Visiting Specialist services)

Cat. D: (Special Medical Institutions)

	Indicator: 

	Standard:

	No.
	Name of Hospital
	Numerator (N)
	Denominator (D)
	RATE

(N/D)

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	

	5.
	
	
	
	

	6.
	
	
	
	

	7.
	
	
	
	

	8.
	
	
	
	

	   9.
	
	
	
	

	10.
	
	
	
	

	11.
	
	
	
	

	12.
	
	
	
	

	
	                    TOTAL
	
	
	

	Key Performance Indicators (KPI)

Medical Programme 
	KPI 3B
STATE 
6 monthly return: 
Cat. B Hospitals

	STATE  :    
	Year:

	Period :         JANUARY - JUNE  

                      JULY-DECEMBER    (circle whichever is appropriate)

	6-Monthly   STATE  PERFORMANCE   for Category  B  Hospitals in a Specific Indicator   

	Scope:    Performance Trending for Category A Hospitals in a STATE. 

This form is for STATES to trend the 6-MONTHLY performance of hospitals under their jurisdiction for the two 6-monthly periods of January to June and July to December. 

                    There are 4 categories of hospitals :  

Cat. A: (State Hospitals & HKL );              
Cat. B: (Hospitals with Resident specialist services) 
Cat. C: (Hospitals without Resident specialist services OR  with Visiting Specialist services)

Cat. D: (Special Medical Institutions)


	Indicator: 



	Standard:

	No.
	Name of Hospital
	Numerator (N)
	Denominator (D)
	RATE

(N/D)

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	

	5.
	
	
	
	

	6.
	
	
	
	

	7.
	
	
	
	

	8.
	
	
	
	

	9.
	
	
	
	

	10.
	
	
	
	

	11.
	
	
	
	

	12.
	
	
	
	

	
	                    TOTAL
	
	
	

	Key Performance Indicators (KPI)

Medical Programme 
	KPI 3C
STATE 
6 monthly return: 
Cat. C Hospitals

	STATE  :    
	Year:

	Period :         JANUARY - JUNE  

                      JULY-DECEMBER    (circle whichever is appropriate)

	6-Monthly   STATE  PERFORMANCE   for Category  C  Hospitals in a Specific Indicator   

	Scope:    Performance Trending for Category A Hospitals in a STATE. 

This form is for STATES to trend the 6-MONTHLY performance of hospitals under their jurisdiction for the two 6-monthly periods of January to June and July to December. 

                    There are 4 categories of hospitals :  

Cat. A: (State Hospitals & HKL );              
Cat. B: (Hospitals with Resident specialist services) 
Cat. C: (Hospitals without Resident specialist services OR  with Visiting Specialist services)

Cat. D: (Special Medical Institutions)

	Indicator: 



	Standard:

	No.
	Name of Hospital
	Numerator (N)
	Denominator (D)
	RATE

(N/D)

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	

	5.
	
	
	
	

	6.
	
	
	
	

	7.
	
	
	
	

	8.
	
	
	
	

	9.
	
	
	
	

	10.
	
	
	
	

	11.
	
	
	
	

	12.
	
	
	
	

	
	                TOTAL
	
	
	


	KPI    for             HOSPITALS
	 Reporting Format

	SHORTFALLS IN QUALITY (SIQ):  REPORTING FORMAT



	**Note:

For hospitals designated as “SIQ” for an indicator for either of the two 6-monthly reporting periods, A QUALITY IMPROVEMENT STUDY is undertaken whereby an analysis of the reasons for the SIQ are determined    i.e. whether it was a true quality problem or was it due to other factors that were NOT related to quality of care, e.g. whether case-mix or case severity affected the performance etc.

The findings of the SIQ investigation are summarized in this form.



	Period:  (JANUARY to JUNE   OR   JULY to DEC.)             (circle whichever is appropriate)

Year   :



	HOSPITAL  :
	

	Department:


	 

	Indicator: 


	

	Standard :


	

	Performance Achieved:


	

	Is this a TRUE SIQ?


