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Since the first PFI hospital was established in4198any debates centred on the value
for money and risk transfer in PFIs. Little concam shown with PFI hospitals’
performance in delivering healthcare. Explorataegerarch was carried out to compare
PFI with non-PFI hospital performance. Five perfante indicators were analysed to
compare differences between PFI and non-PFI hdspitamely the length of waiting,
the length of stay, MRSA infection rate, C diffeiinfection rate and patient experience.
Data was collected from various government bodié® results show that only some
indexes measuring patient experience emerge gtaligtsignificant. This leads to a
conclusion that PFI hospitals may not perform létian non-PFI hospitals but they are
not worse than non-PFI hospitals in the deliveryseifvices. However, future research
needs to pay attention to reliability and validity data sets currently available to
undertake comparison.
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INTRODUCTION

Since the first new built hospital project was amad under the Private Financial
Initiative (PFI) scheme in 1997, 92 PFI hospitaljpcts have been undertaken. Although
PFI hospitals have become increasingly populary #iso raised many criticisms. PFI
schemes were originally created with the aim tdeaghthree purposes: good value for
money, risk transfer from public sector to privagztor, and bringing in private sector
management skills and innovation abilities. Howevérether these purposes have been
achieved is still debated.

Only now, a decade after its inception, longer-tengblems are surfacing.

Pollock et al. (2002) and Broadbent et al. (200&nened whether ‘value for money’ is

achieved in PFI hospitals. The results show thist i debatable and requires further
monitoring of the impact of change over time. Saw&lence indicates that the number
of beds and the size of the space in PFI hosgtalseduced (Pollock et al., 2001). Also,
new built wards are more compact as the ratio ahlmers of beds per ward has
increased. The reduction in actual bed numbers spate are considered having
significant impact on a hospital’s capacity of atting inpatients, infection control and

patients’ experience within the hospital environimen

Gaffney et al. (1999) argued that PFI is an expensiethod of procuring a new hospital
as it causes affordability problems at local antonal level and inevitably cutting down
services is a way of financing this. Shaoul (20@%ues that ambiguous concepts of risk
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transfer and value for money implemented for mahthe projects without considering
the whole system may have caused more problemsdmidual PFI projects.

Furthermore, some scholars (e.g. Pollock et alD2P@re concerned that risks are not
actually transferred from the public sectors to phiwate sectors. Although the private
sector finances, builds, operates and maintaindtiilding, the faults or delays in the

design, construction and maintenance will impactrendelivery of healthcare services.
The risks at the end would fall on the Trusts ahe tonsortiums together. This is

partially due to the nature of the risk as it iidilt to be identified and assigned as part
of contractual arrangements. Therefore, the riskslavnot be completely transferred

from the public sectors to the private sectorsdmlly suggested.

As most of the attention has been given to the algsues in the first wave of reviews of
PFI hospitals, only little concern with whether Rféspitals provide more efficient and
effective healthcare services and safety has beaed. Therefore, this paper looks at
whether the PFI and non PFI hospitals show diffepgrformance in the delivery of
healthcare services. The data presented in thigerpgpbased on some exploratory
research. The aim of the research was to begirtifgag indicators against which the
performance of PFI against non PFI hospitals caredmpared. Whilst there is some
literature on the value of PFI initiatives, littleesearch provides evidence of the
performance difference of the two procurement muteservices provision. In order to
begin to identify measures, the research set oexpiore the possibility of using existing
and accessible performance indicators for hospttalglentify potential differences in
performance of PFI and non PFI hospitals. Theovwalhg research outlines the process
and the questions that have been raised in begjrinimincover potential measurements
of success.

PERFORMANCE OF HEALTHCARE SERVICE DELIVERY IN
HOSPITALS

In order to achieve the aim of this paper, it isessary to look at what performance is
and how it is measured.

The performance of delivery of healthcare servatehie hospital level is associated with
many factors e.g. clinical practice, administrati{@osenthal, 1998), built environment

(Mallak et al., 2003) etc. From a patient perspectin efficient and effective treatment
may be of concern. By adopting this perspective,tdrm ‘performance’ in this paper

therefore is defined as efficiently, effectivelydasafely delivering healthcare services by
the hospitals.

