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Challenge
Patients management with minimum medical error

Enhancement of service quality

Better communication and collaboration

Effective and efficient administration

HOSPITAL COMPETITIVENESS 
PERFORMANCE



MOMENTS OF TRUTH ARE

CUSTOMER’S EXPECTATIONS OF :

- WHAT HE/SHE BELIEVES WILL 
HAPPEN

- WHAT HE/SHE THINKS SHOULD 
HAPPEN

- WHAT HE/SHE HOPES WILL HAPPEN



Pull into parking lot

Park

Walk from car

Enter facility

Ask direction

Approach receptionist

Sign in

Wait

Clinical examination

To the patient room

Doctor visit

Nurse care

Operating theater

Discharge

Payment

Leave facility

Get into car

Leave parking lot

Decide “Would I recommend this hospital ?” 

To the hospital Moments of truth : Hospital in patient



Dilemma perumahsakitan dalam mencapai
clinical quality dan financial performance

Clinical quality dan Financial Performance adalah dua hal 
tidak terpisahkan.
Rumah sakit yang ingin memiliki clinical quality yang tinggi  
harus memiliki modal SDM yang mencukupi dan baik, Peralatan 
yang mencukupi dan  cukup canggih , team work yng baik, 
Governance yang baik termasuk menjalankan SOP dengan 
konsisten, memiliki program quality improvement, patient 
safety dll. yang tentu semuanya memerlukan biaya yang 
dilaksanakan melalui penganggaran dan pelaksanaan 
anggaran yang efisien dalam rangka membina maupun 
mempertahankan dengan baik clinical performance untuk 
jangka waktu yang lama
Biaya itu harus diperoleh melalui financial performance yang 
bagus. Artinya cost control dan Revenue generating disertai 
process excellence dibidang financial maupun bidang lainnya 
seperti medical, nursing, dll haruslah selaras, seimbang dan 
efisien



The Dilemma

Premier 
Inc U.S.



Quality Indicators terdiri atas dan 
terkait dengan 

Clinical Outcome (Mortality, LOS, 
Readmission, Complications etc)

Patient Reported Outcome Measures 
(PROMs)

Patient Experience (Perception)

Cost

Health Economics



Patient 
Reported 
Outcome
Measure

Patient 
Experience

Clinical 
Outcome

The Golden Triangle 



CLINICAL OUTCOME INDICATORS

Indicator Nat.Health
Care 
Group

Internation
al rate

RSPI

1 Colorectal surgery : anastomotic
leakage after resection of colon 
cancer

2 – 4% 5%

2 Stomach Cancer Surgery : 
Anastomotic leakage after 
Gastrectomy (within 14 days)

3,6 – 4% 8%

3 Minimally invasive recurrence 
hernia after laparoscopic hernia 
repair

3 – 4,9% 2 – 10%

4 ICU : Ventilator Associated 
Pneumonia

1,54% 5,4% per 1000 
ventilator days

Neurology : Inpatient stroke 
mortality

4% 10%

6 Ophthalmology : Visual outcome 
after cataract surgery

99,59% 95%



BUMRUNGARD HOSPITAL, BANGKOK

Laparoscopic-cholecystectomy REALCOST estimates are 
based on the actual invoices patients paid upon leaving our 
hospital. They include surgical fees, doctor’s fees, 
medicine, lab tests, room fees, the total bill for the 
incident of care. 
Surgical removal of gall bladder using laparoscope 
DATE: Jan 01, 10 BASED ON DATA: JUL 08 – JUN 09
CURRENCY: Thai Baht

MEDIAN: THB 160,325
LOW: THB 142,944
Only about 1 in 4 cases
cost less than this. 
HIGH: THB 177,009
Only about 1 in 4 cases
cost more than this



