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CROSSIATIONAL COMPARIS@¥ HUMAN RESOURCEHRMEALTH IN THE NERLANDS
AND PORTUGAL

Workshop on health workforce management

Gustavo MartingCoelhd, Ronald Batenbufg
'GABBA PhCProgramme Oporto Medical School, University of Oport®porto, Portugal,
’Netherlands Institute for Health Services ReseaMIVEL, Utrecht, Netherlands

CONTEXT

Manpower is critical fohealth caresystems. It is, however, one of the least strategically planned
resources, resuihg in mismatches on thieealth carelabour market. There are several approaches
available for health manpower planning. Yet little is known about which (if any) is applied by EU
countries, and what their success is. Identifying, describing and comparing these approaches
provides insigts into: (1) how health manpower planning is actually appligdhpw it can be used

by health caresystems to improve labour market efficiency; and (3) how new challenges, such as
global migration of health workers can be addressed.

METHODS

The objectie of this paper is to compare two different European countries, the Netherlands and
Portugal. To investigate their health manpower planning, we describe: (1) the health workforce
characteristics and trends of both countries, (2) their health manpower jtgnapproaches, and

(3) the specific variables that can be explanatory for the differences between the two countries.
In our country comparative analysis, we focus on differences in organisation and funding of the
health care system in relation to the acal health manpower planning approach.

We retrieved data from international registries and national health authorities websites, and
interviewed key informants in both countries. Based on these sources, the tradition and approach
to health manpower plannings described, as well as the specific manpower planning method. To
explain the differences between manpower planning in the Netherlands and Portugal, seven types
of determinants were assessed: political, organisational, economic, social, cultural, técimit
educational.

RESULTS

The Portuguese Government created a task force in 1998 to prepare a health manpower planning
study, among other attributions. That study was published in 2001 and discussed the supply of
physicians, nurses and allied health parsel, and made projections for 2021. EU averages were
used as a benchmark for future health manpower development. The task force had its mandate
extended in 2003, but manpower planning was removed from its responsibilities.
Ly GKS bSiKSNBody Ras Treated iW19P9Lth adiuélly monitbe demand and
supply ofhealth caremanpower and project the required numbers of doctors and nurses to be
trained for the next 10 to 15 years. This model captures parameters for manpower supply and
demand, amning at an equilibrium of the Dutch labour market. While the Netherlands engage in
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more detailed health manpower planning than Portugal, both countries equally struggle in
achieving optimal human resources planning for health.

ANALYSIS

This study has praded insight into manpower planning approaches in two European countries.
The comparison shows that the relationship between manpower planning and labour market
stability is a complex one. In a sense, the Netherlands tenextensively plan theihealth cae
workforce, whereas Portugal tends to apply a more reactive approach. For both countries, planning
will remain an important tool to cope with changes in size, composition and behaviour of the
workforce. Specifically, the challenge is to improve proditgtio respond to the increasinigealth
caredemand and need for costontainment. We will expand the study at the EU level. This will
allow us to elaborate a chart of health manpower planning approaches adopted by each EU
country, and factors that explaicrossnational variation. It will provide a knowledge base of
international experience that can be used at country level to improve national health manpower
planning approach.
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FIT TO LEAD: THXPERIENCE OF THEEIAN ASSOCIATION REDICAL MANAGERS

Workshop on health workforce management

Agnese Lazza\nton Giulio de Belvis, Walter Ricciardi
Italian Associatiof Medical Managers, Roméaly

CONTEXT

It is well recognised that clinical leadership and management represent essential requireiorents
effective health care enabling organisations to reach their goals within financial constraints.
Doctors equipped with management skills have been shown to facilitate changes and
improvements, acting as facilitators and leaddbgspite the growing irelvement of clinicians in
medical management all over developed countries, the Italian National Health Service (INHS) is still
lacking an effective medical management culture. A blame culture and defensive medicine, absence
of performance evaluation, propepenalties/rewards, limited training and CPD on management
and much more, have brought the INHS near collapse.

METHODS

In November 2006, 40 inspired clinicians, representing the different regional needs, set up the
Italian Associatin of Medical ManageréSIMM).The "knowdo" gap between legislative initiatives,
fldzyOKSR &aAyOS GKS SINIié& WYWpna O6[ P5d pnHKhpH VY
educational curricula and the effective development of successful and motivated medical
managersneeded to be filled. After a long path of training, doctors come to apical roles late in life
(see the profile of Italian@cal professionals highlightad SIMM's researcbn over 300 doctors),
often without appropriate skills and tools to deeply undersd the current change and bmpable

of managing its impactSIMM mission to promote managerial culture and medical leadership in
Italy has been endorsed by the British Association of Medical Managefoeet 1,200 members)

with almost 20 years of exp@&mce. Hence, the Italian Association has started to spread the word
through a series of formative and development initiatives.

RESULTS

SIMM is supporting the coming changes delivering all over the country residential training
programmes, tailored to the resls of clinicians in or moving towards managerial roles. A set of
guality standards have been edited and collected in aasdessment and reflective tool and action
learning techniques have been used for the first timééalth care urging the effectig integration

of management and clinical skillRaily workshops on specific items have been organised in
cooperation with relevant partners (i.e. National Air Force) to better meet regional needs and
promote best practice emulatior5IMM visibility in theolicymaking process has been significantly
increasing by a daily basis, especially thanks to the Annual Conference organised by a Scientific
Board of Italian and British relevant professionals. In only a year the event has become a reference
point for talian and foreign professionals and stakeholders wishing to benefit tieaith care

policy transfers.
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ANALYSIS

Although Italian doctors are ranked among the best professionals worldwide, effective managerial
and leadership cultures are hard to develogeruhough progress has gradually been made. SIMM
strives to ensure leaders develop the right understanding of leadership, promoting a change in
management culture through opportunities expanding their knowledge and the skills they possess.
Successful restsl were recorded up to now (counting over 300 members in 2009), considering that
curricula requirements for membership have been hardly selective over the last 3 years in order to
guarantee the real interest into medical management. From 2010 onwards,neenebers will be
challenged to spread the word to a wider number of professionals, including known critics at the
issue. This goal will bfacilitated by cooperation witlsenior scientific associations (see SIGO, SIC,
FADOI etc.) that have recognised SIMlslction as crossectional to all medical specialties.
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VALUE CREATION THREBJ COHESIVE STRATEGIEETWORKS: A CASEJUBY IN THE
FINNISH UNION OF PRACAL NURSES

Workshop on health workforce management

Pirjo Lukkari
Aalto University School of Econosjitlelsinki, Finland

CONTEXT

The interplay between institutions and business networks as well as how related stiagedi
networks emerge has been studied to some extent. However, the impacts of institutional
entrepreneurship activities on value creatioin strategic networks seem to have received
surprisingly little attention byhealth carescholars. In this explorative study a labour union, the
Finnish Union of Practical Nurses, is modelled as a strategic business network. The focus is on how
the Unioncreates value for its members trough institutional influence on the labour market.

METHODS
A case study: the focus is on how the union negotiated the employment and collective labour
agreement for its members and looked after its members' benefits lodaliyng 2006 and 2009.

RESULTS

The preliminary findings indicate that the union as a cohesive strategic network creates value for its
members and acts as an institutional entrepreneur at two levels: the national and the local. The
existence of the networks motivated by the pursuit of benefits and strategic goals. The union
office acts as a key player that typically takes initiative in institutional influeneing
entrepreneurial activities at the national level. Still, the success of influencing anel eralation for

the members is based on the Union's strategic cohesivenaisgh is built up through the local
branches. Members have a mutual understanding and acceptance of the game plan for negotiating
the collective labour agreement (acceptable levefudure benefits and willingness to go on strike

for them).

ANALYSIS

In the labour market, the role of an individual actor (the Union office as a hub) and the
organisational activity at level of the local branches is highlighted through actor positions,
connectivity and strategic cohesiveness of the network.

2\



Parallel session:
Changing facets of health management

Thursday 1 July 2010,
11.0012.30




‘0T0Z AInc T AepsinyL

00'TT

0€¢CT-

OVERCOMING BARRIERS MANAGEMENT TRANNB IN A DEVELOPIN®UWUNTRY: THE
ALBANIAHEALTH CAREODERNATION PROJECT

Changing facks of health management

Tricia Johnson Frank Phillips J. Chetopher Newmanh Mayur Patél, Saimir Kadiu
'Rush University/Rush University Medical Center, Chicago, lllinois, United Btttasia Ministry
of Health and World Bank, Tirana, Albania

CONTEXT

The Albania Health Care Modesaiiion Project is a tweyear project to enhance the management
skills of hospital managers in Albania and funded by the World Bank and Albanian Ministry of
Health. The trainingprogrammeis designed to increase the Albanian health system's capacity in
health carefinancing, operatios and management, with a particular focus on improving the
coordination between inpatient and ambulatory care. Tgregrammewill provide the foundation

for more advanced training of managers as they progress in their careerprdgr@mmewill train
150managers drawn from hospitals and ancillary organisations throughout the country.

METHODS

The trainingprogrammeis predicated on a novel teachgractitioner model for traininghealth

care leaders that has been developed and refined over 30 years at Boskersity. The training
programmeincluded four principal components: conducting a thorough situation analysis to assess
the strengths and opportunities for improving the quality and efficiency of the local system;
developing the core curriculum to addieshe gaps in knowledge in partnership with key local
experts; implementing the curriculum using a "trdhre-trainer" approach, where experts spent
intensive time omsite at Rush Universityptobserve and experiendeealth caremanagenent in an
academic madical cente dedicated the highest quality patient care within a mature market
economy; developing a continuous education framework for Albanian health professionals to
ensure a continued investment in management training; and mentoring and technicaltiag

the local trainers and hospital managers who are implementing improved management approaches
across Albania.

RESULTS

An intensive threaveek training curriculum was developed to address managing people, managing
operations and managing financesarmarket economy. The trainimrogrammeculminates in an
applied capstone group project, where trainees apply their knowledge to an operatiwopict
within their ownhealth careinstitution. Experts within the Albanidmealth caresystem deliver the
curriculum and serve as primary mentors for capstone projects, with monitoring and oversight by
the Rush University training team. Several challenges have been encountered and have required
immediate attention to ensure the quality and integrity of the traig programme During the
training programme presidential elections occurred, requiring a delay in the training schedule to
ensure maximal trainee attendance and engagement in the training curriculum. Recruitment of
appropriate trainees required greatemteraction withhealth careorganisations than was originally
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anticipated. In addition, substantial time has been spent in identifying established local institutions
to carryon theprogramme

ANALYSIS

Successful implementation of health care managementtraining curriculum in a developing
country such as Albania requires a critical assessment and evaluation of the challenges facing local
hospitals and clinicians. The training curriculum must carefully balance theory with practickeand t
current needs ofthe health caresystem with potential changes to the system that may move
organisations towards a more markbased system. Our inclusion of an applied capstone project
that trainees develop over several months in their own organisation created a mechtmisiore
comprehensively address trainees' ability to apply concepts to real life.
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PERSONS WITH CLINIGACKGROUNIBASIC NECESSITY ORSTE OF RESOURCES?

Changing faces of healbh management

Anton Petter Hetty Saes, Siegfried Walch
Management Center Innsbruck, Innsbruck, Austria

CONTEXT

The managemerof hospitals and othehealth careinstitutions is an increasingly difficult task. Not

only administrative, financial and tecluail skills are needed to do the job, but also different
managerial capabilities such as leadership, political networking, negotisdimg) representation

skills, among others, are inevitable. For many years a subject of much debate was the amount of
clinical experience health managers should have. Some countries, such as Romania require
compulsory clinical background for candidates of tognagement positions ihealth carewhereas

in the tradition of others, such as Germany and Austria, clinicians inthigheagement remain an
exception.

METHODS

We organised a written online panel discussion on the issue where 20 senior experts with different
professional backgrounds imealth carefrom 12 different countries elaborated on the following

j dzS a G A 2 y &ieh candiyoirs $amImedical doctors be able to assume management positions?