	                       Yes / No

	If Yes, Reasons For Shortfall in Quality:


	What are the factors contributing to the SIQ -   Structural or Process factors OR Both? 

Please refer to Annex A for a list of possible contributory factors to the SIQ.



	Structural factors: 

e.g. insufficient staffing, facilities, environment of care, equipment, training, credentialing etc.
	Process factors:

e.g. skill of staff concerned, non-adherence to CPG / care plan, No or inadequate  SOP, clinical pathways, etc.

	Any ACTIONS recommended   improving the situation?


	Yes
	
	 No
	

	If yes, what are they?  Examples include:

	

	1.
	Policy changes

	2.
	Procedural changes

	3.
	Equipment (e.g. Changes in type of equipment used, installation of additional facilities)

	4.
	Staffing  - Training, education, numbers, redeployment, credentialing etc.

	5.
	Developing new systems of care

	6.
	Development of organization-specific clinical indicators

	7.
	Re-organisation of appointment systems

	8.
	Review of treatment protocols e.g. for prevention of DVT, wound infection etc.

	9.
	Introduction of clinical pathways

	10.
	Increased liaison with community services

	11.
	Developing specific patient information packages

	12.
	Initiation of awareness programmes

	13.
	Discharge planning

	14.
	Others  (Please state)

	If No, why not? (Please explain)



	Closing the Quality  Cycle / Loop : Level of Implementation



	No.
	Actions
	Implemented? Yes / No

If No, why Not?

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Any Re-audit performed AFTER THE CHANGES WERE IMPLEMENTED?                         Yes / No



	If  Yes, When did it occur?



	Results of Re-audit ? 










                                                    Annex  A

SIQ   contributing factors

The factors that contribute to the SIQ (the ‘contributing factors’) should be identified. 

· Patient factors – patients themselves can contribute to an incident by virtue of their clinical condition, personal characteristics or circumstances, and inter-personal relationships.

· Task and technology factors – the care tasks (e.g. as defined in care pathways or protocols) and technology involved, including medicines, can contribute to an incident.

· Individual staff factors – staff can contribute to an incident.

· Team factors – team aspects such as communication, supervision and leadership can contribute to an incident.

· Work and care environment factors – the working or care environment might contain deficiencies that can contribute to an incident.

· Management and organisational factors – shortcomings in the management and organisation of a hospital or department can contribute to an incident.

· External factors – finally, factors external to the organisation can contribute to the incident, such as regulatory or economic issues.
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Contributory factors framework

Annex A provides a checklist of factors that can be used to help you establish the contributory factors that gave rise to patient safety event. Starting with the patient factors, and taking on board all that you have learned as a consequence of any investigation activity, systematically work thorough the contributory factors framework asking appropriate questions to arrive at a list of factors contributing to the incident.

Once you have determined the contributing factors, put the appropriate codes in the relevant categories in Section F.
Further action proposed to reduce risk

Contributory factors framework and codes
	
	
	
	
	Code

	Patient

Factors
	Clinical
	(
	Known risks associated with treatment
	101

	
	
	(
	Pre-existing co-morbidity
	102

	
	
	(
	Complexity of condition  
	103

	
	
	(
	Seriousness of condition
	104

	
	
	(
	Treatability of condition
	105

	
	
	(
	Difficulty in diagnosis
	106

	
	
	(
	Clinical/health history
	107

	
	
	(
	Inexplicable/Unknown factors
	108

	
	
	(
	Other
	109

	
	Personal
	(
	Personality
	110

	
	
	(
	Physical state (e.g. malnourished, poor sleep pattern, etc.)
	111

	
	
	(
	Cultural background
	112

	
	
	(
	Religious beliefs
	113

	
	
	(
	Language and communication
	114

	
	
	(
	Social and family circumstances
	115

	
	
	(
	External support
	116

	
	
	(
	Stress
	117

	
	
	(
	Disclosure of health history
	118

	
	
	(
	Other
	119

	
	Inter-personal
	(
	Patient-staff relationship
	120

	
	
	(
	Patient-patient relationship
	121


	
	
	
	