What PATH has to offer:

a multidimensional approach to hospital performance 
assessment;

a tool to disseminate values within a hospital, and initiate 
or support quality improvement strategies;

a tool to make the most of the large amount of data that 
is currently collected but very little used;

technical support  implementation of performance 
measurement within hospitals;

an opportunity to question current information systems 
and learn from experiences in other countries;

educational material, including general presentation of 
quality improvement principles and

detailed description of indicators;

template for reporting results to individual hospitals



The PATH framework includes 4 steps
Motivate : Hospital participation is voluntary. PATH is designed around 
and for hospitals as the mainusers. It presumes their active 
involvement at all steps.
Measure : The PATH framework relies on 17 indicators in a core set 
but countries can select additional indicators proposed in a tailored 
set.
Make sense : Data are the prerequisite for improvement; however, they 
are not an end in themselves but a starting point for action. 
Evaluation of indicators always needs to be done locally, comparing
the institutions' performance treference points and relating 
performance to local contexts
Move : The aim of PATH is to provide support to quality improvement 
strategies. It should ultimately impact on actions for 
qualityimprovement.The Performance Assessment Tool for Quality 
Improvement in Hospitals (PATH) was developed by the WHO Regional 
Office for Europe to support hospitals in collecting data on their 
performance, identifying how they are doing in comparison to their
peer group and initiating quality improvement activities. PATH is 
designed for internal use and on voluntary basis only - it is not meant 
to be used for external reporting, accreditation or restructuring 
purposes 



6 Dimensions for Assessing 
Hospital Performance

Clinical effectiveness

Production efficiency 

Staff orientation 

Responsive governance

Safety

Patient centeredness



Patient-centeredness

Safety
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Clinical Effectiveness

Clinical effectiveness is a performance 
dimension, wherein a hospital, in line 

with the current state of knowledge, 
appropriately and competently delivers 
clinical care or service to, and achieve 

desired outcomes for all patients 
likely to benefit most

Sub-dimensions:
Conformity of processes of care, 
outcomes of processes of care, 

appropriateness of care



Efficiency

Efficiency is a hospital’s optimal 
use of inputs to yield maximal 

outputs, given its available 
resources

Sub-dimensions:
Appropriateness of services

Input related to outputs of care, 
Use of available technology for best possible care



Staff Orientation

Staff orientation is the degree to which 
hospital staff are appropriately qualified 

to deliver required patient care, 
have the opportunity for continued 

learning and training, work in positively 
enabling conditions, and are satisfied with 

their work

Sub-dimensions:
Practice environment

Perspectives and recognition of individuals needs
Health promotion activities and safety initiatives

Behavioral responses and health status



Responsive Governance

Responsive governance is the degree to 
which a hospital is responsive to 

community needs, ensures care continuity 
and coordination, promotes health, is 

innovative, and provides care to all 
citizens irrespective of racial, physical, 

cultural, social, demographic or 
economic characteristics

Sub-dimensions:
System/community integration

Public health orientation



Safety

Safety is the dimension of performance, 
wherein a hospitals has the appropriate 

structure, and uses care delivery processes 
that measurably prevent or reduce harm or 
risk to patients, health care providers and 

the environment, and which also promote the 
notion  

Sub-dimensions:
Patient safety
Staff safety

Environment safety



Patient Centeredness

Patients centeredness is a dimension of performance 
wherein a hospital places patients at the center of 

care and service delivery 
by paying particular attention to patients’ and their 
families’ needs, expectations, autonomy, access to 

hospitals support networks, communication, 
confidentially, dignity, choice of provider, and desire 

for prompt, timely care.

Sub-dimensions:
Client orientation

Respect for patients



How to develop a European model of 
hospital performance?

First stage: design and development of a model of hospital 
performance assessment adapted to the European context

1) Identify dimensions and sub-dimensions of performance

2) Develop a framework for indicator selection

3) Review indicators in current national/regional performance
assessment systems

4) Review literature to find evidence on relevance, reliability and
validity, and complement list of indicators

5) Survey in 11 European countries to assess availability of
data, burden of data collection, potential impact on quality

6) Selection of indicators (nominal group technique)

7) Review literature on interrelations between indicators

8) Design a dashboard to report the results



A satisfactory level of hospital performance is the maintenance 
of a state of functioning that corresponds to societal, patient 
and professional norms.

High hospital performance should be based on professional 
competences in application of present knowledge, available 
technologies and resources; Efficiency in the use of resources; 
Minimal risk to the patient; Responsiveness to the patient; 
Optimal contribution to health outcomes.

Within the health care environment, high hospital performance 
should further address the responsiveness to community needs 
and demands, the integration of services in the overall delivery 
system, and commitment to health promotion. 