2 KFG 1AYR 2F O2yFtAO00 2F AyiuSNBada O2dzZ R &dzOK
In addition a workshop of the Transitional Countries Network was held in Bucharest/ Romania
November 2009, wherehealth carerepresentatives from 6 different Eastern European Countries
BSNE RA&OdzaaAY3A RAFFSNBY(H | aBHS@BaY2E ®iKS a/ f A

RESULTS

Based on these inputs and based on the literature previously published, weogedeh framework
aggregating all information available to guide decision makers and applicants through the main
aspects of the issue. This should decrease misconceptions, wrong expectations and frustrations
related to the management job fulfilled by a foemclinician. Conflicting opinions during routine
work, related to different professional backgrounds can be better anticipated, when well
established problems are uncovered in advance.

The framework takes into account the following aspe€i3:The tradion of the health caresystem

and the way how it is organised. (2pkills needed to perform the management role.

(3) Opportunitiesand risks for both the institution and the indilial with clinical background.

(4) Possible role conflicts. (5) Estabdidhcareer pathways and other obstacles for accepting the
management role by different stakeholders (for example: bad image of managers in health
professional’s special interest grogps

ANALYSIS
Opinions concerning the necessity of clinical experiencadprmanagement positions ihealth
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careremain controversial. Consensus could be reached among health managers and other experts
on the following: Managinpealth careA & RAFFSNBY i FNRBY Yeaghlcaelsy 3 2
y2i I OK2 02 f re ipaddel Mdmbeil fuiNiRaihd, ¢eddain Bkills are needed (and need to be
trained) for proper management performance. Professional clinical backgnsymbably not that
important, but might be an asset. The framework as a tool of decision support wilrésepted

and discussed. It can be used to establish training subjects and to adapt training curricula for health
management according to needs irffdrent settings.
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APPROACHES ON CHMWN& THE CLINICAL ™MEA CULTURETOWARDS QUALITY
IMPROVEMENT: CONSTIRAS AND POTENT&AN PRACTICE

Changing facks of health management

Anastasia Balasopoulguilfried von Eiff, Viola Henke
! Center for Hospital Management, University of Minster, Minster, Germaniospital
Management Scientific Centre, Athenstiea, Greece

CONTEXT

This work is based on tressumption that in order to enhance the quality of services provided the
management system must focus on the frdirie services andleal with clinical work and the
clinical staff. Any changing interventiom ¢his field is highly depended on team work, as it is the
core part d services and it is charactegis$ by relevant technical expertise. The teanitare and its
adaptation toquality goals is a key aspect that can strongly support the psbegfectiveress and
stability. This is a challenging fielhtht this work aims to focus on.

METHODS

The methodology to explore this field has two axes:

The first is a stug of different approaches dkeam level changes, focusirmum the culture aspct

and its interadion with individuals andransactional factors. The Burké.itwin causal model is one
approach that ca illustrate the dynamics oteam work as well as the team's environmental
factors, whichcontribute stronglyto the team's orientation. Soft Systems Mueidology is an
approach that can be used to steer the culture, up to a degree, towards the organisation's goals.
Lean management and Lean leadership is an approach that can link the team prodliicaily to

the culture towardscontinuous improvement.

The seconds a study of clinical teams in three @ifént public Athenian hospitals based on these
three approaches, in order to understand the benefits of the methods' use and the real potential of
culture change on the practical level.

RESULTS

The mainresults of the study, including the interpretation of three methodologisglectedbased

on certain criteriag andthree clinical teams of three hospitakre rehted to two main dimensions:
-The first result on thecomparison between methodss that al methods have certain and

important strengths-able to support the change of the culture in a clinical tednt they also face
limitations that must be taken ito account in order tobase a banging intervention on them
- The second result on the projection of the methods to the practical sidés that their

effectiveness irchangingthe culturefaces constraintswhich have the possibility tdoe overcome
by the supplementary use of them.

ANALYSIS
This study can be seen as a challenge to explore therena@f culture change of a clinical team,
rather than a comparison between the methodsjnce the purpose is not to choose one of them

O\



but to learn more and enhance our managerial capability. The practical study in the hospitals can
prove the robustnes®f the methods on team culture interpretatiorA first advantagegain is a
deeper understanding of how teams really work. Especially in hospitals the team's technical
expertise affects the cture and the quality of servicdhut other factors which should also be

noted and may be addressed

One very important lesson is thamethodologies can be combinedn both interpretation and
intervention phasesin orderto lead tobetter quality and more "holistic” results for the patient. Of
course, this supplemetary usecan take placeébased onbasic rules, in order to reach quality
improvemensthroughstable results in culture enhancement.
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EVALUATING, ENHANGIM\ND LEADING THE(HESSIONAL DEVELONMBOF SPECIALIST
DOCTORS IN A SPEGIAED ORTHOPAEDIC ROASL.

Changing facets of health management

Teemu Moilanen
Coxa Hospital for Joint Replacement, Tampere, Finland

CONTEXT

Specialist doctors are key actors of advanced health care. After formal specialisation most
specialists work very independently. Thdinical decision making is influenced by a combination of
factors including the evidence based recommendations in the scientific literature, the variety of
opinions in their community of colleagues and the administrative instructions set by their hospital
managers. These sources set also the frame for their professional development. Formal
management of clinical decision making is not widely practised, although it has been estimated that
clinical decision making is the single most important factor detemgipiotential variation ifealth
careperformance and expenditure.

METHODS

Coxa is a highly focused private hospital performing annually -2600 joint replacement
operations. The work is arranged as a process based organisation to maximise quality and
productivity. High quality has been set as top priority; in surgical procedures this is usually
measured as low rates of complications. The total number of employees in Coxa amounts to 150;
18 of which are medical doctors (orthopaedic surgeons and anaestbgsts). As doctors form

the core competence of surgical work, great emphasis has been placed on organising their clinical
capacity into its maximum. The professional skills of doctors translate directly into the quality of the
entire hospital. To enablthe maximal professional development of doctors various methods have
been utilised.

RESULTS

Repertory of types of surgeries performed by each of the surgeons is coordinated by the medical
director to ensure that sufficient numbers of repetitions are a&efeid also in lower volume
operations. The 14 orthopaedic surgeons working in Coxa each have a personal arofiteling to

which the different operations are distributed to them. The profiles and the levels of operative
experience are displayed as a matof expertise. The development discussion forms another basic
instrument of enhancing professional development. During these discussions the operative profiles,
and the educational needs of each of the orthopaedic surgeons are evaluated and agreed upon.
The annually performed operations and also the encountered complications are recorded and
discussed. The wdleing at work is measured -Bnnually along the surveys performed in the
entire organisation. The rates of complications in Coxa have been gigmnezay low, falling below

the figures described in the literature.

2\



ANALYSIS

The highly specialised surgeons and anaesthesiologists form the core competence and resource of
surgical work in hospitals. Yet, formal management of their professional perfoenamci
development has received very little attention. Nevertheless, the advantages of ensuring a
sufficient number of surgical procedures to doctors performing rare and complex operations are
obvious. The approach of managing doctors clinical work in Carxstitutes of two main themes:

the matrix of expertise coordinates the operative profiles of single surgeons. The profile is agreed
upon in general discussions and in personal development discussions, in which the available
indicators of personal perfornmece are also reviewed. The approach is well accepted by the
doctors.

In conclusion, the formal management of professional skill development of specialist doctors forms
one important part of a strategy for maximising the quality of surgical proceduresxa. C

A\



Parallel sessions:
New approaches to improvéealth carequality

Thursday 1 July 2010,
11.0012.30

A



‘0T0Z AInC T AepsinyL

00'TT

0€¢CT-

EFFECTIVENESS (OWMEXXEVALUATION PROGRVEIN LOMBARDY REGION

New approaches to imprové@ealth carequality

Paolo Berta Michele Castellj Giorgio Vittadirfi
ICRISP (Interuniversity research centre on public services), Milan Uaiygsity of Milan -
Bicocca, Milan, Italy

CONTEXT

Italian NHS is a public, regionally based, healthesysti_ombardy Region developedparticular

model based on subsliity principle andcoexistence of public and ipate providers. In this model,
evaluationis a key aspect to regulate and improve health system performance. This outcome
evaluationprogrammeallows Regional Health Directorate to evaluate effectivenesslatgional
providers (more tharl50 hospitals accredited) and to improve regional hegithicy. The aim of

this presentation is to present this outcome evaluation analysis and to dis@asssts obtained

from the data analysis. With 1.200.000 discharges analysed in 2009 this is a very important case
study on effectiveness evaluation at intetional level.

METHODS
This research was developed by CRISP (Interuniversity Research Centre on public services) in
collaboration withLombardy Region General Heablrectorate.

The statistical model used to analyse data was a multilevel model witladisistment, case mix
adjustment and severity adjustment as standardisation methods (coeteris paribus principle).
Data source was hospital discharge cards (administrative data source). With this model was
possible to obtain seven outcomes for every struetuintrahospital mortality, 30 days mortality,

total mortality, voluntary discharges, readmission, discharge patient to another hospital and
readmission for the same MDC.

It's possible to analyse hospital effectiveness for single DRG and DRG's efésstiven single
hospitals.

It was possible to compare analysis of different years (last was 2009), so it's possible to evaluate
improvements or worsenings during the years.

RESULTS

Multilevel analysis considers 3 groups of variables: patients, hospitdl®&. The main outcome

of the model is total mortalitybecause it's used at international level as important point of
reference for effectiveness evaluation.

Through the "residues” of Multilevel model it's possible to get the value of the Odds Rati@f(OR)
hospitals, which represent the value of the relative risk of death attributable to any structure: if the
OR> 1, the effect is negative (increased risk of death), if <1 the effect is positive (reduction in risk of
death). To measure variability, thattise degree of uncertainty in the conclusions concerning the
effect, it was calculated the confidence interval at 95% for each Odds Ratio.

The analysis show 2009 results and a comparison of resultsdifberent years.
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Results shovsome differences beteen public and private providers but, in general, demonstrate
an improvement of the whole system during the years.

ANALYSIS

The most important lesson learned from this analysis is that effectiveness is a very important
dimension not only to evaluatdealth care structures but also to organise and regulate the
regionalhealth caresystem.

This evaluation in fact was put together with other evaluation's dimensions (as efficiency or
customer satisfaction) to determinate which are the best and worst dimensibnevery
organisation.

Outcome evaluation is very important because outcomes are final results of alig¢hih care
processes so it give a clear picture of what warksiot works to improvenealth status of citizens.
Methods and results of this evaluah programmewere discussed with national and international
health policy experts and we're working to develop new research projects at national and
international level in the next future.

It's very important to share this kind pfogrammes at internatonal level to improve continuously
health systems performance evaluation.
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THE USE OF ACTIOMREING IN A HIGHERWBCATION SETTING IMPROVE THE QUALITY
OF HEALTH CARE

New approaches to imprové@ealth carequality

Naomi Chamberd awrence Benson, Hiai Clark
University of Manchester, Manchester, United Kingdom

CONTEXT

Action learning is advocated as an approach when managers are faced with complex issues where
there is no 'right' answer, and where the individuals have the authority to take decigrmhgnact
changes (Revans, 1982). It is based on a theory developed by Revans and others, working in natural
sciences as well as social sciences contexts, that learning involves both programmed knowledge and
guestioning insight, and that learning needslie greater than the rate of change. The principal
vehicle for action learning is the 'set’, whigha group of learners who meet¢gularly to pesent

their issues or problems.