	Code

	Task and

technology

factors
	Availability 

and use of

protocols

(including

guidelines)
	(
	Availability of protocols to staff
	201

	
	
	(
	Use of protocols
	202

	
	
	(
	Poor quality of information included in the protocol
	203

	
	
	(
	Procedures for reviewing and updating protocols
	204

	
	
	(
	Inappropriate use of protocol
	205

	
	
	(
	Other
	206

	
	Availability and accuracy of health Information, including medical 

record and

test results
	(
	Availability of information
	207

	
	
	(
	Reliability of information
	208

	
	
	(
	Information inaccessible to staff
	209

	
	
	(
	Misinterpretation by staff
	210

	
	
	(
	Disagreements regarding the interpretation of information
	211

	
	
	(
	Inadequately flagged information/alert
	212

	
	
	(
	Need to chase up information
	213

	
	
	(
	Other
	214

	
	Task design
	(
	Relevance
	215

	
	
	(
	Ease of task execution
	216

	
	
	(
	Design deficiency
	217

	
	
	(
	Other
	218

	
	Decision making aids
	(
	Availability, use and reliability of specific types of equipment e.g. CTG
	219

	
	
	(
	Availability, use and reliability of specific types of tests, e.g. blood testing
	220

	
	
	(
	Availability and use of a senior clinician
	221

	
	
	(
	Other
	222

	
	Medication-related
	(
	Wrong medication
	223

	
	
	(
	Adverse drug reaction
	224

	
	
	(
	Miscalculation
	225

	
	
	(
	Complicated dosage design
	226

	
	
	(
	Mislabeling
	227

	
	
	(
	Incorrect computer entry
	228

	
	
	(
	Poor/ Similar packaging and labeling
	229

	
	
	(
	Similar looking or sounding names
	230

	
	
	(
	Other
	231


	
	
	
	
	Code

	Staff factors
	Competence
	(
	Inadequate knowledge
	301

	
	
	(
	Inadequate skills
	302

	
	
	(
	Inadequate experience
	303

	
	
	(
	Other
	304

	
	Compliance
	(
	Failure to comply with policy/procedure/protocol
	305

	
	
	(
	Intentional violation
	306

	
	
	(
	Unintentional violation
	307

	
	
	(
	Other
	308

	
	Personal
	(
	Personality
	309

	
	
	(
	Stress
	310

	
	
	(
	Fatigue
	311

	
	
	(
	Distraction
	312

	
	
	(
	Attitude
	313

	
	
	(
	Inadequate motivation
	314

	
	
	(
	Lapse of concentration
	315

	
	
	(
	Mental impairment (e.g. illness, drugs, alcohol, pain)
	316

	
	
	(
	Specific mental health illness (e.g. depression)
	317

	
	
	(
	Domestic issues
	318

	
	
	(
	Other
	319

	
	Inter-personal
	(
	Staff-patient relationship
	320

	
	
	(
	Staff-staff/team relationship
	321

	
	
	(
	Staff-organisation relationship
	322

	
	
	(
	Other
	323


	
	
	
	
	Code

	Team factors
	Verbal Communication
	(
	Communication between junior and senior staff
	401

	
	
	(
	Communication between professions
	402

	
	
	(
	Communication outside of the ward/department etc.
	403

	
	
	(
	Inadequate hand over
	404

	
	
	(
	Communication between staff and patient
	405

	
	
	(
	Communication between specialists and departments
	406

	
	
	(
	Communication between staff of the same grade
	407

	
	
	(
	Voicing disagreements and concerns
	408

	
	
	(
	Communication between staff and relatives or carers
	409

	
	
	(
	Other
	410

	
	Written communication
	(
	Incomplete/absent information (e.g. test results)
	411

	
	
	(
	Incomplete/ absent information (e.g. test results, handover)
	412

	
	
	(
	Discrepancies in the notes/documentation
	413

	
	
	(
	Incomplete documentation
	414

	
	
	(
	Illegible
	415

	
	
	(
	Missing signature
	416

	
	
	(
	Poor quality of information in the notes/documentation
	417

	
	
	(
	Inter-dept communication
	418

	
	