High hospital performance should be assessed in relation to the 
availability of hospitals’ services to all patients irrespective of 
physical, cultural, social, demographic and economic barriers.

A definition of hospital performance
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Angka Kematian Neonatal, Bayi dan
Balita di Indonesia 
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Inisiasi Menyusu Dini

Sumber: www.promkes.com

Gambar 1. Verniks kaseosa Gambar 2. Diberi topi

Gambar 3. Kontak kulit ke kulit Gambar 4. Breast  crawl

Gambar 5. Bonding crawl Gambar 6. Ibu dan Bayi lebih  tenang



Konvensi HTA Indonesia
2010



Sejak tahun 2000 kurva prevalensi Indonesia cenderung terus 
meningkat dari tahun ke tahun sementara kurva negara lain 
cenderung stabil atau menurun. Kenaikan ini merisaukan.

(WHO. HIV Burden.South East Asia Region.2008.IIIb,C)



AusAID. Impacts of HIV/AIDS 2005–2025 in Papua New Guinea, 
Indonesia and East Timor.2006.IIIB,C



Prediksi Persalinan preterm
Santoso Soeroso, Damar Prasmusinto, Asril Aminullah, Ali Sungkar, Rukmono
Siswishanto, Makmur Sitepu, Muhammad Ilhamy, Laurensia Lawintono

UNIT PENGKAJIAN TEKNOLOGI KESEHATAN DIREKTORAT JENDERAL PELAYANAN MEDIK DEPARTEMEN KESEHATAN RI

HTA
INDONESIA



Besaran Masalah

Proporsi Bayi Berat Lahir Rendah (BBLR) 11,5% (Riskesdas
Depkes, 2007)
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Besaran Masalah

Proporsi Bayi Berat Lahir Rendah (BBLR) 11,5% (Riskesdas Depkes, 
2007)
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Analisis Ekonomi
Kebutuhan biaya prediksi preterm yang direkomendasikan

No Prediksi Biaya 
(Rp)

Sensitivit
as (%)

Spesifisit
as (%)

Nilai 
Prediksi 

Positif (%)

Nilai 
Prediksi 

Negatif (%)

1 IGFBP-1 200.000 100 92 84 100

2
Skrining infeksi vagina 

(termasuk deteksi 
infeksi dengan 

pewarnaan Gram)
50 97 95

3 USG 
transvaginal

60.000 –
100.000 905 98 95 96

4 Fibronektin 
fetal 850.000

66,7
(≤ 7 hari 
setelah 

pemeriksaan)

91,8
(≤ 7 hari 
setelah 

pemeriksaan)

9,1
(≤ 7 hari 
setelah 

pemeriksaan)

99,6
(≤ 7 hari 
setelah 

pemeriksaan)

5 Skoring 
faktor risiko 50 < 25-50 20-40



SPECTRUM OF HEALTH TECHNOLOGY 
ASSESSMENT

Assessment Evaluative
Activities Research

Literature 
Review

Expert 
Consensus 
Judgement

Randomised 
Controlled 

Trials

Standardised 
Evaluation 

Criteria Analysis 
Modeling

Meta-
analysis



METODOLOGI PENILAIAN
Level of Evidence dan Tingkat Rekomendasi

Level Literatur Rekomendasi

I a Meta-analisis Randomized Clinical Controlled Trial
A

I b Minimal satu Randomized Clinical Controlled Trial

II a Minimal satu non Randomized Clinical Controlled Trial
B

II b Studi kohort dan / atau kasus-kontrol

III a Studi cross-sectional

CIII b Seri kasus dan laporan kasus

IV Konsensus dan pendapat ahli

Scottish Intercollegiate Guidelines Network ;  US Agency for Health Care Policy



E.Rahardjo - HTA Indonesia 36



E.Rahardjo - HTA Indonesia 37



Shouldice inguinal hernia repair in the male adult: the gold standard? A multicenter controlled 
trial in 1578 patients.
Hay JM, Boudet MJ, Fingerhut A, Poucher J, Hennet H, Habib E, Veyrières M, Flamant Y. Hôpital 
Louis Mourier, Columbes, France.

