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Evidence-informed Decision-making in 

Healthcare Management

• Decisions on “business” leadership

• Decisions on clinical leadership

• Decisions related to population health

• Decisions related to individual patient 

care



How/ Results

Europe vs US

HOPE

N=125

NEJM

N=566

+18%

-1%
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• He was an advocate of hospital reform and is the acknowledged founder of 
what today is known as outcomes management in patient care. Codman was 
the first American doctor to follow the progress of patients through their 
recoveries in a systematic manner.[3] He kept track of his patients via "End 
Result Cards" which contained basic demographic data on every patient 
treated, along with the diagnosis, the treatment he rendered, and the outcome 
of each case. Each patient was followed up on for at least one year to observe 
long-term outcomes. It was his lifelong pursuit to establish an "end results 
system" to track the outcomes of patient treatments as an opportunity to 
identify clinical misadventures that serve as the foundation for improving the 
care of future patients. He also believed that all of this information should be 
made public so that patients could be guided in their choices of physicians and 
hospitals.
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Ernest Codman

https://en.wikipedia.org/wiki/Hospital
https://en.wikipedia.org/wiki/Patient
https://en.wikipedia.org/wiki/Ernest_Amory_Codman#cite_note-3


• So I am called eccentric for saying in public:

• That Hospitals, if they wish to be sure of improvement,

• Must find out what their results are.

• Must analyze their results, to find their strong and weak points.

• Must compare their results with those of other hospitals.

• Must care for what cases they can care for well, and avoid attempting 

to care for cases which they are not qualified to care for well.

• Must not pretend that work which they do as a competitive business is 

Charity.

• Must assign the cases to members of the Staff (for treatment) for better 

reasons than seniority, the calendar, or temporary convenience.

• Must teach medical students ethics by example instead of by precept.

• Must welcome publicity not only for their successes, but for their errors, 

so that the Public may give them their help when it is needed.

• Must promote members of the Staff on a basis which gives due 

consideration to what they can and do accomplish for their patients.

• Such opinions will not be eccentric a few years hence.

Ernest Codman 1918
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MORTALITY

PROMS

COMPLICATIONS
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• Nightingale is described as "a true pioneer in the graphical representation of 
statistics", and is credited with developing a form of the pie chart now known as 
the polar area diagram,[56] or occasionally the Nightingale rose diagram, 
equivalent to a modern circular histogram, to illustrate seasonal sources of 
patient mortality in the military field hospital she managed. Nightingale called a 
compilation of such diagrams a "coxcomb", but later that term would frequently 
be used for the individual diagrams.[57] She made extensive use of coxcombs to 
present reports on the nature and magnitude of the conditions of medical care 
in the Crimean War to Members of Parliamentand civil servants who would 
have been unlikely to read or understand traditional statistical reports. In 1859, 
Nightingale was elected the first female member of the Royal Statistical 
Society.[58] In 1874 she became an honorary member of the American 
Statistical Association.[59]
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Florence Nightingale

https://en.wikipedia.org/wiki/Polar_area_diagram
https://en.wikipedia.org/wiki/Florence_Nightingale#cite_note-Cohen1984p107-56
https://en.wikipedia.org/wiki/Histogram
https://en.wikipedia.org/wiki/Florence_Nightingale#cite_note-57
https://en.wikipedia.org/wiki/Parliament_of_the_United_Kingdom
https://en.wikipedia.org/wiki/Royal_Statistical_Society
https://en.wikipedia.org/wiki/Florence_Nightingale#cite_note-58
https://en.wikipedia.org/wiki/American_Statistical_Association
https://en.wikipedia.org/wiki/Florence_Nightingale#cite_note-59


Reporting Results



Reporting on Hospital Performance 

(England)





• PDCA

• Plan

• Do 

• Check

• Act 
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• Domains (safety, effectiveness, patient 
centeredness)

• Look at health care

• Structure

• Process

• Outcome

• Quality as an

• Integrating

• notion
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Quality Concepts



AMI Pathway of Care
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Comparing of your own performance over time

Comparing with peers/benchmarking

Comparing with pre-set standards set by 

yourself

Comparing with pre-set standards set by others

Visualization of measures

Focus and scope of measures 

Contextualization of measures

From measurement to change through audit and feedback

based on control theory and behavioral change/learning theory 
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EU funded studies on quality of care in hospitals (DUQuE is the 

latest www.duque.eu theme issue international journal for quality 

in health care IJQHC volume 26, April 2014)

• Relation external accountability and 

internal improvement in Hospitals

• Relation between Professionals and 

Management

• Relation between hospital wide and 

department/pathway specific activities

• Balancing effectiveness, safety and 

patient centeredness

http://www.duque.eu/


Measure/respondent Total %

Professionals 9,857 90

Patient  survey 6,536 75

Chart reviews 9,082 90

External visits 74 100

Routine Data 182 95

Response rates DUQuE: 

Deepening our Understanding on Quality improvement in European 

hospitals

Country Hospitals 

participating

%

Czech Republic 30 100

Portugal 30 100

Poland 30 100

Turkey 30 100

Germany 13 43

England 4 13

Spain 30 100

France 25 83

TOTAL 192 80



Quality management system
Quality management systems index

Quality management compliance index
Clinical quality implementation index

Hospital governance
Quality orientation of the management board

External pressure
Perceived external pressure

External assessment
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Hospital culture
Competing values 

Social capital
Patient safety culture

Patient 
Involvement

Quality management
Client council

Departmental quality strategies 
Specialized expertise and responsibility

Evidence-based organization of pathways
Patient safety strategies

Clinical review

Pathway culture
Patient safety culture

Teamwork culture

Professionalism
Attitudes 

Behaviour

Hip fractureStroke

Clinical 
effectiveness

Patient 
experience

Perceived patient 
safety

Professional 
engagement

Acute myocardial 

infarction
Deliveries

Patient 
Involvement

Quality management
Patient information



Seven ways to improve quality and safety in your 

hospital 

• 1. Align organisational processes with external 

pressure

2. Put quality high on the agenda

3. Implement supportive organisation-wide systems 

for quality improvement

4. Assure responsibilities and team expertise at 

departmental level

5. Organise care pathways based on evidence of 

quality and safety interventions 

• 6. Implement pathway-oriented information systems

7. Conduct regular assessment and provide feedback 



Evidence-informed Decision-making in Healthcare 

Management: challenges in 2019

• Decisions on “business” leadership: Performance based 

payment- and accountability systems with increased focus on 

outcomes

• Decisions on clinical leadership: Competences to lead change 

in complex adaptive systems populated with professionals, 

patients and various other stakeholders

• Decisions related to population health: Broadening the use of 

specialized knowledge and technologies to pathways in 

integrated health care delivery systems

• Decisions related to individual patient care:  patient values. 

PROM’s, PREM’s

• Assuring the information infrastructure (EHR) and use of tools 

to synthesize and visualize real time performance information



10:00–11:30 tomorrow 

workshop on the use of 

performance data for 

management in healthcare 

organisations
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