In light of this perspective, how performance cam fimeasured and what are the
appropriate measures needs to be considered. iBhex&nsive research that has tackled
this issue in the last decades. For instance, Ronearal. (1995) use mortality, post-
operative complication, post-operative length afysind readmission to measure hospital
outcomes. DesHarnais et al. (1990) employ riskstdph indexes of mortality,
readmissions and complications to test hospitafopmances. lezzoni et al. (1996),
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Austin et al. (2001), Werner et al. (2006) and Thenet al. (1999) work on the
development of mortality as a measure to evaludtespital’'s performance. However,
this research argues that a single measure mayerstitable for determining a hospital’s
performance, especially since the delivery of ealte service is this research’s concern.
Therefore, a set of multidimensional measures sdentse more appropriate for this
research.

The UK government has set up 198 targets (DoH, P@84guidelines and monitoring
indicators for the healthcare sector. Some targetggiven priority in relation to current
issues that ought to be quickly improved. For inséa length of waiting list is one of the
priority targets. This indicator is considered asappropriate performance measures for
healthcare delivery. It is related to efficientlyda effectively delivering healthcare
services. However, a long waiting list is a resilmultiple variables across a complex
system in which hospital capacity and the commuitonabetween different tiers of
healthcare providers are determinant. To improvbosapital’'s waiting list therefore
involves improving a hospital’'s management practsewell as clinical practice. To
tackle this problem, the length of waiting timegisen as an indicator to monitor the
mechanism of referral and admission of patientstheumore, the length of stay is also
useful to monitor the use of beds within the h@dpito ensure that occupancy of beds is
sustained at a reasonable level. Both length dfingaand duration of stay can be seen as
appropriate measures for evaluating a hospitalisiefcy.

Furthermore, a patient does not only expect awmiefft treatment but also is concerned
with the quality in terms of effectiveness and safélowever, what is effectiveness?
One may say that not having to return to hospgalrafor a given health concern denotes
a patient has been successfully treated. In trge oceadmission could be an indicator to
measure effectiveness of treatment.

In addition to being efficiently and effectivelyetited, a patient could be infected during
a hospital stay. A government report states thae® cent of patients have hospital
acquired infection in the England (NAO, 2000). Mtistse cases occur after admission.
Therefore, infection control is one prioritised gar that the government intends to
achieve. This suggests a considerable indicataevfaluating a hospital’'s performance.

RESEARCH METHODS

Study design and setting

This research compares the performance betweeraffFIinon PFI hospitals. In the
current hospital characterisation, hospitals cardiveded into acute hospitals, mental
hospitals, healthcare centres, treatment centrdsspacialist providers. Each type of
provider carries different functions within the tikeare systems. In order to perform a
consistent analysis, this research focuses on titeomal Health Service (NHS) acute
hospitals. The research aims to compare variougatais that represent efficiency,
effectiveness and safety of hospital care.
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Performance indicators

Performance indicators are selected based on pgutinge of how patients can be treated
and cared for efficiently, effectively and safelp. terms of efficiency, the length of

waiting time and the length of stay are adoptede Téngth of waiting is currently a

priority target that is associated with cutting dotlie waiting list. The length of waiting

is defined as the period from the date admissiomesided to the actual date of
admission.

The length of stay is defined as the period froe dlate of admission until the date of
discharge. The length of stay is one of the factbas influence the length of waiting.
However, one may argue that patients should nalissharged from hospital before full
confidence is achieved that the patient has reeovefhis research considers that
community care and home care can share the regilapf acute hospital care when a
patient is suitable to be transferred. Thus, tingtle of stay can be reasonably managed
to increase bed occupancy and reduce waiting tififd@s would be in line with current
government initiative of shifting care away fromute providers to more community-
based intervention (DoH, 2006).

In terms of effectiveness, readmission and comipticaare the indicators that are often
discussed in the literature. However, these twaatdrs have no publicly available data.
Being constraint in regards to access to data,résearch leaves them out from further
investigation.

In terms of safety, infection within hospitals isvays a threat. It is considered a valid
indicator to measure a hospital’'s safety. Accordiagthe Health Protection Agency
(2006), there are four types of infections that tardoe monitored on a regular basis:
Meticillin-resistant Staphylococcus Aureus (MRSAgckeraemia, Clostridium difficile
associated diseases, Glycopeptide-Resistant Eontmalc (GRE) and surgical site
infection. This research adopts MRSA and Clostrididifficile infection as the
indicators.