BACKGROUND: Hernia repair is the second most frequently performed operation in 
France and in the United States, the prevalence being 36 for every 1000 males. 
Lowering the recurrence rate by 1% would mean 1000 fewer operations for hernia 
repair per year in France. METHODS: Between 1983 and 1989, 1578 adult males with 
a total of 1706 nonrecurrent inguinal hernias were prospectively and randomly 
allotted to undergo either a Bassini's repair, Cooper's ligament, or Shouldice repair 
with polypropylene or a Shouldice repair with stainless steel for determination of 
which technique was associated with the lowest recurrence rate. Fifty‐nine hernia 
repairs were withdrawn after inclusion. Of the 1647 remaining hernias, 52.2% were 
indirect, 25.6% were direct, and 23.2% were combined. Patients were seen every 6 
months for 3 years and then every year. Median follow‐up was 5 years 8 months 
(range, 3 months‐8.5 years). RESULTS: At 8.5 years, 5.6% of hernias were lost to 
follow‐up. Ninety‐seven hernia repairs failed, 50% during the first 2 years. The 
actuarial recurrence rate was 7.94% at 8.5 years. The Shouldice repair (stainless steel 
or polypropylene) was associated with fewer recurrences (6.1%) than either the 
Bassini's (8.6%) or Cooper's ligament repair (11.2%) technique (p < 0.001). This 
difference remained significant even when the maximal bias test was used. Fewer 
recurrences (5.9%) were observed with the stainless steel wire Shouldice repair than 
with polypropylene version (6.5%), but the difference was not significant. 
CONCLUSIONS: Shouldice hernia repair provides the patient with the best chances 
of nonrecurrence regardless of the anatomical type of hernia. The Shouldice hernia 
repair should be the gold standard for inguinal hernia repair in men and serves as 
the basis for comparison with all other techniques, be they prosthetic or 
laparoscopic.

http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term="Hay JM"[Author]&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVAbstract
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term="Boudet MJ"[Author]&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVAbstract
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term="Fingerhut A"[Author]&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVAbstract
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term="Poucher J"[Author]&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVAbstract
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term="Hennet H"[Author]&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVAbstract
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term="Habib E"[Author]&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVAbstract
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term="Veyri%C3%A8res M"[Author]&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVAbstract
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term="Flamant Y"[Author]&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVAbstract


RS Shouldice, Toronto, Canada
RS Shouldice memiliki 12 ahli bedah yang hanya 
melakukan hernia repair 
Tiap ahli bedah melakukan 600 – 800 operasi / tahun
Hernia repair dilakukan hanya dalam 35 – 45 menit
Tanpa menggunakan mess / jaring untuk menutup lubang 
hernia
Pertimbangannya : merupakan benda asing, menimbulkan 
infeksi, mahal ( harga di Indonesia kl. Rp. 4 – 5 juta)
Angka kambuh 1%
Biaya separuh dari biaya hernia repair di AS ($ 4000)

Gawande,A : Complications, a surgeon notes on an imperfect Science. Picador, NY, 2003



Dimension Corresponding theoretical 
model

Clinical effectiveness Rationale of professionals

Patient centeredness Rationale of patient 
experience and patient 
satisfaction

Efficiency Internal resources model + 
resources acquisition model

Safety Fault-driven model

Staff orientation Human relations model

Responsive governance Strategic constituencies 
model + social legitimacy

Linking the dimensions to theories of 
organizational performance



Indicator

Level 1 : Indicator
Importance & Usefulness

Level 2 : Tools of measurement
2.1.  If available : Reliability, validity, causation

2.2.  If not available : Burden of development

Level 3 : Data Collection
Burden of data measurement 

Set

•
Po

te
nt

ia
l f

or
 u

se
 a

nd
 a

bu
se

•
Co

nt
en

t 
&

 F
ac

e 
va

lid
ity

Our framework for selecting 
indicatorperformance s



Perhimpunan Dokter Spesialis Kedokteran Fisik dan Rehabilitasi Indonesia 
(PERDOSRI)

Semarang, 26-27 Mei 2010



Indicators

1. A core indicator

a number of indicators relevant, responsive 
and valid in most contexts, relying on sound 
scientific evidence, for which data are 
available and easy to collect.