	(
	Communication with MoH/other hospitals/agencies
	419

	
	
	(
	Misinterpretation
	420

	
	
	(
	Other
	421

	
	Supervision and seeking help
	(
	Decision/willingness of staff to seek help
	422

	
	
	(
	Unavailability of staff to help
	423

	
	
	(
	Responsiveness of staff to help
	424

	
	
	(
	Other
	425

	
	Congruency/

consistency
	(
	Definition of tasks between professions
	426

	
	
	(
	Definition of tasks between different grades of staff
	427

	
	
	(
	Definition of tasks between same grades of staff
	428

	
	
	(
	Other
	429

	
	Leadership and Responsibility
	(
	Ineffective leadership
	430

	
	
	(
	Unclear definitions of responsibility
	431

	
	
	(
	Other
	432

	
	Staff colleagues response to incidents
	(
	Inadequate support by peers after incident
	433

	
	
	(
	Inadequate support by staff of comparable grades across professions e.g. senior nurse and junior doctor
	434

	
	
	(
	Other
	435


	
	
	
	
	Code

	Work and care environment
	Building and design
	(
	Maintenance management
	501

	
	
	(
	Functionality (ergonomic assessment e.g. lighting, spaces, etc.)
	502

	
	
	(
	Other
	503

	
	Physical environment
	(
	Housekeeping
	504

	
	
	(
	Control of the physical environment (e.g. temp, light, etc.)
	505

	
	
	(
	Movement of patients between wards/sites
	506

	
	
	(
	Storage
	507

	
	
	(
	Other
	508

	
	Equipment/

supplies
	(
	Malfunction/failure/reliability
	509

	
	
	(
	Unavailability
	510

	
	
	(
	Maintenance management
	511

	
	
	(
	Functionality (e.g. ergonomic design, fail-safe, standardisation)
	512

	
	
	(
	System design
	513

	
	
	(
	Other
	514

	
	Information technology
	(
	Malfunction/failure/reliability
	515

	
	
	(
	Unavailability
	516

	
	
	(
	Maintenance management
	517

	
	
	(
	Functionality (e.g. ergonomic design, fail-safe, standardisation)
	518

	
	
	(
	System design
	519

	
	
	(
	Other
	520

	
	Staffing
	(
	Unavailability
	521

	
	
	(
	Allocation of staff
	522

	
	
	(
	Recruitment
	523

	
	
	(
	Other
	524

	
	Education and training
	(
	Induction/orientation
	525

	
	
	(
	Ongoing and refresher training 
	526

	
	
	(
	Other
	527

	
	Workload/

Hours of work
	(
	Inadequate regular rest breaks
	528

	
	
	(
	Heavy workload
	529

	
	
	(
	Long working hours
	530

	
	
	(
	Other
	531

	
	Service delivery
	(
	Delay
	532

	
	
	(
	Missed
	533

	
	
	(
	Inappropriate
	534

	
	
	(
	Other
	535


	
	
	
	
	Code

	Management and organisational factors
	Leadership and governance
	(
	Leadership presence
	601

	
	
	(
	Leadership style
	602

	
	
	(
	Governance arrangements
	603

	
	
	(
	Other
	604

	
	Organisational structure
	(
	Hierarchical arrangement of staff within the organizational context
	605

	
	
	(
	Span of control
	606

	
	
	(
	Unclear roles/ responsibility
	607

	
	
	(
	Other
	608

	
	Objectives, policies and standards
	(
	Management arrangements (function) 
	609

	
	
	(
	Operation (e.g. Facility Management, Materials Management, Contract Management)
	610

	
	
	(
	Human resources policy
	611

	
	
	(
	Financial policy
	612

	
	
	(
	Information policy
	613

	
	
	(
	Risk management (e.g. incident reporting, investigation and analysis, safety culture)
	614

	
	
	(
	OSH management
	615

	
	
	(
	Other
	616

	
	Resources and constraints
	(
	Human resources
	617

	
	
	(
	Financial
	618

	
	
	(
	Other
	619

	
	Safety culture and priorities
	(
	Inadequate safety culture
	620

	
	