In addition to the above indicators, this reseaatdo is concerned with patients’
responses to the hospital services. According t mational targets published in 2006,
the patient experience is included in the moniwlist. It contains five indexes: ‘waiting

and access’, ‘safe, high quality and coordinatex’cdbetter information and more

choices’, ‘building relationship’ and ‘clean, comti@ble and friendly place to be’ (DoH,
2004). This research adopts this as an indicatooteplement previous four indicators to
ensure a consistent result generated.

Data collection

In this research, statistical data is used. Data walected from a number of public
sector organisations: Department of Health, Hobftpisode Statistics, Healthcare
Commission, National Statistics and HM Treasurye Tata was generated based on the
daily activities of each Trust and then reportedrétated government bodies at the
annual, seasonal or monthly basis. The data peoedrs nine years from 1998 to 2007
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but some of the data is fragmented and only aVailtdy certain years. The indicators
and the associated data are shown in Table 1.

Table 1: Indicator and data sources

Indicators Data source  Data period Size of sample PFI sample Non PFI sample
(yearn) (N) (N1) (N2)
Length of waiting Hospital 9 (98/07) 214(98/99) 3(00/01) 214(98/99)
episode 197(99/00) 10(01/02) 197(99/00)
statistics 198(00/01) 17(02/03) 195(00/01)
181(01/02) 23(03/04) 171(01/02)
172(02/03) 23(04/05) 155(02/03)
168(03/04) 30(05/06) 145(03/04)
171(04/05) 36(06/07) 148(04/05)
176(05/06) 146(05/06)
166(06/07) 130(06/07)
Length of stay Hospital 9 (98/07) The same as the  The same as The same as
episode above the above the above
statistics
Patient experience  Healthcare 1 (06/07) 167 33 134
commission
MRSA infection Department 5 (01/06) 173 9(01/02) 164(01/02)
(rate per 10,000 of health 18(02/03) 155(02/03)
bed days) 24(03/04) 149(03/04)
24(04/05) 149(04/05)
30(05/06) 143(05/06)
Clostridium Department 2 (04/05) 178 23(04/05) 155(04/05)
infection (rate per  of health 29(05/06) 149(05/06)

1,000 bed days)

Sample size fluctuates over the period of timeagsed by data missing or incomplete
data reporting from Trusts. An additional issudhie change of priorities during the
study period. Government priorities are oftentgigfbased on political climates. This is
one of the reasons for a fragmented data set.

Statistical analysis

This is an exploratory and comparative piece otaesh which aims to distinguish

whether PFI hospitals differ from non PFI hospitalgegards to specific performance
indicators that relate to government prioritieso@r differentiation analysis is performed
using standard t-test. The use of t-test is angpjate method to test the difference
between two independent groups, as the comparisovebn PFI and non PFI hospitals
is performed by comparing the mean of each indic#l analysis is undertaken within

SPSS.

Limitation
Some research argues that the reliability of throsginely collected data as part of the

performance evaluation framework set out by theegmwent is debatable. For instance,
Luthi et al. (2004) used readmission as an indidat@xamine the quality of care for the
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patients in the hospitals. The result shows thatimely collected data is not an accurate
indicator to evaluate the quality of care. ClarkR8@4) concurred such results and further
indicated that those data do not particularly dggish why a patient is readmitted as
well as which incidences should be eliminated fromadmission. Thus, the results
generated from such data will be influenced bylewant information. Moreover,
inconsistent data collection may occur betweenetbffit institutions. Hence, one may
have to be cautious about using such data in ansitutional comparison. However, this
research argues that any data or data collecteondwork likely contain systematic bias
through way data being generated. This restrictesgarcher’'s interpretation of the
results. Therefore, one should be conscious oflithgation of the use of routinely
collected data and make the conclusions based ahtivd data can explain.

RESULTS

The first PFI hospital opened in 2000. The lengttwaiting for admission in the first
year (2002/1) of PFI hospitals was, on averagegdorthan in non PFI hospitals.
However, t test results at 95% confidence level wshthat t=0.613, df=196,
p=0.540>0.05, indicating the difference is insigiaht. In the following year, 2001/2,
similar result can be observed. Between 2002/3 20@6/7, the means of length of
waiting in the PFI hospitals is on average loweanththat in the non PFI hospitals.
However, the differences are not significant. Mehitwy the means between 1998/9 and
2006/7 show a trend that the length of waitingasrdasing in both groups except 2000/1
in PFI group.