2. A tailored indicator

indicators suggested only in specific 
contexts because of varying availability of 
data, varying applicability (e.g. teaching 
hospitals, rural hospitals) or varying 
contextual validity (cultural, financial, 
organizational settings).



Proposed core set of performance 
indicators

Patient centeredness
1. Cancelled one-day surgical procedures
2. Score on patient perception/satisfaction questionnaire
3. (a) Overall perception  satisfaction
3. (b)Interpersonal apects
3. (c) Client orientation: information and empowerment; 

continuity

Responsive governance
3. (d) Perceived continuity through patient survey
4. Discharge letters to GP
5. Waiting time for selected procedures and conditions
6. Women breastfeeding at discharge

Staff orientation
7. Training days and training budget
8. Budget dedicated to staff health promotion activities
9. Absenteeism



Proposed core set 

Clinical effectiveness
12. Primary C-section delivery
13. Appropriateness of prophylactic antibiotic use
14. Readmission for selected tracer conditions / procedures

within the same hospital
15. Admission after day surgery
16. Return to ICU for selected procedures/conditions 

Safety
17. Mortality rates 
18. Sentinel events
19. Work-related injuries (percutaneous injuries)

Efficiency
20. Ambulatory surgery use
21. Admission on day or surgery 
22. Length of stay for specific procedures
23. Average inventory in stock
24. Operating rooms unused sessions



From indicators to interpretation to 
action

Operating model: 

From a set of indicators to an operational model

Structured dashboard

• Synthetic overview (comprehensive and highlights 
trade-offs)

• Detailed information on specific indicators

Interpretation: From measurement to assessment

Enable meaning: Relate indicators to each other

Enable judgment: Relate indicators with references 

Action: From assessment to action

Learning from benchmarks 

⇒ PATH role: stimulate creation of networks



Staff Orientation Indicators
Indicator name C12. Excessive working hours

Rationale (including justification, strengths and limits)
Excessive working hours have an impact on staff health 
and satisfaction. They reflect overload, job strain and 
poor human resource planning. But they also have an 
impact on patient safety as evidence suggest that 
professionals that are tired make more errors. The 
EU’s working directive has direct implications for the 
health sector.
Strengths: strong face validity and some construct 
validity
Limitations: not applicable to all staff categories, only 
partly under hospital influence.
Domain Staff orientation,



Definisi dan cara pengukuran
Definition Number of hours worked exceeding normal working 
hours. According to the EU directive on working times, “member 
states shall take measures to ensure that workers enjoy an 
average of weekly working period of not more than 48 hours,  
including the overtime for each seven-day period.”
Type of indicator :  Qualitative measurement
Qualitative measurement :  Do you monitor excessive working 
hours? [yes, no]
How do you monitor? [Text]
Please provide value: [for hospitals’ own performance report, 
by department, if available]
Optional
Definition The percent of weeks worked more than 48 hours 
during a specified period.
Numerator Weeks worked more than 48 hours.
Denominator All work weeks.
Inclusion Limit to nurses and nurse assistants. Include



Level Criteria Issue addressed by the criterion

Set of indicator Face validity
Content validity
Construct validity

Is the indicator set acceptable as such by its potential users?
Are all the dimensions covered properly?
How do indicators relate to each other?

Indicators Importance and 
relevance
Potential for use and 
sensitivity to 
implementation

Does the indicator reflect aspects of functioning that matter to users 
and are relevant in current health care context?
Are hospitals able to act upon this indicator if it reveals a problem?

Measurement 
tools

Reliability
Face validity

Content validity

Contextual validity
Construct validity

Burden of data collection

Is there demonstrated reliability of data?
Is there a consensus among users and expert that this measure is 
related to the dimension (or sub-dimension) it is supposed to assess?
Does the measure relate to the sub-dimension of performance it is 
supposed to assess?
Is this indicator valid in different contexts?
Is this indicator related to other indicators measuring the same sub-
dimension of hospital performance?
Are data available and easy to access?