METHODS

The UK National Health Service has used action learning as an apfoogenerating change and
improvement at an individual, organisation and system level for some years. The action learning
programmes deliered or evaluatecdby Manchester Business School have particularly focussed on
postgraduate learning, talent managememind service improvement. The main method for
assessing their impact and effectiveness has been evaluation, making use where appropriate of
CASIL and Kirkpatrick frameworks. The CASIL framework developed by the NHS Institute for
Innovation and Improvemenfbcuses on completion, adoption, spread, impact and learning, whilst
the Kirkpatrick learning evaluation theory examines the four levels of reaction, learning, behaviour
and results. In addition to the use of questionnaires, one evaluation took an ethplugra
approach, seeking to experience the programme and capture the process using participative
enquiry (Clark et al, 2009)

RESULTS

Evaluation of a programme for change agents in the English NHS show that action learning provided
an opportunity in a confiential and supportive setting for constructive challenge and critical
discussion, and a challenge to perceptions and habitual ways of viewing problems. It provided new
solutions with a direct impact at work. The process of action learning allowed thecsgfaf
guestions and the space for knowledge sharing and transfer, and to think and reflect (Clark et al,
2009). Interim evaluation of a programme for graduate health service management trainees
identified the value of action learning in utilising a dsigr of perspectives, building networks,
development of personal confidence and a new skill set whilst acknowledging that the approach
doesn't work for everyone (People Opportunities, 2009). Meanwhile, students on a masters level
health management programenreport the benefit of exchange décit academic and workelated
knowledge amongst learners (Kislov, 2009)
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ANALYSIS

Experience reinforced by evaluation has confirmed that action learning is beneficial for managers at
different levels and different stas of their careers in thbealth caresector. The unifying factor
appears to be that action learning set participants should face complex challenges in their work.
There are methodological difficulties in pinpointing the benefits of action learning apmach,

but evaluations thus far indicate that positive impact, particularly at the personal level in terms of
fresh thinking and strengthened resilience, can be demonstrated. The role of the action learning set
facilitator (typically a university lectar or management consultant) merits further investigation.
The approach also needs to be understood within the wider context of organisation development in
relation to action learning in change management, and in the wider context of higher education
pedaggy in relation to action learning on postgraduate and other senior management training
courses.
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CHANGING THE MINDTSEY USING NETWORKS IMPROVE QUALITY PREVENTING NEW
LOW ENERGY FRACTURES

New approaches to imprové@ealth carequality

Leila Seunq Risto Makineh
'Kymenlaakso Hospital District, Kotka, Finl&httional Institute for Health and Welfare, Helsinki,
Finland

CONTEXT

Strong market and scientific forces have created a rsieidleading to a rising trend of drug
treatment of osteoporosis and thus primary prevention of low energy fractures (LEFS).
Primary prevention requires much of resources, and -&ffctiveness of medical treatment is low.
Instead, secondary prevention of LEFs with bisphosphonates has betteeftadiveness, and
interventions to mininse risks of falls may be targeted. Therefore, reallocation of the resources to
secondary prevention is necessary. The Kymenlaakso Hospital District having two secondary care
hospitals and eight autonomous primahealth carecentres acided to start aprogrammeto
improve the secondary prevention of LEFs.

METHODS

The programmeaims to create a fluent regional secondary prevention system of LEFs including
primary and secondary care. The focus should be shifted from primary to secqméagntion. To
change the trend is a managerial and medical challenge: mental orientation and clinical practices
must be changed in many organisations without increasing resources.

Multifaceted methods have been applied to combat challenges and to ach@wenitment:

-Audit of the treatment of 100 patients with LEFs to document the present clinical practices
-Feedback based on the audit to catsdymotivation for change

-Rohto-workshops as interactive methods to seek for consensus of problems and ssjutio

-Opinion leaders engaged to act as change facilitators

-Health caremanagement involved to ensure mandate for change

-Creating an evidencéased secondary prevention protocol for LEFs based on national clinical
guidelines to guarantee scientific tleground

RESULTS

A mental change was achieved: insufficient secondary prevention was reeddaoibe a problem,

and the reallocation of the resources was accepted to be one solution. Moreover, the insufficient
prevention models were seen not to be inrh@ony with the clinical recommendations. The
professionals set a target, that 100% of the elderly patients with LEFs should receive a sseddardi
mapping and relevant elimination of risk factors.

In one of the workshops a new idea of "a care manageihsore the good quality was suggested.

The specialist nurse network and many of the doctors became accustomed to the idea of secondary
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instead of primary prevention. Basic tools to improve care were produced, such as a checklist,
documentation and data delery models, and a regional clinical pathway. The process of making
house rules for different health units started.

ANALYSIS

Interactive recruiting of all the relevant professionals was essential for the mental change. This
"bottom-up" -working strategy \w&s chosen to achieve criticalass for the change management.
This was done to inspire, to induce gaaientation and commitment of professionals for high
guality treatment of the LEF patients.
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DESIGNING EXTERNHHALTH CARESSESSMENT AND IMREMENTSYSTEMS IN SERBIA

New approaches to imprové@ealth carequality

Annette Katravd Snezana Marfc Nevena Karanovic Maja Vuckovi&rcmat, Marija Mitic,
Mirolslav Obrovacki

'EPOS Health Management, Germavhgency for Accreditation of Health Carstitutions, Serbia,
3Ministry of Health, Serbi&Delegation of the European Union to the Republic of Serbia, Serbia

CONTEXT

Significant work was donen ipreparationof the new Accreditation Agency. New legislation and
assistance through international dongponsored projects over a number of years have laid the
corresponding groundwork. Major progresssiaeen made over the last yedihe Agency has been
established by law, with a Managing Bogad Agency Director hdseen appointed and staff hired,

an ofice location secured, and a budget allocated. In a relatively short period of time, the Agency
has moved forward and is now able to take full advantage of the EU funded project to strengthen
its programmes and activities.

METHODS

There is growing worldwel demand for quality inhealth care and for mechanisms, such as
accreditation, to promote and maintain it. Accreditation (and similar systems of external
assessment against standards) has developed as an effective strategy for continuous improvement
of health careinstitutions and systems, with benefits to consumers, regulatorsnagars, and
other stakeholdersBut the effectiveness of an accreditation programme, as well as its affordability
and whether it will be sustainablelepends ultimately on many vable factors in the particular
health careenvironment of the countrylt also depends on the kind of programme concerned, and
how it is implemented. In Serbia, for the new Accreditation Agency, the mageqt issues are
two-fold: 1) ts strengtheningorocesses and lontgrm development plan; and 2he development,
implementation, and institutionatation of CQI over many years.

RESULTS
The critical issues discussed and planned are as follows:

1 The long term financial sustainability of the Agency udirlg continued donor support until
the Agency is financially viable;

1 The institutionakation of a "Culture of Quality" throughout ahealth professionals,
institutions, and services over a number of years;

T The support for accreditation processes and gmammes by the HIF, MoH, IPH,
Associations/ Chambers of Health Professionals, local governments, and others;

1 The process of bringing the "private sector" in health into the accreditation process to
ensure all Serbians are included in the benefits of actagdn;

1 The preparation of the Agency to meet international standards for accreditation agencies by
applying for recognition by the International Society of Quality in Health Care (ISQua);
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T The cohesion and integration of various organisational Qualitydgament programmes
and Continuous Quality Improvement activities under the umbrella of the Agency

ANALYSIS

The development of accreditation occurred as part of broader health reforms in Serbia and in the
context of an overall @vernment strategy for qudly. The Agency is the principal national centre

for the definition, measurement and improvement of standards. The national accreditation
programme for hospitals and primahealth carecentres to meet ISQua principles by enhancing
existing accreditation andards, and developing new standards for clinical support services
laboratories, pharmacies and diagnostics imaging involved workgroups of key stakeholders and is
scheduled to be completed by April 2010. Field testing in pilot sites will occur-/geptember

2010, with seHassessment dfealth careinstitutions. In parallel, external surveyors will be trained

for standards' interpretation, survey process, documentation review, specific or sgediareas
(safety, infection controletc) and reportwriting skills.
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INTERNATIONAL PUBBRIVATE PARTNERSAND SOCIAL ENTREPRBRSHIP INEALTH
CAREA SUCCESS STORWBEEN EGYPT AND GRARM.

Cooperation across boundaries

Mostafa Huntet, Khaled Sanfiy Berthold Seitz
lEgyptian Institute of Diors, Ministry of Investment, Cairo, Egyjtar El Oyoun Eye Hospitals,
Cairo, EgyptSaarland University, Homburg/Saar, Germany

CONTEXT

In transitional countries likd&egypt, thehealth caresystem is continuouslghallenged to reach
quality and equity.The fact that around 20% of the population lies under the poverty line and
another 20% just above it makes funding services to the poor diffith#. @ntralisation of quality
services in the capital city Cairo puts technical and financial burdens essaodity to services.
Compared to hospitals in a European country like Germany, Egyptian hospitals have different levels
of quality. Health caremanagers need to have innovative solutions to create equity of health
services between developing and deveddpcountries ad within developing countries.

METHODS

The authors developed a model for international public private partnership (PPP) between a public
university hospital in Germany and a private hospital in Egypt. The model was based on mutual
benefits d both parties and efficient management of available resources. The lines of cooperation
included exchange of visits, experience, joint research, seminars and trapiogyammes. Both
parties focused on synergies to build on their strengths. The Egyptizate hospital opened
branches in a poor area in Cairo and two governorates in Upper Ef§@d km from Cairoto
improve accessibility to the services. In addition to that, an efficient entrepreneurial poverty
alleviation system was mutually createdtiveen the private hospital, three nebr-profit NGOs

and a private bank to support the treatment of poor patients who cannot affordstevice. The
system also offerecgubsidsed trainingprogrammes to nurses and ophthalmologists fronulgic
hospitals dlover Egypt.

RESULTS

The international PPP model positively affected the quality of services provided in both hospitals.
Over the last 18 months, this agreement resulted in one clinician from each country being trained in
the other country, three EgyptiaGerman meetings (two in Egypt and one in Germany),
accreditation of the training programmes offered in Egypt, two joint research projects,
accreditation of the private hospital in Egypt to reach German standardsnsultation system
between both countes and regular expesntisits. A new centre of excellence is being founded in
Cairo, as well as planned other branches to cover remote areas. The mutual poverty alleviation
system supported examination of around 35,000 poor patients. It offered ssbdidgifordable
treatment for around 20,000 including 250 advanced eye surgeries. Parallel to that, there were
training programmes for doctors and nurses from the private hospital as well as other public

hospitals in Egypt and the region.
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ANALYSIS

The model presnted emphases the role of private sector in improving the quality and equity of
health care Thissuccess storjlasnot put any financial burden on public financial systems. Finance
was generated through muistakeholder coordination between private &er investments and
not-for-profit funding. Synergies between different sectors and emsitainment models linked
with efficiency make services affordable to the poor, who get them in the same standards and
location as the richThe integration ofocialconcerns in private business operations represerd
practical tool to improvehealth careservices. Linking public sector experience and quality from
Germany with private investment and knewow from Egypt maxireed the benefits for both
parties. Over ime, international PPP might equsdi the quality of services between different
countries. We hope that this model will act as a prototype to induce radical change in dedhing w
poverty through creation of modelwore efficient than development aids.
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IF PARTNERSHIP ISETANSWER, THEN WHAT'SETIQUESTIONENGLISH HEALTH AND
SOCIAL CARE PARTNHRSVORKING AND ITPACTS

Cooperation across boundaries

Helen Dickinson
University of Birmingham, Birmingham, United Kingdom

CONTEXT

Partnership working beteen health and social care organisations has been extensively promoted
by the English central government since the election of the New Labour governimel997.This
trend is not confined to Englan@nd an interest in collaboration between health and isbcare
organisations is of international intere@Glasby and Dickinson, 200%he rationale for this way of
working is most often predicated on the notion that it improves services and consdguen
outcomes for service user¥et, despite this there igery little evidence that this way of working
improves service user outcomes. This research project investigates this link.

METHODS

This project is based on an extensive review of approaches that have been used to evaludte healt
and social care partnerghs. Some authors have suggested that the lack of evidence relating to
health and social care outcomes is related to the difficulties involvedvaluating this way of
working. However, this review argues that this is a rather rationalist perspectivelkidypanalysis
and the approach adopted in this research is instead based antarpretive conceptual model.
This project employs a theoigd approach rooted in multiple methods of data collection. One of
the primary means of data collection was the fRarship Outcomes Evaluation Toolké,generic
toolkit specifically designed to evaluate health amtial care partnership workinghe toolkit was
employed in an iterative process along with interviews and focus groups mefqloratory case
studies.