Table 2: The length of waiting

Length of Mean t-Test
waiting
Year Group N Mean Std. Std. error  t df Sig. Mean Std. error
deviation mean (2- difference difference
tailed)
1998/9 Non- 212 103.0802 33.00019
PFI
1999/0 Non- 194 97.3402  40.61506
PFI

2000/1 PFI 3 106.0000 17.77639 10.26320 0.613 196 0.540 11.67179 19.03365
Non- 195 94.3282  32.83519 2.35138
PFI

2001/2 PFI 10 101.8000 20.90614 6.61110 0.472 177 0.638 4.48639 9.51314
Non- 169 97.3136  29.61081 2.27775
PFI

2002/3  PFI 17 99.9412 2411812 5.84950 -
Non- 153 101.8758 30.96163 2.50310 0.249
PFI

2003/4  PFI 23 91.3478  28.78069 6.00119 -
Non- 145 95.3931  28.08279 2.33215 0.640
PFI

2004/5 PFI 23 85.6087 18.87697 3.93612 0.152 169 0.879 0.83167 5.45737
Non- 148 84.7770  25.06531 2.06036
PFI

2005/6 PFI 30 75.0333  21.12930 3.85766 -
Non- 146 77.7466 2451961 2.02926  0.564

168 0.804 -1.93464  7.76587

166 0.523 -4.04528 6.32398

174 0573 -2.71324  4.80851
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PFI

2006/7 PFI 36 70.7500 23.66115 3.94352 - 164 0.333 -4.48846 4.62674
Non- 130 752385 24.80648 2.17567  0.970
PFI

In terms of the length of stay, patients in the RbBs$pitals, on average, have shorter
length of stay than patients in the non PFI hofpitzetween 2000/1 and 2006/7.

However, t test at 95% confidence level shows thatdifferences are not statistically
significant (p value>0.05). Meanwhile, the meansaveen 1998/9 and 2006/7 show a
trend of decreasing in both PFI and non PFI greeyept an inflation in 2001/2 and

2002/3 in non PFI group.

Table 3: The length of stay

Length of stay Mean t-Test
Year Group N Mean Std. Std. t df Sig. Mean Std. error
deviation error (2- difference difference
mean tailed)

1998/9 Non- 214 6.1565 1.68203
PFI

1999/0 Non- 197 5.9655 1.38008
PFI

2000/1  PFI 3 5.3000 0.87178 0.50332 -0.848 196 0.397 -1.08769 1.28211
Non- 195 6.3877 2.21335 0.15850
PFI

2001/2 PFI 10 5.6000 1.05409 0.3333 -1.098 179 0.274 -7.77602 0.70679
Non- 171 6.3760 2.21597 0.16946
PFI

2002/3 PFI 17 5.5824 0.77801 0.18869 -1.246 170 0.215 -0.37120 0.29801
Non- 155 5.9535 1.19958 0.09635
PFI

2003/4 PFI 23 55261 0.75812 0.15808 -0.464 166 0.643 -0.10564 0.22758
Non- 145 5.6317 1.04760 0.08700
PFI

2004/5 PFI 23 5.1739 0.66279 0.13820 -0.878 169 0.381 -0.18825 0.21452
Non- 148 5.3622 0.99368 0.08168
PFI

2005/6  PFI 30 49433 0.57336 0.10468 -0.450 174 0.654 -0.06009 0.13344
Non- 146 5.0034 0.99996 0.08276
PFI

2006/7 PFI 36 47306 0.72302 0.12050 0.228 164 0.820 0.03825 0.16744
Non- 130 4.6923 0.92900 0.08148
PFI

The infection control measures in this researchutde MRSA and Clostridium difficile
infection. The mean of MRSA at 2001/2 period is different between the two groups.
From 2002/3 to 2005/6 the means of PFI group isistently higher than non PFI group
based on 10,000 bed-days calculation. Howevest steows that the differences between
these two groups within this period are not staddly significant (p values>0.05
between 2001/2 and 2005/6).
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Table 4: MRSA infection rate