Criteria of Indicator Selection









Praktik kedokteran ideal  dg. Tata Kelola Klinik yg. Baik
sebagai inti kegiatan RS yang sesuai PATH

Rekam medik,
teknologi informasi,
keuangan, pemasaran

Komite medik.
Keperawatan. 
Manager 
risiko

Farmasi, 
Penunjang 
medik, 
penunjang 
non-medik
keperawatan
Teknologi 
informasi , 
manajemen 
keuangan dll

Tata Kelola Klinik 
Komite medik, 
keperawatan, 
farmasi dll

keuangan, hukum 
dan asuransi

Clinical 
Privilege
Clinical
pathway

Inventory
Turn
Over 

Patient safety
Consumer voice

Hospital Information System
Electronic  MR, Computerzed
Physician order entry, etc

SOP writing, compliance, 
clinical audit, medical audit



Clinical Indicator 
Medical Rehabilitation Services

Dimension Safety Patient Centeredness Non related
Clinical 
effectiveness

a. Diagnosis PMR/Therapist 
b. Fulfillment of Medical Record 
c. Clinical Pathway/SOP
d. Intervention/therapy error
e. Incident/Near miss
f. Equipment maintenance

a. Goal achievement 
b. Response time
c. Informed consent
d. Team /Family Meeting

Efficiency a. Equipment maintenance a. Utilization of 
equipment

Staff 
Orientation

a. Working burden
b. Quality improvement
c. Occupational Injuries

Responsive 
Governance

a. Team/Family meeting
b. Community Care 



Indikator Klinik Pelayanan Rehabilitasi Medik
Clinical Effectiveness-Patient safety

Performance Indicator Numerator Denominator
1. Adanya penegakan diagnosis Jumlah pasien dengan diagnosis Jumlah pasien yang dilayani

2. Kelengkapan Rekam Medik Jumlah RM yang ditulis lengkap Jumlah pasien yang dilayani

3. Adanya SPM/SOP Jumlah SPM/SOP yang ada 10 SPM/SOP

4. Kesalahan tindakan/terapi Jumlah pasien yang mengalami 
kesalahan tindakan

Jumlah pasien yang dilayani

5. Kesalahan tindakan nearmiss Jumlah pasien dengan kesalahan
tindakan nearmiss

Jumlah pasien yang dilayani

6. Pemeliharaan alat Jumlah alat yang mempunyai 
checklist pemeliharaan

Jumlah semua alat yang 
memerlukan pemeliharaan



Indikator Klinik Pelayanan Rehabilitasi Medik
Clinical Effectiveness-Patient centeredness

Performance Indicator Numerator Denominator
1. Pencapaian Goal (RI) Jumlah pasien rawat inap yang 

goalnya tercapai
Jumlah pasien rawat inap yang 
dilayani

2. Response Time Jumlah pasien rawat jalan yang 
dilayani <2jam

Jumlah pasien rawat jalan yang 
dilayani

Jumlah pasien rawat inap yang 
dilayani < 24 jam

Jumlah pasien rawat inap yang 
dilayani

3. Informed consent Jumlah pasien yang mendapat 
informed consent tertulis

Jumlah pasien yang mendapat 
tindakan yang berisiko

4. Pertemuan Tim/Keluarga Jumlah pertemuan tim/keluarga 
yang terlaksana

Jumlah pertemuan tim/keluarga
yang terjadual



Indikator Klinik Pelayanan Rehabilitasi Medik
Efficiency-Patient Safety

Performance Indicator Numerator Denominator
1. Equipment maintanance Jumlah alat yang mempunyai 

checklist pemeliharaan
Jumlah alat yang memerlukan 
pemeliharaan berkala

2. Utilisasi alat* Jumlah waktu pemakaian alat 
tertentu

Jumlah kapasitas pemakaian alat
tersebut



Indikator Klinik Pelayanan Rehabilitasi Medik
Staff Orientation-Safety

Performance Indicator Numerator Denominator
1. Beban kerja Jumlah total waktu pelayanan 

yang diberikan oleh tenaga 
tertentu

Jumlah kapasitas tenaga tertentu

2. Peningkatan kualitas SDM Jumlah SDM yang mengikuti 
training per tahun

Jumlah SDM yang terjadwal 
untuk mengikuti training 
pertahun

3. Cedera akibat kerja Jumlah tenaga tertentu yang 
cedera dalam menjalankan 
pekerjaan

Jumlah semua tenaga kerja
tertentu



Indikator Klinik Pelayanan Rehabilitasi Medik
Responsive Governance-Patient Centeredness