RESULTS

The process of research took a rather different approach to thairaily envisaged at the outset.
The partnershipswhich provided the exploratory case study sites found it rather difficult to
articulate what they were trying to achieve iterms of service user outcomesAlthough
respondents frequently suggested that their partnership was ultimately aimed at improving service
user outcomes, when pressed they found it very difficult to sapatvthey were trying to achieve.
When pressed respondentsften became incredibly aspirational, with a range of stakeholders
having very different perspective of what the partnership was aimingdbieve.Moreover, on
further investigation it often appeared that there were very different local organisationdl an
political drivers at play than weregeing publically acknowledged.

ANALYSIS
What the process of research revealed was that the case studies were not ultimately as orientated
around service user outcomes ey initially purported to belndeed, there apeared to be other
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processes at work than werbeing explicitly articulatedlhe case studies illustratbat the use of

the notion of partnership not simply as a tool of improvement to bring specific and identified about
changes in service user outcomest also & an active tool of governanchk this sense the role of
partnership is not as a specific mode of governance, but as a technique of framing that might be
engaged as a means to mobilise a variety of stakeholders to become involved in a partousa

of action or set of activitiesThis analysis demonstrates the performative value of partnership and
one which goes beyond existing concepts of the role of partmprs processes of governance.
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MANAGEMENT OF INTERANCY COLLABORATIOBETWEEMNMEALTH CAREND OTHER
WELFARE SERVICES

Cooperation across boundaries

Susanna Bihari AxelssdRuno Axelsson
Nordic School of Public Health, Gothenburg, Sweden

CONTEXT

With the increasing specialisation of services and personnel it has beioopoetant for health and

other welfare organisations to collaborate in order to address complex problems of their patients
or clients in an efficient and effective walyn Sweden there have been a number of experiments
with collaboration between health care, socialrgices, social insurance and employment service in
vocational rehabilitation. In 2003 came a new legislation allowing the different agencies to pool
their budgets and collaborate in local associations. This presentation will report an evaluation of a
collaboration model that was developed in one of these associations.

METHODS

There isgrowing research on interagency collaboration betwdwalth careand other welfare
services. A great deal of tht®mes fromthe UK, the Netherlands and the Nordic countribsit

there is also research from the USA, Canada and Australia. Most of this research is about the care of
the elderly and other forms of community care, but there is also research on rehabilitation.
There are many different models of collaboration insthield. These models can be described along

a continuum from informal meetings to formal partnerships, case management,-chsdiplinary
teams, celocation of professionals, and mergers of organisatiddata on the evaluation of this
particular collaboation model were collected through 20 individual interviews with professionals
involved in the local association. In addition there were two focus group interviews with users of
the rehabilitation services provided. These data were also supplemented byndmtary data
from official sources.

RESULTS

The target groups for this interagency collaboration were young people and immigrants who had
complex problems and needed services from at least two different welfare agencies. They were
unemployed with physidamental and/or social problemd.he clients had direct contact with job
coaches, who followed them through the whole process of rehabilitation and assisted them in
finding employment or education. The coaches were supported by groups of professiomals fro
different agencies: the regional health services, the municipal social service, the national social
insurance and the national employment service. The groups were responsible for the provision of
rehabilitation services. They followed the rehabilitatiprocess and discussed the progress of the
clients. The model was quite successful. After rehabilitation;650% of the clients were in
employment or education. The main success factors were the commitment of the job coaches and
the collaboration betweentie representatives of the different agencies.
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ANALYSIS

The collaboration model was a combination of case management and multidisciplinary teams. Case
management was provided by the job coaches, while the different groups worked like
multidisciplinary teamsThe collaboration was successful, but there were also some barriers like
cultural differences between the agencies and a lack of understanding of different roles and
regulaions. The professionals in thlgroups also experienced a lack of interest andpsup from

their own agenciesThere are some important management lessons to be learnt from this
collaboration. Firsta model like this is vulnerable. It is very much dependent on the commitment
and professional attitude of the job coaches and the mershmrthe interagency groups.
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SYSTEMIC MEBNG- DOES IT GIVE ANY BEBS2 AN INVESTIGATION AMG CHIEFS WITH
EXPERIENCE OF SYSTBWEETINGS IN RERISKANE, SWEDEN

Cooperation across boundaries

Ingrid Ainalem
Centre of development, innovation aimprovement, Region Skane, Sweden

CONTEXT

People who come into contact with thieealth caresystem and social services expect a good,
trustworthy and accessible care. However, inefficient and complicated working systems have made
the care inaccessible. Tieeis a gap in communication between different levels of cangl this is a
problem for patient and public safety. During recent years, systemic meetings have been iteste
Region Skane, Sweden. Thenaf this study was to investigate if systemic megsinin Region
Skang(in the municipality, primary care, psychiatry and hosp)takve given any expiring results of
improvements of operations.

METHODS

A systematic meeting contains five phases: observation, reflection, action, leader position and
after-reflection (Sarv H.). Every meeting starts with one of the participants giving details of a certain
experiencedevent. This could be related tpatient care. In the "reflection phase" the other
members in the group would consider the pattern and choice ofi@and treatment the narrator

has made ad suggest alternative of actiorAfterwards the person who has introduced the story
above would give her/his views on the discussion. Then the leaders give their reflections (leader
position) that hopefully end im document of acting together with the group. Finally, the group
engages itself in deeper reflection (afteaflection). The study was made with help of an opinion
poll send to 40 chiefs with different positions and five reinstructed interviews, all @dfierience

of systemic meetings. Analysis of interviews was made with quantitative and qualitative content
analysis.

RESULTS
Opinion poll
We found results, all from changing in practice, solving problems and increasing understanding for
different behavious.
1 Documents of acting
New routines;
Increased understanding;
Increased capperationbetween health and social care;
New solutions ad alternative actions;
Practical measures;
1 Other.
Interview investigation

=A =4 =4 4 =4
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All respondents hadeceived trainingand had experience (since 2003s leades of systemic
meetings.Experiences varied from 30 to 100 meetings per leader.

They were convinced that three coitidns were to be fulfilled if systemic eeting was to be
adopted in any operation. Professional leadershigader commitment and favourable group
composition.

There was bottadvantage and disadvantage in systemic meeting. Systeewting created mutual
understanding among the stafivhich in turn meant betteteamwork and better resu#t

The disadvantage wabkdt the method took up much time and demanded more staff.

ANALYSIS

Conclusion: Lessons and message

Systemic meeting is a good method foraueration between different institutions of health and
social care. As a result of systemic meetjigsgion Skanbkas been able to increase consonance
between hospitals, psychiatry, primary and social cared double working is avoided. The result
also points out that systemic meetings have been important for people with psychiatric health
problems. In some cases wh@atients take part in systemic meeting they became positive to the
method?

The result also showed that systemic meetings increased consonance between different
organisationsbut also between different categories of employers.
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REDESIGNING NURSINERACTICE: DIVERSETH& TO ADDRESS NWRSI CARE
PERFORMANCE

Redesignindhealth caresystems

CartArdy DuboisDanielle D'Amour, Eric Tchouaket Nguemeleu
University of Montreal, Montreal, Quebec, Canada

CONTEXT

A growing body of evidence shows that nugsitare and its foundational values strongly contribute

to overall organisational performance. Recently, however, many reports have pointed to the failure
of current care delivery systems that compromise the optimal use of nursing resources. In the
contextof nurse shortages, managers are exploring innovative ways to redesign nursing practice in
order to improve outcomes for nurses and patients. This paper showcases several models of
nursing care that have been implemented in the context of acute care uods)pares the
distinctive features of those models, and provides evidence on outcomes associated with them.

METHODS

Our research is based on a survey of 22 medical units in 11 acute care facilities in Quebec. Data
collection used several methods: a questiaire administered to 282 staff nurses; interviews with
senior managers, head nurses, and staff nurses; focus groups with staff nurses; administrative data
on staffing; and screening of 2500 patient charts. Three key variables informed our investigation:
nursing care delivery models; nurse outcomes (absenteeism, satisfaction, intent to leave, and
burnout); and patient outcomes (adverse events associated with nursing care). We based our
construction of the nursing care delivery models on correspondencechrsder analysis. ANOVA

and multiples comparisons tests were used to examine their effects.

RESULTS
Our research identified four models being used to redesign nursing practice:

1 Two professiondy-oriented models that emphasessupport for professional andnovative
practice

1 Two administrativeloriented models that emphase flexibility in the use of nursing
resources and the delivery of essential nursing tasks.

The first two models reflect efforts to incorporate foundational "caring" values in newnmsre
arrangements. The second two appear to reflect raticadion strategies aimed at dealing with
economic and labar-market constraints. Our analysis suggests that the four models represent
different paths followed byhealth careorganisations to ese recruitment and retention difficulties,

and to address patient safety. There are, however, several significant differences among the
outcomes of these models, both for nurses and patients.

S\



ANALYSIS

Despite similar performaneeriented claims, emergent adels of nursing care delivery do not
invariably follow the same path. More complexly, our research shows that the redesign of nursing
practice is a multidimensional process that is manifested in diverse ways of mixing nursing
resources, using nurses' $kildesigning work environments, and supporting devtel innovation.
While economic or labar-market pressures often dictate initiatives to redesign nursing practice,
our findings highlight the risks involved in diverting focus away from core nursingsvalVhile
some emergent models that deviate from nursing practice ideals provide-séront solutions, they

may, in the long run, undermine nursing work and threaten patient safety.
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VITAL IN NORTH A SYSTEMS APPROAGBI IMPROVE QUALITY TNHE CARE OHHE
ELDERLY PATIENT

Redesignindhealth caresystems

Camilla Andersson
Norrbotten county council, Luled, Norrbotten, Sweden

CONTEXT

The Swedish governmental campaign to improve caréi@elderly is in Norrbotten county council
organised as "Vital in Mih". More than 30 quality improvemenrprojects have been running since
2007 in rehabilitation, fall prevention, malnutrition and bedsore, demextse, pharmaceutical
reconciliations and palliative care. To assure systemic results a quality improveffieathas been
set up to coordinate and support all the-@iojects in elderly health care.

METHODS

Improvement areas are decided by a board of directors from the hospitals and primary health care.
Improvement advisors are coaching and coordinating incalrpractise and results are measured in
patient outcome. Eonomical analysis, development of-dfistems and communicatienand
implementation strategies are integrated in the clinical improvement witmiough the whole
process. Improvement advisors areipporting the development of system wide methods in
hospitals and primary care practices. Integrated electronic patient records makes information
available in the whole system.

RESULTS

Hip-fractures among elderly reduced

Polypharmacy among elderly reduced

Prevention methods for fall, malnutrion and bedsores implemented

Better routines for safer admissions and discharges to/from hospitals

Secial forms in the electronical patient records that supports planm@ingd proactive care
for elderly,

Better measirements and outcomenalysis in thdwealth carefor elderly;

T An internal quality register for the system Norrbotten county council- is under
construction

=A =4 =4 -4 =4

==

ANALYSIS

To be successful with improvements in the whole system working at all systeis are
important. National guidelines and quality registers along with internal processes and patient safety
work indicates in which areas improvement work needs to be done. Senior leaders that have a will
to improve the whole syem, not only the business thahey representare necessary. A delicate
task for senior leaders, and improvement advisors, is to eliminate obstacles fopecation
between primary care practices and hospitals in thesy$tems, economical systems and old
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agreements. Qualified supporfirom improvement advisors has facilitated the process to be
effective and sustainable.
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REDESIGNING CHRONGARE DELIVERY SYSSEMITH HEALTCARE ORMATION
TECHNOLOGY

Redesignindhealth caresystems

Kari Harnd, EsaMatti Tolppanefi, Seppo Rant Lasse&Suominen
'Helsinki University Central Hospital, Helsinki, Finldddjversity of Helsinki, Helsinki, Finland,
Espoo Health Center, Espoo, Finland

CONTEXT

Chronic diseases are main causes of mortality and morbidity in the developed Wedith care
systems designed to deliver acute care do not meet the needs of the chronically ill population and
patient care is often deficient. Growing consensus underpin approaches to chronic care and
shift to disease prevention. Disease registries are databdbkas contain conditiorspecific
information. However, lack of interoperability has inhibited integrated registers to provide
feedback on overall performance in the population. To improve care management strategies and
efficiency of municipal health centrea regional diabetes register (T2DR) was constructed to track
progress using process measures.