MRSA infection Mean t-Test
Year Group N Mean  Std. Std. t df Sig. (2- Mean Std. error
deviation error tailed) difference difference
mean
2001/2  PFI 9 15500 0.70388 0.23463 - 170 0.890 -0.4276 0.30784
Non- 163 1.5928 0.90758 0.07109 0.139
PFI
2002/3  PFI 18 1.9322 0.65000 0.15321 1.267 171 0.207 0.27667 0.21841
Non- 155 1.6555 0.89868 0.07218
PFI
2003/4  PFI 24 1.7817 0.70927 0.14478 0.674 171 0.501 0.11764 0,17449
Non- 149 1.6640 0.80559 0.06600
PFI
2004/5  PFI 24 1.7900 0.60860 0.12423 1.247 171 0.214 0.20745 0.16642
Non- 149 15826 0.77711 0.06366
PFI
2005/6  PFI 30 1.8380 0.60545 0.11054 1.959 171 0.052 0.28583 0.14588
Non- 143 1.5522 0.74877 0.06262
PFI

A similar result appears with the clostridium diffé infection rate. PFI group’s means in
2004 and 2005 were higher than non PFI group’s. él@w t test shows that these
differences are statistically insignificant (p vaé0.05). Infection rate was calculated
based on per 1,000 bed-days and a patient ageesobdwears.

Table 5: Clostridium difficile infection rate

Clostridium Mean t-Test

difficile infection

Year Group N Mean Std. Std. t df Sig. Mean Std. error

deviation error (2- difference difference
mean tailed)

2004 PFI 29 2.3852 0.94384 0.17527 1.219 160 0.225 0.26316 0.21594
Non- 134 2.1220 1.07621 0.09297
PFI

2005 PFI 23 2.0443 0.61050 0.12730 1.013 161 0.312 0.19550 0.19293
Non- 139 1.8488 0.89006 0.07549
PFI

Patient experience includes five indicators. Traailts show that three out of five patient
experience indicators in the PFI group have siedity lower scores than non PFI group
in 2006/7. This means that patients in the PFI ialspseem to have less satisfaction in
‘access and waiting’ (p=0.05), ‘safe, high qualitgordinated care’ (p=0.027<0.05) and
‘building relationships’ (p=0.021<0.05) than patenn the non PFI hospitals. T test
results show that differences in the indicatorsttdyeinformation, more choice’ and
‘clean, comfortable, friendly place to be’ are statally insignificant (p=0.309>0.05 and
p=0.26>0.05).
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Table 6: The experiences of patients 2006/7

Patient experience  Mean t-Test

Indexs Group N Mean Std. Std. t df Sig. Mean Std. error
deviatio  error (2- differen  difference
n mean tailed) ce

Access PFI 33 83.6962 3.17125 0.55204 - 165 0.050 - 0.71714

and Non- 134 85.1101 3.38045 0.32866 1.973 1.41500

waiting PFI 4

Safe, PFI 33 67.8367 4.16714 0.72541 - 165 0.027 - 0.77866

high Non- 134 69.5762 3.96725 0.34272 2.234 1.73953

quality, PFI

coordinat

ed care

Better PFI 33 66.5021 4.87322 0.84832 - 165 0.309 - 0.93165

informatio Non- 134 67.4530 4.77484 0.41248 1.021 0.95086

n, more PFI

choice

Building PFI 33 81.8903 3.54864 0.61774 - 165 0.021 - 0.63662

relationsh  Non- 134 83.3741 3.20684 0.27703 2.331 1.48380

ips PFI

Clean, PFI 33 76.2352 2.83877 0.49417 - 165 0.26 - 0.66698

comforta  Non- 134 77.7373 3.56017 0.30755 2.252 1.50216

ble, PFI

friendly

place to

be

DISCUSSION

The indicator “length of waiting” appears to showexcreasing trend from 1998 onwards
in both PFI and non-PFI groups. Also, the meansgheflength of waiting in the PFI
group is lower than that in the non-PFI group betw2002/3 and 2006/7. The reasons of
causing a decreased trend in the length of waitmgd be explained by two factors.
Firstly, cutting down waiting list is a priority iget for government. This would decrease
the length of waiting gradually over the periodtiafe. Secondly, the occupancy of beds
has been managed in more efficient ways. This @édsweases the second indicator, the
length of stay, as Table 3 shows a trend since .196&ever, in the PFI group this trend
has been consistently carried out over time. Irtresh there is a fluctuation that appears
in 2000 and 2001 in the non-PFI group, even thaaoghe long term a decreasing trend
can be observed.