Performance Indicator Numerator Denominator
1. Pertemuan Tim/Keluarga Jumlah pertemuan tim/keluarga 

yang terlaksana
Jumlah pertemuan tim/keluarga 
yang terjadual

2. Pelayanan Masyarakat Jumlah klub kesehatan yang 
dibina oleh tim rehabilitasi medik 
di RS

Jumlah semua klub kesehatan
yang ada di RS



PROMs and PROMs 
Questionnaire

Patient Reported Outcome Measures system elicits 
information on the benefits of treatments as 
perceived by the patients themselves by listening to 
patients' views of their treatment, that can be used 
to review current practice and improve quality of 
care

Proms Questionnaire consists of :
Symptoms (impairments) 
Functioning (disability) 
Health related quality of life (HRQoL) 
Quality of life (QoL). 



Variabel terkait HRQOL
Cognitive function
Motor function
Psychological function
Sensory function
Social function
Caregiver support
Economic
Lifestyle changes necessitated by illness , pain,  pain 
variants



HEALTH CARE AT THE CROSS-ROADS :
GUIDING PRINCIPLES FOR THE DEVELOPMENT OF THE 

HOSPITAL OF THE FUTURE
THE JOINT COMMISSION

19TH NOVEMBER 2008



ECONOMIC VIABILITY
• Encourage the alignment of hospital 

measurement and payment systems to meet 
quality and efficiency-related goals

• Apply process improvement tools to improve 
efficiency and reduce costs

• Pursue coverage options to ensure 
patientaccess to, and affordability of, health 
care services

• Address the disequilibrium between the 
burdens of general acute hospitals and 
specialty hospitals in fulfilling the social 
mission for health care delivery



TECHNOLOGY ADOPTION
• Establish the business case and sustainable funding sources 

to support the widespread adoption of health information 
technology

• Redesign business and care processes in tandem with health 
information technology to ensure benefit accrual

• Use digital technology to support patient centered hospital 
care and extend that care beyond the hospital walls

• Establish reliable authorities to provide technology 
assessment and investment guidance for hospitals

• Adopt technologies that are labor-saving and integrative 
across the hospital



PATIENT CENTERED CARE

• Make adoption of patient-centered care values a 
priority for improving patient safety and patient and 
staff satisfaction

• Incorporate patient-centered care principles into 
the activities of hospital oversight bodies
and transparency initiatives

• Address barriers to patient and family engagement, 
such as low health literacy and personal and 
cultural preferences

• Eliminate disparities in the quality of care for 
minorities, the poor, the aged and the mentally ill

• Improve the quality of care for the chronically ill 
through adoption of care models that encourage 
coordinated, multi-disciplinary care

• Use robust process improvement tools toimprove
quality and safety, and support achievement of 
patient-centered care



ADDRESS THE STAFFING 
CHALLENGE

• Address the mal distribution of health care workers 
across the globe by instilling fair migration and 
compensation policies for
affected countries

• Expand health professional education and training 
capacity to   accommodate the growing demand for 
health care workers

• Create work place cultures that can attract and 
retain health care workers

• Support the development of health professional 
knowledge and skills required to care for patients in 
an increasingly complex environment
Educate health professionals to deliver team based 
care and promote teamwork in the hospital 
environment

• Develop the competence of health professionals to 
care for geriatric patients



TO GUIDE DESIGN
• Incorporate evidence-based design principles that improve 

patient safety, including single rooms, decentralized nursing 
stations and noise-reducing materials, in hospital 
construction

• Address high-level priorities, such as infection control and 
emergency preparedness, in hospital design and construction

• Include clinicians, other staff, patients and families in the 
design process to maximize opportunities to improve staff 
work flow
and patient safety, and create patient-centered environments

• Design flexibility into the building to allow for better 
adaption to the rapid cycle of innovation in medicine and 
technology

• Incorporate “green” principles in hospital design and 
construction
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Stepping stones to transformation

Inputs
• Money
• Leaders and 
workforce

• Structures
• Infrastructure

Processes
• Commissioning
• Providers - competitive behaviours
• Regulation
• System management

Outcomes
• Reducing inequality
• Increasing quality and safety
• Value for Money
• Improved health outcomes
• Patient experience aligned
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