	(
	Wrong priorities
	621

	
	
	(
	Other
	622


	
	
	
	
	Code

	External factors
	Political
	(
	Goals
	701

	
	
	(
	Perceptions
	702

	
	
	(
	Other
	703

	
	Economic
	(
	Climate
	704

	
	
	(
	Other
	705

	
	Regulatory
	(
	Laws and regulations
	706

	
	
	(
	Ministry of Health requirements
	707

	
	
	(
	Requirements of other regulatory agencies/bodies
	708

	
	
	(
	Other
	709

	
	Partnership working with external organisations
	(
	Governance arrangements
	710

	
	
	(
	Management arrangements
	711

	
	
	(
	Contractual arrangements
	712

	
	
	(
	Communication
	713

	
	
	(
	Other
	714


List of Hospitals and their Categories (please refer Annex B)
	
	            HOSPITAL  
	CATEGORY  
	                    Annex  B

	A  (14)
	B   (41)
	 C (73)
	 D (6)

	HKL+ STATE HOSPITALS
	SPECIALIST HOSPITALS
	NON - SPECIALIST HOSPITALS
	SPECIAL MEDICAL INSTITUTIONS

	WILAYAH PERSEKUTUAN
	WILAYAH PERSEKUTUAN
	KEDAH
	1. Bahagia, Ulu Kinta, Perak

	1. Kuala Lumpur
	1. Putrajaya
	1. Baling
	2. Permai, Tampoi, Johor Bahru

	 
	2. Labuan
	2. Jitra 
	3. Mesra, Bukit Padang, 
    K.Kinabalu

	PERLIS
	 
	3. Kuala Nerang
	4. Sentosa, Kucing, Sarawak

	2. Tuanku Fauziah, Kangar
	KEDAH
	4. Sik 
	5. Institut Perubatan Respiratori

	 
	3. Sultan Abdul Halim, Sungai Petani
	5. Yan
	6. Pusat Kawalan Kusta Negara

	KEDAH
	4. Langkawi
	PULAU PINANG
	 

	3. Sultanah  Bahiyah, Alor Setar.
	5. Kulim
	6. Balik Pulau 
	 

	 
	 
	7. Sungai Bakap 
	 

	PULAU PINANG
	PULAU PINANG
	PERAK
	 

	4. Pulau Pinang
	6. Seberang Jaya
	8. Batu Gajah
	 

	 
	7. Kepala Batas
	9. Kuala Kangsar
	 

	PERAK
	8. Bukit Mertajam
	10. Parit  Buntar
	 

	5. Ipoh
	 
	11. Tapah
	 

	 
	PERAK
	12. Sungai Siput
	 

	SELANGOR
	9. Taiping
	13. Kampar
	 

	6. Tengku Ampuan Rahimah, Klang
	10. Teluk Intan
	14. Selama
	 

	 
	11. Sri Manjung
	15. Gerik
	 

	NEGERI SEMBILAN
	12. Slim River
	16. Changkat Melintang
	 

	7. Tuanku Jaafar, Seremban
	 
	
	 

	 
	SELANGOR
	SELANGOR
	 

	MELAKA
	13. Sungai Buloh
	17. Kuala  Kubu Baru
	 

	8. Melaka
	14. Ampang
	18. Tanjong Karang
	 

	A 
	B 
	 C  
	 D 

	HKL+ STATE HOSPITALS
	SPECIALIST HOSPITALS
	NON - SPECIALIST HOSPITALS
	SPECIAL MEDICAL INSTITUTIONS

	 
	15. Selayang
	19. Tg. Ampuan Jemaah, Sabak Bernam
	 

	JOHOR
	16. Serdang
	
	 