Interestingly, PFI hospitals have been criticisedy.( Broadbent et al., 2003) that they
provide smaller numbers of beds. This may resudtninncrease of the length of waiting.
However, data does not support such assumptionveZsely, it shows a consistently
decreasing trend in the PFI group in both the lergftwaiting and stay. A possible
reason for such a result may be attributed to RiSpitals benefiting from importing
private sector management skills and adopting naedities which enable them to
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efficiently manage bed occupancy and cut down ngitime. However, this justification
requires further research to provide evidence.

Although statistical results show that the infesticates of MRSA and Clostridium
difficile are no different between PFI and non BBkpitals, this result raises a question
why new built hospitals are not performing betteart old hospitals in infection control.
They are expected to have a higher performancetauke new installations and the
application of new technologies. The arguments. (allock et al., 2001; Pollock and
Gaffney, 1997) that have emerged suggest that ébggyms of PFI hospitals have to be
affordable and therefore, reduction of bed numlvemore compact design are adopted.
Thus, the distance between the beds has to be oangad (Wilson and Ridgway, 2006).
This may be against professional advice from imdectontrol professionals and increase
the risk of cross-infection (Kibbler et al., 1998urthermore, cleaning is considered an
important determinant in controlling infections.le@ning work in the PFI hospitals is
outsourced to the PFI consortiums. Therefore, wdretlutsourcers follow the guidelines
and work to the standard is unclear. Moreoverflaw and air pressure are considered
important factors associated with infection contsathin the hospitals. Both need to be
taken into consideration at the planning and désggetages of a hospital. However, the
above causes are theoretical attributions. Funtesearch may be required to explore
what the actual causes are.

In terms of patient experience, Table 6 shows Bfdthospitals in general obtain a lower

score than non PFI hospitals in the three outvaf iindicators. This may be a caution that
PFI hospitals do not adequately address patiergaagon. Especially, a conflict appears

in the first indicator, access and waiting. Althbu@able 2 shows that the length of

waiting in the PFI group is insignificantly shortéan it in the non PFI group, PFI group

obtains a lower score in this indicator than not gBup. One possible explanation is

that most new built PFI hospitals are located i $hburbs which may cause issues in
relation to access. In the survey, waiting time andess are not specifically separated.
This causes an ambiguity in the explanation ofdifferences.

Moreover, the results of ‘safe, high quality, caneded care’ and ‘building relationships’

show that patients seem to be more satisfied imeimePFI hospitals. This may show that
new built PFI hospitals may still be at the stageadapting to the new systems and
environment. Therefore, it requires a continuouseoation to see whether this is
improved over time.

Furthermore, although t test results in ‘clean aachfortable place to be’ and infection

rates show insignificant differences between PRl maon PFI groups, it may be worth

noting that there is a correlation. Hospital acegiinfections can be caused by many
factors such as uncleanliness, staff training,taisi to patients, etc. This raises the
guestions whether outsourcing of PFI hospitalsaieg work is appropriate or whether

outsourcers follows the guidelines of hospital oleg theist related standards.

The overall results from patient experiences shwt there is a room for PFI hospitals to
improve their services and provide a clean and odwatdble place for the patients.



CIB W065/055 Commissions: Transformation through Construction 11

CONCLUSION

In conclusion, this research found that there arly ¢hree indicators in the patient

experience category that produce statistically iB@ant results. However, it is unclear

what factors cause the differentiations betweengtioeips in these three indicators. All

other indicators appear statistically insignificafhis can be interpreted that there is no
significant difference between two groups in perfance according to governmental
performance indicators. This may result from twcidas. Firstly, healthcare performance
is a complex system and derives from many attrdwich may be correlated and

difficult to be clearly separated. Secondly, théureof data also causes a limitation on
the interpretation of the results as data itsetftaims systematic errors which cannot be
eliminated. This may deteriorate the generalisatibthe results. Therefore, this paper
suggests further research to be implemented, wimal seek for the explanations of
what causes difference/no difference in the resoftshis research. It also raises a
number of questions regarding the type of indicatbat may adequately describe the
performance of hospitals. Whilst the data sets e flaws, these are indicators that
are accepted to tell government about performassiges. Whilst difference can not be
confidently determined, it seems that there is edn® find appropriate indicators to

assess and evaluate the performance of hospitads nrore accurate and appropriate
format.
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