Date last modification documentation sheet: 30-012

Compared to the previous version documentationtghi@el2-2011) the following issues were

adapted:

- Data availability updated
- Remarks; explanation principal diagnosis clarified
- References: link to Health at a Glance report ugati§2011 version)

Compared to the previous version documentationtg@ée02-2011) the following issues were

adapted:

- Name of indicator adapted: ischemic stroke instefatroke
- Defintion mentions the fact that this indicatoais OECD indicator and the OECD definition

is added.

- Remarks about principal diagnosis and age-starzition are added.
- Primary diagnosis is replaced by principal diagseosi

Compared to previous version documentation sh&08t2010) the following issues were adapted:
- Major correction; ICD9 codes for AMI in calculati@g10-414-> 410

ECHIM D) Health interventions: health services

Indicator

name 79. 30-day in-hospital case-fatality of AMI andhgenic stroke

Definition OECD indicator: admission-based AMI and ischemiolgt 30 day in-hospital (same
hospital) mortality rate. This indicator is definaslthe age-sex standardised percentage o
people aged 45+ who die within 30 days of beingittdthto a hospital in a specified year
with principal diagnosis of: a) acute myocardidhiction (AMI) or b) ischemic stroke.

Calculation Numerator: the number of deaths in the same hdsp#aoccurred within 30 days of hospitdl
admission with a principal diagnosis of AMI / ischie stroke in a specified year.
Denominator: the number of patients admitted tosphal with a principal diagnosis of AMI
/ ischemic stroke in a specified year, includinmeaday admissions. AMI diagnostic codes
ICD-10: 121, 122; ICD-9: 410. Ischemic stroke diagtic codes: ICD-10: 163-164; ICD-9:
433, 434, 436. The indicator is age-sex standatdiseording to 2005 OECD population
(45+). Therefore 5-year age specific numeratorsdembminators are needed, separate fol
men and women: 45-49, 50-54, .., 85+.

Relevant - Calendar year

dimensions - Country

and subgroups | - sex

Preferred Preferred data type:

datatypeand | - National hospital discharge records and hospégisters.

data source
Preferred data source:
- OECD Health Care Quality Indicators Data.

Data The 2011 Health at a Glance report (see referepeesgnts 2009 data for 19 European

availability countries (Austria, Belgium, Czech Republic, Derkn&inland, Germany, Iceland, Ireland,
Italy, Luxembourg, Netherlands, Norway, Poland tégal, Slovak Republic, Slovenia, Spa|n,
Sweden, Switzerland, United Kingdom. N.B.: for Rgel and Switserland data from 2008 fre
presented, for Belgium, the Netherlands and Swédem 2007). Age-sex standardized ratefs
for both case fatality among patients with AMI aschemic stroke are available for 2000,
2005 and 2009 (or nearest year) for 11 Europeanties.

Data Biannually.

periodicity

Rationale AMI and ischemic stroke are important causes offdeaEuropean countries. Also the
burden of disease and health care costs are coasideAdequate and timely treatment car
improve survival. This indicator measures the dyalf the treatment of acute exacerbations
of chronic cardiovascular diseases in hospitals.

Remarks - This indicator is measured within the framewofithe OECD Health Care Quality

Indicators project.




- OECD also collects data on case-fatality of hetraygic stroke. ECHIM chooses to focus
ischemic stroke for the following reasons: ischestioke represents 85% of all strokes, an
moreover there is ample evidence that there itatioeship between quality of care and
mortality due to ischemic stroke. For hemorrhagjiole this relationship is less obvious,
though there seems to be a correlation betweenfataity rates for ischemic and
hemorrhagic stroke; that is, countries that achbketéer survival for one type of stroke tend
also do well for the other type. Given the iniségps of care for stroke patients are similar
suggests that systems-based factors play a rebepiaining the differences across by
countries.

- The principal diagnosis refers to the diagndsi ts finally established as (1) responsible
for causing the hospitalisation or (2) the mairsogafor the hospital stay. Countries are giv|
the opportunity to choose the data source whichdst readily available in their context
(admission or discharge databases).

- OECD remarks that for comparability reasons,luh& majority of countries is able to
calculate the true 30-day case-fatality rate (stuiting both in-hospital deaths and death
occurring outside of the hospital), 30-day in-héeinortality is reported for all countries.

- Ideally, rates would be based on individual pgseHowever, not all countries have the
ability to track patients in and out of hospitalr@ss hospitals or even within the same
hospital because they do not currently use a urpatient identifier. Therefore, this indicatd
is based on individual hospital admissions andiotstl to mortality within the same hospitd
Now it is possible that patients are counted mbaa tonce (in case the patient is transferre
another hospital or the patient has several adomsdbr the same diagnosis within 30 days
after the first admission).

- This indicator is based on hospital discharga daty. Consequently, death that takes pla
before the patient reaches the hospital or onalriivthe hospital is not included in the
indicator. Therefore, early recognition by patiethismselves or by-standers, emergency
retrieval times and quality of the emergency sawvimay have an effect on case-fatality. F
example, rigorous treatment of patients by the gemy services leads to more patients
reach the hospital alive but part of them can wtaty not be stabilized and die within hour
of admission.

- If the case-fatality rates are age-standardigetleé general 2005 OECD population, one g
total rates that are much lower than the crudesrétecause the age distribution of the gend
population is very different from that of the dised population. Using a standard populatig
with a distribution approaching the diseased pdmrideads to standardised rates that are
closer to the crude rates. Within the OECD HCQjgubtruncation is used, at which only a
categories of 45 years or older are included irctieulation of the standardized rates. Thig
has a comparable effect as when using a diseagedigpion as standard.
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References

- OECD Health Care Quality Indicators projeuttp://www.oecd.org/health/hcqi

- “Health Care Quality Indicators Project - Initladicators Report” (OECD Health Working
Papers (no. 22/200&)ttp://www.oecd.org/dataoecd/1/34/36262514.pdf

- Health at a Glance reports, including link to ttaa for the 2011 report (Excel sheets):
http://www.oecdilibrary.org/oecd/content/serial/29312

- The methodology applied to calculate the direet and/or sex standardised rates and
confidence intervals for the set of OECD HCQ)I iredars was derived from the “Statistical
Notes No. 6: Direct Standardization (Age-Adjustezbih Rates) March 1995” from the
Centers for Disease Control and Prevention/Nati@aaiter for Health Statistics. For furthe
information refer tdittp://www.cdc.gov/nchs/data/statnt/statntO6rv. pdf

- For countries participating in ECHI that are aanhember of OECD, a data collection she
in which the age-standardization calculation imporated is published at
www.healthindicators.etogether with this documentation sheet.
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Work to do

- Monitor developments OECD Health Care Qualityid¢atbrs; consider adapting indicator
definition once adequate data for measuring in@arnaf hospital case fatality are available
and/or once adequate data for measuring patieetghasher than admission-based indicatg

are available.