METHODS

The T2DR is an integrated register based on the EcBmlatform. Patient cases in 2008 were
collected from four separate {Bystems- three of these sgtems were Ecométsystems in the
Helsinki University Central Hospital (HUCH), in the municipal health centre of Helsinki, and in the
clinical laboratory providing services to HUCH and the region. Furthermore, we retrieved
information from an EMR used ilné¢ municipal health centre of Espoo. All patient identification

was encrypted. To identify the diabetes cohort four different criteria were used: FL0CEddes
E10E14, 2) ICPC code T90, 3) glycated haemoglobin A1C > 6% and, 4) more than one visit for
diabetes care utensil dispensing services in Espoo.

RESULTS

A total of 37 611 diabetic persons from Espoo and Helsinki were identified. T2DR was validated
against an administrative register for national monitoring of diabetes. The difference in the number
of known diabeticdetween the two registers was 87 (3, 4 % more persons with diabetes in the
national register). The match was in general goddrgets for aggregate observations of some
cardiovascular risk factors (GHbAlc and-Cplwere met, but not fio all followup markers
(microalbuminuria, retinal scans). Measurements were done more often in Helsinki, but the quality
of diabetes care appeared somewhat better in Espoo. Although the variation was small between
the two municipalities, wide fluctuationfup to 40 %) existed between individual health centres
within the municipalitiesMajor parts of the resources were allocated to follayw of diabetics with

good and moderate (57 % and 37 % of visits, respectively) glycaemic balance.

ANALYSIS
Preceding maagement intervention in Espoo, where feedback information was utilised between
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health centres internally, resulted iime redesignof the care delivery system anohprovement of
diabetes care.

The compliance with diabetes practice guidelines and quafisare may therefore be improved by
applying EMR aggregate data in primary care and extending the peer review between populations.
When information is retrieved from regional legacy systems into data warehouses and processed
with business intelligence,crossorganisational outcome and productivity performance
measurement becomes possible. This enalllealth caremanagement to achieve laregrale,
durable improvements in clinical processes resulting in improved efficiency and quality of care.
More effective use of existing data allows us to compare actual outcomes with target values,
predict risks of future health events and integrate this information into the care of the patient. In
addition to redesigning provider processes, patient behaviour changegeweiption are also
needed for longerm results.
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SERVING PRIMARY HEAICARE

Redesignindhealth caresystems

Taina MantyrantaMinna Kaila, Jukka Mattila
Ministry of Social Affairs and Health, Helsinki, Finland

CONTEXT

In Finland municipalities are sponsible for organising tafknded primaryhealth care(PHC)The

state has a steering role and participates in funding. Municipalities arrange PHC according to local
circumstances independently, with the neighbouring municipalities or by purchasing.iPHC
offering preventive, outpatient, home nurse, dental and occupational services as well as some
inpatient care. Well educated personnel, developed information technology and strong support
from the population characterise PHC. Current challenges includetagie of personnel,
especiallyin the remote areas; problems in access to care; system centred planning (vs. patient
centred); overall focus in specialised care and expansion of duties without new resources

METHODS

The rational primary care action progmme was launched in 2008 to respond to the challenges.
Key professional societies as well as governmental organisations were included in planning. Grass
root views were collected in national and local seminars with various methods. The action
programme wa supported by strong commitment from the political leaders in governnigating
execution the programme continuedhe close ceoperation with professional societies. Some
minor changes in legal regulatiohave beenconducted. Local and regional devefgnt projects

have beenendorsed with financial support from the national development programme for social
andhealth care(Kaste). Implementation of the actions consists of more traditional methods such as
seminars and journal articles, as well as devetbpmplementation methods such as collaborative
breakthrough method. Twelve indicators were formulated for evaluation of the programme.

RESULTS
The programme consists 8ff actions, focusing primarilyndhree areas:

1. Mission clarification: The main messagem the field was a blurring mission of PHC. The
value of PHC is in health gdhmt it is able to produce. The actions consist of focusing on
the population's health needs, reconsidering certain tasks such as some medical certificates,
and on improvingchronic diseaseprevention and management by ingshenting the
Chronic Care Model.

2. Patient to the centre: Patient status has not been strong in Finland. New legislation
expanding the freedom of choice is under way. Patients are also a resourtee in
develgpment of services and in their own care. Support for better-sethagementand
empowerment is implemented.
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3. Personnel. Changes in education and division of responsibilities between physicians, nurses
and allied health professionals as well as focus in gatisfacton are examples of the
actions.

ANALYSIS

The PHC programme has involved the professional societies from the beginning as partners. This
has created a strong commitment to the programme amongst the professionals. This has also
encouraged discusgiowith the professional media and actiwembers of societies

The Minister of Health and Social Services™ strong commitment toptlogrammeand her active

role assupporterhas been important for the development. She has set new achievable goals for
public PHC and kept discusssmpen inpublic. The currenéconomic depression is a challenget

also anopportunity forthe programme. At least it seems to drive personnel fithi private sector

to municipalities. This strongly supports the momentum dadradpe in developing PHC.
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HEALTHPROMETHEUSESSIONRESPONDING TO MOBN.IOF HEALTH PROHRESSLS IN
EUROPE POLICY OPTIONS ANBNAGERIAL TOOLS

Health PROMeTHEUS session

CONTEXT

What is the scale of health professional mobility in Europe? To vehxitdnt do movements impact

on the domestic workforce and health systems? What can policy makers and managers actually do
to respond effectively to health professional mobility (HPM)? And, most crucially, are migratory
flows big enough to justify action’h&se are pressing and difficult to answer questions for decision
makers since robust data on HPM is scarce, as is information on effective policy responses. The
workshop will address this gap by presenting results of theparopean research projeetEALH
PROMeTHEUS$); cofunded by the European Commission (grant agreement n°223383).

METHODS

To quantify the extent and patterns of health professionals moving in Europe and béjeAdTH
PROMeTHEUS has employed secondary data anatygesl review andcomparison of existing
data sources (registries, census data, data of labour force surveys, hospital datzgsanstudies
This includes all EU countries and selected OECD countries outside Eloopep the scale,
relevance, impact and policy respoisst® HPM 17European country cases studies were written,
based on literature reviews and expert interviews.

RESULTS

Preliminary results show that HPM does affect all EU countnesever the scale of movements
and mobility patterns vary substantiallungary, Poland and Romania are countries with relatively
high outflows of health professionals. They face the challenges to retain their workforces and to
avoid negative spibver effects on their health systems. The UK has a long history of employing
foreign health professionals from outside Europmit experiencedsince the EU enlargements an
increase of Polish, Bgarian and Romanian doctor@ther countries with a high proportion of
foreign health professionals are for instance Spain, France andi@&uBtr both, receiving and
sending countriesimpacts on health services delivery and the availability of resources were
observed albeit evidence is scarce. In times of interconnected labour markets globally and within
the EU, national policies on stafétention, selfsufficiency and better working conditions are
becoming increasingly important. Policy options will be discussed in light of the wider context of
health workforce issues, and recent developments on ethical codes for recruitment, at natiwhal
global levels.

ANALYSIS

With the exception of a few countries such as Spain and the UK, health professional mobility in the
European region is largely an intra European phenomenon with most health professionals moving
within the region. Therefore, efftive responses lie within Europe and particularly at national,

! Website: http://www.euro.who.int/en/home/projects/observatory/activities/researestudiesand-projects/prometheus
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regional and organisational levels. Measures to retain staff can be of financial anfinanoial
nature, including improving working and employment conditions and viibekoalance as welhs
career development opportunities. At national level, workforce forecasting that includes data on
mobility allows for better planning of future workforce needs. There may be scope for EU action on
monitoring flows and forecasting mechanisms, in suppbrdaivities at national levels.

Satellite session

Thursday 1 July 2010,
12.4513.45

M



Sy'2T ‘0T0Z AInC T AepsinyL

Sy vi-

PATIENT ORIENTED RESS CREATION, SUSABLE DEVELOPMENMNDALEADERSHIP
ANY DELIVERABLES?

Satellite session

Birgit Byman
Project Leader, RN, Helsinki University Hospital, Oncology Clinic, Hospital Distrgin&f &fed

Uusimaa, Finland

CONTEXT

The patientoriented process creation in cancer care is driven by system chargeh in patient
care and in leadershipas well as by information needs and other expectations of customers and
stakeholders.

METHODSMD TARGETS

Our target has been to develop transparent processes and visible measurements to follow the
outcomes of the activities. Our working method has centred on the engagement of different roles
and all of the resources of the clinic. Daglay work n the project has been driven by discovery
and two key questions: what are we doing, and how are we doing it?

RESULTS

We have shared processes that can easily be used by all at the clinic. The organisation has been
adjusted to support proceslsased actiities. Moreover, we are continuing with the next 10
development projects created to benefit both customer as well as stakeholder needs.

ANALYSES

The assumptionglaboratedtogether have been clearly testednd the necessary changes have
been implementedn the organisation. The change is sustainabh® have learned a lpbut also
know that there is still #ong way to go.
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HOSPITAL BENCHMARGINLUB: COMPARE Y@EBRF ACROSS BORDERS!

Euro DRG session

Chair: Prof Reinhard Busseepartment Head foHealth Care Management, Technical University
Berlin, Germany

Benchmarking as a valuable management tool is wided in most industries to compare
companies among each other with the help of performance indicators with the aim to learn from
the best mssible production of goods and services. In health care, this is more problematic and less
O02YY2y RdzS (2 | @GFINARSG& 2F LINRofSYazr SodaodyY oM
sector, which therefore require wetlefined and agreed defingns across the broad spectrum of
FOGAQGAGASEAET SPIP GKNRAdzZAK RSTFAYAY3I GLINRRAzOG &€
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services for particular pants, which is not only problematic due to the high relevance of
2PSNKSFRAD 0600 . 20K GKS RSTFAYAGAZ2Y 2F (GKS al
important factors beyond the control of the hospitals regarding patienx, technologies used and
structural factors beyond the control of hospital managers.

While these issues are addressed within countrieand therefore allow a reasonably valid
benchmarking on national levets a valid comparison of hospitals on a European leVed alone a

true benchmarkingg is until now not possiblelue to the diversity in coding and classification
systems as well as cost accounting methodologies and systems across European countries. On the
other hand, hospitals interested in assessing their performandenotio not find appropriate
comparators within their own countries (e.g. becatBey are the only one speciadid for a certain
service). Also, increasing patient mobility between European countries means that patients and
health care payers are gettingterested in transparent comparative figures on costs, quality and
efficiency of hospitals beyond their national territory.