	9. Sultanah Aminah, Johor Bharu
	17. Kajang
	NEGERI SEMBILAN
	 

	 
	18. Banting
	20. Tampin
	 

	PAHANG
	 
	21. Jelebu
	 

	10. Tengku Ampuan Afzan,Kuantan
	 
	22. Jempol
	 

	TERENGGANU
	NEGERI SEMBILAN
	MELAKA
	 

	11. Sult.Nur Zahirah, K.Terengganu
	19. Tuanku Ampuan Najihah, K. Pilah
	23. Alor Gajah
	 

	 
	20. Port Dickson
	24. Jasin
	 

	KELANTAN
	 
	JOHOR
	 

	12. Raja Perempuan Zainab II, K.B.
	JOHOR
	25. Kota Tinggi
	 

	 
	21. Sultanah Fatimah, Muar
	26. Pontian
	 

	SARAWAK
	22. Sultan Ismail , JB
	27.Tem. Seri Maharaja Tun Ibrahim, Kulai
	 

	13. Umum,Kuching
	23. Batu Pahat
	28. Tangkak
	 

	 
	24. Segamat
	29. Mersing
	 

	SABAH
	25. Kluang
	
	 

	14. Queen Elizabeth, Kota Kinabalu
	 
	PAHANG
	 

	 
	PAHANG
	30. Pekan
	 

	 
	26. Sultan Hj. Ahmad Shah, Temerloh
	31. Bentong
	 

	 
	27. Kuala  Lipis
	32. Raub
	 

	 
	 
	33. Jerantut
	 

	 
	 
	34. Jengka

	 

	A 
	B 
	 C 
	 D 

	HKL+ STATE HOSPITALS
	SPECIALIST HOSPITALS
	NON - SPECIALIST HOSPITALS
	SPECIAL MEDICAL INSTITUTIONS

	 
	TERENGGANU
	35. Muadzam Shah
	 

	 
	28. Kemaman
	36. Cameron Highlands
	 

	 
	 
	
	 

	 
	KELANTAN
	TERENGGANU
	 

	 
	29. Kuala Krai
	37. Hulu Terengganu
	 

	 
	30. Tanah Merah
	38. Dungun
	 

	 
	 
	39. Setiu 
	 

	 
	SARAWAK
	40. Besut
	 

	 
	31. Sibu
	
	 

	 
	32. Miri
	KELANTAN
	 

	 
	33. Kapit
	41. Pasir Mas
	 

	 
	34. Bintulu
	42. Tengku Anis, Pasir Puteh
	 

	 
	35. Sarikei
	43. Tumpat
	 

	 
	36. Sri Aman
	44. Machang
	 

	 
	 
	45. Gua Musang
	 

	 
	 
	46. Jeli
	 

	
	
	
	

	 
	SABAH
	SARAWAK
	 

	 
	37. Sandakan
	47. Bau
	 

	 
	38. Tawau
	48. Betong
	 

	 
	39. Keningau
	49. Daro
	 

	 
	40. Lahad Datu
	50. Kanowit
	 

	 
	41. Likas
	51. Lawas
	 

	 
	 
	52. Limbang
	 

	 
	 
	53. Lundu
	 

	 
	 
	54. Marudi
	 

	 
	 
	55. Mukah
	 

	A 
	B 
	 C 
	 D 

	HKL+ STATE HOSPITALS
	SPECIALIST HOSPITALS
	NON - SPECIALIST HOSPITALS
	SPECIAL MEDICAL INSTITUTIONS

	 
	 
	56. Saratok
	 

	 
	 
	57. Serian
	 

	 
	 
	58. Simunjan
	 

	 
	 
	 
	 

	 
	 
	SABAH
	 

	 
	 
	59. Beaufort
	 

	 
	 
	60. Beluran
	 

	 
	 
	61. Kota Belud
	 

	 
	 
	62. Kudat
	 

	 
	 
	63. Papar
	 

	 
	 
	64. Ranau
	 

	 
	 
	65. Semporna
	 

	 
	 
	66. Tambunan 
	 

	 
	 
	67. Tenom
	 

	 
	 
	68. Kota Marudu
	 

	 
	 
	69. Sipitang
	 

	 
	 
	70. Kinabatangan
	 

	 
	 
	71. Kunak
	 

	 
	 
	72. Kuala Penyu
	 

	 
	 
	73. Pitas
	 








Dimension:    Clinical 
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Aspect of Performance:  Quality & Safety 




























































































Aspect of Performance:   Productivity  
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