As part of the Eunded EuroDRG project, EHMA will therefore establish a European Hospital
Benchmarking Club (EHBC) to increasedkchange about exploring, and possibly implementing a
benchmarking system across European hospitals. The aims of the EHBC are:

1 To explore meaningful and feasible ways of implementing a benchmarking system between
hospitals ora European level;

1 To introducethe application of a common benchmarking system that adjusts for differences
in costs taking patient variables, technology use and structural variables into account in
order to allow fair comparisons of costs, quality andogincy;

1 Tocreat an expeience exchange forum for European hospital managers.

Hospital managers interested in participating in this benchmarking club are welcome to the EHBC
kick-off meeting during the 2010 EHMA conference. The hospitals will be guided to explore the
applicationof a common benchmarking system taking into account patient, technology and other
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structural variables. If participating managers agree that a Benchmarking Club is both worthwhile
and feasible, the results of the exploration will themfter the EHMA comfrencec be interrogated

to reveal their usability for benchmarking purposes. This exercise should initially focus on two or
0§ KNBES aS LA apichS analfsed@cerdddScéuntries in the EuroDRG project (e.g. AMI, hip
implantation and/or breast cara/ mastectomy). If the Club comes to the conclusion that this is
successful it would open the potential for efficiency comparisons between the hospitals in the club
and the implementation of a common benchmarking system between the hospitals in the club.
The Benchmarking Club is especially interesting for hospithish cannot compare themselves to
other hospitals in their own county (e.g. university hospitals in small countries), hospital chains
operating hospitals in different European countries, am$tals interested in attracting patients
from other European countries.
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EMPOWERING LOCAL OQ@WUNITIES TO COMMISEN FOR QUALITY, EHAENCY AND
EQUITY: THE EXPERIENDF CONNECTED CIAIRREATIVES IN ENGIA

Gerald Wistow

University of DurhamUnited Kingdom

CONTEXT

The concept of connected care was developed by Turning Point, a large charity in England. It aims
to deliver holistic responses to the complex needs of people in the most deprived communities. The
approach was initially developed in a alnarea (approximately 5,000 households) of Hartlepool
through a partnership between Turning Point, the local community, local services and central
A20SNYYSYyliod ¢KS WY2RSEQ Aa o0SAy3a AYLI SYSYGSR
governmentdocumg it a F2NJ AdGa LROISYOGAlrf G2 WLz LIS2L) S
AKFLIS AYLINRGSYSyila Ay LINRPOGAAAZ2Y YR O2y i NROGdzi.

METHODS

The connected are pilots aim to secure betteguality health and wellbeing outcomeby
promoting effective community engagement in governance, commissioning and service provision in
areas of multiple deprivations. The model developed by the Hartlepool pilot included the following
elements:

1. Partnership board of community and servicepresentatives to develop model and
commission service

2. Connected Care audit conducted by residents of local needs and ambitions

3. Service specification developed by the partnership to commission services and ways of
working based on audit results

4, Community controlled social enterprise to deliver servjces

5. Evaluation by local University

Residents were trained and employed as community researchers to conduct a multi method audit
2F GKS t20FtAde AyOfdzZRAY I | NoupsyThiS ivestniedt hefped Sy :
build community capacity to understand issues and develop solutions as well as legitimating the
audit results among professional partners.

RESULTS
The audit report was critical of the quality of local services and sought weprents in:
Information;
Choice
Access
Continuity and coordination
Workforce
Service standards
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In addition, local residents reported that services intervened too late and wanted earlier, low level
support. They criticised services for working inlason from each other. Rather than a single
intervention to meet their whole needs, they received multiple interventions, leading them on
unpredictable and repetitive journeys around different agencies.
In response to the audit, the partnership board dgmd a service specification based on the
following components:

care navigators, recruited from local residents, to improve access, promote early;

interventions and integrate with long term support where necessary;

complex care teanmtegrating health, sdal care and other support;

transformation coordinator to manage the service and promote change;

a social enterprise to deliver specialist and low level support.

ANALYSIS

Many aspects of the service specification are in place and the pilot has a natamial enterprise
pathfinder. However, implementation has been slow and partial. Despite formally supporting the
model, health and social services have refused to second their staff to the social enterprise and
operate from a community sector base. Howevidiree care navigators are employed by a social
enterprise providing low level services and currently negotiating responsibility personal budgets for
people with complex needs.

The practical implications of this experience for improving quality, effigiemed equity are
substantiaj but it also highlights the strength of resistance to such change as well as strategies for
addressing them. Thus Connected Care appears to offer opportunities for deprived communities to
own and drive solutions for themselveshereby providing better targeted responses and
improvements in outcomes associated with community capacity building.
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STRATEGIC ENTREPRIRSHIP IN THE CARBRFTHE ELDERLY: REBING RESOURCES
TO CREATE SOCIALWMAL

PhD Student session

Maya Fidet
VU University Amsterdam, Amsterdam, Netherlands

CONTEXT

Non-profit organisations delivering public services are facing increasing turbulence, due to changes
in the social, political and institutional environment. These charigag led to a restructung of

health care systems and are offering both opportunities and threats, thus, fostering a rich
environment for entrepreneurship. We focus on the (re)organisatibrihe care for the elderly.
Presently, there are severe resource constraints in combinawah the entry of commercial
providers. Norprofits are challenged to transform their administrative focus by restructuring
themselves into innovative organisations that are able to take advantage of opportunities. This is
necessary to survive in the masingly competitive environment.

METHODS

It is well documented that entrepreneurship often fails because companies do not offer favourable
organisational conditions for initiatives. Research on strategic entrepreneurship, is burgeoning in
the profit-secor. This research offers valuable insights into relevant organisational conditions; yet it
does not capture the unique characteristics of Amofit organisations. The most striking feature

of non-profit organisations is its mission to create social vdbrehe public good rather than profit

for shareholders. Anothreimportant distinction lies irdifferent environmental dynamics. The unit

of analysis in this study is, "the initiative". An initiative is an entrepreneurial process, by which
individuals in he organisation identify and pursue an opportunity tceate future goods and
servicesA multiplecase study in an organisation that provides ldagn care for the elderly was
conducted. We were not so much interested in a single initiative, but in @mel pattern of a
multitude of initiatives, allowing comparative analysis.

RESULTS

This multiplecase study in nursing homes and homes for the elderly has gained rich data on the
way strategic entrepreneurship in neprofit organisations is manifestedh& study showed that a
variety in types of innovation exists. They can be classified as new service concepts, new client
interfaces and new service delivery systems. Especially cooperation between the historically divided
areas, facility management, car@a weltbeing, let to innovations. This study has also identified
that the internal (f)actors that stimulate and constrain strategic entrepreneurship in apnofit
organisation are the same as in a profit organisation with the exception of rewards, diécko
legislation are very difficult to distribute in neprofit settings, especially in financial terms. This
distinction, according to our results, does not seem to constrain initiative. Gaining legitimacy of the
diverse stakeholders to change in anawative organisation is difficult.
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ANALYSIS

A promirent finding in this research ithat almost all innovations were reached through the
creative (re)combining of resources. The concept of bricolage is very helpful in shedding light on the
processesby which these organisations generate heterogeneous value from ostensibly identical
resources. The organisation proved able to solve problems and exploit opportunities despite severe
resource constraints. Furthermore this study increased our understandinigeotreation of social

value proving that innovation is not an optional luxurdyut rather necessary to develop
WIWIISNE2YFf AASRU Lildzoft AO aSNWBAOS&ad bhyS aiail s TFAll
and heterogeneous population. The motivati of most people working in elderly care is primarily

to provide high quality care, with financialwards being of less importanc&he most valued
reward is to receive freedom and support for behaving creatively in order to directly increase the
quality of life of elderly people.
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HEALTH MANPOWER PIMMNG IN EUROPEAN W@W COUNTRIES: EXMPIANIG
CROSSIATIONAL VARIATION

PhD Student session

Gustavo MartingCoelhd, Ronald Batenbufg
'GABBA PhCProgramme Oporto Medical School, University of Oporto, &mo Portugal,
’Netherlands Institute for Health Services ReseaMIVEL, Utrecht, Netherlands

CONTEXT

Human resources for health are critical for health systems at organisational, demographic and
economic levels, but they are the in general the leasitegically planned element. This results in
inadequate numbers, inappropriate training for the tasks assigned, and poor functional and
geographic distribution of health workers. There are several approaches available for health
manpower planning, yet lie is known about which (if any) is chosen by each EU country.
Identifying, describing and comparing such approaches can inform how health manpower planning
is used byhealth caresystems to improve efficiency, and address the issue of global migration of
health workers.

METHODS

The global objective of this study is to identify and characterise health manpower planning
approaches applied by European Union (EU) countries and to explainnati®sal variations
found.

We will perform an international compatige analysis. Data will be retrieved from international
registries and national health authorities websites. Key informants will be contacted and
interviewed. Population characteristics and health status, as well as trends in health manpower
supply and ditribution, will be described for each country. Dependent variables will be general
characteristics of health manpower planning, and specific characteristics of the last health
manpower planning study in selected countries. Seven types of explanatonybleariaill be
assessed: political, organisational, economic, social, cultural, technical and educational.

RESULTS

Our study will take a stepwise sequence. We are now concluding Phase 1, which consisted of
comparinghealth caresystems and manpower plannimgodels in the Netherlands and Portugal.

We will then identify which EU countries have performed health manpower planning and broadly
characterse these studies, through a search of relevant political, technical and scientific literature
and an expert surye Drawing from these findings, we will select a number of countries for deeper
study of their health manpower planning models; we will take into consideration parameter
selection, collection and estimation. We will then assess how political, organisiktesaomic,

social, cultural, technical and educational characteristics of a country influence the design of its
health manpower planning. Finally, we will discuss the quality of health manpower projections

2\



based on current experience and future challesgad directions of health manpower planning in
the EU.

ANALYSIS

By the end of the project, we expect to elaborate a chart of health manpower planning methods

and factors that have some impact on the models adopted by each EU country, and provide a
knowledge base that can be used by each country to improve its own planning strategies through
introducing international beneficial experience.
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SPECIALISATION INETHALIAN HEALTGARE ORGANISATIONS

PhD Student session

Marco Giovanni Rizzo

Catholic Universytof Sacred Heart of Romly

CONTEXT

Recently, we can observe within the Italifaealth caresystem, a tendency from healtbare
delivery organisations to focus on specific specialties and services. This phenomenon developed in
Italy within a broadercontext of health carereforms inspired by the New Public Management
principles such as regionalisation, quasrkets and managerialism. This research aims to
investigate both the change in specialisation index and its determinants. Previous studies have
identified two different categories as possible explicatory variablebeaflth carespecialisation:
organisational variables (e.g. hospital dimension, length of stay, geographic location, ownership
status) and institutional variables (e.g. market concatitm, regional commitment towards the

DRG reimbursement system).

METHODS

The study sample consists of 739 Italian acute care hospitals both public and private. The period of
analysis goes from 2001 to 2005. The source of data is the Italian Ministry athHe

The study aims to test which variables have an impact on the specialisation indekaof ti@alth

care organisationslThe data collected were modelled to define the measures and variables used in
the descriptive statistics and in a multivariate regsion model. The variables considered are:
hospital dimension, ownership status, location, market concentration and regional commitment in
the DRG payment system. Both organisational and institutional variables are used as explanatory
variables. The depadent variable, hospital specialisation, is measured using the internal
HerfindahtHirschman Index (HHI). In order to calculate this index, defined as the sum of squares of
the proportion of discharges from each lines of production, the 523 DRGs werpegiau 38 lines

of production.

RESULTS

Preliminary results show that specialisation increased during the examined period
Many hypotheses are confirmed by the multiple regression analysis. Four organisational (hospital
dimensions, length of stay, locatiomé ownership) and two institutional variables (concentration
and type of regional commitment towards the DRG reimbursement system) are significantly related
to specialisation index. The multiple regression analysis confirmed that hospitals located in
Southkern regions of the country and large hospitals are less specialised. Regional commitment
towards the DRG reimbursement system positively affects the specialisation index whereas a
decrease in competition has a negative impact on specialisation. Finalgpttialisation index is
positively correlated to the private ownership status of thealth careorganisations. The other
variables have no statistical relevance.
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ANALYSIS

The findings of this study provide evidence for the identification of the vamsatilat influence
hospital specialisation. So far the scientific literature did not pay attention to the variables that
influence hospital specialisation within the Italian context. This issue is worth being analysed in
depth in order to better understandhe determinants of this phenomenonThe results have
interesting implications also fdnealth carepolicy makers. Private providers are more specialised
than the public ones because they enjoy more autonomy to define the range of services to be
delivered and they seem more prone to adjust their caséx in order to obtain economic
advantages from the DRG system. Public providers have to balance their managerial autonomy with
financial and clinical goals as well and equity and accessibility defined byolicg makers. The
results show that enhanced regional commitment towards the DRG reimbursement system
provides positive enhanced on specialisation index.
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PROMOTING BETTER WMEL IN HEALTHCARE: DEFINING ANDIMPLEMENTING A
PROGRAMME BWETING MARGINAL ANARIS (PBMAN ITALY

PhD Student session

Agnese LazzariPaola Galli, Mariarosaria Gualano, Antonella Venditti, Valeria Fabbrini, Walter
Ricciardi
Institute of Hygiene and Public Heal@atholic Univerdy of Sacred Heart, Romkaly

CONTEXT

The ItalianNational Health Service (INHS) has been experiencing, like many Western countries, a
deep cultural revolution.

The challenges of the new millennium have shifted the focus from medical dominance, technical
and allocative efficiency to citizestentred cae oriented to create valuelhe changing context has

put much pressure on lItalian decisiomaking processes, pressing for the-gptof top priorities to

be met using clearer, evidendmsed methods of resource allocation. Nowadays, planning and
priority setting at macro level are determined by the requirements of Essential Benefits Packages
(LEA), and policies are still focusing on the bureaucratic dimension of services delivery, hindering
better value forhealth care

METHODS

The purpose of the present gject is to apply PBMA to the Italidrealth carecontext, to support
decision making choices and guarantee resources to be agetihand public health needs to be
satisfied.

Programmes of care with epidemiological and financial priorities (female carmadipvascular
disorders) will be selected, and pilot projects will be launched in order to identify a PBMA model
that suits the INHS. Economic expenditures connected to each programme budget category will be
identified. Then, they will be related to owme data collected for each programme to create a
map aimed to 1) strengthen the link between economic and outcome performance, and 2) better
understand where and how public resources are placed. This will promote benchmarking between
health care organisatons, institutions and decisiemakers. Additionally, it will allow the
elaboration of an Annual Population Value Review to better inform the populatioheaifth care
benefits/returns deriving from public investments.

RESULTS

An accurate feasibility planonsidering data availability, legislative obstacles and cultural factors
must be elaborate to set up PBMA models that are easily achievable and repeatable in any context.
A panel of consultants will be trained to follow dby-day PBMA implementation and
developments in order to identify pros and cons of the approach and adopt guidelines to guarantee
its successful implementation. Communication and data flow ant@adth careactors willincrease
because relevant and multidisciplinary stakeholders (DoHpaBment of Economics and/or
regional branches, analysts of health services dynamics such as the National Observatory on
Regional Health Systems, hospital administrations, etc.) will be supporting the research project.
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Evidencebased literature and guideles will be produced to give an additional contribution to
benefits deriving fronhealth carepolicy transfer.

ANALYSIS

Many undefeatable issues are pressurimgplth care including raising demand and needs within
resource constraints and safety managemepoor quality, strong inequalities and lack of
prevention. PMBA can produce better valuehgalth carefocusing on diseases and not on services
any longer. The current allocation of resources and the planning criteria in Italy are often difficult to
be identified, without any awareness on the effects of the investments done. Due to a PBMA
approach, shifting resources from one health programme to another will be more feasible and
transparent. This method, in fact, allows identification of marginal effectg-allocating resources

in different services, which probably need to be improved to add value -&fesitiveness analysis
needs to be done on both programmes before deciding to move resources, but a clearer scenario
on health carebenefits and effedte tools will be provided to policy makers and payers to inform
value choices.
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BETWEEN QUALITY ARBFICIENCY: HOSPIWMRD MANAGERS IN WAL SQUEEZES.

PhD Student session

Arne Orvik, Sglvi Rasvik Vaden
'Aalesund University College, Alesund, Nor&alershus University Hospital, Larenskog, Norway,
3Nordic School of Public Health, Gothenburg, Sweden

CONTEXT

Quality and continual improvement have for years been emphasised by Norwegian health
authorities through specific strategies and intensified ttoh At the same timeresearchers have
found an undefreporting of quality deviations, and that communication issuesh&alth care
organisations are of great importance for whether deviations are being reported or not. Managers'
actions when deviationsre reported have implications for communication and climate. Against
this background, there is a need for more knowledge about what contributes to dialogue and an
open culture of reporting. Additionally, quality deviations should be studied, as ward reenace
crosspressured by orgaragional dilemmas.

METHODS

The methodological approach included qualitative interviews of 10 managers (nurses) from
inpatients and outpatients wards, lasting for approximately one hour. Qualitative research
interviews wereselected to achieve deep reflections, reactions and emotions on sensitive research
guestions. Approval was given by the Privacy Ombudsman for Research in April 2007.
Ward managers were selected because of their key positions and closeness to diverse health
professionals and patients in the wards, which are optimal settings for measuring quality. Ward
managers' positions are important to improve quality in case of deviations. To achieve geographical
and cultural diversity, and to achieve data saturation,tigggants were recruited from various
types of wards in six Norwegian hospitals. Some participants were selected randomly, others
conveniently. The respondents make up a heterogenic group, reflecting their divessity
experiences and competencies.

Contert analysis was used, and transcribed data were divided into meaning units, codes and
categories.

RESULTS

Transparency, trust and an open culture characterised by active handling of deviations were
management strategies to improve unacceptable practice gwdmote collective learning.
However, our data show differences in the ways ward managers followed up specific routines for
reporting, and to what extent they actively handled deviatiobsaling with severe cases, for
example professionals who treated petits unethically, was especially conflicting. Such cases were
rarely reported, apart from situations where the ward managers focused particularly on
unacceptable practice. Some pointed out a considerable discrepancy between responsibilities and
resourceswhich implied a kind of managerial powerlessnés$andling of deviations affected them
ethically, professionally, personally and emotionally. Emotional distress seemed to move mangers'
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focus from professional growth and improvement skills to an issuefdblame. In general the
managers experienced that requests for quality of patient care have less impact in hospital
organisations than financial requirements.

ANALYSIS

The ward managers were squeezed between quality and efficiency, responsibility anagshof
resources, improvement and blame, openness and secretiveness. Such tensions affected their
organisatonal relations and integrityworking in acordance with personal valuedping what one

wants to do and béng integrated into the (organisationalenvironments (Schabracq 2003).

As nursesthe managers had been socialised into norms like individualised care. However, to some
degree such values are squeezed by budget constraints and also by top managers who ignored
value tensions. To integrate qualitand financial requirements and to promote organisational
learning (Argyris 1990; Senge 200@)ard managers should act communicatively as well as
strategically (Habermas 1984; Nordby 2009). Integrity threats may be induced by conflicting
organisational dgics and should be analysed on a cultural level. Pressure on integrity may cause
health problems for managers and thus challenge the sustainability of hospital organisations.
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MEDICAL LEADERSHIRPERIENCES, COMRETES AND DEVELOPNIBENNEEDS OF DOCTOR
MANAGERS IN THE URDKINGDOM.

PhD Student session

Salome K. Irefj Kieran Walshe Lawrence BensdnMutuku A. Mwanthi
YUniversity of Manchester, Manchester, United Kingd8Kenyatta National Hospital, Nairobi,
Kenya3University of Nairobi, NairopKenya

CONTEXT

The aims of the study were first to explore the experiences, leadership and management
competencies and development needs of doctor managers in the United Kingdom, and secondly to
test the applicability of a leadership competency framewspgedfically developed for doctors.
There is widespread support in the literature for the establishment ofiachn management
structures. In the UK, there is considerable interest in doctors becoming more involved in
managementof the National Health Seice. A recent surge in international projects studying
various aspects of leadership and developing leadership frameworkeahh careindicates an
interest in better understanding and defining leadership.

METHODS

Data for this study was collected ugira multimethod approach; quathtive interviews and a
survey.In the first stage of the study, fag¢e-face interviews were conducted with 13 doctors in
management in two strategic health authorities in the National Health Service (NHS) in the UK. An
interview schedule wasised to focus data collectiorin the second stage of the study, a self
administered questionnaire based on the Medical Leadership Competency Framework (MLCF) 2008
was sent to 518 doctor managers in the NM&h a response rate of 38%he survey design also
allowed for testing of some hypothesis that had been construdietbre the data was collected.

The two sets of data were analysed together to test theplegability of the MLCF (2008\
template method was used for qualitative daanalysis while appropriate univariate, bivariate and
multivariate statistical tests in SPSS were used for quantitative data analysis.

RESULTS

Data from the survey validated the findings of the interviews in addition to providing additional
information on applicability of the MLCF (2008Some doctors are interested in medical
management although generally doctors resent the word managygnand prefer the term leader.
Doctor managers in the UK finthg job difficult and stressfulVarious reasons for andays of
addressing some ahe difficulties were proposedThe participants reported a large number of
leadership and management competencies and equated manageprocesses to patient care.
Clinical credibility was reported as the mostpiontant and mandé 2 NB Theadpctofs idéhidfied
training and development needs and the majority recommended this training at the specialist
registrarlevel. Results of data analysis suggest that the MLCF (2008) may not be applicable for use
by doctor managers and th@ome of the assumptions made when appointing medical and clinical

directors may not be valid.
2\\



ANALYSIS

From this study, it may be concluded that the experiences, competencies and development needs
of doctor managers in the UK to a large extent amila to previous findingsHowever, the
findings from this study have provided some additional datareas such as whas transferable

from medicine to management, views on leadership development, validity of some hypotheses and
the applicability of competncy frameworks imealth care The study raises some issues that may
require further investigation like the proposition that certain medical specialties are more suitable
for management than othersLiterature suggests that medical specialtiay be predttors of
competency and the survey dataalidates part of this findingThere is need to further explore
practical ways of encouraging doctors to take on leadership roles and the use of leadership

compeency frameworks imealth care A key limitation ofthe study was the degree of objectivity
in self evaluation.
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PRIORITY SETTINGIHE ENGLISH NHS: WHASSONS CAN WERKE2A

Introducing changes at systesevel: What can we learn?

Suzanne Robinsoeilelen Dickinson, Tim Freeman, lestyn Williams
University of Birmingham, Birmingham, United Kingdom

CONTEXT

The recent economic downturn places increasing pressure on the financheptth careservices.

For manyhealth careproviders, this means difficult decisions need to be made oveatwhll and

will not be funded.The need to distribute scarce resources in an efficient and effective manner has
led to a range of costontainment strategies, with a number of tools and approaches being used to
aid priority-setting processes in the UK and beyond. @hme of this study is to empirically explore
how different strategies and approaches are enacted, in terms of their deployment within decision
making processes in English Primary Care Trusts

METHODS

Based on a case study design, our analysis draws onngxtbcuments, observation of priority
setting processes and sestiructured interviews with participants. The case study site introduced a
new priority setting process that follows the Accountability for Reasonableness framework (Daniels
and Sabin, 1998yhich requires the involvement of deliberation and debate as well as information
and evidece to support decision makinghe approach is at odds with previous policy and clearly
places responsibility for service innovation on clinicians, seeking topae them in their own

self management. This paper adopts an interpretive approach to explore grgaiting at the local

level, bcusing on the effects of process design (format and tools) and on the manner in which
decisions are @ached within thesgrocessesOur analysis allows for exploration of the ways in
which respondents make sense of complexity, developing a rich and nuanced account of the
tensions attendant with priority setting.

RESULTS

Results suggested an apparent (rhetorical), rather thraal, devolution of decisiemaking
responsibility. For some respondents there was a dissonance with the rational process of priority
setting which tended to relate to a lack of availability of relevant clinical and-efisttiveness

data. The deliberaive element, central to the approaches rationale, was typically honoured in the
absence rather than the observance, with discussions tending to focus on technical aspects rather
than more fundamental deliberationWhile the process did allow for priorityeing to be
performed, which gave some semblance of delegated autonomy, managerial control was largely
maintained YR ¢S | NBdzS GKFG GKS | LIIINRFOK Yleé 6S o
performance’ of decisiomaking (McKenzie, 2004).

ANALYSIS
Findings from this study highlight the tensions between the rational approach to decision making
and the performance of decision making. The attempt to import approaches from one context to
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another served to provoke dissonance between the stated interthefprocess and itability to
deliver in practice.Our study enabled us to explore the types of meaniwhich a variety of
stakeholders attribute to various aspects of the priority setting process and therefore the sense
which they make of appaches torationing decisionsWhat this exemplifies are a number of
different groupswho value types of evidence and therefore give precedence to different aspkects o
the priority setting processRather than considering priority setting tools and processes e& cl
and bounded, this approach provided andapth exploration into how these processes were
enacted in pratice within a specific locale.
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PLANNING THE DUTCH WORKFORCE

Introducing changes at systesevel: What can we learn?

Ronald Batenburd-ud \an der Velden, Malou Van Greuningen

Netherlands Institute for Health Services ResealMIVEL, Utrecht, Netherlands

CONTEXT

For a long timeshortages ohealth carepersonnelhave beera majorworldwide concern of health
policy makers, professional b@d$i and patient organisations (cf. OECD, 2008). It is commonly
acknowledged that manpower planning can be an important instrument to control shortages (and
oversupply) within thehealth carelabour market, in particular by increasing or decreasing the
numbers to be trained (cf. Maynard & Walker, 1997). The Netherlands is one of the countries that
has a long tradition of manpower planning in health care, more specifically of general practitioners
(GPs), and is therefore an interesting case to study.

METHODS

For this paper, we describe and evaluate the Dutch manpower planning system with regard to the
largest medical profession in the Netherlands, the GPs. Based on NIVEL registration of (nearly all)
GPs in the Netherlands since 1975, data immalysed that habeen used for the manpower
planning beforeand after 1999. In that year, the capacitydy was established to centrally plan the
entrance to the medical bachelor and master (specialist) studies, including the training for GP. We
perform a historical patly analysis describing the critical decisions and stakeholders between 1975
and 2008. This is combined with a statistical description of the planned andee&@P student

entry numbers, as well as trends in the size and composition of the GP workforagefpretative

and backward evaluation perspective is applied to address the question if the Netherlands was
successfully in overcoming the pork cycle in GP manpower planning.

RESULTS

Registry survey data shows that GPs in the Netherlands are probablyntst complex and
dynamic medical occupation to monitor and, hence, to plan. Over time, the popularity of becoming
a GP strongly varied among medical students, and so has the entrance of graduated GPs on the
labour market. During the last decade, prefeces of GPs have changed with regard to the type of
practice, career length and attitude towards genesatlion, specialisation and multidisciplinary
collaboration. Contrary to the autonomous trend towards medical specialisation, GPs are
increasingly put fovard by the Dutch government as the corner stone of a strong and integrated
primary care. These conditions have heavily challenged the Dutch manpower planning system and
the potential the pork cycle in GP manpower supply. Still, the system appears tacbessful in
controlling and capturing most fluctuations, although the cycle time of planning is decreasing
rapidly.

ANALYSIS
Although manpower models have successfully supported policy makers to steer the (numerical)
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entrance in the medical bachelor andPGspecialist training, it can questioned if these remain
feasible for the developments to come. Specifically, two trends need to be incorporated in the
manpower planning for GPs that are yet underspecified. First, substitution within the primary care
occupational structure will increasingly change the GP positias tasks are rallocated to new
health occupations (such as Physician Assistants). Second, the need for local and hegitthal
care planning will increase in line with the policy trend to mtch health demand and supply as
close to clients as possible. We reflect on the opportunities and barriers to extend the Dutch system
of manpower system for GPs on these elements, both in terms of manpower modelling and its
policy consequences for goveremt and stakeholders.
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DECENTRAMATION IN HEALTEGARE: AN CROSS SHIAD COMPARATIVE ANAIS

Introducing changes at systesevel: What can we learn?

Guilhermina RegaJoana Monteiro, Rui Nunes
Faculty of MedicindJniversity of Porto, Porto, Portaly

CONTEXT

The successive reforms in theealth caresystems of the developed countries have the fact
common that maximising efficiency is considered a factor as important as the guarantee of
adequate performance levels ihealth care Besides these ingstant drivers of the reform of
health careinstitutions, the health caresystem should cater for the citizens' perceived needs.
Nevertheless, responsiveness, or rather the capacity to meet the citizens' wishes, is néinkedly

to problens of centraliséion of health caredecisions. Due to the specificity of the economic good
at issue decentralisation policies are an important step towards the modernisation of |l
caresystems.

METHODS

In this context we intend to analyse the possibility ofgeadual change in théwealth care
governance model through the political, financial, and operational decesdtadn of the system.
Methodologically the authors propose a comparative analysis betwkealth careand the
education sector, a social sectohere empirical evidence does exist in many European states. In
Portugal, as an example, each county is responsible for the first cycle of education, andgihance
out of county income and property taxes along with block grants from the state. This iarailys

to identify if this type of administrativehange tend to be globally better and if it has
more capacity to positively influence values such as efficiency, equity, quality, governance,
empowerment and accountability than the previduexistingadministrative model. A strategic
analysis was performed applying decentralisation practices in educadod afterwards a
projection of its impact was euahted in thehealth carereform.

RESULTS

Thehealth caresystems of the industrialised countrieseaconfronted with important challenges

due to the rise inhealth carecosts and the subsequent lack of financial sustainability. The
convergence of various factors, specially, the demographic transition, will create the need for
considerable creativity tmvercome the inevitable economic pressures that the social protection
systems will encounter. The introduction of a quasi market approatieatth careis the reflection

of this evolution but this reformist course is not by itself able to drive the neseeg administrative
changes. Following the experience in other social sectors such as education, administrative
decentralisation seems to be an appealing driver in order to protect important social values. It may
even originate closer community links anldetefore reinforce political accountability as well as
public accountability.
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ANALYSIS

Modern managerial models are also easier to implement in a decentralised system, more distanced
from the GovernmentHowever, these changes in the system must be alsaradtersed by
expenditure control, reasonable positive development in productivity, and a high degree of patient
and citizen satisfaction. That is, management models are to be foundMHatot only incorporate

the market rules but also allow the implmentation of principles and values protected in the

modern societiessuch as accountability and responsiveness in accordaitbetiie communities'
interests.
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CANCER NETWORKS:EBLORATORY ANALYCHSHE ITALIAN CASE.

Introducing changes at systesievel: What can we learn?

Marco SartiranaValeria Tozzi
Bocconi University, Milan, Italy

CONTEXT

Managed Clinical Networks are emerging internationally as an innovative organisational model of
care for complex and chronic diseases, since they allow toowvepquality of care while increasing

the equity of access and making better use of scarce resouprawarily expertise. Cancer
Networks represent an important and early example of MCNs, since the lengthy and articulated
process of cancer care hides alemant potential for interorganisational integration. Cancer
Networks, that were firstly developed in the UK National Health System, have recently been
introduced by some Italian Regions and are in the political agenda of most of the others.

METHODS

On thebasis of prior research on coordination mechanisms adopted in Cancer Networks of the
United Kingdom, an exploratory analysis of the Italian case is developed. The experience of the 15
regional network coordinators (or project managers, for the Regionghich MCNs have not been
formalised yet) is gathered thanks to telephone setnuctured interviews, designed to analyse the
following dimensions:

1 Organisational: analysis of the organisational structure and mechanisms which favour intra
and interorganistional interactions;
Operational: analysis of the operating systems for the network management;

1 Professional: analysis of the network under the perspective of the generation and diffusion
of clinical knowledge and the integration with Primary Care.

RESULT

The article assesses the following issues:

Which, among the coordination tools that demonstrated effective in the British experiences, have
been introduced in Italian Cancer NetworkEhe rate of adoption of case management,
multidisciplinary teams, dlical pathways and finances for implementation are presented.

Which lessons can be learned from these experiences with regard to success factors and
implementation problems Two preexisting environmental factors appeared to facilitate the
network developnent: the inadequate qualitative level of cancer care and the presence of a
recognised clinical leadership. The main problems arose with respect to the collaboration with
General Practitioners; the clinical vs organisational dimension of guidelines; andindgmncial
support granted to network projects.
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ANALYSIS

It is shown how most Regions are adopting models that resemble the Cancer Network of Piedmont
Region, which in turn is designedcording tathe Cancer Networks of the NHS of United Kingdom.
One Remn only has opted for a different type of network, although it cannot be properlynddfa
Managed Clinical NetworkThese differences seem motivated on the basis of the-gxisting
features of cancer care services in different territories, and theetated need for a higher level of
either quality, equity or efficacy. As a consequence, the common referral to a single model appears
inadequate for different regional contexts presenting heterogeneous initial conditions.
We finally identify that a numbeof recurring problems emerged during the implementation phase
that hampered the potential impact of the network on the quality of the care process. With
reference to this point some suggestions are provided to regional policymakers and network
managers.
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INTRODUCTION AND HWWPMENT OF PROTEXITIOF PATIENTS' RIEHIN SERBIA:
GOALS, DILEMMAS ARESULTS

Patient empowerment

Maja Stankovic Ivettc Aleksandar Milojkovig lvan M. Jekfc Annette Katrava
Ministry of Health, Serbig€Tertiary Care Pject Serbia SOFRECCEPOS Health Management,
Germany

CONTEXT

From 2002 Serbia undergoes substantiehlth sector reforms. Patient oriented system and quality
assurance are milestones of the reform. One of the very first activities started in 2002 wssure
patient centredenvironment was establishment of Patients' Rights Ombudsman in each heath care
institution across Serbia, and on higher instance, at the Ministry of Health. This process relies on
European Charter on Patients Rights and DeclamadioHuman Rights and latter institutionsdd at

Health Care Law adopted December 2005National Ombudsman for Citizen Rights' protection
demonstrates orientation of Serbian Government. Protection of patients' right presents pioneering
job.

METHOB

This research presentdescriptive analysis of developmexih the area of patient rights in Serbia
from 2002. Moderate volumeof datahave beercollected to demonstrate trends described within
Results andiscussionAccording to the Law, each heath canstitution must providea patient
rightsQprotector. The protector of patient rights deals with patients complaints, renders legal
advices, ad as a mediator between patients artikalth careprofessionals, and tries to solve
patients' problems at thdnedth careinstitution lewel. Patient can address the Ministry biealth at

the second instance?ublic campaigns at national and local level were conducted in several waves,
each followed with public opinion research to asses outcoawseved Patients wee questioned
about their basic knowledge and understandingtiedir rights and responsefdhe institutions to
protect them Collected data was analysed at the Ministry of Heath, Patient Rights Ombudsman
office.

RESULTS

Based ora five year analysis of reocved complaints, it has been concluded that the most frequent
reason of complaint submission is "misbehaviourheélth careprofessionals. Lacking information

to be addressed biealth careprofessionals is also frequent. It was favourable ti&t number of
complaints increasing dung the timeperiod showing increasedwareness of patients. Patients are
better informed about their rights, antealth careprofessionaldhiavebecomeaware that it is their

legal obligation to respect rights. Thegeevidencethat the protection of patients' rights is needed

in Serbia. Also, it is clear that this area should be further developed fra@ancurrent level.
Increasing trends of patients seeking protection of their rights encourage further development. The
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nature of cases also evolves to more demandsgles as patient acquire a better understanding of
their rights

ANALYSIS

Work on patien& fights protection has been envisaged as a continuous process and team work,
which is one of indicators of quality dfealth care service. This research demonstrates that
awareness of patient rights increased, among both patients and providers, duengeven years
period. The nature of complaints has been changed slightly, mostly in figures, proasiogrtain

levek of protection to heath care professionals. Major benefits from preventive activities focus on
resolution of misunderstandings, avoiding of conflicts, adjudication and mediation in solving of
problems and avoiding of expensive trial procedure. Most of comgdaian be resolved through
suchmechanismsRecommendations are that further development should be toward wider public
debate and introduction of different societies (NGOs, and associations dealing with vulnerable
groups, human rights, Chambers of diffetdealth professionals etc) to promote positive values.
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PATIENT EDUCATIONGENERAL EMPOWERMEIILLS FIRST EXPERIENCEBHM NEW
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CONTEXT

Quality ofhealth carenot only depends on what physicians and health professionals do. It is also
influenced by patient's behaviour and knowledge. At the same time, patients require an active